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Discuss the role 
of SHOT and the 
haemovigilance 

process in UK

Understand the 
importance of 

identifying 
Human Factors 

in incident 
investigations

Understand the 
role of 

haemovigilance 
in improving 
transfusion 

safety

Apply 
knowledge to a 

SHOT case-
based 

discussion

OBJECTIVES: At the end of this lesson 

learners will be able to:



Haemovigilance

Refers to the systematic surveillance of adverse 

reactions and adverse events related to 

transfusion with the aim of improving transfusion 

safety



Why do we need Haemovigilance?



How has haemovigilance helped?

Provides assurance regarding safety of transfusions in the UK

Has demonstrated reduction in TTI, ABOi and TRALI

TRALI risk reduction measures including testing of female donors was as a 

result of HV data



www.presentationgo.com

Haemovigilance tools and processes

Share any learning

Uncover underlying 

causes (such as 

human factors) and 

solutions

Investigate what 

went wrong. 

NOT a blame game

Recognise unsafe 

transfusion 

practice and recify
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SHOT works in collaboration with the MHRA and collects and analyses information on 
transfusion reactions & adverse events from all healthcare organisations in the UK that 
are involved in blood transfusion  

Includes transfusion of red cells, plasma, cryoprecipitate and platelets

Additionally errors related to Anti-D Ig administration, immune anti-D cases & 
prothrombin complex concentrates (PCC)

Funded by the 4 UK Blood Services and is affiliated to the Royal College of Pathologists

Overseen by a Steering Group whose membership includes representatives from the 
Royal Colleges (medical and nursing) and other specialist societies

SHOT Overview



When was SHOT established?

Join: vevox.app ID: 188-206-970 POLL OPEN

10

1. 1986

2. 1996

3. 2006

4. 2016



Is reporting to SHOT a legal requirement?

Join: vevox.app ID: 188-206-970 POLL OPEN

1. YES

2. NO

10



Cumulative data for SHOT categories 1996-2020 (n=25218)



Summary data for 2020, all categories (n=3214)



Transfusion related deaths 2010-2020

Important to note:

TACO and delays are 
the most common 

causes of transfusion-
related deaths year on 

year. There has been an 
increase in the number 
of deaths reported due 
to TACO and delays in 

2020



Errors as a percentage of total reports 2014- 2020



Ten steps in 

transfusion



Human 

factors

Human factors

“The scientific discipline concerned with the 

understanding of interactions among humans and 

other elements of a system”



‘Human factors’ does not mean focusing on humans alone

Human 

factors
Environment

Tasks and work processes

Equipment and facilities

Management systems



Why Human Factors?

1
2

3
4

5

6

Reduces errors

Reduces 

waste

Increases staff 

engagement

Improves staff wellbeing

Improves

safety

Better patient, donor, 
staff experiences



19 ABOi red cell transfusions reported

ABOi red cell transfusions 2016-2020

ABOi near miss events1495



A patient in his 60s was being treated 
for anaemia which was still being 
investigated, pre-transfusion 
haemoglobin was 68g/L

The nurse proceeded to complete the bedside checks 
alone but did not carry out positive patient 
identification by checking the patient’s identification 
wristband and the transfusion was started

A unit of red cells was ordered and was 
collected by the healthcare assistant.

When the unit arrived on the ward two nurses 
undertook the pre-administration checking 
procedures at the nursing station, and not at 
the patient’s bedside

Approximately 35 minutes later the patient began to 
experience breathing difficulties and became ‘shaking 
and jittery’

The transfusion was stopped and at this point it was 
noticed that the unit of blood being transfused was for 
another patient

The patient was admitted to high dependency unit 
overnight for observations due to the reaction to the 
wrong blood administration

One nurse then took the unit of red cells and the 
associated paperwork to the patient’s bedside (the 
other nurse was called away to deal with 
something else) 

Bedside check not carried out leading to ABO 
incompatible (ABOi) transfusion





• Female patient in her 20s received one unit of RBC for obstetric 

haemorrhage following miscarriage

• Her Hb was 68 g/L

• BP - 115/65 mm Hg Pulse – 80 bpm RR – 20 bpm

• Immediately after transfusion temp raise from 37.3 – 39.5

• No other symptoms

• Given paracetamol, antihistamine and steroids

• Patient fully recovered

Case study 1



Did the patient receive the correct treatment for her 
transfusion reaction?

Join: vevox.app ID: 188-206-970 POLL OPEN

1. YES

2. NO

Case study 1

10



Would you report this reaction to SHOT?

Join: vevox.app ID: 188-206-970 POLL OPEN

1. YES

2. NO

Case study 1

10



SHOT Bite
Febrile, 

allergic and 
hypotensive 

reactions 
(FAHR) –

Getting the 
diagnosis right



• Female patient in her 80s with iron deficiency 

anaemia, cardiac and renal impairment and pre-

transfusion peripheral oedema

• Hb result was 48 g/L

• Weight 50 kg

Case study 2 (part 1)



Does this patient have risks of TACO?

Join: vevox.app ID: 188-206-970 POLL OPEN

1. YES

2. NO

10



What are the risk factors for TACO?

Join: vevox.app ID: 188-206-970 Enter Text 
and Press 

Send

30



• Received 2 units of RBC and during 2nd unit 

became breathless and O2 sat dropped to 

91%

• Post-transfusion chest x-ray showed fluid 

overload

• Administered Oxygen and IV diuretic with 

improvement

• Patient fully recovered

Case study 2 (part 2)



SHOT Bite 
Respiratory 
symptoms 
during a 

transfusion



A TACO checklist 
should be utilised 

whenever possible prior 
to every transfusion, 

especially in vulnerable 
patients



Is the TACO checklist used at your organisation?

Join: vevox.app ID: 188-206-970 POLL OPEN

1. YES

2. NO

10



A TACO investigation guidance tool has been developed and can 
be accessed from ‘Current resources’ on the SHOT website



Have you used the TACO investigation guidance tool?

Join: vevox.app ID: 188-206-970 POLL OPEN

1. YES

2. NO

10



• An elderly woman on Warfarin was admitted to ED with a history of 

melaena

• She was pale and tachycardic BP 88/55 mm Hg

• Her Hb on the blood gas machine on admission was 41.8g/L

• Transfusion delayed for 7 hours from admission due to 

communication failures when transferred to a ward

• Patient died

Case study 3



What are the common factors contributing to 
transfusion delays?

Join: vevox.app ID: 188-206-970 Enter Text 
and Press 

Send

30



Annual SHOT 

Report , 2020



CAS alert addressing preventable transfusion delays



The A-E 

decision tree 

to facilitate 

safe 

transfusion 

decisions



Paediatric reports accounted for 
8.5% (159/1877) of the total cases 
reported to SHOT in 2020

There were 3 deaths possibly or 
probably related to transfusion. Of 
these, one was related to 
transfusion-associated necrotising 
enterocolitis and 2 were related to 
transfusion delays

Massive blood loss in children is less 
common than in adults and 
hospitals should have protocols in 
place for appropriate and timely 
management

Communication and education 
regarding specific requirements and 
their indications remains vital

Management of D-incompatible 
platelet transfusions in neonates 
and children should be discussed 
with a haematologist

Education and training resources 
should be provided for those 
administering neonatal transfusions 
to reduce errors 

Paediatric HV Highlights



A

Education and training

Educational resources should be 

provided for those administering 

neonatal transfusions to reduce 

errors

B

Administration
Neonatal blood administration sets 

are available which allow blood 

transfusions to be delivered

by a syringe driver

C

Special requirements
Specification of components for 

neonates/infants and children are 

available in the BSH guidelines

(BSH New at al. 2016 and 2020). 

Staff must be aware of local policies

D

Transfusion reactions
Recognising transfusion reactions in 

neonates and children can be 

challenging. Staff need to be vigilant, 

identify and manage appropriately

The SHOT paediatric video which is available on the SHOT website

(https://www.shotuk.org/resources/current-resources/videos/

Transfusion 

in neonates 
and children

https://www.shotuk.org/resources/current-resources/videos/


Main recommendations from the 2020 Annual SHOT report 
Puzzle

Delays

Transfusion delays, particularly in major haemorrhage and major trauma

situations, must be prevented. Delays in provision and administration of

blood components including delays in anticoagulant reversal, particularly

in patients with intracranial haemorrhage (ICH), can result in death, or

serious sequelae. Every minute counts in these situations

Information Technology

Effective and reliable transfusion information technology (IT) systems

should be implemented to reduce the risk of errors at all steps in the

transfusion pathway, provided they are configured and used correctly

Investigating Incidents

Effective investigation of all incidents and near miss events, application of

effective corrective and preventive actions, and closing the loop by

measuring the effectiveness of interventions should be carried out to

optimise learning from incidents
© Copyright PresentationGO.com



OBJECTIVES: You should now be able to:

Discuss the role 
of SHOT and the 
haemovigilance 

process in UK

Understand the 
importance of 

identifying 
Human Factors 

in incident 
investigations

Understand the 
role of 

haemovigilance 
in improving 
transfusion 

safety

Apply 
knowledge to a 

SHOT case-
based 

discussion



Spend some 
time with a 

haemovigilance 
reporter when 

they are 
completing a 
SHOT report

Attend a hospital 
transfusion 
committee 

meeting

Attend an 
investigation 

meeting

Review your 
hospital 

transfusion 
policies

Carry out a 
consent audit / 
audit of use of 

checklist / SRNM

Carry out an 
audit of your 
Trust’s SHOT 

reports

Suggested future activities



Resources

• Many more resources, including 
the 2020 Annual SHOT Report 
are available on the SHOT 
website www.shotuk.org

• In particular our educational 
resources

• SHOT Bites

• SHOTcasts

• Webinars

• Videos Email signatures

http://www.shotuk.org/


SHOT App
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to the SHOT team or via PBM team

http://www.shotuk.org/

