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Discuss the role of 
SHOT and the 

haemovigilance 
process in UK

Understand the role 
of haemovigilance 

in improving 
transfusion safety

Apply knowledge to 
a SHOT case-based 

discussion

OBJECTIVES: At the end of this lesson you 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



Haemovigilance in the UK

‘Competent Authority’ for EU 
Blood Safety and Quality 
Regulations (BSQR 2005)

Confidential enquiry:
National Haemovigilance scheme 

since 1996

Monitor quality management 
systems (QMS) in Blood Service 

and Hospital Laboratories

STATUTORY
reporting

Serious adverse reactions and 
events in both labs and clinical 

environment

PROFESSIONALLY MANDATED 
reporting



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



In which year was SHOT established?
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1. 1976

2. 1986

3. 1996

4. 2006



Reporting to SHOT is mandatory?

Join: vevox.app ID: 198-067-285 POLL OPEN

1. TRUE

2. FALSE



Errors as a percentage of total reports 2014-2021



Delayed transfusion reports and deaths by year 2011-2021 
(n=952, deaths n=61)



Annual SHOT 
Report , 2021



A man in his 80s with myocardial 
ischaemia and anaemia, Hb 63g/L, 
received a first unit of red cells but the 
second was delayed for 12 hours 
contributing to his death

The porter did not inform the clinical area 
of this

The request form had incorrect 
details so was rejected

A further collection form had to be sent

It is important that transfusion requests are 
completed accurately to avoid delays –

‘Get it right first time every time’

The revised request form could not be 
found when the porter came to collect 
the unit

Case 1 Delayed transfusion contributes to death due to myocardial ischaemia



Case 2 Urgent need for blood during surgery - pager failure

Theatre staff needed blood 
during repair of an AAA for a 
man in his 80s but could not 
contact the BMS due to pager 
failure

The delay was 30 minutes and 
was thought to have contributed 
to the patient’s death

Major haemorrhage drills should 
include testing of communication 
channels and equipment

Clinical staff must be able to 
reach transfusion laboratory 
staff in case of emergencies





What is the main factor contributing to 
delays in major haemorrhage?
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1. Poor knowledge of the process

2. Staff shortages

3. Blood sample errors

4. Communication failure



Outcome of ABO-incompatible red cell transfusions 
in 25 years of SHOT reporting





Wrong Blood in Tube errors



Which of the following can be the cause of a wrong 
blood in tube error?
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1 Identifying the right patient at venepuncture

2 Blood sample being labelled at the nurses station

3 Blood sample labelled at the patient's side

4 Checking the patient's identity band



Transfusion Checklist Covers all aspects of the 
transfusion process

• Request
• Pre-transfusion checks
• Collection
• Administration
• Post-transfusion



Do you use a pre-transfusion checklist?
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1. YES

2. NO



A patient in his 60s was being treated 
for anaemia which was still being 
investigated, pretransfusion 
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) 

Case 3 Pre-administration check not carried out leading to ABO-incompatible 
(ABOi) transfusion 



What is the most common cause of transfusion-
related deaths in the UK?
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1. Transfusion-Transmitted Infection

2. Transfusion-Associated Circulatory Overload

3. Haemolytic Transfusion Reaction

4. Allergic Reaction



Important to 
note:

TACO and delays
are the most 

common causes 
of transfusion-

related deaths in 
the UK year on 

year. 



A TACO checklist should 
be utilised whenever 

possible prior to every 
transfusion, especially in 

vulnerable patients



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



Is the TACO checklist used at your hospital?
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1. YES

2. NO



What are the risk factors for TACO?
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• Female patient in her 80s with iron deficiency anaemia, cardiac and 

renal impairment and pre-transfusion peripheral oedema

• Hb result was 48g/L

• Weight 50kg

Case study 4

• Received 2 units of red blood cells 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



Does this patient have risk factors for TACO?
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1. YES

2. NO



What could have been done to reduce risk of TACO?
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1. Single unit transfusion

2. Pre-transfusion diuretic

3. IV iron

4. All of the above



Febrile, Allergic, Hypotensive Reactions 
(FAHR)  themes in 2021 

3

4 5 6

Febrile reactions account for most 
of the reports in this category

There were no deaths related to 
FAHR in 2021 but there were 74 
cases associated with major 
morbidity

Difficulties in accurately 
categorising events continue

Red cells usually associated with 
febrile reactions

Plasma and platelets more 
commonly cause allergic reactions

Inappropriate use of antihistamines 
with or without steroids seen

1 2



SHOT Bite
Febrile, 

allergic and 
hypotensive 

reactions 
(FAHR) –

Getting the 
diagnosis right



Paediatric cases accounted for 7.7% (137/1790) of total cases analysed excluding near miss and right blood 
right patient reports

There were 2 deaths possibly related to transfusion, one was related to transfusion-associated necrotising 
enterocolitis and the other was due to transfusion delay

Protocols must be in place for the management of massive haemorrhage in infants and children and should 
include guidance on the appropriate component volumes to be used in resuscitation. Staff involved in 

paediatric transfusions must be trained and aware of the content of this protocol

Hyperkalaemia is a recognised complication of large volume transfusion in neonates and infants, and ‘fresh’ 
red cells are recommended for this situation to reduce risk

Hospitals should ensure the correct use of the paediatric red cell transfusion formula, with the Hb units in g/L

Paediatric medical and nursing education must include specific transfusion requirements for patients with 
haemoglobinopathies and processes must be in place to ensure these are communicated effectively to the 

hospital transfusion laboratories to ensure safe transfusions

Paediatric Haemovigilance highlights 



Partnering with patients to enhance safety

Staff must ensure that they involve, engage and listen to patients as ‘partners’ in their own care, including transfusion 
support. Engaging patients, their families, and carers as ‘safety partners’ helps co-create safer systems, identify, and 

rectify preventable adverse events 

Investing in safety - well-resourced systems with safe staffing levels

Healthcare leaders must ensure that systems are designed to support safe transfusion practice and allocate 
adequate resources in clinical and laboratory areas to ensure safe staffing levels, staff training in technical and non-

technical skills and appropriate equipment, including IT systems

Just and learning safety culture

All healthcare leaders must promote a just, learning safety culture with a collective, inclusive, and compassionate 
leadership. Effective leaders must ensure staff access to adequate training, mentorship, and support. All staff in clinical 

and laboratory areas have a responsibility to speak up in case of any concerns and help embed the safety culture in 
teams

Main SHOT recommendations from the 2021 
Annual SHOT Report 



SHOT Acknowledging Continuing Excellence in Transfusion

• Learning from all events and experiences
including excellence

• Appreciative enquiry
• Making visible the hidden work people do to 

successfully navigate problems 
• Build resilient teams and systems 

SHOT 

ACE



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



Discuss the role of 
SHOT and the 

haemovigilance 
process in UK

Understand the role 
of haemovigilance 

in improving 
transfusion safety

Apply knowledge to 
a SHOT case-based 

discussion

You should now be able to:



SHOT App
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For further information visit: www.shotuk.org

Please feel free to provide feedback about this presentation either directly

to the SHOT team or via PBM team

http://www.shotuk.org/

