
NMA course

The SHOT Team



Objectives

Discuss the role of SHOT and the 
haemovigilance process in UK

Understand the role of haemovigilance in 
improving transfusion safety and the role of the 
NMA within this process

Apply knowledge to a SHOT reported incident
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A set of surveillance 
procedures from the 

collection of blood and its 
components to the follow 

up of the recipients

To collect and assess 
information on unexpected 

and undesirable effects 
resulting from the 

therapeutic use of labile 
blood components 

To prevent their occurrence 
or recurrence

Haemovigilance
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Transfusion pathway is 
complex, involving a 
wide variety of teams 

both clinical and 
laboratory
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Role of SHOT



Analysis
SHOT collects and 

analyses information on 
transfusion reactions and 

adverse events from all 
healthcare organisations 

in the UK

Experts
Input from working 

experts and steering 
group members

Components
Red cells, plasma, 

cryoprecipitate, platelets, 
anti-D Ig administration, 
immune anti-D cases and 

prothrombin complex 
concentrates

Aims
Where risks and problems 

are identified, SHOT 
produces 

recommendations to 
improve patient safety
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SHOT data and 
recommendations

Better transfusion decisions

Transfusions as day cases, 
vulnerable patients: Age groups, 

sickle/thalassemia, 
transplant/shared care

Identify transfusion recipients
where extra care is needed

Avoidable, delayed, over-transfusions, 
wastage

Recognise improper practices

Safety critical steps, NM
Investigating incidents
Highlighting gaps in 
transfusion training and 
education

Identify areas for
improvement 

Improving transfusion safety 

Impact of SHOT activities







Summary data 
for 2023



391

3184

258
Not preventable

Errors (all
preventable)

Possibly
preventable

Errors

83.1%

Errors account 
for most 

reports in 
2023 

(n=3184/3833)



Staffing issues, mismatch 
with workload, skill mix

Communication issues 
including suboptimal 

handover 

Overreliance on IT
Complacency, alert fatigue, 

warning flags not heeded

Staff knowledge, training 
issues; HFE awareness and 

application 

Complicated/complex 
processes resulting in 

workarounds; pandemic 
spillover of practices 

IT issues: suboptimal 
implementation, poor 

training of staff 

Challenges with resources: 
IT, equipment

Safety culture, leadershipRecurrent themes in 
analysed incidents 
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Delayed transfusions
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Major Haemorrhage delays



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

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

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

Urgent need for blood during surgery - pager failure





Incorrect Blood Component Transfused







Patient Identification



THE   SAMPLE CIRCLE



Wrong Blood In Tube
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Primary errors 
leading to WBIT 
in 2023 (n=986)



Pulmonary complications of transfusion remain a 
leading cause of transfusion-related mortality and 

morbidity, contributing to >50% of transfusion-related 
deaths reported to SHOT from 2013 to 2022

Pulmonary complications of transfusion 



The 2023 reporting year 
recorded 172 TACO cases 
which is the highest ever 

reported to SHOT.

 A TACO pre-transfusion risk 
assessment should be utilised 

whenever possible prior to 
every transfusion, especially 

in vulnerable patients.

It is important that all TACO cases 
are used as a learning opportunity 

to prevent or mitigate TACO in 
other patients.

A TACO investigation guidance 
tool available from ‘Current 

resources’ on the SHOT website 
helps optimise learning from 

these events  

Patients with severe chronic 
anaemia should receive only 
minimal red cell transfusion 

with the aim of alleviating 
symptoms as opposed to 

aiming for a Hb correcting to 
meet a target Hb level



A patient weighing 64kg was admitted to a ward with severe symptomatic microcytic hypochromic anaemia (Hb 47g/L)

Pre- transfusion CT scan showed: pulmonary fibrosis and a small pleural effusion. Patient has multiple co-morbidities           

A TACO risk assessment was not performed, and a fluid balance chart was not in place

Initially transfused uneventfully with 2 units of red cells, and post-transfusion Hb was 65g/L 

Then given a 3rd unit of red cells. Became wheezy, hypertensive, tachycardic, pyrexial and had rigors. Oxygen saturation 
reduced to 75% and had peripheral pitting oedema

Post-transfusion chest X-ray showed consolidation thought to be caused by aspiration pneumonia and new bilateral 
infiltrates consistent with pulmonary oedema

Patient received oxygen via continuous positive airway pressure, a diuretic, hydrocortisone, bronchodilator and 
antibiotics. Was transferred to HDU and later recovered

Omitted TACO risk assessment led to overtransfusion and TACO,                         
with no structured investigation performed 



TACO risk 
assessment 

not completed

TACO risks not 
identifiedNot reviewed after 

each unit

Fluid balance 
not monitored

TACO investigation 
tool not used

Single unit 
approach not used

TACO due to 
over 

transfusion 
requiring HDU 

admission No implementation 
of PBM (Fe therapy)



Prophylactic diuretic

Fluid balance measurement

Single unit transfusion and review

Body weight dosing

Vital signs monitoring

Alternatives to transfusion

These measures would have helped mitigate the risk for this transfusion episode and help in planning future 
transfusions. It also represents an opportunity to improve practice and reduce risk for all future patients



A TACO investigation 
guidance tool has been 
developed and can be 

accessed from ‘Current 
resources’ on the SHOT 

website



Safety alerts



Febrile, Allergic and Hypotensive Reactions



119 cases 
with major 
morbidity 
related to 

FAHR in 2023

No deaths 
related to 

FAHR in 2023



50 severe allergic 
reactions    

in 2023

336 Febrile and 
allergic reactions    

in 2023

Difficulties in 
accurately 

categorising 
events continue

Inappropriate use 
of antihistamines 

with or without 
steroids seen

Plasma and 
platelets more 

commonly cause 
allergic reactions

Red cells usually 
associated with 
febrile reactions



Designing 
policies and 

processes

Work 
instructions 

and 
equipment

Training,  
safety 

culture and 
environment

Investigating 
when things 

go wrong

Human Factors principles are important in all                     
these aspects of transfusion safety
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Human Factors resources developed by SHOT 



• 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 Acknowledging Continuing Excellence in Transfusion

ACE



What can you do?

Be a champion for transfusion 
safety/promote a safety culture 

Ensure a safe environment for transfusions

Report any errors or concerns to 
Transfusion Practitioner



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 review 

and use of 
checklist / SRNM

Carry out a 
review of your 
Trust’s SHOT 

reports

Suggested activities



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

https://stock.adobe.com/uk/

http://www.shotuk.org/

	Slide 1:   
	Slide 2:   
	Slide 3:   
	Slide 4
	Slide 5:   
	Slide 6:      
	Slide 7:   
	Slide 8
	Slide 9:   
	Slide 10:   
	Slide 11
	Slide 12:   
	Slide 13:   
	Slide 14:   
	Slide 15
	Slide 16:   
	Slide 17:   
	Slide 18
	Slide 21:   
	Slide 22:   
	Slide 23:   
	Slide 24:   
	Slide 25:   
	Slide 26:   
	Slide 27:   
	Slide 28:   
	Slide 29
	Slide 30
	Slide 31
	Slide 32:   
	Slide 33
	Slide 34:   
	Slide 35:   
	Slide 36:   
	Slide 37
	Slide 38: Human Factors resources developed by SHOT 
	Slide 39:   
	Slide 40
	Slide 41
	Slide 42:   
	Slide 43:   

