
Serious Hazards of Transfusion (SHOT)

Non-medical authorisation course 



Learning objectives:
By the end of this session with the additional of the E learning delegates will be able to:

Describe the role of SHOT in the UK haemovigilance system, 
including its function in collecting, analysing, and disseminating 
transfusion-related incident data.

Understand the role of Non-Medical Authorisation (NMA) 
practitioners in haemovigilance, including their contribution to 
transfusion safety, clinical decision-making

Apply SHOT data to clinical practice by analysing case studies that 
illustrate key transfusion risks such as TACO, Delays and IBCT, and 
identifying lessons learned to improve patient safety.



Join the Vevox session  

Go to vevox.app

Enter the session ID: 144-502-585

Or scan the QR code



What was the total number of reports 
submitted to SHOT in 2024?
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Beyond Incidents: ACE Reports

• SHOT also captures Acknowledging Continuing Excellence (ACE) reports
• Highlights good practice and promotes a Safety-II approach
• Resources and learning tools available via the SHOT website



Transfusion related deaths in 2024 with 
imputability (n= 59)



Deaths related to transfusion 2010-2024 (n=379)

by SHOT category Important to note:
TACO and delays are the most common causes 
of transfusion-related deaths in the UK year on 

year

Absolute number of deaths reported have 
increased post COVID with a further steep 

increase in 2024 - this could be due to multiple 
factors

Deaths reported 
 2013 = 0.80 per 100,000 components issued 
  2024 = 2.68 per 100,000 components issued  



Delayed transfusions by year 2011-2024



Laboratory errors resulting in transfusion delays 
n=120 (was 56 in 2023)

Laboratory errors (n=120)

Key themes:

▪Communication issues

▪Problems with handover

▪Availability of blood 
components 



Transfusion: A Life-Saving Therapy — But Not Without Risk

 Key Considerations

•Transfusion is not risk-free — even in well-functioning systems.
•The safest transfusion is the one not given — but only if the patient can safely go without it.
•Clinical judgement is vital: withholding transfusion must never result in preventable harm or death.

Vulnerable Groups
•Adults: Especially those with comorbidities or undergoing complex procedures.
•Paediatrics: Smaller blood volumes increase sensitivity to errors and reactions.
•Sickle Cell Patients: 

• Higher transfusion exposure.
• Increased risk of alloimmunisation, delayed haemolytic reactions, and hyperhaemolysis.
• Require tailored transfusion strategies and vigilant monitoring.

Safe Practice Principles
• Balance benefit vs risk for every transfusion decision.
• Use alternatives where appropriate (e.g. iron therapy, cell salvage).
• Ensure informed consent includes discussion of risks.
• Prioritise haemovigilance and continuous improvement.



The A-E Decision Tree to facilitate decision making in transfusion 





SHOT paediatric summary data 2024; n=202



Paediatric major morbidity by SHOT 
reporting category 2011-2024



SHOT reports:  Error common themes

Neonatal use of Adult O D Negative units

Over (or under transfusion): Prescribing and administration errors

Delays in transfusion: Massive haemorrhage

Patient identification

Acting on erroneous results

Communication errors

Failure to meet special requirements

Laboratory errors; Neonatal compatibility and 
testing



Case Study



© Copyright PresentationGO.com

Medical History: Known coronary heart disease with previous stent 
placement; currently on low-dose aspirin.

Pre-transfusion Findings: Haemoglobin critically low at 55 g/L.

Vital Signs: Tachycardia (HR 115 bpm), hypotension (BP 95/60 mmHg), 
increased respiratory rate (RR 24), and SpO₂ 95% on room air.

Patient Profile: Mrs. A, 37 years old, at 30 weeks gestation, presenting 
with shortness of breath, fatigue, and palpitations.



What are your key considerations?

0/2 Question slideJoin at: vevox.app ID: 144-502-585

Has informed consent been obtained and documented? 

0%

Has the risk of Transfusion-Associated Circulatory Overload (TACO)

0%

What is the transfusion strategy and any mitigations?

0%

All the above 

0%



What are your key considerations?

0/2 Preparing ResultsJoin at: vevox.app ID: 144-502-585

Has informed consent been obtained and documented? 

0%

Has the risk of Transfusion-Associated Circulatory Overload (TACO)

0%

What is the transfusion strategy and any mitigations?

0%

All the above 

0%

RESULTS SLIDE

✓



Which of the following is essential when 
obtaining informed consent for transfusion in a 
pregnant patient with CHD?
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Written consent is mandatory in all case

0%



Which of the following is essential when 
obtaining informed consent for transfusion in a 
pregnant patient with CHD?

0/2 Preparing ResultsJoin at: vevox.app ID: 144-502-585

Only verbal consent is required

0%

Risks, benefits must be explained, tailored to her condition and alternatives if appropriate 

0%

Consent is not needed if MDT has agreed

0%

Written consent is mandatory in all case

0%

RESULTS SLIDE

✓



What does the SHOT TACO Risk Assessment 
Tool help clinicians evaluate?
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What is one recommended mitigation strategy 
for a patient identified as high risk for TACO?
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What other consideration should be made when 
selecting blood components for a pregnant 
patient?
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Patient review: 

6 hours later you come back to review the patient 

The patient has not started to received  any of the red blood cell.

There was a misunderstanding regarding who should request the red cell units from the transfusion laboratory. You 

assumed the nurses would request the blood as this was routine practice in the clinical area where you have 

previously worked. 

Conversely, the nurses assumed the authoriser would be requesting the blood as this was routine practice on the 

current ward.



Which of the following actions would best 
support role clarity and prevent delays in 
transfusion? (tick all that apply)
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The 2024 reporting year 
recorded 188 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

TACO pre-transfusion risk 
assessment 

Anaemia in a non-bleeding 
adult patient

TACO investigation 
guidance tool



Safety alerts



Paediatric TACO 2024

4 cases

~2% of TACO cases

1 resulted in mortality 

1resulted in major 
morbidity

Learning points

• TACO is likely under recognised in children. 
Although a formal TACO pre-transfusion risk 
assessment for children does not exist it is 
known from previous SHOT data that many of 
the same adult risk factors apply 

• TACO can occur with small or appropriate 
volumes of component



Paediatric deaths by category and age 
group: 2010-2024



Paediatric challenges and unanswered questions

Under-reporting?

Neonatal definitions? 

Paediatric TACO risk assessments? 

Complex underlying co-morbidities

TACO in neonates and children



1. Transfusion safety

2. Transfusion information technology 
and equipment

3. Supporting staff to work safely

4. Staff education and training

5. Safety culture

6. Patients as safety partners

7. Haemovigilance and risk 
management

8. Governance



1. Transfusion safety

Anaemia 
management

Performing TACO 
pre-

administration 
assessment

Management of 
reactions

Monitoring 
outcomes

Patient 
awareness upon 

discharge 



Patient background and event 

Presence of multiple clinically 
significant red cell antibodies

Haematology/oncology 
patient with a complex 

transfusion history.

Patient received 3 units of red cells that 
did not meet her documented specific 

requirements



Reasons attributed to this incident are:

Integration

Patient's historical 
record not showing

on new upgraded 
LIM system

Documentation

Requesting clinician 
failed to complete 

specific
requirement  of the 

request form.

Oversight

Laboratory staff 
failed to check 

historical
specific requirement 
flag from legacy LIM 

data



Incorrect Blood Component Transfused (IBCT) resources from SHOT 



Remember Positive Patient Identification is essential 



Human Factors resources developed by SHOT 



‘My Transfusion’ patient app
• For adult patients receiving 

transfusion and their 
carers/relatives

• Covers the transfusion 
journey, transfusion risks, 
benefits and alternatives for 
patients

• Based on current national 
guidelines 

• Created with insights from 
patients and healthcare 
professionals



What can you do?

Be a champion for transfusion safety

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 the use of 

pre-transfusion 
checklist / SRNM

Carry out a 
review of your 
Trust’s SHOT 

reports

Suggested activities



Take away messages 
• Take some time to read the SHOT data

• Remember TACO pre-transfusion risk assessment, especially on our high-risk vulnerable patients

• Correct prescribing of blood components for infants and children is vital

• Make every transfusion count 

 



SHOT App
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