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• Serious Hazards of Transfusion (est. 1996)

• Collect serious adverse reactions and events

• Data reviewed by transfusion experts to produce Annual 
Report

• Participation is professionally mandatory 

a requirement of quality, inspection and accreditation organisations

• Small team based in Manchester

What is SHOT...
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Haemovigilance definition

Donor characteristics

Collection, transport, processing and testing
Delivery to the patient

Blood is a living transplant

Recipient characteristics

Is the donor safe?

Is the process safe?

Is a transfusion the most 
appropriate treatment?
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Data collection & 
analysis

Education

Key messages & 
recommendations

Participation 100% 
of NHS 

organisations

The cycle...
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Transfusion reactions which may not be preventable

Possibly or probably preventable by 
improved practice and monitoring

Adverse incidents due to mistakes

SHOT 2015 n=3288
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SHOT errors attributed to IT (2006-2014) 

Reason for increase in 2012? 
Mainly RBRP and SRNM 
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Detailed 
analysis 

of IT 
errors
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Critical laboratory steps in the transfusion 
process – 4 year trend
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Sample receipt and registration errors with 
their outcome (n=150)
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Testing errors with their outcome (n=70)
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Multiple errors
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Total 288 possible ABO-incompatible transfusions
Cumulative SHOT data show that about 33.3% of ABO-incompatible red cell 
transfusions cause death or serious harm

Near miss incidents – potential outcomes

The most dangerous



Specialist Transfusion Practice 2016
Copyright SHOT 2016

Death – Delayed transfusion
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How did this happen...?

• Name correct on transfer letter but incorrectly ent ered 

onto patient information system

• Discovered prior to admission,  the electronic pati ent 

records were updated but hard copy case notes was n ot

• Wristband correct on admission, but this was not 

accessible at surgery (under drapes) so blood check ed 

against hardcopy notes
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ABO incompatible red cell transfusions n=7

Laboratory error
1 WBITRIP

5 administration errors
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ABO-incompatible transfusion permitted by an electr onic issue 
system which was not fit for purpose as it had not been validated
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Double & confusing nomenclature for K & k
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• Collaboration of IBMS,SHOT,BBTS,NEQAS & 
RCPath formed in 2006

• Targeted with a 50% reduction of laboratory errors 
by 2012

• Identified problems with :- IT,Staff levels, 
Knowledge & skills

• 3 laboratory surveys 2011,2013,2015

- 2014 UKTLC standards available

Recommendation

All blood transfusion laboratories should be familiar with and comply 
with the UK Transfusion Laboratory Collaborative standards. 
Accrediting and regulatory organisations have supported this 

initiative, therefore compliance with these standards is strongly 
recommended

UK Transfusion Laboratory Collaborative
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• Competing priorities on resources: time, 
staff, money, targets

• Communication barriers

• Lack of knowledge: training, fatigue, etc

‘Human factors’

Reasons we continue to fail...
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Human factors
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• SHOT Team in Manchester

• SHOT Working and Writing Expert Group

• SHOT Steering Group

• UK NHS Organisations for reporting
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sample taken from incorrect patient after 
SATNAV error

Community healthcare assistant (HCA) working out of  a general practice 
was supposed to take a group and crossmatch sample from Patient A

Patient’s address was entered into the satnav syste m but the directions 
led to patient B’s address which was similar to pat ient A’s address

The HCA greeted Patient B using Patient A’s name ou tside the house and 
the patient beckoned her to come in

The HCA did not perform correct positive patient ID , so did not check the 
patient’s name or DOB before taking the blood or la belling the bottles

The GP noticed the patient’s haemoglobin was too hi gh for the expected 
patient and contacted Patient A who said they had n ot had a sample 
taken


