
The Serious Hazards of 
Transfusion scheme



Show the development of the SHOT 
haemovigilance system
Changing nature of SHOT data
How SHOT data have influenced 
transfusion practice
Lessons we can learn
Relationship between SHOT and MHRA





1970s: Awareness of hepatitis B and non 
A non B hepatitis
1983: Mystery illness in haemophiliacs 
later shown to be due to HIV

Increasing spending on blood safety

1980s First recognition of TRALI
1990s Understanding that wrong blood
incidents are more common than 
infections or antibody problems





1970s: Awareness of hepatitis B and non A non 
B hepatitis
1983: Mystery illness in haemophiliacs later 
shown to be due to HIV

Increasing spending on blood safety

1980s Increasing recognition of TRALI
1990s Understanding that wrong blood
incidents are more common than infections
And that s without vCJD!



Dzik, US 2003



Were/are all transfusion safety initiatives 
evidence based?
How do we promote transfusion safety 
without further increases in blood costs?



Launched in 1996
Voluntary anonymous system

professionally mandatory

Funded by joint UK transfusion services



Improve standards of hospital transfusion 
practice
Inform policy within the transfusion 
services
Aid production of clinical guidelines
Educate users on transfusion hazards and 
their prevention



Improve standards of hospital transfusion 
practice
Inform policy within the transfusion services
Aid production of clinical guidelines
Educate users on transfusion hazards and their 
prevention
Inform national policy on transfusion safety 
within the UK 
Inform Europe about transfusion safety in the UK



15 ABO incompatible cases
1 fatality
2 with major morbidity

8 TTIs
4 viral (Hep A, B, C, HIV)
3 bacterial
1 malaria

9 cases of TRALI
2 fatal

4 Transfusion-associated GVHD
All 4 fatal



Very rare but almost always fatal
Allo-engraftment of mature donor T lymphocytes

Shared HLA haplotypes between donor and recipient
Defective cell mediated immunity

Risk groups include patients with Hodgkin s 
disease, those on purine analogues, recipients 
of IUT, HLA matched platelets, donations from 
1st or 2nd degree relatives
Prevention

Appropriate use of irradiated blood components









1999: due to concern about risks of v CJD 
transmission, leucodepletion phased in

Initially 99% of components < 5 x 106 wbc per 
component
1000 fold reduction

2005: European ruling 
90% < 1 x 106 wbc per component

As well as viable wbc, platelet 
microparticles reduced as well











Donor screening
Post donation information
Arm cleaning
Diversion pouches
Bacterial screening
Withdrawing associated components when 
adverse reactions reported



Colourimetric sensor detects CO2 given off as a 
result of bacterial growth









The effects of leucodepletion initially offset 
by increased recognition
Move to all male plasma
All female platelet donors now screened 
for HLA and HNA antibodies





Blood was delivered to the ward for patient X but 
was not handed over to a nurse
Patient Y on this ward had required resuscitation 
following sudden haematemesis
Emergency (flying squad) blood ordered for Y
Blood for X was put on Y s bed
As X s blood was O neg, it was assumed to be 
flying squad intended for Y (although labelled as 
being for X)
Fortunately, as Y was B pos and X s was O neg, 
no ill effects (silent mistransfusion)





Collection of unit and delivery to ward
Bedside check





Medicines and Healthcare 
Regulatory Authority, MHRA



The competent authority
Ensures hospital and blood transfusion 
centres comply with European BSQR 
regulations, 2005
Mandatory reporting of serious incidents 
and events
SHOT and MHRA data differ
Efforts to harmonise the 2 systems


