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What is SHOT?

Collects reports
Transfusion safety 

incidents (reactions, 
errors, near misses) 

from hospitals 
across the UK

Analyses data
To understand what 
went wrong, why it 
happened and how 
it can be prevented 

Shares learning
Through annual 

reports, guidance 
documents and 

education to 
improve practices, 

both clinical and 
laboratory

Improve safety
Work collaboratively 

with patients and 
key stakeholders to 

promote best 
practices and 

reduce transfusion 
risks



Do you have a structured way of collecting transfusion-related 
incident reports in obstetrics such as delays, wrong component 
issued, or avoidable transfusions? (single response)

Yes- in all these categories
Yes- only in certain categories
No
Don’t know

Poll question



If you collect these incidents, what are the recurring themes 
in your local investigations? 
(Multiple responses)

Clinical decision making
Recognition of bleeding
Communication gaps
Documentation challenges
Stock availability
Team coordination issues
Leadership and safety culture

Poll question



5-years SHOT in numbers 

HSE – Handling and storage

RBRP – Right blood right patient

IBCT – Incorrect blood component 
transfused

SRNM – Specific requirements not met

WCT – Wrong component transfused

PCC – Prothrombin complex 
concentrate
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Delayed and avoidable transfusions in obstetrics

Delayed transfusions in 
obstetrics account for 5.1% 
of all delayed transfusions 
reported in the last 3 years 

Avoidable transfusions in 
obstetrics account for 4.5% 

of all avoidable 
transfusions reported in the 

last 3 years 



Delayed and avoidable transfusions in 
major obstetrics haemorrhage (MOH)

50% of delayed 
transfusions in 

obstetrics were in MOH 
situations
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Obstetric delays Obstetric MOH delays Obstetric avoidable Obstetric MOH avoidable

Reports 2022-2024

43% of avoidable 
transfusions in 

obstetrics were in MOH 
situations



Key themes in the errors reported

Communication gaps including urgency not communicated to 
the laboratory or between clinical teams; handover issues  

Staffing issues- number, skill mix, experience

Staff training and knowledge gaps 

Misinterpretation of point of care (POCT) results, poor 
management of haematinic deficiency

PowerPoint Charts & Diagrams CEO Pack 1 (Version 4.0)



Pressure on laboratory staff to accept 
mislabelled sample during a MOH

c
When the sample arrived at the laboratory the BMS noted that the sample had been 
mislabelled and consequently was rejected as per protocol. The clinical team was 
informed and a new G&S sample requested.

In this phone call the BMS explained that emergency blood was available if they could 
not wait for the sample to be processed. The clinical team informed the BMS they 
could wait. 

A MOH was activated following a placental abruption requiring emergency 
hysterectomy. The activation didn’t include a phone number for the laboratory staff to 
contact the clinical team.

When the laboratory staff got hold of the clinical team the biomedical scientist (BMS) 
requested a group and screen sample (G&S) as none was available to issue group-
specific or crossmatched blood.  



Pressure on laboratory staff to accept 
mislabelled sample during a MOH

At this point two units of emergency O D-negative were issued. The BMS informed the 
clinical team that the stock of O D-negative units were low and for the clinical team to 
send a repeat G&S sample as soon as possible. 

During these phone calls and upon BMS rejection to accept the amendments, the 
clinical team acused the BMS to allow the stock of emergency units of running out, 
and of the negative impact that could cause to the patient.

The clinical team contacted multiple times the laboratory afterwards asking to amend 
the labelling on the rejected sample. The BMS informed that was not possible as it was 
against local policy.

c
Following these phone calls, the BMS who was working alone out-of-hours felt 
pressurised, stressed and his decision-making affected. The BMS decided to escalate 
this situation and sought support from their manager. 



The laboratory manager arrived soon after reassuring the BMS of their decision and 
actions throughout the shift .

Pressure on laboratory staff to accept 
mislabelled sample during a MOH

c
In total the patient received 4 units of O D-negative and 2 units of O D-positive red 
cells, 10 units of fresh frozen plasma (FFP), 4 units of cryoprecipitate and 2 pools of 
platelets. The patient recovered and survived.

As the patient had a previous blood group, the laboratory manager advised the BMS to 
issue O D-positive red cells to avoid delays and maintain blood supply.

Due to these pressures added to a high workload, the BMS contacted later their 
manager asking for another member of staff as they felt they could not deal with the 
situation effectively. 



Contributory factors

Processes

Sample 
taking and 

labelling

Civility

Effective 
communication, 
respect and no-
blame culture

Knowledge 

Local policies 
and risks of 
deviations/ 

workarounds

Communication

MHP 
activation 

with accurate 
contact 
details
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SHOT resources



Based on the incorrect Hb result one unit of red cells was prescribed, requested and 
administered  to the patient. After the transfusion, the error was identified, and no 
further units were given.

Prescription based on incorrect haemoglobin result 
leads to an avoidable transfusion during MOH

The cause for this event was the small print of the results from the VBG and the high 
number of different results available on the same print. This was identified as a 
potential cause for further events especially in emergency situations.

The nurse got hold of the results from the venous blood gas machine (VBG) misreading 
the  fraction of oxygenated haemoglobin (Fi02Hb) (87.4) as the haemoglobin (Hb) that 
was on the line above (116g/L).

A MOH was activated during an induction of labor of a twin pregnancy, where the 
estimated blood loss was approximately 2L.



Promote 
safety

Easy to 
follow

User 
friendly/ 
intuitive

Contributory factors

Urgency Design

Design of the 
point of care 

results
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Emergency 
requiring 

quick 
intervention



Due to the clinical urgency, emergency O D-negative units were issued. The laboratory 
staff proceeded to call the Blood Services for an urgent delivery of O D-negative blood 
as the stock was running low.

Incorrect sample labelling leads to avoidable 
use of emergency O D-negative blood

The Blood Services staff informed the BMS that they would only process the request 
once it had been received in their IT system. The BMS replied they would send the 
request as soon as possible, but that currently they were dealing with a MHP.

The porter arrived at the laboratory with three unlabelled samples (1 for transfusion 
and 2 for haematology) with the addressographs in their hand. All samples were 
rejected and the clinical team was informed. 

A MOH was activated for a bleeding pregnant woman with placenta accreta. There was 
no valid group and screen (G&S) sample available to issue crossmatched blood as none 
had been taken at admission.



Incorrect sample labelling leads to avoidable 
use of emergency O D-negative blood

A G&S sample was later tested, and the patient was grouped O D-positive. 

After the incident it was found out that emergency O D-negative units had to be 
wasted as out of temperature control. This was due to a failure to collect the units 
from the laboratory refrigerator and stored them in the satellite fridge.

In total the patient received 14 units of red blood cells, 4 units of FFP, 2 units of 
cryoprecipitate and 3 pool of platelets.  The patient recovered and survived.



Contributory factors

Timing

Sample 
taking 

Handling and 
StorageCommunication

Urgency of 
the request 
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Avoid 
wastage

Processes

Sample 
labelling
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https://nationalbloodtransfusion.co.uk/recommendations
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SHOT and external resources



MH simulation toolkit



SHOT Transfusion Safety StandardsSHOT Transfusion Safety Standards



Your Questions 
Please

?


