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Is a TACO risk assessment included in your transfusion policy? If not, what is the reason for this?  
Actions needed to address this should be captured as part of incident investigation.

If the TACO risk assessment is implemented in your organisation, why was it not performed for this individual patient?  
Was there a process or individual practice error?

If risk factors were not identified for this patient, review the patient’s clinical details to evaluate whether risks were missed. 
Consider why the risks may have been missed.

Was there evidence of over-transfusion (check post-transfusion Hb)?

Was the dose/volume of the transfusion appropriate?

Was the indication for transfusion appropriate?

If the transfusion went ahead despite risk factors being present, consider whether this was a reasonable risk-balanced decision 
e.g. benefit outweighed risk of TACO, risk factors identified were not reversible, pragmatic reasons/otherwise not feasible to defer.

Was the patient’s weight taken within the last 7 days available?

Does the transfusion policy provide guidance and tools to help clinicians calculate the correct dose (e.g. a formula  
or dosage calculator)?

If the patient was not bleeding, did they receive an appropriate dose for their body weight? Please note that there are  
weight-based red cell dosage calculators available such as (https://rcdcalculator.co.uk/).

Did the prescriber/authoriser calculate the actual dose required to meet the target haemoglobin?

If the patient received more than one red cell unit/other blood component, was the patient reviewed after each unit to  
assess response and need for further transfusions?

Is this practice reflected in the transfusion policy in your organisation?

If a diuretic was not given, was this appropriate (e.g. contraindicated)? If a diuretic could have been given, what was the reason for 
it not being prescribed?

If a diuretic was prescribed but not given, what was the reason for this omission?

If a fluid balance chart was not in place or inaccurate, was this appropriate/unavoidable (e.g. day case transfusion, incontinent 
patient, alternative i.e. daily weight measurement etc)?

If this was not the case, why was the fluid balance not being measured?

Was the patient under close observations and were oxygen saturations being performed with every set of observations  
(or on continuous monitoring), if not consider why?

Is this included in your transfusion policy for patients at risk of TACO?

If the patient had risk factors for TACO but no mitigations were taken, consider why.

Were no mitigation instructions given – why?

Were mitigation instructions given but not followed – why?

If it could have been deferred, consider what led to the decision to proceed with transfusion.

Tick  to focus incident investigation and indicate where actions are required. See SHOT report and website for risk assessment. 
Appropriate actions need to be taken locally to address gaps identified with the following exercise.
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The following guidance tool has been developed to support local investigations following reports of  
transfusion-associated circulatory overload (TACO) and identify areas for improvement. This document should 
be used in conjunction with local policies. Where gaps are identified, appropriate steps will need to be taken 
locally to ensure safe transfusions. 
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Tick if actions needed


