
FIGURES FROM THE ANNUAL SHOT REPORT 2018
You are free to use these slides in your teaching material or other 
presentations, but please do not alter the details as the copyright to 
this material belongs to SHOT.



Number of 2018 reports by reporting organisation 
and component usage level



The last time a report was received on SABRE 
from an active SABRE account



Number of reports submitted to SHOT, and per 
10,000 components issued 2010-2018



Percentage of SHOT reports submitted by UK country



Categorisation of reports analysed in 2018



Trend of error reports from different departments



Errors account for the majority of reports in 2018: 
2905/3326 (87.3%)



Deaths related to transfusion (with imputability) 
reported in 2018 n=20



Transfusion-related deaths 2010 to 2018 n=156



Summary data for 2018 all categories n=3326 
(ranked by number)



Cumulative data for SHOT categories 1996 to 2018 n=21474



Reported errors triangle



ABO-incompatible red cell transfusions 
2016 to 2018



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





Serious adverse events of donation by category
in 2018



Rate of SAED reported per 10,000 donations in the UK from
2015-2018



Trend in number of donations collected in the UK



Evaluation of uptake of self-learning opportunity and comparative 
percentages of scores for human and organisational factors



Distribution of anti-D Ig related error reports in 2018 
n=466



Location of errors associated with anti-D Ig



Staff group responsible for the primary error 
associated with anti-D Ig by category



Overview of reports where an incorrect blood 
component was transfused in 2018 n=272



Review of IBCT reports over a 5-year period



Clinical ABO-incompatible red cell transfusions n=3



Laboratory ABO-incompatible transfusions n=4



Number of ABO-incompatible red cell transfusions
1996-2018



Number of ABO-incompatible red cell transfusions where the first 
error occurred or had the potential to be identified at the 

administration step 2010-2018



Overview of reports of near miss IBCT n=257



Points in the transfusion process where the first mistake 
occurred (clinical and laboratory) leading to near miss



Transfusion 
process 
(nine steps)



Points in the transfusion process where the first mistake occurred 
(clinical and laboratory) leading to WCT or SRNM



Clinical errors resulting in 
wrong component transfused n=32



Clinical errors resulting in 
specific requirements not being met n=80



Laboratory errors resulting in 
wrong component transfused n=46



Laboratory errors resulting in 
specific requirements not being met n=114



Reduction in the number of 
SRNM primary request errors



Summary of sampling cases



Sample receipt and registration errors 
with outcome n=79



Testing errors with outcome n=97



Summary of wrong component type cases



Three cases demonstrating transfusion to the wrong patient



Breakdown of 2018 HSE reports n=264



Delayed transfusion reports by year 2010-2018



Location of major haemorrhage incidents



Holdup points identified in the major haemorrhage transfusion pathway



Poor communication is the most common factor 
contributing to errors in MHP-related reports 

(results as %)



Blood gas result illustrating 
the difference between 
total Hb (A) and HHb (B)



Number of reports of anti-D immunisation 
in pregnancy by year, 2012-2018



Reports of WBIT 2010 to 2018



Staff groups responsible for taking the WBIT samples reported to SHOT 
(n=792) compared with staff groups who take transfusion samples in 

Oxford Hospitals January to March 2019 (n=15619)



Breakdown of 2018 RBRP reports n=216



Laboratory incidents and near misses 
by category of outcome n=885



SHOT laboratory data (n=530) showing at which stage in the 
transfusion process the primary error occurred



SHOT near miss laboratory errors (n=355) 
showing at which stage in the transfusion process the primary 

error occurred with outcome



Sample receipt and registration errors with outcome 
n=145



Testing errors with outcome n=150



Percentage of reactions to 
apheresis and pooled platelets 2014 to 2018



Reactions by component type



Reports of pulmonary complications by year 
2008-2018



Number of confirmed TRALI cases and deaths at least 
possibly related to TRALI by year of report



Updated TACO pre-transfusion checklist



Analysis of reports by the revised surveillance diagnosis criteria 
(number of criteria versus number of accepted cases)



Clinical symptoms associated with DHTR



Laboratory indications detected in DHTR



Antibodies implicated in 
delayed haemolytic transfusion reactions (DHTR)



Outcome of reports 
of suspected TTI 

made to the 
NHSBT/PHE 

Epidemiology Unit 
in 2018



The number of cases of PTP with confirmed HPA alloantibodies 
reported annually to SHOT since 1996, a total of 57 reports. 

Cumulative data 1996 to 2018



Percentages of paediatric and total reports in each category



Summary of paediatric reports 
by category and age for 2018



Trends in paediatric reports 2007-2018
Total paediatric reports subdivided by age



Trends in paediatric reports 2007-2018
Specific requirements were not met (SRNM)



Trends in paediatric reports 2007-2018
Febrile, allergic and hypotensive reactions by component type



Breakdown of 
incorrect blood component transfused reports



Comparison of proportions of adult and paediatric 
febrile, allergic or hypotensive reactions (FAHR) 

related to different components



Percentages of reaction types for each component for 
paediatric reports



Cumulative data for adverse events in transfusion for patients 
with haemoglobin disorders 2010 to 2018

Sickle cell disease n=228



Cumulative data for adverse events in transfusion for patients 
with haemoglobin disorders 2010 to 2018

Thalassaemia n=52



Submitted SABRE confirmation reports 2009-2018



2018 serious adverse event (SAE) confirmation reports by 
deviation and specification



Incorrect storage of component by specification 2018



SABRE reports, subcategory ‘other’, 2018



SABRE reports, human error subcategory, 2018



Reasons for rejected samples from blood transfusion



Blood establishment SAE category by specification



Blood establishment reports in the ‘other’ category



SAR reports by imputability reported to SABRE in 2018



Categories of major deficiencies found



Categories of other deficiencies found


