FIGURES FROM THE ANNUAL SHOT REPORT 2021

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.
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Figure 2.1: SHOT reporting by month during 2020 and 2021
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Figure 2.2: Reports submitted to SHOT and the MHRA in the calendar year 2021 (n=4088)
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Figure 2.3: Number of NHS Trusts/Health Boards submitting reports by reporting category included in the2021 Annual SHOT Report

B Reporting organisations

B Non-reporting organisations

9
15 26
47 39 =
64 76 66
88 87 85
110
145 146 .
161
155 144 a1
123
106 94 104 116
82 83 85
60
25 24
8
9
O &L AT RS QS LD A N Y > S
< O < N A § O .0 N O
PSS S PSS T EIFE 0
Q)Q C’)\’ 060 O\‘Q &((\ \*00 ?S\
Yo & < v
@
2

N

Serious Hazards

of Transfusion

”




Figure 2.4: Participation in haemovigilance reporting from active SABRE accounts
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Figure 2.5a: Blood component issue data in the UK 2011-2021
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Figure 2.5b: Non red cell component issue data in the UK 2011-2021
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Figure 2.6: Trend of error reports from different departments
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Figure 2.7: Using SHOT participation benchmarking data to drive improvements
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Figure 3.1: Errors account for most reports: 2569/3161
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Figure 3.2: Errors as a percentage of total reports 2014-2021
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Figure 3.3: Deaths related to transfusion (with imputability) reported in 2021 n=35
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Figure 3.4: Ranking of categories to show number of serious reactions in 2021 n=126
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Figure 3.5: Summary data for 2021, all categories (includes RBRP and NM) n=3161
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Figure 3.6: Cumulative data for SHOT categories 1996-2021 n=27009
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Figure 3.7: Reactions per 10,000 components, by component type 2011-2021
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Figure 3.8: Number of ABO-incompatible red cell transfusions 1996-2021
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Figure 3.9: Number of ABO-incompatible plasma transfusions 2003-2021
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Figure 3.10: Outcome of ABO-incompatible red cell transfusions in 25 years of SHOT reporting
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Figure 3.11: ABO-incompatible transfusions 2016-2021: few events (n=19) but many near misses (n=1778)
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Figure 3.12: IBCT-SRNM errors by year of Annual SHOT Report 1996-2021
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Figure 4.1: Transfusion safety
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Figure 4.2: Six simple rules for safe transfusions
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Figure 4.3: Patient engagement continuum
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Figure 4.4: Critical elements of a safety culture
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Figure 5.1: Event probability and safety focus (Hollnagel et al. 2015)
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Figure 5.2: Respect and civility

OPPORTUNITY TO GROW

e Supporting colleagues with
professional development

e Encouraging colleagues
with progress

DIGNITY

¢ Praise, recognise
and support others

¢ Include, acknowledge
and respect

e Be courteous and polite

SUPPORT

e Signpost to appropriate
supportive interventions

¢ Providing constructive feedback

¢ Positive coaching and mentoring

e Be courteous and polite

EFFECTIVE SUPERVISION

¢ Empowering behaviour

¢ Recognising contributions and achievements
e Sharing relevant information

* Respecting professional values

e Fair and equal distribution of work
and of work and opportunity

RESPECT AND CIVILITY TO
EMBRACE A JUST AND
LEARNING CULTURE

#IWILLSPEAKUP

INCLUSIVENESS

e Ask staff how they are, do
something with the response

¢ Invite colleagues to meetings and gatherings
¢ Actively listen and ensure everyone is heard

PSYCHOLOGICAL SAFETY

Instilling confidence and trust
Colleague compassion

Supporting culture and working
relationships

Positive body language

EMOTIONAL
INTELLIGENCE

Pause for thought
Positively reflect and act
Be more self aware

ACTS OF KINDNESS

Creating harmony
for staff to flourish

Looking out for others
‘Nipping in the bud’ and
signposting support

Based on the infographic from Cheshire & Merseyside Health and Care Partnership httops://www.cheshireandmerseysidepartnership.co.uk/civility-respect-and-the-importance-of-bystander-accountability/
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Figure 5.3: The 4D cycle
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Figure 6.1: Rate of SAED reported per 10,000 donations in the UK from 2015-2021

B Total donations

—e— Rate of SAED reported per 10,000 donations

—o— Rate of SAED reported per 10,000 donations excluding imputability of ‘unlikely' or 'not' related to donation

2,200,000

2,126,808
0.26
2,100,000

2,000,000

0.20 1,913,650
1,900,000

1,800,000

1,700,000

1,600,000

1,500,000
2015 2016 2017

1,883,153

2018

0.28
0.26

1,841,660

2019

1,742,217

2020

1,822,689

2021

0.30

0.25

0.20

0.15

0.10

0.05

0.00

N

Serious Hazards

of Transfusion

”



Figure 6.2: Trends in the number of donations collected across the UK 2015-2021
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Failures in team function

Situational Individual staff factors

39.7%

Task features

More likely to occur to this particular patient

Mismatch between workloadand staff provision
Local working

17.5%

Failure of leadership and supervision
Difficulties obtaining correct equipment and/or supplies
Environmental issues

Organisational Problems in other departments

25.1% Organisational pressures

Issues or gaps with staff skill or knowledge
External Characteristics about equipment unhelpful
4.8%

Influence of national policies or high-level regulatory issues

Communication
and culture
12.9%

Lack of safety culture

Poor written or verbal communication

Figure 7.1: Comparative scores assigned for different system factors
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The expanded HFIT introduced in 2021 reveals a greater breadth of factors that contribute to adverse incidents, so investigators can identify areas for system and organisational improvement
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Figure 8.1: Distribution of anti-D Ig related error reports in 2021 (n=341)
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Figure 9.1: Overview of reports where an incorrect blood component was transfused in 2021 n=266

Incorrect blood component transfused n=266

Clinical 44.7%, 119
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Figure 9.2: Total IBCT errors categorised by the step where the error occurred n=266
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Figure 9.3: Categorisation of clinical IBCT-WCT errors by transfusion step where the primary error occurred (n=40)

0 4 8 12 16 20 24
Request B Wrong group
B Wrong patient
[ Wrong component
Prescription
Collection

Administration

Serious Hazards

of Transfusion




Figure 9.4: Clinical IBCT-SRNM errors and transfusion step where the primary error occurred (n=79)
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Figure 9.5: Laboratory WCT errors by transfusion step (n=53)
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Figure 9.6: Laboratory WCT errors by category (n=53)
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Figure 9.7: Laboratory errors resulting in SRNM (n=94)
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Footnote: Where the blood warmer was not used, transfusion laboratory knew patient had cold agglutinins and would normally add a sticker to unit if warmer is needed. Clinical staff should have been informed before
collection of unit as they would need to source warmer pre transfusion El=electronic issue; HLA=human leucocyte antigen; CMV=cytomegalovirus

Incidents have been grouped based on the specific requirement that has not been met
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Figure 10.1: Breakdown of 2021 handling and storage error (HSE) reports (n=244)
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Figure 11a.1: Delayed transfusion reports and deaths by year 2011 to 2021 (n=952, deaths n=61)
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Figure 12.1: A decade of near miss and WBIT reports 2012-2021
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Figure 12a.1 The sample circle

All samples must be labelled at the bedside from the wristband details.
Unlabelled blood samples MUST NOT leave the SAMPLE CIRCLE.

Unlabelled blood samples outside the circle should be disposed of.

Serious Hazards
of Transfusion

N




Figure 12a.2: Primary errors leading to WBIT (n=734)
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Figure 12a.3: Percentage of different healthcare professionals who took blood samples
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Figure 13.1: Breakdown of 2021 RBRP reports (n=216)
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Figure 13.2: RBRP classified by the stage when the primary error occurred in 2021 (n=216)
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Figure 13.3: Details of patient identification errors (n=134)
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Figure 13.4: The presence of a pre-administration check, and type of check in RBRP errors

Two-person
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available, 6
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Figure 13.5: RBRP near misses 2018-2021
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Figure 14.1: Laboratory errors (events and NM) related to the 10 steps
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Figure 14.2: Laboratory errors 2017-2021 categorised by step where the error occurred
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Figure 14.3: Laboratory incidents and near misses by category of outcome (n=573)
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Figure 14.4: SHOT laboratory data showing at which stage in the transfusion process the primary error occurred (n=389)-

Sample receipt and
registration

Testing

Component selection

Component labelling,
availability and HSE

Miscellaneous

0 20 40

I

60

80

100 120

30

29 ZE

140

M (BCT-WCT M Delayed
B (BCT-SRNM M Avoidable
W HSE ] PCC

] RBRP B Anti-D Ig

IBCT-WCT=incorrect blood component transfused-wrong component transfused; IBCT-SRNM=IBCT-specific requirements not met; HSE=handling and storage errors; RBRP=right blood right patient; Ig=immunoglobulin

Serious Hazards

of Transfusion

N



Figure 14.5: SHOT near miss laboratory errors showing at which stage in the transfusion process the primary error occurred with
outcome n=184
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Figure 14.6: Laboratory testing errors by reporting category (n=114) and SRNM testing errors by subcategory (n=42)
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Figure 16.1: Reactions by component type
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Figure 16.2: Incidence of reactions as a percentage of platelet units issued
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Figure 16.3: Algorithm for classification and management of febrile and allergic reactions
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Figure 17a.1: TACO pre-transfusion checklist
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Figure 17a.2: Number of surveillance criteria versus number of accepted TACO cases
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Figure 17a.3: Use of the checklist to identify patients at risk of TACO and implementation of mitigating actions
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Figure 17b.1: Summary of transfers and categorisation of cases included under TAD
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Figure 17b.2: Summary of possible explanatory factors for non-TACO pulmonary complications
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Figure 17b.3: Summary of imaging findings for non-TACO pulmonary complications

B Normal
B Bilateral shadowing

[ Other abnormality
B Not provided

aQy f = =9 Serious Hazards
of Transfusion




Figure 18.1: Age range in males and females experiencing an HTR
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Figure 18.2: Alloantibodies reported in AHTR in 2021
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Figure 18.3: Antibody specificities implicated in HTR
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Figure 20.1: Outcome of reports of suspected TTI made to the NHSBT/UKHSA Epidemiology Unit in 2021 update
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Figure 22.1: Trends in paediatric reports 2012-2021
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Figure 22.2: Percentages of paediatric and total reports in each category
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circulatory overload; HTR=haemolytic transfusion reactions;, FAHR=febrile, allergic and hypotensive reactions; HSE=handling and storage errors;, PCC=prothrombin complex concentrates; IBCT-SRNM=incorrect blood
component transfused-specific requirements not met, IBCT-WCT=IBCT-wrong component transfused
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Figure 22.3: Summary of paediatric cases by category and age 2021
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Figure 22.4: Breakdown of incorrect blood component transfused reports
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Figure 22.5 Summary of FAHR reports by component type from 2012 to 2021

54
P
Mild
reactions 42
excluded 38 2
P 3
| ;
30 38
28 1
B 2
2 26
23
11
21
14
15 » 11
6
2012 2013 2014 2015 2016 2017 2018 2019 2020 2021

B Red cells M Platelets B Plasma B Granulocytes B Multiple components

e N

Serious Hazards

of Transfusion

N




Figure 22.6: Paediatric FAHR reports
a. Comparison of proportions of adult and paediatric FAHR related to different components
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Figure 22.6: Paediatric FAHR reports
b. Percentages of reaction types of each component for paediatric reports
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Figure 22.7: Pulmonary complications in children and neonates 2012-2021
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Figure 23.1: HTR in haemoglobinopathy patients in 2021 (n=13)
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Figure 24.1: Transplant cases by reporting category and type of transplant in 2021 (n=56)
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Figure 25.1: Number of reports of anti-D immunisation in pregnancy by year, 2012-2021
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Figure 25.2: Summary of 2021 NPP data (n=11)
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NPP=no previous pregnancy; RAADP=routine antenatal anti-D Ig prophylaxis; PSE=potentially sensitising event; APH=antepartum haemorrhage; IUD=intrauterine death; HDFN=haemolytic disease of the fetus and newborn
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Figure 25.3: Summary of 2021 PP data (n=45)
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Figure 26.1: Submitted confirmation reports 2012-2021
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Figure 26.2: Incorrect storage of component by specification 2021
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Figure 26.3: Root causes of the incorrect storage of components subcategory

Equipment failure h 1
System error - incorrect procedure - 2
System error - inadequate QMS - staffing and workload N -
Human error - procedure performed incorrectly _ 6]
System error - lapsed/no training | NN 10
System error - inadequate training || NN -
Human error - procedural steps omitted I

/wrong procedure performed

System error - ineffective training - | 25

System error - inadequate process — 34

QMS=quality management system

N

Serious Hazards

of Transfusion

”




Figure 26.4: Root causes of the combined component and sample expiry subcategories
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Figure 26.5: Human/system error subcategories
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Figure 26.6 Other subcategory and system error
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Figure 26.7: Blood establishment SAE event category by specification
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Figure 26.8: BE reports in ‘other’ category
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Figure 26.9: SAR reports, by imputability, reported to SABRE in 2021
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