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presentations, but please do not alter the details as the copyright to 
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Number of reports submitted to SHOT by year









Errors account for the majority of SHOT reports in 2017: 
2760/3230



Deaths related to transfusion in 2017 n=21



Transfusion-related deaths 2010 to 2017 n=136



Number of components received by individual patients
exposed to non-irradiated components 2011 to 2016 n=493





Summary data for 2017 all categories ranked by number
n=3230



Cumulative data for all SHOT categories 1996 to 2017
n=19815





ABO-incompatible transfusions compared to near miss
2016 and 2017



Reduction in ABO-incompatible red cell transfusions 
that resulted in serious outcomes in 2 decades of reporting

Note that 66% of ABO-incompatible red cell 
transfusions are not associated with serious 
harm and are not shown here







Serious adverse events in donation 2017
(No events reported from Northern Ireland)



Trend in whole blood and apheresis donations in the UK 
2015 to 2017



Trends in donations and reported rate of serious adverse
events of donation in UK Blood Services



Fishbone template for analysis of root causes



Laboratory incidents and near misses by 
category of outcome n=740



SHOT laboratory incidents showing at
which stage the primary error occurred
N=740



Laboratory errors (n=409) showing at which stage 
the error occurred and the outcome



Sample receipt and registration errors with outcome n=75



Testing errors with outcome n=110



Laboratory-related handling and storage errors 
with outcome n=72





Near misses that could have led to RBRP n=138





Near miss events that could have led to handling and
storage errors n=154





Reduction in the number of ABO-incompatible
red cell transfusions 2013-2017



Platelets
n=2

FFP n=4

Red cells n=1

Transfusion of ABO-incompatible components 2017



Nine steps in the transfusion process



Point in the process where the first mistake occurred 
leading to wrong component transfusion (WCT) 
or specific requirements not met (SRNM)



Clinical errors resulting in wrong component transfused
n=35



Clinical errors leading to specific requirements 
not being met n=114



Laboratory errors resulting in 
wrong component transfused n=47



Laboratory errors leading to specific requirements
not being met n=111



Most ‘near miss’ incorrect blood component transfused 
were wrong blood in tube errors



Comparison of near miss and actual wrong blood in tube 
errors leading to incorrect blood components transfused



Point in the process where a wrong blood in tube
incident was detected



Near misses that could have led to  specific 
requirements not being met n=121



Delayed transfusion reports by year 2010-2017



Delayed transfusions 2017: urgency and location



Potential hold-up points in the transfusion pathway



Near miss events detected by quality management
systems or good fortune



Anti-D immunoglobulin errors in 2017 n=426 



Location of anti-D immunoglobulin errors n=426



Staff group responsible for primary error by category



Near misses that could have led to anti-D 
immunoglobulin errors n=35



Number of reports of anti-D immunisation in pregnancy



Febrile and allergic reactions: targeted treatment



Percentage of reactions to apheresis and pooled platelets
2014 to 2017



Reactions by component type



Outcome of reports of suspected transfusion-transmitted
infection in 2017



Reports of pulmonary complications by 
year 2010-2017 



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





Analysis of TACO reports by revised surveillance
diagnostic criteria



Laboratory indications of delayed haemolytic
transfusion reactions



Antibodies implicated in  delayed haemolytic transfusion reactions 2017



Antibodies implicated in delayed haemolytic transfusion
reactions 2013-2017



Percentages of paediatric and total reports in each category



Summary of paediatric reports by category and age 2017



Trends in paediatric reports 2007 to 2017



Paediatric reports where specific requirements 
were not met



Febrile, allergic and hypotensive reactions by component



Incorrect blood component transfused n=41



Identify your neonatal emergency group O D-negative units





Percentages of reaction types for each component 
in paediatric reports



Cumulative data for sickle cell disease 2010-2017 n=193



Cumulative data for thalassaemia 2010-2017 n=50



Serious adverse event reports to MHRA 2017



SABRE reports, human error 2017


