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PURPOSE OF THE REPORT 

 
To update the Board of Directors on the 2012/2013 Never Events and the supporting Never Event 
improvement work that has been undertaken during the year. 
 
 
KEY POINTS 

 
Never Events are defined as ‘Serious largely preventable patient safety events that should not occur if 
preventable measures have been implemented’ (Department of Health et al 2012). 
 
Incidents are considered to be Never Events if: 
 

1. They cause or have the potential to cause severe harm or death. 
2. There is evidence that the Never Event has happened in the past and is a known source of 
risk. 
3. There are existing national guidance or safety recommendations, which if followed, would 
have prevented the incident. 
4. They can be easily defined and measured on an ongoing basis. 

 
The Never Events Policy and Framework, developed by the National Patient Safety Agency (NPSA), 
was introduced into the NHS in April 2009. The original list of eight never events has been expanded 
to twenty-five and is incorporated into the NHS Standard Contract. Appendix A provides definitions 
for each of the Never Events. 

 
More specific definitions and guidance relating to the full list of Never Events can be found by 
following the link below to the Never Events Policy Framework (October 2012). 
 
https://www.wp.dh.gov.uk/publications/files/2012/10/never-events-policy-framework-update-to-
policy.pdf 
 
There are definitions for twenty-five Never Events, which are categorised as Surgical, Medications, 
General Healthcare, Maternity, Mental Health. Twenty-three of these relate specifically to the activities 
of the Trust.  
 
Sheffield Teaching Hospitals has experienced seven Never Events during the year; three retained 
objects, three medication incidents following the incorrect prescribing and administration of 
Methotrexate and a miss-placed nasogastric tube.   
 
Each of these Never Events has been investigated, a root cause analysis undertaken and safety 
measures put in place aimed at preventing reoccurrence. A full review of all possible Never Events 
has taken place and the Trust has been working closely with NHS Sheffield Clinical Commissioning 
Group to ensure appropriate safety measures are in place.   
 
A Never Event Summit took place in February 2013 to highlight issues across the Trust and ensure 
systems are in place for the management of each possible Never Event. A Trust wide action plan has 
been prepared in response to the increase in the number of Never Events. The plan is designed to 
review the current actions being taken and ensure that processes are in place to prevent 
reoccurrence.  
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This improvement work has specifically involved the commissioning of an internal review into the 
retained items Never Events and obtaining external support to provide objective challenge and 
independent review of the Trusts improvement work.  Risk assessments have been completed for 
each of the twenty-three Never Events that relate specifically to the Trust, to ensure appropriate 
safety precautions are in place. 
 
Following the three Methotrexate medication Never Events, the Medicine Safety Committee were 
commissioned to undertake an internal review of the safety measure in place across the Trust.  No 
patient harm was identified as a result of the three events that arose from the incorrect management 
of Methotrexate, however, the Trust recognised the importance of preventing reoccurrence.  The final 
report has been recently reviewed by the Trust’s Serious Untoward Incident Group and a range of 
actions have been implemented with many additional checks and limitations of supply being 
introduced via pharmacy. The action plan has also been developed to enable a consistent approach 
to be taken within a community setting by General Practitioners and community Pharmacists. 
 
The third Methotrexate incident is under review as it may not meet the full Department of Health 
criteria for a Never Event. However in keeping with the Department of Health guidance this has been 
logged as a Never Event pending further discussions. 
 
The Healthcare Governance Committee on a monthly basis monitors the ongoing progress of all the 
actions described. The Trust recognises the importance of having in place processes to prevent the 
occurrence of Never Events and continues to progress this work to ensure the safe provision of 
services to our patients. 
 
 
IMPLICATIONS 

 Aim of the STHFT Corporate Strategy 2012-2017 Tick as Appropriate 
1 Deliver the best clinical outcomes � 
2 Provide Patient Centred Care � 
3 Employ Caring and Cared for Staff � 
4 Spend Public Money Wisely  
5 Deliver Excellent Research, Education & Innovation  

 
RECOMMENDATIONS 

 
The Board of Directors are asked to note the report and the ongoing improvement work. 
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TEG Dr David Throssell  8 May 2013 
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