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1. PURPOSE

This exception report provides an update for members of the health scrutiny committee on 
how Never Events are being managed across the Trust.  This includes Never Events declared 
since 1 April this financial year as well as sets in context work which has been progressed on 
previous Never Events.  It also provides members with an update on the saline incident 
which occurred at the Cumberland Infirmary on 4 January 2017. 

2. NEVER EVENTS 

2.1 Current Position 

NHS England define Never Events as serious incidents that are wholly preventable as 
guidance or safety recommendations that provide strong systemic protective barriers are 
available at a national level and should have been implemented by all healthcare providers. 

During 2016/17 the Trust has declared one Never Event relating to the wrong route of 
medication being given intravenously instead of orally.  This incident occurred in November 
2016 at the Cumberland Infirmary, Carlisle.  Since 1 April 2016 to 31 December 2016 there 
were 314 Never Events declared across the NHS, of which 33 related to wrong route 
administration of medication and 16 specifically related to oral medication given 
intravenously.  

2.2 Previously declared never events 

Since November 2012 the Trust has declared 19 Never Events which are summarised below:

Title Never Event and Saline Incident Exception Report  
Report Author Ramona Duguid, Associate Director of Risk & Quality 

Governance, NCUH
Presented by Anna Stabler, Deputy Director of Nursing & Midwifery
Executive Lead Stephen Eames, Chief Executive  
Date 13 February 2017
Committee Health Scrutiny Committee – 28 February 2017
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2.3 How are we embedding learning?

All of the never events within the Trust have a full Root Cause Analysis (RCA) completed, 
which is presented and approved at the Weekly Patient Safety Panels, which are chaired by 
the Associate Medical Director and attended by the Executive Director of Nursing and 
Associate Director of Governance.   The role of the weekly Patient Safety Panels is to ensure 
that a thorough investigation is carried out on all serious incidents (including Never Events).  
The final investigation reports are presented to the panel and the key findings and learning 
discussed.  

Each of the RCAs has in place a detailed action plan based on the learning and findings of 
each specific investigation.   All of the action plans are monitored within the Divisional 
teams and independently reviewed by the safety panel within 3, 6 or 12 months in order to 
demonstrate assurance that actions have been fully implemented. 

2.3.1 Perioperative Improvement Plan 

In addition to this in 2015/16 it was recognised that a comprehensive plan was required to 
build on the wider organisational learning from the various never events that year.   As a 
result the Surgical Business Unit and Clinical Director for Patient Safety developed a single 
Perioperative Improvement Plan.   

This plan has five specific themes for improvement, which are illustrated below.  

In addition, the plan is directly linked to ‘Stop the Line’ which 
encourages all staff at all levels to stop the line when they feel a 
safety standard or process is not being followed correctly. Progress 
against this plan is formally reported through the Clinical Executive 
Group and the Safety & Quality Committee. 

Good progress has been made against the plan, specifically in 
relation to delivery of the safer surgical checklist before surgery 
commences within theatre.  One of the themes in the plan relates 
to the implementation of National Safety Standards for invasive 
procedures, which has also made good progress in establishing 

how local safety standards will be developed for each invasive procedure carried out across 
all specialties. 

Evidence to support embedding learning is based on qualitative (observational) and 
quantitative audit. 

2.3.2 Human Factors 

Integral to the Perioperative Improvement plan and wider safety culture within the Trust is 
the role out of human factors across the organisation. To date we have trained 316 
members of staff.  The Trust has an ongoing programme for rolling out human factors across 
the organisation, which is prioritised based on previous incidents / concerns from the multi-
disciplinary teams. 
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2.3.3 Learning from Nasogastric Tube Never Events 

It is pertinent to reference in this report the conclusions from HM Senior Coroner, Mr David 
Roberts in January 2017 following the Never Events involving miss placed nasogastric tubes 
in 2012 and 2015.  

The Executive Medical Director is leading on the response to the Coroner, which will be 
submitted in March 2017.  Whilst the Regulation 28 Notice from the Coroner identifies very 
specific actions to take, the Trust is developing a wider improvement plan to address some 
of the more cultural and system related matters which were identified in these cases.  This 
plan will be reported to the public Trust Board in March 2017. 

3. SALINE INCIDENT 

On 4 January 2017, bags of saline were found to have been tampered with at the 
Cumberland Infirmary, which was subsequently reported to Cumbria Police, who are leading 
on this investigation. It is important to confirm that there has been no patient harm or 
adverse effects reported since the incident was identified.  An internal incident 
management group has been established and communication with external partners 
remains in place. 

Additional security and safety checking measures were immediately implemented following 
the identification of the incident and a composite action plan of related items has been 
drafted in order to ensure any wider learning for the Trust is captured. 

The Trust continues to support Cumbria Police with their investigation.  

4. RECOMMENDATION

The Committee are asked to NOTE this exception report. 


