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Overview
1. What is our past?
§ Why are we concerned about never events?
2. What is the status?
§ Swiss never event list and definitions
§ Application recommendations
3. What is our future?
§ Next step – outlook
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What is our past?
§ Foundation set up to deal with never events
§ Since then, focus on prevention and cultural change
§ No systemic collection of adverse events from a safety perspective
§ No data – no insight into systemic safety
– no statements about developments possible

§ We are missing important learning opportunities
§ Lack of transparency weakens systemic accountability
§ Situation does not meet the population’s expectations
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Expectations of the population
§ Techniker Krankenkasse (Germany): Patient safety monitor
§ Representative population survey each year
§ 2021 wave: Question on the regulatory guidelines for never events
In rare cases, patients suffer great injury due to medical errors in
hospital. For example, an operation is performed on the wrong
side of the body or they receive a severe overdose of a
dangerous drug.
If something like this happens in a hospital, what do you think:
Which of the following things are mandatory and must then be
done?
And what do you think ought to be done?

Schwappach D, Müller H, Müller BS: Public expectations on regulatory requirements for management of hospital ‘never events’ in
Germany. Under Review. Data from TK Monitor Patientensicherheit 2021.
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Expectations of the population

Schwappach D, Müller H, Müller BS: Public expectations on regulatory requirements for management of hospital ‘never events’ in
Germany. Under Review. Data from TK Monitor Patientensicherheit 2021.
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What is our past?
Objections

§ The term ‘never events’ is stigmatizing and wrong... [100% avoidable? ‘Never’ as
a goal? Zero tolerance?]

§ It’s not about numbers; it’s about learning from mistakes.
§ The culture must spread from ‘below’ and from ‘inside’ ...
§ Hospitals already consistently record and process never events...
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What is our past?
Survey on the management of never events in hospitals

§ What data is currently collected about serious incidences (never
events) in acute care hospitals, and how systematically?

§ What is done about these cases – apart from any potential legal
procedure – with the aim of learning from them and preventing
future cases?

§ Is there sufficient focus on never events?

Schwappach D, Pfeiffer Y: Registration and Management of ‘Never Events’ in Swiss Hospitals—The Perspective of Clinical Risk
Managers. Journal of Patient Safety 2020 . doi: 10.1097/PTS.0000000000000741
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What is our past?
Survey on the management of never events in hospitals
30% of hospitals do not have any guidelines for how to handle
serious incidents.
Half of hospitals (51%) were able to provide information on the
frequency of 8 specific events. Of these, 81% trusted the
accuracy of their data.
Hospitals pay too little attention to collecting (46%) and
analysing (34%) never events.
The systematic collection and analysis of never events is
important (19%) or very important (81%) for improving patient
safety.
Schwappach D, Pfeiffer Y: Registration and Management of ‘Never Events’ in Swiss Hospitals—The Perspective of Clinical Risk
Managers. Journal of Patient Safety 2020 . doi: 10.1097/PTS.0000000000000741
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What is our past?
Survey on the management of never events in hospitals

“Every national health system should have an estimate of the frequency
of devastating, largely preventable serious events and a robust strategy
to ensure that system-wide investigation and learning occurs.
Based on the data we obtained in this study, we are not convinced that
leaving this entirely up to the individual hospital is such a strategy.”

Schwappach D, Pfeiffer Y: Registration and Management of ‘Never Events’ in Swiss Hospitals—The Perspective of Clinical Risk
Managers. Journal of Patient Safety 2020 . doi: 10.1097/PTS.0000000000000741
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What is the status?
Swiss never event list and definitions

1. Drafting national definitions and an events list
2. Consultation with experts and re-drafting
3. Drafting application recommendations for acute care hospitals
4. Round table discussions and consultation with professional
associations

5. Publication and dissemination
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What is the status?
What is a never event basically?

9 Definition is a combination of outcome and underlying causes

1.
2.

‘Clinical treatment’ refers to all diagnostic, therapeutic or other measures that comprise overall
patient care, regardless of the role of the professionals involved.
This is based on preventative measures, safety rules and safety-relevant adjustments to the
system design that, at the time of the incident are considered to be effective, generally known,
and can be implemented with reasonable effort.
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What is the status?
What is a never event basically?

An incident is categorized as serious, if it is in direct correlation with clinical
treatment and has caused serious injury to the patient. The criteria are all types
of harm that are connected with one or more of these outcomes:
§ Additional interventions or intensive care become necessary
§ Patient suffers significant long-lasting limitations or discomfort
§ Death of a patient3

1.
2.

‘Clinical treatment’ refers to all diagnostic, therapeutic or other measures that comprise overall patient care, regardless of the role of
the professionals involved.
This is based on preventative measures, safety rules and safety-relevant adjustments to the system design that, at the time of the incident
are considered to be effective, generally known, and can be implemented with reasonable effort.
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What is the status?
What exactly do we mean by ‘serious’?
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What is the status?
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What is the status?
What are never events specifically?

§ Compilation based on international lists
§ Delphi method with Swiss experts [surgery, anaesthesia, intensive care,
internal medicine, clinical pharmacy, nursing, risk management, etc.]

Selection criteria
§ Unambiguous. Little room for interpretation, reliable recording
§ Actually avoidable
§ Relevant probability of occurrence
§ Relevance for most acute care hospitals
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What is the status?
What are never events specifically?
No.

Category

Event

1

Operation

Wrong procedure

2

Operation

Wrong medical device implanted

3

Transfusion/transplants

ABO or HLA incompatible transfusion or transplant

4

Operation

Foreign object unintentionally left behind

5

Medication

Wrong dosage of high-risk medication

6

Medication

Wrong administration of medication

7

Medication

High-risk medication administered too quickly

8

Operation

Metallic object in MRI magnetic field

9

Gen. patient care

Burns and scalds

10

Operation

Loss of biological material

11

Gen. patient care

Damage caused by restraints

12

Operation

Insertion of gastric tube, when misplacement cannot be
excluded
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What are never events specifically?
Intervention
Definition

Wrong procedure
Error when performing an intervention*
a) Intervention at the wrong site
Any type of intervention on the wrong body part, wrong organ or in the wrong area of the operation site.
b) Intervention on the wrong patient
Any type of patient mix-up that was not detected before the start of the intervention.
c) Intervention using the wrong technique/method
Any type of intervention in which the technique used is not as scheduled.
* Criteria for a serious event or patient harm are considered to be fulfilled if a procedure has started (e.g. by skin incision at an
unintended site) or if an unintended/unplanned accompanying measure (anaesthesia, sedation, etc.) has been carried out.

Examples

a) Intervention at the wrong site
- Wrong limb, wrong paired organ (lung, kidney, ovary, etc.) or access to the site from the wrong side (e.g. craniotomy)
- Intervention on the wrong organ or body part (e.g. appendectomy instead of gall bladder removal, hip instead of knee surgery)
- Intervention on the wrong area of the planned site (e.g. wrong section of the colon or spine or wrong disc)
b) Intervention on the wrong patient
- Patient mix-up only noticed after the start of the operation (e.g. after incision) or accompanying measures (e.g. anaesthesia)
c) Intervention using the wrong technique/method
- Incorrect* procedure (e.g. open instead of keyhole surgery)
- Incorrect* accompanying measure (e.g. general instead of regional anaesthesia)

* Any medically necessary adjustments to original treatment plans (e.g. deliberate change to a surgical access route) are not
considered ‘incorrect’.
Additional remarks For the purposes of the never events list, the following categories fall under the term ‘intervention’:
- All types of surgery (open and keyhole)
- All types of measures and examinations involving endoscopy
- Puncture and/or drainage of large blood vessels, body cavities, organs and/or tissue areas for the purposes of diagnosis, therapy or
anaesthesia
- All clinically relevant accompanying measures required by the actual intervention (anaesthesia, etc.)
- All measures relating to the administration of a clinically relevant quantity of physical energy (electricity, radiation* shock waves, etc.)
* Radiology examinations do not fall under this definition (X-rays, CT scans, etc.)
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What are never events specifically?
Medication
Definition

Wrong administration of medication
Death or serious injury* caused by the wrong administration route for medications
* Criteria for serious injury: Intensive care and/or long-lasting limitations or discomfort resulting from medication errors

Examples

Death or serious injury caused by the wrong administration route for medications
- Incorrect intrathecal administration of IV chemotherapeutic agents (esp. vinca alkaloids)
- Incorrect IV administration of medicines intended for oral administration or via gastric tube
- Incorrect Luer-Lock connectors (e.g. PDC and CVC connectors)
- Incorrect patient identification
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What is the status?
Application recommendations

I.

In-house use in hospitals

II.

Voluntary participation in a never events network
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What is the status?
Application recommendations
I. In-house use in hospitals

§ Standardized use of the list and definitions nationally
§ No individual adaptations of the basic definitions
§ Centralized responsibility for adaptations and updates (SPS)
§ Establishment of an internal reporting channel for all defined never
events recorded
§ Basis for prioritizing risk management measures
§ Trigger criterion for in-house, system-oriented case analyses
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What is the status?
Application recommendations
II. Voluntary participation in a never events network:

§ Network set up by a neutral national institution (SPS)
§ Goal: Joint register; professional exchange; analysis
§ Central registration of never events, as comprehensive as possible
§ Recommendation to hospitals and hospital groups for voluntary
§
§
§
§
§

participation
Fully anonymized data entries
Centralized evaluation and reporting of data
Self-commitment to full, systematic entries of never events
Incentives for participating hospitals
Professional support for never events, e.g. for case analyses
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What is our future?
Next step – outlook

§ Applying the recommendations
§ Dissemination of Swiss never events list
§ Setting up a registry
§ Promote legal protection of the registry (Humbel motion)

§ Examine expansion of the topic to other sectors
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Outlook
WHO Global Patient Safety Action Plan 2021–30

27

Thank you for your support!
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