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APPENDIX 2:  CORE LIST OF NEVER EVENTS 2018 
 
1. Wrong site surgery 
 

An invasive procedure performed on the wrong patient or at the wrong site 
(eg wrong knee, eye, limb, tooth). The incident is detected at any time after 
the start of the procedure. 

 

Includes: Interventions that are considered to be surgical but may be done 
outside a surgical environment – for example, wrong site block (including 
blocks for pain relief), biopsy, interventional radiology procedure, cardiology 
procedure, drain insertion and line insertion (eg peripherally inserted central 
catheter (PICC)/ Hickman lines). This also includes teeth extracted in error 
that are immediately re-implanted. 

 

Excludes: 

 removal of wrong primary (milk) teeth unless done under a general 
anaesthetic 

 interventions where the wrong site is selected because the patient has 
unknown/unexpected anatomical abnormalities; these should be 
documented in the patient’s notes 

 wrong level spinal surgery 

 wrong site surgery due to incorrect laboratory reports/results or incorrect 
referral  

letters 

 contraceptive hormone implant in the wrong arm. 

 

2. Wrong implant / prosthesis 
 

Placement of an implant/prosthesis different from that specified in the procedural 
plan, either before or during the procedure. The incident is detected any time after the 
implant/prosthesis is placed in the patient. 

 

Excludes: 
 placed implant/prosthesis is intentionally different from that specified in the 

surgical plan, based on clinical judgement at the time of the procedure 
 specified implant/prosthesis is placed as planned but later found to be suboptimal 
 implant/prosthesis is different from the one specified due to incorrect pre-

procedural measurements or incorrect interpretation of the pre-procedural data – 
for example, wrong intraocular lens placed due to wrong biometry or using wrong 
dataset from correct biometry. 

 

Includes: 
 implantation of an intrauterine contraceptive device different from the one in the 

procedural plan. 
 

3. Retained foreign object post-operation 
 

Retention of a foreign object in a patient after a surgical/invasive procedure. 
 

‘Surgical/invasive procedure’ includes interventional radiology, cardiology, 
interventions related to vaginal birth and interventions performed outside the surgical 
environment – for example, central line placement in ward areas. 
 

 ‘Foreign object’ includes any items subject to a formal counting/checking process at 
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the start of the procedure and before its completion (such as for swabs, needles, 
instruments and guide wires) except where items: 

 not subject to the formal counting/checking process are inserted any time before 
the procedure, with the intention of removing them during the procedure but they 
are not removed 

 subject to the counting/checking process are inserted during the procedure and 
then intentionally retained after its completion, with removal planned for a later time 
or date as clearly recorded in the patient’s notes 

 are known to be missing before completion of the procedure and may be inside the 
patient (eg screw fragments, drill bits) but action to locate and/or retrieve them is 
impossible or more damaging than retention. 

 

4. Mis-selection of a strong potassium containing solution 

Mis-selection refers to; 
 When a patient intravenously receives a strong potassium solution rather than 

an intended different medication. 
 

5. Administration of medication by the wrong route 
The patient is given one of the following: 
 Intravenous chemotherapy by the intrathecal route 

 oral/enteral medication or feed/flush by any parenteral route 
 intravenous administration of an epidural medication that was not intended to be 

administered by the intravenous route 
  

6. Overdose of insulin due to abbreviations or incorrect device 

Overdose refers to when: 
 

 a patient is given a 10-fold or greater overdose of insulin because the words 
‘unit’ or ‘international units’ are abbreviated; such an overdose was given in a 
care setting with an electronic prescribing system 

 a healthcare professional fails to use a specific insulin administration device – 
that is, an insulin syringe or pen is not used to measure the insulin 

 a healthcare professional withdraws insulin from an insulin pen or pen refill 
and then administers this using a syringe and needle. 
 

7. Overdose of methotrexate for non-cancer treatment 

Overdose refers to when: 
 

 patient is given a dose of methotrexate, by any route, for non-cancer treatment 

that is more than the intended weekly dose; such an overdose was given in a 

care setting with an electronic prescribing system. 
 

8. Mis-selection of high strength midazolam during conscious sedation 

Mis-selection refers to when: 
 

 a patient is given an overdose of midazolam due to the selection of a high 
strength preparation (5 mg/mL or 2 mg/mL) instead of the 1 mg/mL 
preparation, in a clinical area performing conscious sedation 

 excludes clinical areas where the use of high strength midazolam is 
appropriate; these are generally only those performing general anaesthesia, 
intensive care, palliative care, or areas where its use has been formally risk-
assessed in the organisation. 
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9. Failure to install functional collapsible shower or curtain rails (mental health 
only) 
 
 

10. Falls from poorly restricted windows 

A patient falling from poorly restricted window.  This applies to: 
 

 windows ‘within reach’ of patients; this means windows (including the window 
sills) that are within reach of someone standing at floor level and that can be 
exited/fallen from without needing to move furniture or use tools to climb out of 
the window  

 windows located in facilities/areas where healthcare is provided and that 
patients can and do access 

  where patients deliberately or accidentally fall from a window where a fitted 
restrictor is damaged or disabled, but not where a patient deliberately disables 
a restrictor or breaks the window immediately before they fall 

  where patients can deliberately overcome a window restrictor using their 
hands or commonly available flat-bladed instruments as well as the ‘key’ 
provided.  

 

11. Chest or neck entrapment in bedrails 

Entrapment of a patient’s chest or neck between bedrails or in the bedframe or 

mattress, where the bedrail dimensions or the combined bedrail, bedframe and 

mattress dimensions do not comply with Medicines and Healthcare products Regulatory 

Agency (MHRA) guidance. 

 

12. Transfusion or transplantation of ABO-incompatible blood components or 
organs 

Unintentional transfusion of ABO-incompatible blood components. 
 

Excludes: 
 where ABO-incompatible blood components are deliberately transfused with 

appropriate management. 
 

Unintentional ABO mismatched solid organ transplantation. 
 

Excludes: 
 situations in which clinically appropriate ABO-incompatible solid organs are 

deliberately transplanted. 
 

In this context, ‘incompatible’ antibodies must be clinically significant. If the 
recipient has donor-specific anti-ABO antibodies and is therefore likely to have an 
immune reaction to a specific ABO-compatible organ, the inadvertent 
transplantation of that organ without appropriate management is a Never Event.

 

13. Misplaced naso- or oro-gastric tubes 

Misplacement of a naso- or oro-gastric tube in the pleura or respiratory tract that is not 

detected before starting a feed, flush or medication administration. 
 

14. Scalding of patients 

Patient being scalded by water used for washing/bathing 
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Excludes: 

 scalds from water being used for purposes other than washing / bathing (e.g. 

from kettles). 

 
 

15. Unintentional connection of a patient requiring oxygen to an air flowmeter 
 This applies when a patient who requires oxygen is connected to an air 

flowmeter when the intention was to connect them to an oxygen flowmeter. 
 

 Excludes: 

 unintentional connection to an air cylinder instead of an oxygen cylinder as 

robust barriers to prevent this have not yet been identified. 

 

16. Undetected oesophageal intubation 
 This Never Event has been temporarily suspended pending further clarification 

 


