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Never events framework consultation r
Royal Pharmaceutical Society response
Which is your preferred option for the Never Events framework?
· Option 1 - No change; continue with the current framework
· Option 2 - Abolish the Never Events framework and list
· Option 3 - Revise the list of Never Events to only include those with current barriers that are ‘strong, systemic, protective’
· Option 4 - Revise the definition of and process for Never Events to create a new system that does not require all relevant incidents to be ‘wholly preventable’.
· A: Never Events could be redefined as ‘serious, largely preventable and harmful clinical events’ (in line with the US system known as serious reportable events). Events could be placed on the list to identify areas of particular interest within the system and these regularly reviewed (for example, every 3 years) by the national Patient Safety Team. The list could be capped at a maximum number of incident types (for example, 10), and criteria for inclusion could be based on intelligence from patient safety incident data and opportunity to drive safety improvement in priority areas. While the hierarchy of controls would still be considered in terms of the effectiveness of controls, the criteria for inclusion would focus on national safety priorities. Reporting would provide insights into how fundamental system safety processes can be improved. With this option, it could be appropriate to no longer refer to Never Events but to ‘Priority Safety Events’ or similar.
· B. A two-tiered system based on the hierarchy of controls could be introduced, one which continues to recognise a small number of Never Events that through system-focused barriers are ‘wholly preventable’, as well as a list of ‘serious, largely preventable and harmful clinical events’ as described in option A. There would be a cap on the number of second-tier events on the list, but not on events meeting the criteria of ‘wholly preventable’. 
Please provide any additional comments, evidence or arguments to support your decision.
We support option 4 and within this option we would support model A.
The term "never event" is impactful on patients and staff who are involved in these incidents and it gives an impression that these are wholly preventable. However, we know that when we operate within a system there are a number of variables and risks that need to be mitigated, so these events are never wholly preventable. It suggests that individuals are at fault and this can contribute to the secondary harm on staff where they then become a victim of the original incident via secondary harm when managing the process of investigation.
The importance of the systems learning is paramount and the event / incident needs to be analysed as part of the wider system. The absolute focus needs to be on shared learning, root cause investigation, and systems approaches to preventing recurrence. 
It is important to revisit the original purpose of the never events work and ensure that the principles are carried through to any future scheme. Those aims must be on identifying, learning and implementing change and improvement with the goal of prevention. We should also look at ensuring we are working internationally, not just within the NHS
A fixed list allows for measurable output, but a fixed list of defined incidents has the potential to allow other incidents, where learning could be important and have a significant impact across the wider health system, to fall through the net. 

What category describes your role best?
· Patient safety specialist P
· Patient safety partner 
· Clinician 
· Healthcare manager 
· Governance 
· Regulation 
· Member of the public 
· Other (please specify below) Professional Leadership
What is your organisation type?
· Acute 
· Primary care 
· Mental health community 
· Integrated care 
· Ambulance 
· Professional body (e.g. royal college) 
· Regulatory body 
· Integrated care board 
· NHS England 
· Other (please specify below)
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