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| am writing in response to your request for information made under the
Freedom of Information Act 2000 in relation to Serious Untoward Incidents
and Never Events 2013-2016.

1. How many Serious Untoward incidents has your trust recorded in 2013-14,
2014-15, 2015-16 and 2016-17 to date?

2. Can you please reveal details to me of each SUI incident?

3. (if possible within the cost limit) What sanctions were taken against staff
involved in the SUI incidents?

4. How many never events have been reported during the years outlined in
guestion 1 and where possible can you reveal details of the nature of these
incidents?

1. &2.

The Trust has estimated that it will cost more than the appropriate limit to
supply further information as this would mean having to review all of the SUI’s.
The appropriate limit is specified in regulations and represents the estimated
cost of one person spending 3% working days in determining whether the
Trust holds the information, locating, retrieving and extracting the information.
Under Section 12 of the Freedom of Information Act 2000 the Trust is not
obliged to comply with this part of your request and we will not be processing
this part of your request further.

Please see the following table.

2013/2014 | 2014/2015 | 2015/2016 | 2016/2017
Accident whilst in Hospital 1
Accident whilst at work 1
Adverse Media Coverage 1
Allegation against HC Prof 1 5 4 2
Allegation against HC Prof - Assault 6 4 2
Allegation of abuse by third party 1 1
Assault by inpatient to staff member 1
C Diff and Healthcare Acquired Infection 3 2 1
Child Death 1 1 3
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3. The Trust has estimated that it will cost more than the appropriate limit to
consider this part of your request. The appropriate limit is specified in
regulations and represents the estimated cost of one person spending 3%
working days in determining whether the Trust holds the information, locating,
retrieving and extracting the information. Under Section 12 of the Freedom of
Information Act 2000 the Trust is not obliged to comply with this part of your
request and we will not be processing this part of your request further.

4,
Never Events

2013/2014 =1
2014/2015=2
2015/2016 =2
2016/2017 =1

Never Events for 2013/2014

Date of Incident

05/2013

Type of Never Event

Other - Patient received un-necessary
surgical procedure (2013/22370)

Never Events for 2014/2015

Date of Incident

05/2014

Type of Never Event

Wrong insertion of chest drain (2014/16380)

Date of Incident

05/2014

Type of Never Event

Wrong Prosthesis (2014/18910)

Never Events for 2015/2016

Date of Incident

11/2015

Type of Never Event

Incompatible blood products (2015/36662)

Date of Incident

12/2015

Type of Never Event

Retained laparoscopic bag (2015/37256)

Never Events for 2016/2017

Date of Incident

07/2016

Type of Never Event

Wrong Prosthesis (2016/23057)




