
 

 

 
 

Telephone: 0151 529 6923 

Email: FOIRequests@liverpoolft.nhs.uk 

 

07 April 2021 

Our Ref: DS/JM/FOI 7392 

 

 

 

Dear Applicant, 

 

Freedom of Information Act 2000 – Request for Information Reference: 7392 

 

Further to your request for information received 8 March 2021; please find the Trust’s response 

below. 

 

In the board papers for Liverpool CCG board meeting, on page 168, reference is made to a final 

report of a desktop review of never events at Liverpool University Hospitals NHS Foundation 

Trust.  

https://www.liverpoolccg.nhs.uk/media/4835/lccc-gb-march-2021-pack-for-web-v2.pdf    

 

Please provide a full copy of the report.  

Please be advised that the report mentioned in the Liverpool CCG Board Meeting papers is an 
NHS England and NHS Improvement report. Under Section 1a of the Freedom of Information Act 
we can confirm we do not hold the information required to answer this request. 
 
May we advise contacting NHS England who will be able to provide a copy of this report; their 
Freedom of Information team can be contacted via: 
 
nhsi.foi@nhs.net 

https://www.england.nhs.uk/contact-us/contact-nhs-improvement/how-make-freedom-

information-foi-or-subject-access-request/  

 

Also, the papers state: "An assurance paper on the ophthalmology service was submitted for 

CQPG in February 2021 as this service has experienced several serious incident" 

 

Please provide a full copy of this assurance paper, and/or a description of "the several serious 

incidents" including what occurred and whether any harm was caused. 

Please see below simple overview of the incidents described in the Ophthalmology service 

assurance paper, along with harm levels. 
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SI Synopsis  Investigation Conclusion Key Learning / Changes to Practice 

2020/8530 Patient A  attended the 
Ophthalmic Acute Referral 
Service (OARS) Clinic in 
June 2016 with a right eye 
visual defect, and was 
planned to be followed up 
one month later did not 
receive a follow up until 
February 2019  
 
Level of Harm: Severe 

The investigation team concluded that the patient A was 
not followed up as planned by the Locum consultant as a 
result of latent system (processes) and a knowledge 
based mistake. The knowledge based mistake was felt to 
have been secondary to the lack of education and 
support for the Locum Consultant with regards to local 
systems and processes. 
 
There was also no local process in place for the follow 
up and reconciliation of clinic outcomes and onward 
referrals. This meant that there was no way to match the 
outcomes intentions with the actual number of referrals 
planned. 

(1) Review of local induction to ensure roles and 
responsibilities are clear with regards to key clinical 
tasks. 

(2) Introduction of validation and outcome reconciliation 
process for clinic outcomes and onward referrals. 

(3) Trustwide review of clinic outcome forms to scope 
for standardisation and clarity. 

(4) Training of the Administration Team and their 
patient advocacy responsibility for onward referral.  

(5) Review of Clinic Outcome Forms to improve clarity 
of understanding 

(6) Improve knowledge and skills with regards to roles 
and responsibilities (responsibilities for onward 
referrals) 

2020/9900 Delayed clinic appointment 
for a new patient with wet 
AMD queued for urgent 
assessment. Vision 
deteriorated significantly in 
the meantime to a level 
where licensed intravitreal 
injections could not be 
offered to the patient 
 
Level of Harm: Severe (re-
categorised to Low Harm 
post-investigation) 

There was a delay in the patient being seen in the 
Ophthalmology Department following the original referral 
by Southport Hospital. These delays were largely 
contributed to by a lack of available clinic capacity in the 
Ophthalmology Department; in particular medical retinal 
disease. There were some additional delays seen due to 
written information not being received by the patient, so 
therefore they were unaware of an appointment being 
offered; with additional systems in the PAC for following 
up appointments with the patient not being sufficiently 
robust. 
 
With regards to the affect the delay has had on the 
patient, it has been concluded that the delays have 
unlikely had any effect on the patients vision. This is 
because the patient’s loss of vision was already 
categorised as Severely Sight Impaired prior to referral 
and that treatment would only have resulted in minimal if 
any improvement. 

(1) Continue work to redesign clinical services to 
maximise capacity in meeting Ophthalmology 
demand. 

(2) Patient Access Centre review of their internal 
systems and process for a) making contact with 
patients and clarifying appointment dates and 
times, b) feedback into the referring department if 
there is no available clinic capacity. 

(3) Continuation of implementation of actions in line 
with ‘Transforming Elective Care Services in 
Ophthalmology’, and the Organisational Integration 
Plan. 

(4) Continuation of the learning and change identified 
from SI 2020/8530 including review of clinic 
templates and validation of waiting lists. 

2020/11777 
(Never 
Event) 

Patient A received the 
wrong Intraocular lens 
when having a Phaco 
procedure 
 
Level of Harm: Moderate 

The investigation concluded that there was an inherently 
unsafe manual method of transfer of clinical information 
between two Clinical IT systems (Medisoft and PENS). 
Lens selection was on the day of surgery by a Clinician 
(Fellow E) who would not go on to be part of the Surgical 
procedure. 
 
Cataract surgery is high volume, quick turnaround 
surgery which resulted in significant time pressure on the 
morning of surgery. This provides a significant workload 

(1) Manual Data transfer of patient data between 
clinical systems ceased (Prior to detection of this 
incident this change had already been implemented 
-June 2020)  

(2) Before listing, and ideally at clinic consultation, the 
lens manufacturer, model and power is calculated 
and selected by a Clinician.  

(3) Theatre lists are approved by the operating 
surgeon/ responsible clinician  prior to surgery 

(4) Installation of a large screen display unit linked to 



 
burden upon the clinician selecting the desired refraction 
and implant to be used. Calculating all of the patients for 
an operating lists’ refraction and lens selection at the 
same time, could increase the chance for confusion / 
mistakes. 

medisight in all theatres  
(5) Confirmation of correct patient, eye, biometry and 

lens at WHO time out by whole theatre team led by 
the surgeon using the large screen display unit 
linked to medisight 

(6) Calculation of the error rate for this procedure by 
the Director of patient Safety as 1:13,925 

2020/13051 Use of Hydroxychloroquine  
leading to prescribing 
/screening issue resulting in 
a potential increased risk of 
retinotoxicity within a 
number of patients. 
 
Level of Harm: No Harm 

There was a delay in implementing a specialist 
ophthalmic service to assess and monitor Aintree 
patients using hydroxychloroquine and chloroquine 
retinopathy.  
 
The delay primarily related to a limitation of resources 
and existing capacity constraints, and had been risk 
assessed.      

(1) Aintree patients will access the already established 
and successful service in place at St Paul’s Eye 
Unit (Royal site) converting existing resources to 
provide further assessment and monitoring capacity 
for the Aintree patients. 

(2) A further case of need will be developed to ensure 
additional support is identified and resourced; 
ensuring long term service viability for both sites 
aligned to predicated growth levels. 

(3) Commencement of assessment and monitoring of 
the identified delayed patients with no harm to any 
patient identified as of Nov-2020 

 

2020/21652 
(Never 
Event) 

Surgical finding of retained 
sponge from initial surgery 
 
Level of Harm: Moderate 

Investigation remains ongoing but initial actions taken 
include: 

1) New surgical stock identified and being trialled 
2) Wall mounted sponge/swab boards being utilised 

as part of counting process, to add an additional 
measure above and beyond the e-locSSIP  

 

Investigation report due for submission on 10/02/2021 

2020/21518 Patient was lost to follow 
for a year and as a result 
lost sight in right eye. 
Attended for first treatment 
for AMD Sep-19. The follow 
up appointment was 
supposed to be booked for 
4 weeks following first 
injection but was not 
booked 
 
Level of Harm: Severe 

Investigation remains ongoing but initial actions taken 
include: 

1) An audit of the clinic this patient was booked on 
to ensure all other patients from that clinic have 
completed outcomes. 

2) Audit to ensure all other patients from the clinic 
eye research centre receive an outcome from 
their clinic attendance. 

 

Investigation report due for submission on 09/02/2021 



 

 

 
 

If you have any queries about this response or wish to discuss your request further please 

contact the Freedom of Information Team.  

 

Right to Review 

 

If you are dissatisfied with the handling of your request you have the right to ask for an internal 

review. 

To do this, please email FOIRequests@liverpoolft.nhs.uk and quote the reference number above. 

 

If you are not content with the outcome of the internal review, you may apply directly to the 

Information Commissioner for a decision. Generally, the ICO cannot make a decision unless you 

have exhausted the complaints procedure provided by the Trust. The Information Commissioner 

can be contacted at: The Information Commissioner’s Office, Wycliffe House, Water Lane, 

Wilmslow, Cheshire SK9 5AF. 

 

Kind Regards 

 

Freedom of Information Team 

Liverpool University Hospitals NHS Foundation Trust 

FOIRequests@liverpoolft.nhs.uk 

Please note that any individuals identified do not give consent for their personal data to be 

processed for the purposes of direct marketing.  

 
Liverpool University Hospital NHS Foundation Trust is a public sector body and governed by EU 

law. FOI requestors should note that any new Trust requirements over the EU threshold will be 

subject to these regulations and will be advertised for open competition accordingly. 

 
Re-use of Public Sector Information 

 
Where the Trust owns the copyright in information provided, you may re-use the information in 

line with the conditions set out in the Open Government Licence v3 which is available at 

http://www.nationalarchives.gov.uk/doc/open-government-licence/version/3/. Where information 

was created by third parties, you should contact them directly for permission to re-use the 

information. 
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