
UKOA Quarterly Meeting

Wednesday 11 September 2019



Item Speakers

Arrival and refreshments 09:30 – 10:00

Introduction/UKOA Update 10:00 – 10:30 Melanie Hingorani - UKOA Board

UKOA Membership 10.30 – 10:45 Gill Salter - UKOA

UKOA Regional Updates: 

South East

North West 

Wales

10:45 – 12:15

Margaret Ann Girven, General Manager, Niral Karia, Clinical Lead 

MSE (Mid, South Essex) Ophthalmology

Bill Newman Medical Director, Manchester Royal Eye Hospital 

Mike Austin, Consultant, Ophthalmologist, Abertawe Bro Morgannwg 

University Health Board, Wales.

Group Discussions 12:15 - 12:30

Lunch & Networking 12:-30 - 13:00

Non-medical practice

BMJ evidence review on non-medics advanced 

practice

13:00 - 13:20 Melanie Hingorani

UKOA Board

Moorfields/UCL education for nurses, orthoptists 

and optometrists

13:20 – 13:40 Nora Colton, Director of Education, Jay Varia Optometry Education 

Lead, Helen Gibbons, Nursing Professional Development Lead, 

Moorfields & UCL

College of Optometrists higher qualifications 13.40 - 14.00 Gillian Rudduck, Chair of Education and Standards CoO

OCCCF 14.00 - 14.20 Melanie Corbett, Consultant, Western Eye Hospital, Chair of Education,

RCOphth

Questions and discussion 14.20 - 14.45

Technicians and HCAs 14:45 - 15:15 Caroline Morris, Orthoptist, Bridgend, Wales/HIEW

Beverley Harden, HEE

Robert Brooks, Strategic workforce development manager, Moorfields

Discussion and questions 15:15 – 15:45

Summary & Close 15.45-16.00 Melanie Hingorani & Allison Beal                          

UKOA Board



UKOA update
Melanie Hingorani 

Consultant Ophthalmologist, Moorfields, 
Chair UKOA 

new email address: rnoh.ukoa@nhs.net

UKOA quarterly meeting 11th September 2019

mailto:rnoh.ukoa@nhs.net


Solutions for Ophthalmology

• Effectively making the case for more and better - locally, regionally, 

nationally

• Solutions are emerging:
• Efficient practices and joined up pathways

• Use MDT and non–medical roles

• Community optometry work preventing referrals or sharing care

• Virtual clinical (telemedicine), AI and automated processes

• National programmes: GIRFT, NECT, Right Care etc

But the “ophthalmic sector” are working in silos – professional, 

organisational - we need to work together to request, find and 

implement solutions more consistently and more rapidly.



UKOA: UK Ophthalmology Alliance

• Now >80 hospital ophthalmology unit members across the UK
• Stakeholder members include: RCOphth, RCN, BIOS, College of Optometrists, GIRFT, EyesWise, RNIB, 

IGA, Macular Society, Vision UK 

• Multidisciplinary – patients and charities, clinical all roles, managerial, everyone

• Support and buddying, mutual learning

• Practical tools

• Establish standards

• Link with national programmes and raise concerns nationally



UKOA Update: Stakeholder representation

Trying to ensure all the right people can input or hear about crucial national and                                

regional work impacting ophthalmology:

• GIRFT 

• NECT/HII (High Impact Intervention) and EyesWise

• Right Care

• HSIB 

• NCIP – national clinical improvement programme – consultant level metrics

• Industry Vision Group

• Transforming outpatients expert group



Getting It Right First Time (GIRFT)
A national view of Quality Improvement

• Alison Davis – co-lead GIRFT Ophthalmology

• Carrie MacEwen – co-lead GIRFT Ophthalmology

• Lydia Chang – clinical advisor GIRFT Ophthalmology



GIRFT Update:

• Report written, recommendations as before, “sitting on SS desk”

• Moving to implementation phase

• Not planning to revisit all sites, but will work with some on regional basis via 

the hubs

• Regional meetings rolling out eg London 16th Sept, UKOA supporting

• Changes in staffing: National Delivery Director and Deputy Implementation 

Director, plus NHSE and NHSI merging mean regional hub leads changing but 

WILL be named ophthalmology leads for each

• Have had initial meeting with leads of ophthalmology and GIRFT 

implementation directors and meeting planned for Sept/Oct to develop a 

working partnership to provide support for regional transformation in 

partnership



GIRFT 
Regions

EAST MIDLANDS AND EAST OF ENGLAND >
Nottinghamshire
Lincolnshire
Norfolk and Waveney
Leicester, Leicestershire and Rutland
Cambridgeshire and Peterborough
Suffolk and North East Essex
Northamptonshire
Milton Keynes, Bedfordshire and Luton
Hertfordshire and West Essex
Mid and South Essex

NORTH EAST, NORTH CUMBRIA AND YORKSHIRE >
Northumberland, Tyne and Wear, and North Durham
West, North and East Cumbria
Durham, Darlington, Teesside, Hambleton, Richmond and 
Whitby
West Yorkshire and Harrogate
Humber, Coast and Vale
South Yorkshire and Bassetlaw

WEST MIDLANDS >
Shropshire, Telford and Wrekin
Staffordshire
Derbyshire
The Black Country
Birmingham & Solihull
Herefordshire and Worcestershire
Coventry and Warwickshire

North West

South West South East

https://gettingitrightfirsttime.co.uk/regional-
hubs-overview-map/
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North East, North Cumbria and Yorkshire
SOUTH YORKSHIRE AND BASSETLAW STP 
Clinical Ambassador: Mark Lansdown 

Implementation Manager: Jennifer Wilkie and Val Davies 
Email: jennifer.wilkie@nhs.net, valerie.davies9@nhs.net 

• Barnsley Hospital NHS Foundation Trust 

• Doncaster and Bassetlaw Hospitals NHS Foundation Trust 
• The Rotherham NHS Foundation Trust 
• Sheffield Teaching Hospitals NHS Foundation Trust 

WEST, NORTH AND EAST CUMBRIA STP 
Clinical Ambassador: Jean MacLeod 
Implementation Manager: Terry Phillips 
Email: terry.phillips1@nhs.net 

• North Cumbria University Hospitals NHS Trust 

DURHAM, DARLINGTON, TEESSIDE, HAMBLETON, RICHMOND 

AND WHITBY STP 
Clinical Ambassador: Jean MacLeod 
Implementation Manager: Terry Phillips 

Email: terry.phillips1@nhs.net 

• County Durham and Darlington NHS Foundation Trust 
• North Tees and Hartlepool NHS Foundation Trust 

• South Tees Hospitals NHS Foundation Trust 

HUMBER, COAST AND VALE STP 
Clinical Ambassador: Mark Lansdown 
Implementation Manager: Jennifer Wilkie & Jacqueline Claydon 

Email: jennifer.wilkie@nhs.net, jacqueline.claydon@nhs.net  

• Hull and East Yorkshire Hospitals NHS Trust 
• Northern Lincolnshire and Goole NHS Foundation Trust 

• York Teaching Hospital NHS Foundation Trust 

NORTHUMBERLAND, TYNE AND WEAR, AND NORTH DURHAM 

STP 
Clinical Ambassador: Jean MacLeod 
Implementation Manager: Helen Ridley 
Email: helen.ridley2@nhs.net 

• City Hospitals Sunderland NHS Foundation Trust 
• Gateshead Health NHS Foundation Trust 
• The Newcastle Upon Tyne Hospitals NHS Foundation Trust 

• Northumbria Healthcare NHS 
• South Tyneside NHS Foundation Trust 

WEST YORKSHIRE AND HARROGATE STP 
Clinical Ambassador: Mark Lansdown 

Implementation Manager: Jacqueline Claydon, Michael Lydon and Val Davies 
Email: jacqueline.claydon@nhs.net, michael.lydon@nhs.net, valerie.davies9@nhs.net  

• Airedale NHS Foundation Trust 
• Bradford Teaching Hospitals NHS Foundation Trust 
• Calderdale and Huddersfield NHS Foundation Trust 
• Harrogate and District NHS Foundation Trust 

• Leeds Teaching Hospitals NHS Trust 
• The Mid Yorkshire NHS Trust 
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Greater 
Manchester 
and Stockport

Kettering

Central 
Middlesex

Southampton Brighton and Hove

• Virtual clinics live in 4/5 Core Sites from July19 –

Stockport go-live planned for Dec19

• Data currently being collated to assess impact so far –

output expected Sep2019

• Virtual Development Collaborative established to 

support delivery – webinars, case studies, resources & 

standards; available via Elective Care Community of 

Practice

• National EyesWise Sustainability Event taking place 9th

October (London) – Core Sites to share 

successes/discuss barriers, learn from established VC 

service models.

• Case studies to evaluate implementation from 4/5 Core 

Sites to publish in Nov2019
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• Use of PAS to record ECAD at 1% nationally (NHS Digital Aug2019)

• Minimum requirement for trusts to measure the 25% delay target internally

• Moorfields case study available on Community of Practice; further case studies being pursued 

by EyesWise team from limited pool of users

• NHS Digital supporting mandating usage – Timescales estimated to be from Apr 2021 for 

mandatory capture. 

• Ongoing promotion via ECTP, RCOphth, UKOA, GIRFT to increase interim usage

• Risk rating



Elective Care Community of 
Practice 

https://future.nhs.uk/connect.ti/ECDC/grouphome

Email ECDC-manager@future.nhs.uk for access

@NHSElectivecare

england.electivecare@nhs.net

https://www.england.nhs.uk/elective-care-transformation

https://future.nhs.uk/connect.ti/ECDC/grouphome
mailto:ECDC-manager@future.nhs.uk
mailto:england.electivecare@nhs.net
https://www.england.nhs.uk/elective-care-transformation
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NHS Right Care

Aimed at CCGs and STPs for system/population improvement

Builds on the Atlases of Variation & Health Improvement Packs

• Clinical engagement

• Clinical leadership

• Leading to change and improvement and implementation of accepted 

recommendations

Regional delivery partners holding commissioners to account



Expenditure per 100,000 of population for ‘Problems of Vision’ across the ‘Care Settings 
Recommended for Benchmarking’

This distribution shows 2016/17 CCG spend per 100,000 weighted population on problems of vision for the following activity:
• Primary Care Prescribing;
• Inpatient and outpatient activity which has a nationally mandated price;
• High cost drugs and devices.

2016/17 DATA



NHS RightCare Pathway:
Frailty

August 2018
Gateway ref: 0000 

NHS RightCare Toolkit: Eye Health

This toolkit will provide you with expert practical advice and guidance to support system wide improvement and to 
help address eye health in your local health system.

Supported by

November 2018
Gateway ref: 8019 

Worked on guidance with the usual stakeholders, content good but key messages being lost in the 
generic format with email consensus development recently:

Meeting to finalise content

Final round of consultation then wider release



HSIB

HealthCare Safety Investigation Branch:

• Funded by the Department of Health & Social Care and hosted by NHS Improvement, but 

operates independently. Also independent from regulatory bodies like the Care Quality 

Commission (CQC). 

• By offering a new perspective and developing meaningful and influential recommendations 

we aim to drive positive change at a wider level



HSIB – Lack of timely monitoring for patients with 
glaucoma

Notification of investigation
The HSIB was made aware of a woman who was referred to hospital eye services 
for urgent assessment of glaucoma. Due to a lack of capacity, there was a delay 
in the patient’s first appointment and her subsequent appointments over the 
course of 13 months. By this time her sight had deteriorated to the point where 
she was registered as severely sight impaired.
After a preliminary investigation with the full cooperation of local care providers, 
HSIB has decided to launch a full investigation. The focus of this will be the lack 
of timely monitoring for patients with glaucoma. Specifically, the systemic 
factors that contribute to the safety risk, the adequacy of the risk controls in 
place and opportunities to mitigate the risk.
Please contact enquiries@hsib.org.uk to register for email updates on this 
investigation.

Timeline
May 10 2019 Notification of investigation

mailto:enquiries@hsib.org.uk
https://www.hsib.org.uk/investigations-cases/lack-timely-monitoring-patients-glaucoma/timeline/


HSIB Recommendations- very draft

• RCOphth and College of Optoms, working with NHS England and NHS Improvement, 

develop a model for the optimal delivery of glaucoma care.   The model should be tested 

and evaluated

• NHS England and NHS Improvement mandate the Portfolio/HII 25% delay follow up 

performance standard and hold providers to account for performance on individual 
patients and populations. ?Role of NHS standard contract?

• NHS Digital include in an Information Standards Notice the need for PAS to have a field for 

risk of sight loss to enable this data to be collected centrally

• NHS England and NHS Improvement review tariff for the ongoing care/management of 

patients with glaucoma, regardless of setting. Pricing should reflect the complexity and 
costs of follow-up appointments and encourage new ways of working

• RCOphth convene a group to agree criteria that could be used in a national predictive risk 

stratification algorithm

• Soft recommendation - fund the development and evaluation of an automated predictive 

risk stratification tool. 



Transforming outpatients expert clinical working 
group

• NHSE and NHSI

• Hosted by the Elective Care Transformation Programme

• RCP, RCGP, RCS, RCOphth, Public Health, NECT, GIRFT Ophthalmology, GIRFT Director 

of policy and implementation 

• Rhydian Phillips, Director of System Improvement

• Andrew Wilkinson, Director of Outpatient Transformation & Technology Enabled 

Improvements

• Whole systems approach to transforming outpatients across specialties .

• Long term plan



Extended roles and advanced practice

• We need to work differently and use the MDT at the top of their skill set
• Huge variety in terms of numbers and banding of staff for various roles from 

intravitreal  injection, minor ops, cataract clinics, consenting etc.
• Units are working individually to generate competencies, training, policies, 

protocols, audits etc. - duplication and re-inventing the wheel
• Sharing of resources and knowledge
• Generic editable UKOA resources - to fit with Colleges /BIOS OCCCF



Clinical policy packs

• Key areas of extended role practice
• Building on existing practice and documents from many trusts small and large
• Consensus from UKOA members and advanced practice working group

• Contains:
• Policy with suggested banding, responsibilities, risk management, exclusions, scope  etc

• Training details
• Competencies and work place based assessments (WpBA)

• Log book (case) proformas

• Overall sign off documents

• Risk assessment

• Outcomes and monitoring
• Reflective practice template

• SOP or protocol
• Consent form



Current policy packs on the website

• Finished:
• Intravitreal injections
• Paediatric ophthalmology
• Cataract
• Community cataract pre and post op – further update after LOCSU discussion planned 
• Botulinum toxin clinics and injections

• Draft:
• Cornea and external disease
• Corneal cross linking
• Glaucoma
• YAG laser capsulotomy
• YAG laser PI and SLT

• Being drafted:
• Theatres and minor ops
• Keratoconus monitoring



Glaucoma Patient Standards
• Patient standard published with IGA

• Good example of co-development with 

professionals and patients working together

• Exec summary, prof version, patient guide

• Launched 3rd Sept, promoted widely by IGA, 

UKOA and RCOphth

• To use as standard for glaucoma patient 

care 

• Use with UKOA/RNIB Patient standards for 

ophthalmology services



Procurement

• Join  clinical staff, procurement staff, managers, Supply Chain and GIRFT/NHSI

• Cleanse and understand national data on consumables, devices, drugs and spend

• Advise providers how their costs and productivity benchmark against others

• Advise providers what are the most cost effective models and suppliers

• Make supplies more consistent for productivity, safety and costs

• Assess supplies vs outcomes

• Drive down costs via bulk purchase or discounts

• Ensure assessment and safety for new devices



Intravitreal injection packs

• Honed down from hundreds to two
• Lean, consistent, high quality, 

acceptable
• Various routes to access
• Current in consultation with 

suppliers to ensure generic
• Pricing from some not all yet
• Offer out to all

Picture
Product number

1 Paper wrap Paper crepe wrap minimum 500x500mm

2 Tray

Rigid, solid plastic tray with 2 integrated separate gallipots; minimum 

size190x130mm; all dividers are of the same height;  depth minimum 

30mm

3 Speculum
Barraquer speculum 6mm x18mm (0.8mm thick) polycarbonate solid 

curved blades, wire 1mm diameter 30mm wide rounded (non angled) end

4 Calliper/marker

Double ended pointed calliper/scleral marker 3.5/4mm (2 × 0.55mm tips 

with 3.5mm Spread/2 × 0.65mm Tips with 4.0mm Spread. Polycarbonate 

(clear). 108mm Long or similar

5 Buds Double ended cotton Buds

6 Swabs (for prep/drying fingers) 100x100mm 4ply non woven gauze swab

7 Tracer labels Bar coded self-adhesive tracer  labels

8 Tape 
Duo tape lid/lash tape for eye surgery, 1 strip for lower lid, 1 strip for 

upper lid

Product description: IVT Pack Without Drape)

Proposed national intravitreal pack 1



Procurement – Quick Wins

• Supporting Supply Chain to link with trusts clinicians leads and procurement staff
• Review spend and advise
• Quick wins: already identified immediate savings for more than 15 trusts 

in the region of £5,000 to £50,000 by simple changes to purchase 

pathways for currently used products.

• Needs your agreement letter signed to share the data!



Procurement – NCTAP

• GIRFT implementation – national procurement plan - UKOA work means 
ophthalmology taken on early and is organising the clinical engagement 

• National Clinical and Technology Advisory Panel
• Safety
• Outcomes
• Cost
• Innovation

• Final introductory meeting 9th Sept to agree membership and ToR



Eyefficiency

• Eyefficiency is a global cataract surgery sustainability project: 
RCOphth Sustainability Working Group & research funding

• Aims to gather information from units across the world to work out 
the carbon footprint of cataract surgery around the world. 

• NHSI funding to develop NHS version for training and risk/case-mix 
adjusted time and efficiency benchmarking tool for cataract and 
intravitreal injections

















Eyefficiency

• New website pages with comparative graphs live

• Further update over next 3-4 weeks release with “top tips” and 
tweaks for glitches

• Cataract has 100 robust studies, work to remove nonsense or too 
short lists

• Intravitreal small number studies as new

• Need people to use this for the benchmarking data to be useful

• Need a few units to volunteer for a quality improvement project with 
a before and after aiming to publish

• CXL, endoscopy next!



UKOA       www.uk-oa.co.uk

• Bringing everyone together – all disciplines, all sectors
• Practical and solution based
• Mutual support and learning
• Input into national programmes and raise national issues effectively

• Please get involved:
• Use our publications, standards and resources

• Reply to emails, attend the meetings, engage, feedback on the work
• Disseminate our work and communications actively, promote and explain the UKOA in your unit

• Provide key contacts for the key areas of work who will liaise with us or may have time to support 

the work more actively

• Lead or participate in the work
• Share your pathways, documents, good practice, resources

• Write up your good pathways as “how to” guides with our help

• Consider hosting a regional session

• Suggest or present on topics at our meetings or suggest possible areas of work

http://www.uk-oa.co.uk/


Future of UKOA membership
Gill Salter, 

UKOA 

new email address: rnoh.ukoa@nhs.net

mailto:rnoh.ukoa@nhs.net


The Future of UKOA membership

• The UKOA was set up in just 2017 has been fully funded through NHS Improvement (via the 
National Orthopaedic Alliance) for three years.

• Unfortunately this funding stream comes to an end in March 2020 after which the UKOA will need 
to be self-funding if it is to continue with its hugely beneficial work.

• GIRFT/RNOH will kindly still support hosting functions

• The UKOA has grown quickly, from its initial 20 to 88 trust members and 14 key supporting 
stakeholder members

• UKOA working closely with GIRFT (Getting It Right First Time) and NHSE EyesWise to ensure our 
work fully supports trusts with implementation of the recommendations from the upcoming 
GIRFT Ophthalmology Report and the NHSE High Impact Intervention.

• We are developing an operating model working with GIRFT to support this process at regional 
level. The imminent report will include a recommendation from GIRFT that all NHS trusts 
become members of the UKOA.



UKOA membership

• In order to continue the great work undertaken by the Alliance we are now 
seeking membership annual contributions to sustain and develop this work. We 
have now emailed every member CEO & MD regarding this.

• We are asking each member to confirm their commitment to being part the 
UKOA’s work through an annual contribution of circa: £1.5-2k per annum.

• Requested a response to the email to rnoh.ukoa@nhs.net to confirm if your trust 
will be willing to pay this membership fee to continue UKOA membership or 
indicate the likelihood of agreeing to this.

• Responses requested no later than 11th October 2019, in order that we can 
assess responses and viability for the Alliance to continue.

mailto:rnoh.ukoa@nhs.net


UKOA membership

• We ask that members support this request for funding and 
contact their ophthalmology Clinical Lead, CEO/MD to encourage a 
positive response.

• Contact us if you have not been copied on this letter and wish 
to receive a copy in support of this funding.

• Work to ensure the UKOA receives a response from your trust by 
11th October deadline.



UKOA Regional Updates



MID & SOUTH ESSEX SERVICE

Niral Karia – Lead Clinician 
Margaret-Ann Girvan - General Manager

MID & SOUTH ESSEX HOSPITAL GROUP

UKOA Quarterly Meeting 11th September 2019





TRUST MERGER – BENEFITS (in theory..!)
➢ By working as one team so each site provides a specialised 

service for 1.2million 

➢ Using the same equipment, processes and IT systems means services will 
run more smoothly. 

➢ Single leadership and new structures will speed up decision making.

➢ Combined corporate services will reduce duplication and cut running 
costs. This means more money for front-line services and faster 
improvements. 

➢ The scale of our organisation will give far more career opportunities for 
staff. 



Clinical challenges 

• Supporting and reassuring dept previously ignored
• Merger of pathways
• On calls
• Being ahead of formal merger but trying to work as 1 unit between 3 as yet 

different Trusts
• Different individual trust SOPs  eg job planning, drug use, etc
• Procuring same across all dept – more people, more opinions..

• IT BIG CHALLENGE – BEING ASKED TO JUMP AND TOLD PARACHUTE WILL 
BE THROWN LATER



RECRUITMENT

paucity of suitable medical staff due to high demand across the country 
e.g 2 wte Glaucoma consultant posts advertised for 6 months with no 
applicants / no enquiries even though jobs are decent!

mirrored nationwide



Estates & Facilities

Hospital facilities across MSE either not fit for purpose or unable to 
redesign to required spec – political pressure to rehouse ophthalmology 
‘somewhere’ to make room for another specialty – no mid / long term 
plan

no foresight to invest now for next 20yrs – can only see 3months ahead

MSE changes resulting in satellite units closing or being used for other 
services



Pt 2



CHALLENGES - others

➢ Demand outweighs Capacity

➢ Recruitment

➢ IT – non clinical challenges

➢ Disjointed reporting and monitoring

➢ New management structure



DEMAND vs CAPACITY

First Outpatient Appointment Follow-Up Outpatient Waiting List Admitted Waiting List



IT -

2 different patient administration systems

No EPR

No networking of diagnostic equipment

Community interface not fit for purpose



DISJOINTED REPORTING & MONITORING 

Merger has not yet happened therefore reporting and monitoring is still 
required at each trust.

Although Mid & South Essex hospitals have a shared executive team, the 
systems are different at each resulting in work having to be duplicated



NEW MANAGEMENT STRUCTURE

➢ Historic issues

➢ Bringing teams together

➢ Making sure the service ‘voice’ is heard 



TRANSFORMATION
➢ Strong clinical network and steering group 

➢ Developing strong working relationships with community teams 
which supports the development of ‘out of hospital’ services 

➢ Changed commissioning model giving financial sustainability

➢ To provide care closer to people’s homes in community settings 
across the MSE

➢ Alignment of pathways



UKOA Regional Update: 
North West

Bill Newman Medical Director, Manchester Royal Eye Hospital



Thank you



UKOA Regional Update: 
Wales

Mike Austin, Consultant, Ophthalmologist, 
Abertawe Bro Morgannwg University Health Board, Wales



The NHS in Wales

Population 2.9M in 21,000 km2

Aneurin Bevan 1897 - 1960

• Health is “devolved”
• Minister in Welsh Government
• CEO
• Director of Operations
• 7 Health Boards
• 10 +2 Eye Units
• c70 consultants
• (+ Shrewsbury, Hereford)
• 700+ optometrists
• No commissioner-provider split



At the Coal Face… blind if not treated
Age-related Macular degeneration Glaucoma                                          

Diabetic 
Retinopathy                          

Cataract                                             



‘Prudent healthcare’



Wales National Eye Care Plans*

*
Together for Health: Eye Health Care Delivery Plan for Wales 2013-2020
https://gov.wales/topics/health/nhswales/plans/eye_plan/?lang=en

Planned care speciality implementation plans
https://gov.wales/topics/health/nhswales/about/planned/plans/?lang=en

https://gov.wales/topics/health/nhswales/plans/eye_plan/?lang=en
https://gov.wales/topics/health/nhswales/about/planned/plans/?lang=en


OUTCOMES:
What will eye care …look like (in 2020)?...

• Access to care
• … and measured Demand, Capacity

• People are satisfied 
• … and measured PROMS    PREMS

• Joined up services
• Community Optometry

• Hospital Eye Services

• Rehabilitation & Social

• … and measured Eye Care Groups

National Reporting



Wales Eye Care Plans

WOPCB*
Diabetic Eye 

Screening 
Wales

(DESW)

Wales National 
Eye Health Care 
Steering Board

Wales NHS 
Planned Care 

Board

* Wales Ophthalmic Planned Care Board:
WG,  NHS Wales, All Health Boards,  All professions,  3rd Sector & Lay 



Care Pathways… MDTs

• Cataract

• Glaucoma

• Diabetic retinopathy / ‘medical retina’

• Age-related macular degeneration

• Surgical retina

• Eyelids & plastics (including cancer)

• Squint & amblyopia 

• ‘All other children’

• ‘All other adults’ (including motility)

• Unscheduled Eye Care (‘RACE’)



‘Big Numbers’ National Pathways

• Cataract

• Glaucoma

• Diabetic retinopathy 

• AMD

• Adherent to NICE etc 

• ‘Front end’ via Optometry

• Standardised clinical data

• Effective triage

• Consultant leadership

• Non-medical assessments

• Virtual clinic oversight

• Targeted medical input
• Complex & Surgery



Previous Management of access to 
Ophthalmology in Wales
• Close monitoring of new patient waiting times

+

• Capacity less than demand 

• =
• Long waits for follow-up patients as organisations prioritise new outpatients 

[over follow-ups]

• BUT!

• c90% of follow-ups at risk of irreversible ‘harm’

• Compared with c10% of new referrals…



GMC Duties of a doctor…

• Include…

• give priority to the investigation and treatment of

patients on the basis of clinical need

• Take prompt action if you think that patient safety, dignity or comfort 
… being compromised

• Protect & promote health of patients & public

• Work with colleagues [to] best serve patients



RCOphth 3 Step Plan
Reducing risk for eye patients - improving timely care 

• 1. Collect & Report Data - make it mandatory
• Identify and re-appoint patients falling outside their clinically recommended 

review period 

• 2. Maximise Capacity - use all resources effectively
• New models of care

• Improve patient flow and pathways 

• 3. Empower & Inform Patients
• clear guidance… for clinic & appointment scheduling

https://www.rcophth.ac.uk/2016/05/rcophths-three-step-plan-to-reduce-risk-for-eye-patients/

https://www.rcophth.ac.uk/2016/05/rcophths-three-step-plan-to-reduce-risk-for-eye-patients/


Wales Eye Care Delivery Plan:
Key features for HES

“Welsh Government commits to:

• Revise targets for Ophthalmology to incorporate measures for all 
patients (new and follow-up) that are based on clinical need and risk 
of irreversible sight loss.

• Working with Health Boards to develop systems to improve routine 

data collection for demand, capacity, activity and backlog in HES.”



Clinical Prioritisation…
IS Prudent Healthcare        … ‘task & finish’

• New Measures project 

• “Patients are Patients”

• “Slots are Slots”

• “Care offered according to need”



Outcomes focussed measures:

• ALL New and Existing (follow-up) patients to have:
• Individual Target Date 

• Clinically determined 
• National Condition Specific Guidance/Consensus e.g. NICE

• Clinical Prioritisation (Risk) classification

+
• Regular reporting from April 2019 of…

• % of patients waiting over their agreed target date
• Over-runs expressed as both: 

• Proportion of intended time interval
• Number of weeks

• Details include clinical pathways involved

Highlight Measure:
% of R1 seen within 125% of intended interval to next event



Examples of Clinical Prioritisation

• Risk Category R 1
• ‘wet’ AMD
• newly referred DESW screen positive diabetic retinopathy
• diabetic retinopathy undergoing a course of treatment and its evaluation
• glaucoma with significant risk of progression
• ‘stable glaucoma’ / glaucoma suspects / ocular hypertension
• previously treated cancer; ocular/ periocular/ eyelid 
• cataract with ‘special complexity’ 

• Risk Category R 2
• most cataracts ……………………………………… 

• Risk Category R 3
• most adult squints
• most benign eyelid lesions
• ‘miscellany'

& RTT target will still apply
for all new referrals…
… and this is rightly so!



Booking Principles 
of Clinical Prioritisation
Slots are allocated according to:

• priority code (R1, R2, R3) of patient  &
• consultant specified urgency ("x" of "see within "x weeks”… the target date)

and the order in which patients are booked is:

• R1 who are overdue, in order of their "overdueness" where this is specified in terms of the proportion of the time
from last appointment (or date of triage of new referral) to the intended review (or 1st appointment) target date.

• Then R1 who are due… etc

• R2 who are overdue, in order of their "overdueness" where this is specified in terms of the proportion of the time from last appointment (or date of 
triage of referral) to the intended review (or 1st appointment) date.

• R2 who are due

• R3 who are overdue, in order of their "overdueness" where this is specified in terms of the proportion of the time from last appointment (or date of 
triage of referral) to the intended review (or 1st appointment) date.

• R3 who are due



“What do we [clinicians] need to do?”

• Engage

• Support

• Accurately record for every patient, every time:
• WHAT next event   (coded = access to MDT)
• WHEN patient target date [interval]
• ‘R’ risk category
• ‘A*/A/B/C’ rescheduling scope (coded)

• Train the rest of the team

• Participate in clinical audit

• (NOT ‘game the system’)



All Wales Glaucoma Care Pathway
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Ophthalmic Diagnosis & Treatment Centre
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ODTC 
(not a defined physical location)

• A CONCEPT
• Only absolutes are:

• Patient
• Practitioner (s)
• Kit
• Standard Clinical Record (…EPR)
• Consultant led MDT oversight (virtual clinic)
• Clinical Governance & Audit

• Locations
• NHS premises, community optometry, … ‘anywhere’…

c£100k…

…75% of whole pathway face to face consultations with a non-medical MDT member



Wet AMD

• 1st funded service in UK

• Consultant led MDTs

• Fast track referral & assessment

• Non-medical injectors

• Non-medical reviewers

• Consultant oversight



Cataract

• Most common operation in NHS

• Wales National Cataract Pathway

• Effective, verified high quality outcomes (TDABC)

• WECS EHEW referrals & post-op review  (…85%)

• Nurse-led assessments & consent

• (UK) National Audit (NOD)



4 Step Pathway:  Referral  /  Preassessment  /  Surgery  /  Postop + Refraction

MDT:              Optometrist  /  Nurse Practitioner  /  Ophthalmologist  /  Optometrist

Cataract

1

2

3
4



Digital transformation:

“Welsh Government commits to:

• Work with Health Boards, clinicians & 

NHSWALESINFORMATICSSERVICES to develop electronic referrals 

& electronic patient records (EPR) for eye care ”

• Procurement ongoing…

.



Ophthalmology: Where next?

• Engagement  + Joint Working + EPR + Connectivity 

• = Balance & Sustainability in Services

• = Better outcomes 



11th September 2019

UKOA: the view from Wales

Michael Austin
Singleton Hospital Swansea

michael.austin@wales.nhs.uk

Any questions ?

Thank-you Diolch yn fawr



Thank you



Group Discussions



Lunch and Networking



Advanced non-medical practice
Melanie Hingorani

Consultant Ophthalmologist, Moorfields, 
Chair UKOA 



Changes to workforce models

• General view that optimal use of the non medical workforce, in innovative and non–traditional roles, 
will be required to sustain national healthcare delivery 

• NHS Long term plan: “We will expand multi-professional credentialing to enable clinicians to 
develop new capabilities formally recognised in specific areas of competence. This will allow 
clinicians to shift or expand their scope of practice to other areas more easily, creating a more 
adaptable workforce.” 

• The Interim People Plan - need to support non medical HPCs, in particular AHPs, “to develop 
extended roles and capabilities, proposing the establishment of a national AHP workforce group to 
support this work and make recommendations for AHPs, including for those professions in short 
supply and those where new roles and advanced practice opportunities will  be essential”

• Scotland, Wales and NI also have frameworks for multi-professional upskilling



Extended roles and advanced practice  in 
ophthalmology

• The UK is leading globally - a publicly funded, free at the point of access 
and national healthcare system

• More difficult in nations with less joined up or part or wholly private care
• Publications from Canada, Norway, New Zealand and China on some 

aspects
• Even the US is considering it eg “Physician Assistants 

and Nurse Practitioners in Ophthalmology-Has the Time Come?”  Am 
Journal Ophthalmology 2018

• Particularly appealing where smaller populations spread over large or 
remote geographical areas with small ophthalmologist numbers



Getting a grip on what’s happening in the UK

• Most work published on community optometrists
• Harper et al national survey of HES optometrist roles in 2016 with 70 responses 

from senior optoms
• 96% of units had extended role optometrists mainly (92%) glaucoma also medical 

retina (71%), medical retina/diabetes (67%), cataract (55%) and cornea (55%). 
• Procedures: few units optometrists YAG laser capsulotomy, occasional YAG PI, SLT, 

intravitreal injections and chalazion surgery 
• Mix of practitioner-led and consultant-led service - even when the consultant was 

present, many optometrists did not consult for most cases. 
• Vast majority training was apprentice training working alongside ophthalmologists. 
• College of Optometrists higher qualifications were undertaken, especially in 

glaucoma, but not for the majority. 



Getting a grip The Way Forward RCOphth 2017
Cataract:
• 42 departments interviewed, 9 (21%) had HCPs (6 optom, 2 nurse, and one both) seeing 

patients with cataract and listing them for surgery - first time the patient sees an 
ophthalmologist is on the day of surgery. 

• In 35/39 non medical HCP sees the patient post-operatively. The first eye in hospital in 
26/39 (67%), second eye in hospital for 24/39 (62%).

Glaucoma
• 88% (45/51) clinics have incorporated non-ophthalmologists into their glaucoma
• services at some level beyond just recording VA and performing automated perimetry.
• The roles can be divided into three categories



The Way Forward



UKOA Survey 2019
• 34 units but detailed information on all professional groups
• All units had innovative OP roles
• 82% had innovative procedure roles. 
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UKOA survey
• Units may have more than 6, or 10 practitioners for each role
• A couple have more than 20 eg nurses doing intravitreals and A&E, >21 orthopists

doing paeds

Nurses 6-10 Nurses >10 Optoms 6-10 Optoms>10 Orthoptists 6-10 Orthops>10

Cataract preop 4 0 1 0 0 0

Cataract postop 1 0 3 0 0 0

Glaucoma 0 0 9 1 0 0

AMD stable 2 0 1 1 0 0

AMD active 4 1 4 1 0 0

DR/OCT 1 0 1 0 0 0

Corneal 0 0 2 0 0 0

Paeds 1 0 3 0 8 2

A&E 4 1 1 0 0 0

PC or minor eye 3 1 1 0 0 0



Different groups do different things

• In outpatients: 
• orthoptists mainly paediatrics and glaucoma
• optometrists cataract and glaucoma
• nurses work across the board but not paediatrics, not slit lamp or OCT clinics for DRS referrals

• For procedures, greater differences: 
• nurses do most of the non medical delivery of procedures
• apart from YAG lasers = optometrists
• orthoptist hardly do any except botulinum injections and a little intravitreal injections. 

• Differences in independence: Why are nurse led postop cataract clinics mainly 
independent yet optometrist led ones not? 

• Is it felt that nurses have more suitable training for incisions or injections, whilst optometrists have better 
slit lamp skills  so do laser? Or are the HCPs choosing what they feel best suited for? 

• Do units mimic the choice based on what other units have done? Non-medical intravitreal injecting began 
with nurses. Perhaps this has set the precedent which units feel they must follow 



Different groups get remunerated differently

• Very little sessional banding

• Although difficult to completely tease out differences in supervision, case mix and 

experience, broadly nurses were banded at lower levels,  orthoptists mid levels and 

optometrists received the highest banding for any given role



Supervision & Training

• Some work alongside a consultant, much is delivered without the consultant in 
the clinic/theatre

• Apprenticeship training forms the majority of the training/education for both 
outpatient and procedure care

• Except: AMD outpatient role to an extent and glaucoma outpatient role to a very 
significant extent, where formal higher qualifications from Universities or the 
College of Optometrists are often gained 



Terminology

• The terms expanded practice, advanced practice, extended role and specialist practice

are often used loosely or poorly understood. 

• Expanded practice simplest to define: “a change in the role of an individual nurse or 

midwife to include areas of practice that have not previously been within their scope of 

practice, but are within the overall scope of practice of the nursing and midwifery 

professions. This might encompass activities such as iv lines, catherization, previously 

medical roles for which nursing involvement is an expected and non-controversial 

expansion of scope of practice”. NMB



Terminology confusion

• Different groups of ophthalmic HCP use the terms differently
• Different UK nations also have differing definitions

• Balance between developing clinical experience and expertise vs the 
requirement to have undertaken formal development (usually to the masters 
level) in the three other developmental domains:

• Education
• Leadership
• Research/service development

• How does this define the terminology of any non-medical HCP and the role they 
may undertake, especially in terms of nearly or fully independent and 
autonomous practice?



Terminology – developed most in nursing
• Separating the elements out 
• A spectrum of development from generalist to specialist
• A separate continuum from novice (just qualified) to expert practice
• There is an expectation that, for autonomous and/or fully independent practice, and to be 

termed an advanced clinical practitioner, a masters should have been undertaken



Terminology – HEE 2017

“Advanced clinical practice is delivered by experienced, registered health and care 
practitioners. It is a level of practice characterised by a high degree of autonomy 
and complex decision making. This is underpinned by a master’s level award or 
equivalent that encompasses the four pillars of clinical practice, leadership and 
management, education and research, with demonstration of core capabilities and 
area specific clinical competence.” 





Terminology – more opinions

• The Nuffield trust: “Extended roles are roles where registered professionals take on tasks 
not traditionally within their scope of practice but which do not require training to Master’s 
degree level. Advanced roles meanwhile refer to those roles that require registered 
professionals to undertake additional training at Master’s level or above’

• Council for Healthcare Regulatory Excellence: “Extended practice includes the 
development of a number of new healthcare roles that have required a registered health 
professional to extend their practice into areas formerly associated with another 
profession”. 

• Others have defined extended roles as more task orientated e.g. there appears to be 
emerging agreement regarding particular tasks that are considered extended scope, such 
as ordering and interpreting of plain film X-rays, limited prescribing rights, limited ordering 
of pathology tests, and specific injection tasks.



Terminology - BIOS

“Advanced: Many orthoptists will develop their core skills within a specialist area, 
such as stroke rehabilitation, SEN or neuro orthoptics. They will have in-depth 
knowledge, training and experience, which will enable them to provide far more 
specialist diagnosis and treatment within this area”. 

“Extended: Over time, orthoptists have also extended their practice beyond these 
core and specialist roles to take on roles traditionally performed by other 
healthcare professionals, ordinarily ophthalmologists.”



What does everyone agree on?

The importance of:
• education and development to take on these roles
• recorded competencies for specific areas of practice
• guidelines, policies and protocols to support care and decision making
• appropriate supervision
• ongoing audit and assessment of performance quality and safety
• ongoing professional development co-ordinated though the annual performance 

review– this is not a one off process. 

Portfolios to gather evidence of baseline and ongoing education, learning and 
performance are becoming the norm.



Terminology summary – my take

• There are three main levels of practice in innovative ophthalmology HES roles: 

• delivering very specific tasks  or procedures which involve adherence to a 
standardised set of steps,  ranging from corneal scrapes through to  laser 
capsulotomy and intravitreal injections, which require very specific education 
and defined protocols but probably not a masters 

• those taking on more medical care including decision-making roles but with 
clear supervision and as part of a consultant led team, for which the OCCCF 
and the CoO higher qualifications routes seem aimed 

• those undertaking much more independent and autonomous roles of care, 
for which a masters would be deemed important.



Discussion

• Thoughts and ideas in general
• What do you think should be called what?

• Expanded – task oriented low risk? task oriented high risk?
• Extended – greater role for decision making in consultant led team
• Advanced – autonomous decision making, consultant style care

• Does it matter what it’s called?
• How important are formal documented development in leadership, 

research/innovation and teaching to more independent decision making practice 
or can that inhibit staff to get on and do it in a stretched system?

• Why are nurses being asked to do masters but other professionals eg optoms
perhaps not?



Moorfields/UCL education for nurses, 

orthoptists and optometrists
Jay Varia Optometry Education Lead &

Helen Gibbons, Nursing Professional Development Lead, Moorfields & UCL,



Moorfields-UCL
MSc in Advanced Clinical Practice in Ophthalmology

For non-medical practitioners
Level 7 Degree Apprenticeship

Jay Varia

Optometry Education Lead, Moorfields Eye Hospital
Senior Teaching Fellow, UCL Institute of Ophthalmology 

MSc Programme Lead 



What is the apprenticeship levy?

The apprenticeship levy is a UK tax on employers which can be used to fund 
training based on standards set out by the Institute of Apprenticeships. 

It is payable by all employers with an annual wage bill of more than £3 million at a 
rate of 0.5% of their total wage bill which came into effect on 6th April 2017.

Separate arrangements for Wales, Scotland and Northern Ireland

The government adds 10% to each monthly contribution

If not used the levy goes to HMRC at the end of the financial year



Why do we need this qualification?

‘Ophthalmology is the second busiest outpatient specialty and demand is 
outstripping capacity, with the risk of delays, particularly to follow up 
patients which can result in permanent loss of vision.’                                                    
Source: RCOphth, Feb 2018





The scale of the problem

There were 1483 consultant ophthalmologists and 806 ophthalmology 
trainees in the UK in 2018

Source: RCOphth, Nov 2018

Ophthalmology outpatient appointments account for 10% of all outpatient 
appointments in the UK. There were over 9.5 million ophthalmology 
outpatient appointments in 2018

Source: www.digital.nhs.uk , Nov 2018

http://www.digital.nhs.uk


The scale of the problem
• 230 extra consultant posts to meet rising 

demand in next 2 years

• 204 extra SAS (staff and assoc. specialist) 
posts over next 2 years

• 2 WTE per 100,00 pop. in UK, ideal is 3-
3.5 per 100,00

• 27% consultants and 20% SAS are aged 55 
years or older and are close to retirement.

• 85% units undertaking waiting list 
initiatives to attempt to manage demand



The problem is growing…
Outpatient visits have doubled in the last 10 years.

Patients aged 60-79 years of age accounted for over 30% of all 
ophthalmology outpatient appointments.

With an ageing population the numbers are going to escalate. 
Source: NHS digital



We have a small problem...



One solution

Train non medical professionals 
(NMPs) to take on stable and low 
risk cases 

NMPs take on these expanded 
roles, which release 
ophthalmologists to make more 
complex clinical decisions and to 
deal with the more complex cases.



One solution

• 86% units rely on non-medical professionals in extended roles to 
provide services  

RCOphth 2018



Why do we need this qualification?
Medical specialist training occurs on the job over 7 years 

Supplemented by postgraduate courses over the same period of time

Non-medical professional will no have training over years and will need 
training more so if they are going to be working independently



Moorfields-UCL
MSc in Advanced Clinical Practice in 

Ophthalmology
For non-medical practitioners

Level 7 Degree Apprenticeship



Aim of the qualification
To provide the necessary skills and qualifications to take on ophthalmology 
extended roles in certain sub-specialties 

To provide the knowledge and skills in clinical leadership and governance



Moorfields and UCL, Institute of 
Ophthalmology
▪Moorfields Eye Hospital

▪ Founded in 1805

▪ Centre of excellence

▪University College London (UCL)
▪ Best place in the world to study 

ophthalmology 
(QAA World Rankings 2017)

Partnership ideally placed to deliver the qualifications combining  
Moorfields expertise and UCL’s educational infrastructure



Why have we chosen the apprenticeship 
route?

The traditional model:

• £12,000 per person for the MSc plus

The apprenticeship levy 
• approx. £27 million  per annum across London

• approx. £200 million nationally

Current spend of levy is estimated to be 12% nationally!



Why have we chosen the apprenticeship 
route?

• On the job, supported training for staff
• Staff can work and apply their knowledge

• Employer fully engaged with training

• Structured course with checks 

• Apprenticeship levy covers their training

• Structure of course applies to both hospital and community setting



Advanced Clinical Practice 
Apprenticeship Standard



Structure of the Programme
• 3 year part time MSc

• 90% online, 10 % face to face

• Mixed module, flexible approach
• 3 compulsory modules

• Clinical leadership

• Research methods and statistics

• Project report and end point assessment



Structure of the Programme
• Practitioners can choose modules in different subject areas to tailor to their clinical 

practice
• Glaucoma levels 1-3

• Medical Retina levels 1-3 (levels 2-3 in process)

• Cataract

• Medical Contact Lenses  Levels 1-2

• Cornea (in process)

• Ocular emergencies (in process)

• Prescribing (in process)



Structure of the Programme

• Blended learning 
• Majority of the taught component is online (85%) where practitioners can study at 

their own pace with online support and discussion forums

• After this they attend face to face days which focus on workshops, actual patient 
cases and clinical decision making, patient clinical sessions where cases are 
discussed which accounts for skills section of the standard

• After a period of study, students will attend assessments.



Example of structure



The employer’s duties
The employer:

Ensures apprentice is able to apply their learning in the workplace 

Ensures the apprentice has a supervisor 

Determines when the apprentice is competent and ready to attempt 
the end-point assessment 

Supports the apprentice to complete the requirements of the EPA.

20% off the job 



Off the job training

• All apprentices will need off the job training – 20%

Can include attending the course:

• Induction

• face to face days including workshops, peer review discussions etc

• Exam preparation and assessments

• Self study

• Completion of assignments with independent research and reading



Further examples of off the job training

• Assignments which could benefit the employer
• Clinical audit

• Logistics that need to be considered when setting up a clinic and team

• Writing clinic handbooks

• Writing patient information leaflets

• Writing case studies to train staff in their team  

• Attending clinical governance

• Shadowing clinicians 

• Industry visits



Off the job training
Long term investment 

Although there may be a cost now,

• clinical capacity will expand with additional trained staff and therefore the volume of 
patients that can be seen in the future will increase.

• if we don't do it there will be an impact in the future when it will be even more 
difficult to allow staff out to train as clinical capacity increases.



Employer support

Check in with employers regularly to see if all is on track and if not, what 
support can be offered – every 8-12 weeks

Provide an employer’s support portal/email for communication

Final sign off by employer to confirm that the requirements of the apprentice 
agreement and knowledge, skills and behaviours from the standard has been 
met within the workplace 



Student and employer support
• Module leads will be in contact with students on a regular basis to 

see how they are getting on 

• Programme leads will be in touch with employers to see how things 
are going

Regular support to students and employers to help identify any 
problems 



Entry requirements

Level 7 English IELTS or equivalent

A professional qualification eg optometry, ophthalmic nursing, orthoptics 
etc, 2.1

Professional registration with their regulating body

A minimum of 1 year in clinical practice –

Practical skills a pre-requisite (slit lamp skills etc) – summer school workshop



September 2019
Moorfields-UCL

MSc in Advanced Clinical Practice in 
Ophthalmology

For non-medical practitioners
Level 7 Degree Apprenticeship



Thank you!
J.varia@nhs.net



Post Graduate Education for 

Nurses 

Helen Gibbons 

Head of Nurse Education Moorfields Eye Hospital / Programme Director MSc 

Ophthalmic Practice UCL

UKOA Quarterly Meeting 11th September 2019



Background

Ophthalmic Nurse Education

• Ophthalmic Nursing Diploma     
(could undertake before general training)

ENB 346 RN’s              ceased in                   

ENB 348  EN’s             early  2000

• Many universities moved to modular 

courses or as part of a general nursing 

degree

Why design our own course ?



What does the course entail?

PG Cert = 60 
credits

4 compulsory 

modules
A&P

Research

Clinical 

Case 

studies

Portfolio

PG Dip = 60 
credits

1 compulsory 
module

MSc = 60 
credits

Dissertation

Module

Physical 

assessment of 

the ophthalmic 

patient

Then choose 

one 30 credit  

or 

Two  15 credit 

modules

10,000 

word thesis



How do students learn?

Face to Face Webinairs

On line 
tutorials /

Tutor / 
student led

On line 
discussions

One to one 
tutorial

Assessments
Further 
reading, 
research



Student quotes

Learning so many 

useful skills

The commitment of the 

team ‐ they really care and 

want to provide us with a 

good course

The staff at the university made me feel 

very welcome and I instantly feel 

comfortable. I was told to speak to them 

if I'm having any issues of any kind which is

very good. Thank you so much and keep up 

the good work. 



Moorfields recognises that:

So what else do we offer?



New to 
Ophthalmology

• For anyone new to 
ophthalmology

• 1 week duration

Saturday Study days

• For internal and 
External staff

Preceptorship

• 12 study days for 
NQN

• 4 study days for 
those New to 
Ophthalmlogy

Apprenticeships

• Health Care 
science

• RN

Students

• Student nurses

• Student 
Paramedics

• Return to Nursing

Other opportunities for our staff



Developments planned for 2019/20

E Book 

• to be published on UCL extend

Short Courses

• Theatres

• A&E

• OCT

• Observerships



“ Let us think of education as the means of developing our greatest abilities, because in each of 

us there a private hope and dream which, fulfilled, can be translated into benefit for everyone and 

greater strength for our nation”

John F Kennedy



The College of 

Optometrists’ Higher 

Qualifications

Dr. Gillian Rudduck

Chair of Education and Standards Committee

Professional Excellence in Eye Health























OCCCF

Melanie Corbett, Consultant, Western Eye Hospital, Chair of Education, RCOphth



Technicians and HCAs

Caroline Morris, Orthoptist, Bridgend, Wales/HIEW

Beverley Harden, HEE Robert Brooks, Strategic workforce development manager, Moorfields



Health Care Support Worker Ophthalmic Education and Development

A Diploma and Certificate in the Fundamentals of 
Ophthalmology

Mrs Caroline Morris
Assistant Head Orthoptist / Lead for Postgraduate Education

Princess of Wales Hospital
Bridgend

http://www.weds.wales.nhs.uk/sitesplus/documents/1076/e4017%20NLIAH-WEDS%20Clinical%20HSW%20document%20(14)%20ENG%20250dpi.pdf


Ophthalmology Care

• Issues of demand, capacity and sustainability of ophthalmic services are 
well known

Solutions must be :

• Prudent

• Cost effective

• Sustainable

• Ensure a recruitable workforce

• Clinically safe high quality service

http://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=2ahUKEwjcr4uNoKHdAhUSO8AKHXtXDWUQjRx6BAgBEAU&url=http://www.cables-solutions.com/40g-cost-difference-smf-mmf.html&psig=AOvVaw2_XEBAlLcxpuo0YWNrz1ns&ust=1536147104027813


Wales Eye Care

http://www.weds.wales.nhs.uk/sitesplus/documents/1076/e4017%20NLIAH-WEDS%20Clinical%20HSW%20document%20(14)%20ENG%20250dpi.pdf


Clinical Healthcare Support Workers 
• Healthcare support workers make up 41% of our 

NHS workforce.

• Healthcare support workers undertake a range of 
delegated duties under appropriate supervision 
within the hospital eye service setting.

• Make a valuable contribution to the provision of 
clinical and non-clinical services.



Clinical Healthcare Support Workers 
• Locally sourced workforce

• Good staff retention

• No recruitment issues

• Cost effective solution to clinical capacity and demand (staff at Band 
2-4)



Concerns:
• Cavendish Report 2013

• Too many workers are signed off as competent without necessarily being so

• Caring does not feel like a career with clear routes to progress

• Standards
• Existing workforce varied and non-regulated training.

• Patient feedback of lack of understanding of fundamentals of Ophthalmology



The NHS Skills and Career Framework for Clinical 
Healthcare Support Workers 

• The Purpose of this Framework is to provide a
governance mechanism to inform the skills and
career development of the clinical Healthcare
Support Worker (HCSW) workforce in NHS Wales.

• Launched in November 2015 by Welsh 
Government.

• Mandatory by April 2018.

http://www.weds.wales.nhs.uk/sitesplus/documents/1076/e4017%20NLIAH-WEDS%20Clinical%20HSW%20document%20(14)%20ENG%20250dpi.pdf


The NHS Skills and Career Framework 
for Clinical Healthcare Support Workers 

Community 
Hospitals

Community Dietetics Maternity
Nursing-
theatres

Nursing –
Acute Medical 

and Surgical

Nursing –
Learning 
Disability

Nursing –
Mental Health

Nursing -
Outpatients

Nursing -
Paediatric

Occupational 
Therapy

Physiotherapy Podiatry Primary Care
Radiology 
(Clinical 

Imaging, X-ray)

AVAILABLE LEARNING PATHWAYS in 2015



Ophthalmology Input

• National meetings held with representatives from RCN, 
Orthoptics, Optometry, RNIB, HEIW and Welsh Government 
invited.

• Using the in-house training for HCSW’s at Princess of Wales 
Hospital as a starting point a draft outline of a ‘Foundation 
in Ophthalmology’ was produced.

• Two modules were piloted with a mixed discipline of staff 
consisting of nursing and orthoptic HCSW’s, Administrative 
staff and ECLO’s.



Core modules



FEEDBACK:

“Very dynamic and well structured”

“It was really useful. No one has ever gone through 
all of the equipment, what it does and why before.”

“I will use the knowledge when speaking to patients. 
I will have a better understanding of what they are 
telling me.”

“I think the training should be offered to all eye clinic 
staff starting their roles.”



• Agored Qualifications Summary

• Qualifications come in 3 sizes 
• Award (1 – 12 credits or 10 - 120 hours of learning time)
• Certificate (13 – 36 credits or 130 – 360 hours of learning 

time)
• Diploma (37+ credits of 370 plus hours of learning time. 

There is no upper limit but most HCSW qualifications are 
between 58 – 62 credits for core and optional units together)



Agored Cymru Level 3 Certificate in Fundamentals 
of Ophthalmology (Wales)

http://www.agored.cymru/Units-and-Qualifications/Qualification/127836

Agored Cymru Level 3 Diploma in Fundamentals 
of Ophthalmology (Wales)

http://www.agored.cymru/Units-and-Qualifications/Qualification/127812

http://www.agored.cymru/Units-and-Qualifications/Qualification/127836


Fundamentals of Ophthalmology units

• Assessment of vision in adults who can recognise letters

• Introduction to ocular anatomy

• Ophthalmic Equipment and Technology

• Obtain a patient history for ophthalmology records

• Understanding ophthalmic case notes

• Introduction to visual impairment

• Administer Eye Drops to Individuals within the Health Care Sector

https://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=2ahUKEwjutP7VpaHdAhWTbsAKHW5_AKcQjRx6BAgBEAU&url=https://www.glaucoma.org/glaucoma/anatomy-of-the-eye.php&psig=AOvVaw0FldA4RrKRuIqXMjYwdiwR&ust=1536148590499157
https://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=&url=https://lucid.me/blog/eye-drops-cure-jet-lag/&psig=AOvVaw2vHwDSI-8zZ6RkvSylqC6M&ust=1536148638596170
https://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=&url=https://lucid.me/blog/eye-drops-cure-jet-lag/&psig=AOvVaw2vHwDSI-8zZ6RkvSylqC6M&ust=1536148638596170
https://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=2ahUKEwjw5vvmpaHdAhXlB8AKHeb9ABMQjRx6BAgBEAU&url=https://lucid.me/blog/eye-drops-cure-jet-lag/&psig=AOvVaw2vHwDSI-8zZ6RkvSylqC6M&ust=1536148638596170


Other Core elements
Unit code Unit title Level Credit 

PT12CY018 Principles of Safeguarding and Protection in Health and Social Care Two 3

PT12CY019 The Role of the Health and Social Care Worker Two 2

PT23CY119 Promote Communication in Health, Social Care or Children's and Young People's Settings Three 3

PT23CY120
Engage in Personal Development in Health, Social Care or Children's and Young People's 

Settings
Three 3

PT23CY121
Promote Equality and Inclusion in Health, Social Care or Children's and Young People's 

Settings
Three 2

PT23CY122
Principles for Implementing Duty of Care in Health, Social Care or Children's and Young 

People's Settings
Three 1

PT13CY016 Promote Person Centred Approaches in Health and Social Care Three 6

PT13CY017 Promote and Implement Health and Safety in Health and Social Care Three 6

PT13CY018 Promote Good Practice in Handling Information in Health and Social Care Settings Three 2

AJ22CY010 Dignity at work Two 1

AJ22CY011 Introduction to professional behaviour Two 2

GB82CY023 Introduction to Continued Professional Development within the NHS Wales Two 1

BA32CY023 Communication and customer service for health care support workers Two 2

HJ12CY012 Personal health and wellbeing / Exercise and a healthy lifestyle Two 1

GA72CY005 Equality & Diversity Two 1

http://www.agored.cymru/Units-and-Qualifications/Unit/PT12CY018
http://www.agored.cymru/Units-and-Qualifications/Unit/PT12CY019
http://www.agored.cymru/Units-and-Qualifications/Unit/PT23CY119
http://www.agored.cymru/Units-and-Qualifications/Unit/PT23CY120
http://www.agored.cymru/Units-and-Qualifications/Unit/PT23CY121
http://www.agored.cymru/Units-and-Qualifications/Unit/PT23CY122
http://www.agored.cymru/Units-and-Qualifications/Unit/PT13CY016
http://www.agored.cymru/Units-and-Qualifications/Unit/PT13CY017
http://www.agored.cymru/Units-and-Qualifications/Unit/PT13CY018
http://www.agored.cymru/Units-and-Qualifications/Unit/CDM002
http://www.agored.cymru/Units-and-Qualifications/Unit/CDM160
http://www.agored.cymru/Units-and-Qualifications/Unit/GB82CY023
http://www.agored.cymru/Units-and-Qualifications/Unit/BA32CY023
http://www.agored.cymru/Units-and-Qualifications/Unit/HJ12CY012
http://www.agored.cymru/Units-and-Qualifications/Unit/GA72CY005


Where are we now?
• Accepted by HCSW training leads in Wales

• HEIW support and funding for All Wales package to be written, 
completion date December 2019

• Support voiced by Welsh Ophthalmic Planned Care Board



Where are we now?
• RNIB support and involvement developing visual impairment units

• Internal verification and assessors now trained

• Students registered

• External verifications ongoing



Benefits
• Most cost effective formal training available

• Instant access in all hospital locations

• No loss of time from the workplace

• Internal and external verification assures  
standardisation of training nationally

• Improved relationships, communication and co-
operation across MDT

• Increased capacity

• Improved patient confidence and experience



Questions?

Thank-you

Diolch yn fawr

Caroline.morris3@wales.nhs.uk

mailto:Caroline.morris3@wales.nhs.uk


Apprenticeships for HCAs and 
Technicians 

Robert Brooks, Strategic workforce development manager Moorfields Eye Hospital

UKOA Quarterly Meeting 13th March



Why Focus on HCAs/Techs?

• Lack of progression opportunities for non-registered staff

• Requirements for broader skill sets to support new models of care

• Shortage of registered nurses 

• Increase in registered nurses taking up advanced roles



Healthcare
Support

Senior
Healthcare

Support

Healthcare 
Assistant 

Practitioner

Registered
Nurse

Level 3 Level 4 Level 5 Degree Level 

Potential Apprenticeship Pathways – Clinical Staff

Healthcare Support 

Healthcare
Science

Associate

Healthcare
Science

Practitioner

Team Leader/
Supervisor

Chartered
Management

Operational/
Department

Manager

Leadership & Management

Masters Level 

Advanced 
Clinical 

Practitioner

Senior
Leader

ODPHealthcare Science



Ideal Pathway

Healthcare
Support

Healthcare 
Assistant 

Practitioner

Registered
Nurse

Level 2 Level 4 Level 5 Degree Level 

Healthcare
Science

Associate

Healthcare
Science

Practitioner

On entry to trust for 12-18 months

Level 3 Internal 
Tech Course



Healthcare Science Associate -
Ophthalmic Pathway

In-House Delivery



Summary & Close


