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Why does ophthalmology matter?
• Joint busiest hospital OP specialty (with orthopaedics)
• 9 million visits per year
• 8% of all outpatients
• Commonest operation – 400th cataract operations; 6% of all surgery.
• Not just minor elective stuff - chronic diseases e.g. AMD, DR, glaucoma
• 20-30% increase activity over 10 years, expect the same again over next 10 years and
the next 10
• Demographic changes, new treatments, rapidly expanding and technologically
developing area
• Lots of unmet need in population, early detection could prevent sight loss especially
glaucoma

Why does ophthalmology matter?
• Not enough doctors
• 77% units have unfilled or locum-filled consultant posts
• 54% units have unfilled SAS posts
• 178 unfilled consultant posts plus another 230 over next 2 years needed but only
70 get CCT/CESR per year
• Chronic disease causes permanent visual loss which can be preventable but requires
timely repeated attendances and interventions e.g. injections
• Sight loss is devastating, reducing independence, affects driving, work, depression,
anxiety, falls, dementia
• Cost of sight loss is £28 billion in UK
• Currently huge capacity and demand mismatch with >200 patients per year
undergoing serious visual loss; 1/5 patients having treatments or clinics cancelled

There are solutions
• Work harder, smarter, faster
• Use MDT and non–medical advanced practice roles
• Community optometry work preventing referrals or sharing care
• Virtual clinical (telemedicine), AI and automated processes
• Do need more doctors
• National programmes: GIRFT, NECT, Right Care, NCIP
But the “ophthalmic sector” are working in silos – we need to work
together to find national solutions more effectively and more rapidly to
get where we need to.

UKOA: UK Ophthalmology Alliance
• Started in August 2017 from national vanguard programme
• 20 eye unit founder members
• Covers all UK, with >60 hospital ophthalmology unit members to date and still
growing
• Stakeholder members include: RCOphth, RCN, BIOS, CoO, GIRFT, RNIB, IGA, Macular Society,
Vision UK
• Aim for UKOA to include all NHS providers

•
•
•
•

Multidisciplinary – patients and charities, clinical all roles, managerial, everyone
UKOA Board created Summer 2018 to develop strategy and provider leadership
The UKOA is centrally funded until March 2020 – then may need to be self-funded
Website: www.uk-oa.co.uk offers information about the alliance and a private
members section where workstream activity is available.

UKOA Board Members
Melanie Hingorani, Chair
Consultant Ophthalmologist, Moorfields Eye Hospital
Email: m.hingorani@nhs.net
Mary Freeman
Consultant Nurse, Sheffield

Bill Newman
Medical Director Manchester Royal Eye Hospital
Email: William.newman2@mft.nhs.uk

John Ashcroft
CEO, Manchester Royal Eye Hospital
Email: john.ashcroft@mft.nhs.uk

Email: mary.freeman@sth.nhs.uk
Penelope Stanford
Lead of RCN Ophthalmic Nursing Forum
Email: penelope.stanford@manchester.ac.uk
Allison Beal
Director of Special Projects, GIRFT
Email: Allisonbeal@nhs.net

Veronica Greenwood
Chair, British and Irish Orthoptic Society
Email: veronica.greenwood@orthoptics-bios.com
Keith Valentine
Director of Development – RNIB
Email: Keith.Valentine@rnib.org.uk

Aims
A whole system alliance which can:
• Provide a forum for regular liaison and discussion on efficiency, quality and other mutual areas of
interest between key stakeholders for ophthalmic services
• Join the expertise of clinical professionals with expertise from managers and trust leaders in
commissioning, operational management and financial flows in ophthalmology
• Establish quality standards and best practice pathways agreed between all the key professional bodies
and providers and patient bodies covering care provided by any ophthalmic professional in any setting
• Support NHS programmes of data and transformation programmes (e.g. GIRFT, Right Care, High Impact
Intervention, Model Hospital etc) to to be relevant and in use to benchmark and drive up standards
• Provide buddying and support to improve quality and efficiency between providers with good and less
good performance in specific areas
• A group with a powerful voice who can negotiate locally and nationally for the benefit of ophthalmology
commissioning and resourcing, and champion the specialty.

UKOA – what do we do?

UKOA Meetings
Sharing Best Practice: Regional sessions
•
•
•
•
•
•

London
Manchester
Northwest region - at Blackpool Hospital– EPR/IT and networking
Southwest region - at Bournemouth NHST
West of Scotland – at Glasgow - AMD and cataract, urgent care and networks.
Others being planned in Midlands and Yorkshire regions

Quarterly Meetings - national Friends House, London
•
•
•
•

Wednesday 13th March
Wednesday 5th June
Wednesday 11th September
Wednesday 4th December

UKOA Update: Stakeholder representation
Trying to ensure all the right people can input or hear about crucial national and
regional work impacting ophthalmology:

• NECT/HII (High Impact Intervention) – Elective Care Community of Practice contact by
emailing England.electivecare@nhs.net.
• Right Care – data pack drafted, first stakeholder meeting held 22nd Nov, providers invited,
draft can be shared with UKOA for input
• Model Hospital – feedback on metrics
• NCIP – national clinical improvement programme – consultant level metrics
• HSIB - wrong IOL national investigation
• Industry Vision Group parliamentary round table Nov 2019
• GIRFT – report consultation, implementation support, procurement strategy
• Regional GIRFT meetings – working with regional teams to develop their knowledge of
UKOA and link into trusts to promote involvement

Our Work

3 key strands of work

Data & Costs: Coding
• National coding workshop held
previously
•

Working with NHS Digital National Casemix Office, National Clinical
Classifications and Coding Support Unit

• Published and on website:
• Coding guide for ophthalmology
• Detailed coding guidance for cataract surgery

• Next steps:
• ICD-11
• Other subspecialty areas

Data and costs: Procurement
• National data is inaccurate and poorly understood by national analysts

• Commercial confidentiality inhibits transparency and comparison
• More accurate data - better analysis of efficiency: costs, productivity
• More clinical input - better understanding quality, safety, ease of use, appropriateness

• UKOA working with the national procurement hub for ophthalmology/GIRFT/NHSI
• Put together:
• 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
• Now needed to understand what
supplies and in what volumes trusts
are currently buying to advise
potential volumes to suppliers AND
to advise trusts whether new packs
would provide savings
• BUT all the data is with the suppliers
– who will provide the data as long
as the trust says its ok: letters of
authorisation.

Proposed national intravitreal pack 1
Picture

Product number

Product description: IVT Pack Without Drape)

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

IVI Pack
Next Steps IVI Pack

- Data will be analysed upon receipt in order to understand the level of usage/spend
across the Trusts participating in the exercise
- PPIB data (needs cleansing) for cross referencing
- Formal Competitive tender
- Cheapest 3 being taken forward for clinical evaluation
3 Phase Approach
Phase 1 – Competition published for initial 18 Trusts
Phase 2 – Further competition published for any additional Trusts
Phase 3 – January 2020 – Further competition published nationally

Procurement: IOLs
• IOL quality criteria: expert working group identified and prioritised quality and use
criteria for IOLs through evidence review, meetings and a survey
• UKOA examining the list of IOLs in NHS use and how they compare against these
criteria – need letter of authorisation for full data
• Analysis of national IOL use and any rationalisation possible
• Future work on procurement for quality criteria:
•
•
•
•
•
•
•
•

Posterior capsular rupture
Rates of YAG laser capsulotomy for PCO
Refractive outcomes
Explantation (removal/replacement) rates
Spoilage/wastage during operation
Surgery times/efficiency
PROMs QoL measures
Other postop complications especially inflammatory & cystoid macular oedema.

• How to choose an IOL UKOA handbook
• How to procure in ophthalmology

Procurement work – the future
• GIRFT implementation - establishing formal group and framework with GIRFT, NHSI,
NHS Supply Chain etc
• Will be undertaken in all procurement eventually
• We are at the forefront of clinical engagement in this area as a specialty through
UKOA
• Will be looking for trusts to work in detail on their spend, benchmarking and
support for improvement

Quality: IOL guideline

Quality: Patient Standard
• Patient standard published with RNIB
• Good example of co-development with professionals and
patients working together
• Promoted widely and to use as standard for patient care
specific to eye clinics
• Please use as audit standard
• CEOs and clinical leads received, much interest
• National Survey
• Updating ECLO framework

Quality: Glaucoma patient support
Based on evidence, and combining successful Manchester, Moorfields
and IGA patient support programmes:

• Improve understanding, compliance and patient engagement and
experience: joint leaflets and other materials

• Empower staff to support glaucoma patients better
• Demonstrate value and efficiency through research

• Develop a glaucoma patient standard – drafted and being consulted

UKOA Update: Glaucoma patient support

Staff and services: Pathways
• Presented and published “How to” guides with description of the pathway
or service, how it was developed and analysis of why it works and how it

can be transferred
• Moorfields intravitreal

• Sunderland cataract surgery

• Colleagues now working on:
• Urgent VR
• Glaucoma: risk stratified MDT/community/hospital glaucoma
• MR: risk stratified MDT/community/hospital
• Community - Virtual and minor eye care

Staff and services: 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 – lots of documents on website, will upload
more
• Developing generic UKOA resources editable for local use
• Intravitreal injections
• Paediatrics
• Cataract

Fit with College /BIOS OCCCF establishing training nationally

Extended roles and advanced practice survey
• Try to get a feel of what is happening now as a baseline for development
• Sent out to all hospital unit lead orthoptists by BIOS, follow up reminders by UKOA to members
• Electronic survey completion, pdf to collect data first
• How many staff
• Working directly alongside consultant in same clinic (consultant led) or working without consultant rostered to the same
clinic (practitioner led).
• What banding – and only for the sessions (sessional banding) or for the whole week
• Training –local by consultants/local by NMCP ie cascade/CoO diploma or certificate/Univ MsC or similar/other if so what
• Protocol, guideline, policy etc
• Details of formal competency records
• Formal written JDs
• Indemnity – trust, BIOS, other

UKOA
• 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:
•
•
•
•
•
•
•
•
•
•

Lead, engage and participate in the workstream activity
Reply to emails, attend meetings, engage in the work
Provide key contacts for the key areas of work who will engage and reply
Identify and put us in touch with staff who may have time to support the work more
actively
Disseminate our work and communications actively, promote and explain the UKOA in
your unit
Use our publications and standards
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

Future proofing the Ophthalmic
workforce
Mary Masih Head of Nursing – Moorfields Eye Hospital

Sharing Best Practice Event at The Royal Bournemouth Hospital
Thursday 31st January 2019

Challenges in healthcare
•
•
•
•
•
•
•

Long term sustainability
Innovation
Improving patient pathways
Standardisation
Exploring different ways of working
Demographic
New treatments

www.moorfields.nhs.uk

Managing the change locally
•
•
•
•
•
•
•
•

Optimising the workforce
Clinical engagement
Motivating staff
Maximising value
Clear career pathways
Development plans
streamline patient pathways
Smarter business planning

Current advanced practice
• Pre and post op Cataract clinics
• Nd yag Laser Capsulotomy
• Prescribing
• Minor ops
• Post op – Adnexal
• Intravitreal injections
• Post Iridotomy

• Stable monitoring
• IOP and Phasing
Future developments
• Nd Yag Laser Iridotomy
• Emergency clinics
• AMD review clinics

Future proofing
•
•
•
•
•
•
•
•

Variation in the skill mix
Nursing review
Aligning Job descriptions and competencies
Brand attracts more patients
Engaging key nursing leaders
Culture/ behaviour change
Nursing strategy – clearly defined objectives
GIRFT – strong leadership, advanced roles, delivery of care, shared
care, reducing waiting times

Nursing Strategy
Career
Develop a workforce framework that will define roles and career pathways
Develop a recruitment and retention strategy
Offer opportunities to combine clinical practice, academic roles and leadership development
Education
Combine clinical expertise, competencies with academia and develop accredited programmes including post
graduate qualifications
Expand clinical placements and introduce an ophthalmic fellowship in nursing
Appointment of a chair in nursing research to develop a clinical academic career framework
Culture
Define the ‘Moorfields Nurse’
Ensure nurses and technicians time and contributions are recognised and valued
Invest in work based leadership programmes that will empower nurses.

Moorfields recognises that:

Our Nursing Strategy - Developing a Career pathway
Clinical - Bands 2 - 8 (ANP’s Nurse Consultant PhD)

Education - Bands 6 – 8 (Doctorate Level )
Research - Bands 4 – 8 (Nursing Professor)
Management and Leadership - Band 6 – 9
Job descriptions mapped against HEE career framework

Creating a standardised approach
Generic job description for each band reflecting
• Clinical Practice
• Professionalism and integrity
• Communication
• Facilitation and Learning
• Safety and quality
• Developing Self and others
• Research and Evidence
• Leadership
• Teamwork
• Outline competencies/ education requirements/job summary
• Combine Nursing profiles, NHS job evaluation hand book

What about our HCAs and Techs?
Care Certificate currently validated by City
and Guilds, from 2019 it is proposed that this
will be a level 3 /4 one year apprenticeship in
Healthcare Science

Nursing Apprenticeship

• We currently have one student nurse
Apprentice.

• Challenging in terms of providing the
external placements required.

Postgraduate Education opportunities
• Leadership programmes with Education Academy – Mary Seacole, Elizabeth Garrett etc.
• PG Cert In Clinical Ophthalmic Practice
 Over 1 or 2 years duration
 4 modules: A&P of the Eye
Introduction to Research
Clinical Case studies applied to pathology
Portfolio of work based clinical skills
• MSc in Clinical Ophthalmic Practice
 As PG Cert
 Then 1 core module on Physical assessment of the Ophthalmic patient
 3 optional modules e.g. glaucoma, Medical retina, Cataract
 Dissertation

Advanced practise - Intravitreal Injections
• 50-70 injectors
• Talent identified
• Training programme developed in house
• Wet lab, observations, supervision leading to independent practise
• Medical staff on site
• Good patient experience, service needs met
• Audit practise
• Training centre for external staff

Ophthalmology High Impact
Intervention Update
Kate Branchett: Senior Policy and Implementation Lead

Sharing Best Practice Event at The Royal Bournemouth Hospital
Thursday 31st January 2019

Elective Care Transformation Programme

Ophthalmology High Impact Intervention
The aims of the intervention

The intervention aims to bring local systems together to develop new approaches to
ophthalmology outpatient services and to fully understand:
 How to minimise the risk of significant harm to patients by prioritising the review,
treatment, and care of those at greatest risk of irreversible sight loss.
 What the current demand and levels of risk to patients actually are within the HES.
 Which challenges exist and what action needs to be taken across the local system to
manage capacity effectively, deal with demand safely, and prevent risk of harm to
patients in the future.

Elective Care Transformation Programme

Ophthalmology High Impact Intervention
Actions necessary

Owner

Action

Action 1

Trusts
responsible for
Hospital Eye
Services (HES)

Develop failsafe prioritisation processes and policies to
manage risk of harm to ophthalmology patients.

Action 2

Trusts
responsible for
HES

Undertake a clinical risk and prioritisation audit of existing
ophthalmology patients.

Action 3

CCGs/STP/ICS
leaders

Undertake eye health capacity reviews to understand local
demand for eye services and to ensure that capacity matches
demand – with appropriate use of resources and risk
stratification.

Elective Care Transformation Programme

Ophthalmology High Impact Intervention Progress Update
Overview
Webinars:
•

Monthly webinars continue to be led by the ECTP. The focus in December 18 was on local delivery of
actions 1 & 2, which was supported by University Hospitals Derby & Burton who have completed
Actions 1, 2. A case study showcasing their implementation has been developed and shared with
stakeholders. This is included in Appendix 1.

•

The 15th January provided a continuing focus on Actions 1 & 2 with a review of Action 3 status.

•

The planned February webinar will focus on case study examples on all 3 actions.

Engagement
•

Presentation and Q & A session with the South West NHSE region and GIRFT Hub. 50 delegates
attended with support provided from a pilot Ophthalmology HII site.

•

Planning with the Royal College of Ophthalmologists continues for a joint seminar for local clinical
leaders. This is planned to be delivered in early Q1 2019.

•

Monthly checkpoint calls with the Royal College of Ophthalmologists to share opportunity for
engagement and shared communications. Case studies and spotlight updates continue to be
shared.

Elective Care Transformation Programme

Ophthalmology High Impact Intervention Progress Update
Overview
Support Products
 Continue tracking of progress through monthly assurance framework analysis. This includes increased
surveillance and analysis of submissions, and engagement with GIRFT colleagues.
 An updated process to support national assurance on delivery of actions 1 & 2 has been developed with GIRFT.
This was established in January 19 and supports increased assurance of regional implementation
 Increased support for regional NHSE colleagues with delivery of actions 1,2,3. This includes sharing of good
practice with regions.
 Instigate deep dive check and challenge conversations where appropriate.

Elective Care Transformation Programme

Ophthalmology High Impact Intervention Progress Update
Actions 1 & 2
 The ECTP have been supporting regional NHSE teams and GIRFT hubs with delivery of Actions 1 & 2.
 Updates from NHSE regional teams has shown progress with delivery or planned completion of Actions 1, 2, which is
summarised below.
 73% of Hospital Eye Services (HES) have completed (23%) or are on track to complete (50%) Action 1 by March
2019.
 73% of HESs have completed (32%) or are on track to complete (41%) Action 2 by March 2019

Elective Care Transformation Programme

Ophthalmology – Progress Update Implementation
Action 3
Delivery of Action 3 is required by the end of March 2019. Resources and best practice are being collected and shared
as part of the community of practice to assist local areas with undertaking the eye health capacity review and putting
local plans in place.
•

100% (185) of CCG/STP areas have transformation plans, which are on track for completion by March 2019.

•

North: The regional team report they are fully assured of delivery at 3 STPs (36 CCGs) by end March and have put appropriate
mitigation in place in regards to their 2 other STPs (16 CCGs) where delivery is less assured locally.

•

Midlands and East: Five CCGs (One STP) have already completed action 3, with a further five CCGs due to complete by the end of
January. The region report they are assured of delivery at the remaining STPs, with the exception of one (7 CCGs) which the DCO
team are working closely with to ensure appropriate mitigating actions are in place.

•

London: One STP site has already completed (7 CCGs), with remaining 4 sites (25 CCGs) to complete in January 19. The region has
confirmed that they are assured that there are no significant risks to implementation by end March.

•

South East: The region team provide assurance of completion by end March in relation to 31 CCGs. They are working with the one
other CCG where they are less assured of delivery to ensure that appropriate mitigating actions are in place.

•

South West: One CCG has already completed implementation. The region has confirmed that local support offer and mitigation in
place to assure completion in all areas by the end of March 2019

Elective Care Transformation Programme
Eyeswise

DRAFT

Transforming outpatients: ophthalmology
Action Framework

Eyeswise:
Transforming ophthalmology outpatient services
Failsafe prioritisation

Eye health capacity
review

Alternative outpatient
models

100 voices campaign

Job planning and training

Data collection, audit, analysis and IT systems
Development of relevant tariffs
Technology to support alternative outpatient models
Transformation work is underpinned by sharing knowledge, evidence, resources and case studies
via the Eyeswise Hub on the Elective Care Community of Practice online platform.

Elective Care Transformation Programme
Eyeswise

DRAFT

Eyeswise
Overview of core actions
Action

Description

Failsafe
prioritisation
(including clinical
risk and
prioritisation audit)

This model has two elements to ensure patients do not become ‘lost to or delayed follow up’:
1. Prioritisation of patients with chronic eye conditions, based on their risk of significant avoidable harm (i.e. irreversible sight loss) from delay to
treatment and their intended date for follow up
2. Implementation of ‘closed loop’ failsafe processes to identify any actual or possible delays to follow up and identify and complete any actions
necessary to ensure a safe outcome for patients.
This helps to address hospital initiated delays and improve and standardise clinic processes. It ensures that patients at the highest risk of significant
avoidable harm receive follow up review and/or treatment within 25% of the timeframe for their intended date for follow up. Reporting this metric
enables national governance and oversight.

Eye health
capacity review

This enables local areas to understand current levels of activity and use of eye services . It identifies opportunities to improve ophthalmology
outpatient services to ensure that capacity matches demand and enable patients to see the right person, in the right place, first time.

Alternative
outpatient models

Rethinking ophthalmology outpatient pathways and processes and exploring alternatives to traditional face-to-face consultant-led appointments
across hospital eye services, primary eye care and community ophthalmology. This includes referral review and triage, virtual clinics and
consultations via telephone or online, patient-initiated follow up, nurse-led follow up and risk stratified follow up in the community. The eye health
capacity review should inform these considerations.

100 voices
campaign

Seeking the stories of at least 100 people and sharing these as widely as possible to raise awareness of the importance of the transformation of
ophthalmology outpatient services and demonstrate the positive effect of these actions for patient safety, experience and outcomes. Building and
strengthening partnerships with people with lived experience and specialist organisations across the voluntary and community sectors to enable the
insight of those who use ophthalmology services to be harnessed and enable the involvement of service users in transformation of ophthalmology
outpatient services.

Follow up issues and how units have responded
to the NECT recommendations
Discussion
11:20 – 11:50

Sharing Safety Evidence with
commissioners
Christina Rennie, Consultant Ophthalmologist, University Hospital Southampton

Sharing Best Practice – Southwest Event 31 January 2019

TITLE

• Text here

Identifying the problem

• How many know their current backlog?
• Are you tracking patients who are booked beyond the requested timeframe?
• How do you share this information?

Corneal

412 Medical Retinal

1542 Diabetic

238

CAR

379 BZGDIB

1

DZI

190 CARDIB

70

AQK

148

DZS

38 CSLDIB

1

DFA

230

GDS

156 DZIDIB

28

PNH

34

PAL

726 GOHDIB

127

1037

RKR

53 PALDIB

4

52 RKRDIB

7

General
AQK

69 Uveitis

BZG

261

NFH

28 Grand Total

GOH

586

RKR

24

KJM

27 VR

SKW

94

BZG

86

3620

CSL

218

1729

GOH

96

NUA

902 Plastics

54

VXV

989 WFS

54

Glaucoma
AZJ

400

7355

Row Labels
CAR

Count of Patient Number
382

10W

2

12M

3

1M

9

2M

61

3M

63

4M

51

4W

24

5M

2

6M

91

6W

38

8M

4

8W

8

9M

25

9W

1

Incident case
• Patient with DR seen May 2016 and required a follow appointment in
2 months was not made until March 2017. I saw patient in June and
raised incident.
• This case was reviewed and it was classified as a Serious Event Clinical
(SEC).
• During the investigation it was found that 200 patients had been lost
owing to administrative system failures.
• A review of all diabetic retinopathy patients (7800) was undertaken to
ensure all patients potentially lost to follow up within the service
were identified

Investigation
• DR and Glaucoma Cohorts
• Definitions:
• SE -Significant Event, specific events resulting in potentially avoidable High
Harm (Severe or Catastrophic harm or Red or Red/Red risk as defined in
the risk management policy)
• SIRI - Significant Incident Requiring Investigation (SIRI) is an event that
requires reporting externally to our commissioners. The guidance for what
constitutes a SIRI is not prescriptive. If an event is suspected to be
something that might need to be reported to our commissioners, a patient
safety case review must be conducted. There are several subcategories of
SIRI.
• Significant Event Clinical (SEC) - specific clinical events resulting in
potentially avoidable High Harm

TITLE

• Text here

Diabetic cohort
• 25 diabetic retinopathy patients were identified as being lost to
follow up
• 15 had not suffered harm and remained on routine follow up.
• 10 had suffered harm and required further review and treatment. The
level of harm is different in each patient from a reduction in vision to
significant life altering sight loss .
• 3 classified as SIRI

• SI was permanent/irreversib le loss of vision. SEC were deterioration
in diabetic retinopathy which could be treated and there was no
significant loss of vision (remember all these patients are at risk of
progressing as diabetes is a chronic condition).

Glaucoma cohort
• 4500 patients not offered appt within timeframe
• 34 glaucoma patients were identified and reviewed, of which:
• 18 had not suffered harm and remained on routine follow up.
• 16 had suffered harm and required urgent treatment, 5 classed as SIRI

• Patients not involved in the RCA process
• Two cohorts have slightly different issues
• DR – internal processes not being followed and patients lost due to
administrative error
• Glaucoma – capacity and not managed by a dedicated team (PSC with
no failsafe process)
• Both services affected by capacity issues

Why involve commissioners?
• Any SIRI is automatically reported
• Involved in large cohort investigation
• To gain understanding of wider issues within ophthalmology

Can I have assurance it will not happen again?

Why involve commissioners?
• To gain understanding of wider issues within ophthalmology
•
•
•
•
•

Capacity & Demand
Staffing
Estate
Equipment
How can commissioning be used to support ophthalmology
• Working with commissioners for referral pathways and provision of community services
• Repatriation of work to other hospitals

Discussion
12:20 – 12:45

The good the bad and the ugly:
what separates poorly performing
and high performing units?
Melanie Hingorani Consultant Ophthalmologist, Moorfields, Chair UKOA

College external review service
•
•
•
•
•
•
•
•

College inspections no longer happen
CQC is the regulator
External college reviews occur by invitation
MDT visits of your peers for 1-2 days - like a friendly CQC visit with evidence gathering
beforehand
Usually referred by MD or CEO, occasionally by CCG
£15K
Notes or video reviews £2-3K
Generates on the day feedback and then a full report with recommendations

College external review service
• Looked at the last 5 years work
• Pulled out the key themes – they are all the same things again and again
• 60% reviews are whole service, 40% are specific issues:
•
•
•
•

Endophthalmitis prevention
Cataract or wrong IOLs
MR/AMD and IV injections
Glaucoma

• Sometimes they don’t know what they want us to look at!

Usually been going on a long time.. Makes it
more difficult to sort
Triggers:
•
•
•
•
•
•
•
•
•

Cluster of serious incidents and never events
Cluster of endophthalmitis
Poor CQC inspection report
Discovery of a large number of delayed or lost to follow up patients
Whistleblowing internally or externally by staff
Breakdown of working relationship between consultants
Introduction of external (independent) providers to supplement capacity
Poor trainee survey results
Administrative meltdowns

Single most important problem
• Lack of capacity to deliver enough care for the local population creating issues and delays in
scheduling follow up appointments.
• Delays in care not only creating more work (e.g. fielding queries from patients and external
professionals, administrative and clinician time spent trying to find fixes or identify at risk
patients) and leading to distress and anxiety for patients and staff, but also leading to serious
incidents of visual loss in chronic conditions such as glaucoma and retinal problems.

Problems
• Difficulty of recruiting and retaining staff, especially consultants, with unfilled posts, an
overreliance on locum consultants and a failure to provide adequate subspecialty
expertise in key areas.
• The lack of substantive consultants and subspecialty care being delivered by non subspecialists
often exacerbates the capacity problem by tendency to follow up patients who might otherwise
have been discharged, given definitive treatment or given longer follow up intervals.
• In addition, it leads to substandard care or care that was not evidence based and up to date.

Lack of senior support for and investment in the department. Staff often said it was only when
the College arrived that senior trust leaders would recognise or admit this as a factor:
• Lack of investment in infrastructure e.g. clinic space and IT
• Lack of investment in management: frequently changing managers or no managers, or a
overstretched manager shared between several different specialisms with not enough time, or
too junior management. There was a lack of enough, dedicated, consistent, experienced
management staffing resource for ophthalmology.
• Clinical leaders were not given the time and support in terms of help from admin and
management staff, training and personal development to deliver their job. They were often not
joined up effectively to trust decisions making processes and felt isolated.
• Fragmentation or absence of expert nursing leadership. Nurses leading the ophthalmic team,
and their line reporting seniors, were not knowledgeable about ophthalmology and therefore
poorly equipped to take on leadership or challenge senior ophthalmologist colleagues.
• Often compounded by fragmentation of the ophthalmology staff structure, especially for nursing
and AHP staff - so that clinic staff reported to an outpatient nurse lead or manager, theatre staff
to a theatre lead, day case to another whilst the surgeons reported to an elective care
directorate. There was frequently no holistic ophthalmology team structure or leadership.

Problems
• Under-use of the skills of the multidisciplinary team, community optometrists and
innovative ways of working.
• It was not always due to lack of willingness or commitment, but that the capacity situation meant
all energies were directed at keeping the clinical service afloat rather than service improvement
and development, which takes time, and effort and access to training. Consultants did not
receive any time in their job plans to effect these changes. Consultants stuggled to engage the
trust and commissioners effectively.

Problems

• SAS doctors often felt poorly supported and saw themselves as the unappreciated
workhorses of the department.
• They sometimes did not have full access to training, CPD and were not being effectively
supported to develop professionally nor take on subspecialty roles for greater departmental
expertise or non clinical roles to support the clinical lead.

Problems
• Culture and communication with the organisation.
• Often had poor frequency and quality of communication between the clinical team, the clinical
lead and manager and the senior management team.
• Staff often felt they do not know what is going on nor can raise concerns or discuss issues
openly and in a spirit of learning. They wanted better communication, transparency in the
decision-making process and wanted to feel included in decisions about the department and
service.
• Often a particular issue where there was uncertainty about the future e.g. rumours of service
development plans
• Staff often said that until the College had visited they had never seen the trust leaders nor had
they taken any convincing interest in ophthalmology. There was a surprising lack of awareness
at senior trust level of the importance of ophthalmology as being responsible for the commonest
operation (cataract), the second busiest outpatient specialty - and that, run well, it can be an
income generator for the trust.
• When things went wrong, there were frequent complaints of a blame culture and a failure to
address the real root causes. Staff felt unsupported and some had been excluded as a default
from any investigation.

Problems
• Poor links with local commissioners. Neither side was certain how to achieve the right forum
to interact; and trust support for this was missing of opaque. In addition, where ophthalmologists
were being excluded from service reconfigurations, often there were potential safety issues not
being addressed.

Problems
• Lack of team-working, positive behaviours and consistent clinical decision making
between consultants.
• Where the consultants in an eye unit could not work together and communicate professionally,
as senior leaders of the service, the whole unit was seriously negatively impacted. Poor
relationships between consultants, an unwillingness to reform the service and modernise, to
agree consistent evidence based clinical practices or to avoid unhelpful criticism and backbiting
was seen in some units.
• Sometimes relationships had deteriorated because the other factors such as lack of staffing and
support to deliver the service had brought out the worst in people.
• This was compounded by a failure to have difficult conversations or robust performance
management e.g. by the medical director at an early stage to resolve issues.

Problems
• Failure to have suitable admin and IT systems measuring important information e.g
ophthalmic suitable EPRs, networked imaging systems for all clinical rooms, and admin systems
which could not measure key data in ophthalmology especially follow up delays was a recurring
theme. In addition, there was often a failure to actively measure and manage follow ups.
•
• Services partially delivered by private providers in some cases created risks because of
differences in protocols, a tendency for patients to have too many appointments (duplication or
over frequent returns), unfamiliarity with each other’s processes, difficulties in joint ownership
and solution of clinical governance issues; and it sometimes diverted leaders from working on
establishing a sustainable longer term solution.

Recommendations
• Ensure that enough consultant posts are funded - consider networking with local and regional
trusts through shared posts or arrangements.
• Deliver much of the care in subspecialist teams. There must be access to subspecialist
consultant expertise for key areas such as glaucoma, MR etc. even if they don’t see every
patient in their own clinics they need to have oversight and be available to advise. Ideally the
MDT team also have areas of subspecialty expertise.

• Agree evidence based consistent guidelines of care in key areas, informed by NICE, RCOphth
etc.
• Develop extended roles and innovative working practices for the whole MDT with regular skill
mix reviews. Ensure they receive internal and external training and record competencies and
have protocols. Provide enough protected time in job plans for consultants to be able to develop
these pathways and associated documents and to train and supervise.

Recommendations
• Provide plenty of managerial time for ophthalmology and if the unit is struggling provide a
dedicated manager with enough seniority to effect improvement.
• Provide the clinical lead with enough time and training in leadership and management skills to do
their job. Ensure they are well supported by and joined up with the trust leadership structure.
Work actively to break down “us and them” barriers between clinicians and managers.
• Ensure all staff providing the ophthalmology service are within the same organisational team and
directorate and function as a team in the clinical and non clinical arena, across different sites,
including admin. Ensure ophthalmic senior nurses receive ophthalmic training and ophthalmic
lead nurses have management and leadership training. Provide some professional development
and education to staff in multidisciplinary teams.
• Trust leaders should not take decisions about the service restructure or major changes without
input and communication with the eye team. The eye team should meet together in team or CG
meetings to communicate and solve issues together. Trust leaders need to meet at times with
the clinical lead for ophthalmology and the manager and nurse lead, even if there is no crisis.
Listen to staff if they say there is a problem and listen to their ideas for solutions. Do not wait for
an SI or a crisis before you do this. Everyone involved needs to work together to proactively plan
your sustainable ophthalmology service of the future.

Recommendations
• Trusts should help ophthalmic leads and managers make contact with commissioners and all
should work together to solve capacity issues and reconfigure pathways across the region,
including looking at community based care
• Use the space you already have innovatively and reconfigure it – divide rooms and areas into
vision lanes, review room usage during the week, change how sessions are divided up in the day
or week. If after that there is not enough space the trust needs to provide more or work to
ensure that some patients are seen in the community. You cannot see increasing numbers of
patients in the same space for ever.
• Provide networked ophthalmology suitable IT for imaging and patient records. Ophthalmology
patient record requirement are very different to most other specialty requirements. Have a proper
plan for ophthalmology equipment replacement.
• Support and use SAS doctors to their full potential. Provide targeted training and CPD for them
to develop more skills, more subspecialty expertise and to take on non clinical roles such as
clinical governance, audit, management, training.

Recommendations
• When things go wrong undertake an open blame free investigation looking at the real root
causes. Do not punish or exclude as a default. Never undertake an RCA into an ophthalmology
incident without an ophthalmologist’s input.
• Tackle behavioural problems or disagreements especially between consultants early and at a
senior level. Actively but fairly performance manage. Have the difficult conversations. Ensure
appropriate job planning is undertaken to underpin this. Do not tolerate consultants failing to
respect basic trust and professional rules and requirements.

The Good - Sunderland – how do they do it?
•
•
•
•

7500 cataract operations per year, or 170-180 per week
10-14 cataracts on routine phaco lists
Constantly cited in national publications as an exemplar
They self analysed and then were visited and objectively assessed by MH and by Alison Davis,
GIRFT clinical lead
• Analysis and learning agreed with Sunderland and published on UKOA website.

• The Sunderland outcomes are excellent. They have had a 0.036% endophthalmitis rate
(reference rate 0.1%) with no infections last year, have had no never events reported and
achieve over 96% friends and family test score, with 5 stars rating on NHS Choices.
• Patient journey times are 1-2 hours for cataract surgery.
• They are not currently able to submit to the NOD national cataract audit without a suitable EPR
but conduct regular internal audits showing low PCR rates

Sunderland – preop planning is key
• Careful planning of time required and matching surgeon and list to the patients requirements with
risk rating of patients
• “One-stop” assessment - meet their named nurse; and undergo ophthalmic and preop
assessment including biometry and anaesthetic assessment.
• The clinic includes consultants, junior doctors, nurses and optometrists working in extended
roles. Consultants closely supervise all the surgical decisions taken by non-consultants.
• The first stage of the consent process is completed, that is the detailed risk benefit discussions,
although patients do not sign but do take away a detailed consenting information leaflet.
• Patients are offered a choice of anaesthetic (local topical, local subtenons block, topical
+sedation, block + sedation) in consultation with their nurse, taking into account their wishes and
surgical and patient related challenges (e.g. complex eye, difficulty keeping still).
• Patients receive their operation date and the postop clinic date before leaving clinic.
• There are pooled waiting lists, which work well because all surgeons adhere to the same
processes, but lists are planned as 3 main types: high volume, complex-sedation and training
lists, and the number and type of patients and staff on the list is adjusted.

Integration of the whole pathway
• The pathway uses standardised booklet for record keeping for the whole cataract care pathway
including clinical proformas which is notable for:
• Its very clear layout with good size font and plenty of room to write and record information
• Use of many tick boxes for standardised responses
• The booklet consists of separate sheets which means updates can be made without serious
printing costs
• The booklet is frequently updated to improve as learning arises
• The clinicians are entering legible and comprehensive entries in the notes.
• The estates layout ensures that all cataract related areas are housed together. The same clinical
staff work in both outpatients and theatre, which is usual for doctors but novel for the ophthalmic
nursing staff. This means that the nurses really understand the importance of how the theatre
processes and outpatient processes fit together and how actions in each area affect efficiency
and safety. The outpatient nurses follow the patient around the whole day surgical path and
where possible the nurse who saw the patient in the clinic is the same nurse who accompanies
them on the day of surgery. This provides consistency, a joined up pathway and a great patient
experience.

Layout
• There is a dedicated cataract clinic located adjacent to the cataract theatres and they share the
same reception check in desk, providing a cataract care suite.
• The cataract surgery theatre area is a purpose built, twin theatre surgical unit with an adjacent
small waiting area. Each theatre has a 4 room complex consisting of prep room, anaesthetic
room, theatre and recovery room, which allows the patient to be prepped and to recover away
from the open waiting room but directly adjacent to the theatre room, supporting maximum use of
the theatre room for the performance of surgery rather than for perioperative tasks. Rapid
turnaround time and ensuring optimum patient privacy.

Staffing and numbers
• The nursing support for the lists is greater. There is one band 5 named nurse for every 2-3
cases on a list who are the same nurses as in the cataract clinic. The named nurse
accompanies the patient throughout their surgical journey, which reduces repetition and
handovers, provides one member of staff to oversee patient safety and checks, and significantly
reduces theatre turnaround times, and is hugely reassuring to the patient. It also allows the
patient to continue to ask questions and have information provided to ensure they are as
prepared and ready as possible for surgery and therefore can co-operate well.
• For high volume lists: one consultant surgeon, no trainee, 2 scrub nurses, 1 circulating nurse
(runner) and 4-5 named nurses, operating on 10-14 patients (depending on complexity and
which consultant) per list; only one surgeon does 14 cases.
• For training lists: senior surgeon and a trainee, 1-2 scrub nurses, 1 runner and 3 named nurses
doing 6 cases with a junior trainees, 8 with a senior trainee.
• For complex or sedation lists there may be an anaesthetist and numbers are determined by
complexity around 8 to10.
• Anaesthesia is mainly topical. There are several lists per week supported by anaesthetists for
blocks or sedation.

On the day pathway
• Consultants check notes usually the day before and select and document the required IOL by
marking the biometry sheet and often also writing the IOL on the sheet at the bottom (note there
is a process in one stop clinics to highlight unusual IOLs or biometry before the day). .
• Patients staggered arrival – every 15 mins.
• Arrive at the cataract reception wait for a few minutes in a small unstaffed waiting room.
• The named nurse checks the notes, then gets the IOL and puts it into the notes.
• They call the patient and take them and notes/IOL to the prep room in the theatre suite where
they are checked in with privacy, small lockers to leave personal effects.
• Then nurse and patient enter the anaesthetic room and the patient is seated on mobile
operating couch in the upright position.
• They conduct the WHO sign in, and a patient id sticker which is attached to the patient’s upper
clothing but only 1 member of staff conducts the checks. The wristband and the patient id sticker
are placed on the same side as the surgery. The dilating drops are started.
• The consent form is shown to the patient, the nurse confirms they have had the consent
discussion in clinic, they understand and have no further questions and the patient and the nurse
sign the consent form.

Staffing and numbers
• The nurse can chat with the patient about any concerns, what to expect etc as they wait.

• The surgeon comes in between cases and greets the patient, asks the patient to confirm their
identity and what side, and marks the eye but does not examine the eye. The surgeon then
checks the notes and reconfirms the IOL choice and checks against the IOL box in the notes and
marks the checklist boxes in the surgical booklet. This is essentially the Time Out but is done
quite informally. Note that some surgeons don’t use dilating drops (just diclofenac to stop the
pupil coming down intraoperatively) or some do but there is so little time in the anaesthetic room
that even with drops patients are often not fully dilated. This is dealt with by using mydraine
intracamerally on the table.

Staffing and numbers
• The nurse then instils the iodine into the eye, preps the face and wipes most of the iodine off
once dried. The scrub nurse who is not operating (there are two) will pop in and introduce
themselves to the patient and then conduct a detailed reassessment of the biometry and the
patient and re-confirms the IOL.
• When theatre is ready, the patient is then wheeled through on the operating couch into theatre
by the named nurse. Whilst this is happening the surgeon can pop out to see the next patient.
The couch is set to the flat position and takes the patient to a lying down position using preprogrammed settings for the individual surgeon and the scrub nurse then puts on the drape and
inserts the speculum and places microscope over patient whilst the surgeon scrubs There is no
Time Out check in theatre. There is no side arm on the couch and the drape is simply lifted a
little off the face or cut away if the patient is claustrophobic.
• The named nurse sits by the patient’s side, ready to hold hand if required, and pulls over a useful
trolley mounted/ mobile computer terminal which they use to enter the patient on the theatre
system. The nurse completes the paper op note and most of the electronic notes including the op
note during the operation. The surgeons have very modern high quality phaco equipment and
probes and an automated injectable IOL. Intracameral cefuroxime is used but no antibiotic drops
at the end of the operation

Staffing and numbers
• At the end of the operation, the scrub nurse removes the drape, but they do not clean the iodine
off (it was already mainly wiped clean preop). In addition, they do NOT apply a protective shield
nor is the patient instructed to use one postop. The surgeon can add any unusual steps to the op
notes as required that the nurse has missed. Although the nurses check the equipment there is
no Sign Out confirmed verbally to the whole team.
• The patient is wheeled out on the couch with the named nurse to the recovery room where the
couch is returned to the sitting position. They are then taken back to the initial prep room by the
named nurse for the discharge. The postop instructions are briefly rechecked and it is confirmed
the patient knows when their post-op clinic appointment is. The patient then leaves and obtains
their own drops from the hospital pharmacy. The nurse returns to the office and finishes off the
op note and e-discharge and then gets the next set of notes and on to the next patient.
• Throughout the whole theatre session, there is no feeling of being rushed, all were calm, there
was time for chats and coffee, and patients and staff very engaged and satisfied. This was the
case even during a case that was highly complex with multiple ocular and patient
difficulties/risks.

Named nurses
• There is a structured training programme for these nurses: they start by working as the
primary nurse who picks up a patient when they arrive for surgery, takes them into the
preparation room, administers pre op drops, cannulates them if necessary if they are
having a block, goes into theatre with them and after surgery makes them a cup of tea and
goes through the discharge instructions and eye drops. They are then trained to work in the
cataract clinic and finally as a scrub nurse. They are given a 6 month preceptorship. There
are competencies which need to be achieved and signed off as part of their training.

Secrets of success: 3 most important
replicable factors
• Significantly more nurses allocated to the list who accompany the patient through the whole
journey and who do many of the traditionally medically delivered perioperative tasks including
the skin prep, op note and consent.
• Separation of training, business and complex/sedation lists and very careful pre-op assessment
with allocation of time or list individualised for each patient based on risks and requirements
• Patients ready for surgery located very near the operating theatre ready to come in quickly.

Secrets of success: other factors
• The same nurses in theatre and cataract clinic so they understand the whole pathway and
consequences if any one element of care goes wrong.
• Nurses doing skin iodine prep, and drape and speculum insertion
• Scrub nurses re-conduct IOL selection check
• Reduced or bespoke WHO checklist methodology
• No exam on the day from surgeon but compensated by a hospital based detailed preop
assessment system
• Heavy consultant delivery of surgery and in clinic clear consultant oversight of listing
• Use of intracameral dilating medications
• Patients wheeled from room to room on the operating couch/seat so no transfers in theatre
• Very good well laid out surgery record booklet filled in very well

Culture factors
• Consistent small team who have all worked together for years – they need very little
communication as they know each other and the pathway and tasks so well
• All adhere to the same operational processes and decision making processes
• There is a very strong team ethic such that everyone trusts that all steps in the pathway are
completed well by their colleagues
• Non hierarchical – nurses check IOLs and will challenge if needed
• Ruthless elimination of extra steps where there is no evidence of benefit e.g. use of the eye
shield, antibiotic drops postop, use of side arm to lift drape off face
• Whole team concentration on efficiency and safety with willingness to constantly adapt
processes and learn
• Ability of the team to develop and adapt methodology specifically for ophthalmology not limited
by standardised requirements for other specialty theatre processes
• Consultant leadership and engagement in service improvement
• Consultant appointments often given to those they have trained themselves

How easy is this system to replicate and what
might be the barriers?
There are many elements of this system which could be replicated without great difficulty but there
are some areas which may be perceived as difficult to overcome especially in units which are not
so close knit or so ophthalmic specific:
• Community preop clinics and direct listing by optometrists could be difficult
• All surgeons need to adhere to the same processes and decision making methods
• Separating training lists can be difficult in units with high trainee and fellow numbers
• More nursing staff are required
• Non standardised WHO checklists
• Willingness to operate without fully dilated pupil
• Willingness to abandon commonly or traditionally used steps

Discussions
• Which of the bad and ugly factors do you have in your unit? Which of these problems do you
recognise?
• How much of the good Sunderland style lean methodology or attitude for change and constant
improvement do you have?
• Which of the recommendations from the College review of units in difficulty do you want to adopt
or which issues can you tackle now? What are the barriers to overcome for other issues?
• What could you adopt now from the Sunderland cataract pathway?

Attendees experiences and actions to take away
Discussion - 14:00 – 14:30

Eyefficiency
Peter Thomas
Consultant Paediatric Ophthalmologist and
Director of Digital Innovation, Moorfields Eye Hospital

The background
• Eyefficiency is a global cataract surgery sustainability project
• Aims to gather information from units across the world to work out
the carbon footprint of cataract surgery around the world.
• Why is this important?
•
•
•
•

Cataract surgery is one of the most commonly performed procedures globally
Healthcare is incredibly polluting.
United States healthcare system = more pollution than the United Kingdom
There are easy ways to improve practice.

The background
• Eyefficiency is funded by a Seeing Is Believing grant from the Standard
Chartered bank.
• It consists of a smartphone app “Eyefficiency”, and a website
www.Eyefficiency.org
• The smartphone app is for everyone, but the website is only meant
for participants of the research study.

The website
• About 70 questions:
•
•
•
•
•
•
•
•

Staffing
Buildings
Energy use
Equipment
Laundry
Waste disposal
Staffing
Etc

• Allows calculation of costs,
efficiency, carbon footprint

The Eyefficiency App (current)
Available on the iOS App store and Google Play (for free).

Performs time-and-motion studies of cataract operating lists.
Also collects information about surgeon training level, complicating factors,
complications.
Produces summary reports of the time-and-motion study.
Currently in beta testing (though it works well).

The app as it stands
Does do:
• Records time and motion data for cataract surgery
• Does a simple summary report on what happened.
Doesn’t do:
• Intra-vitreal injections
• Collect equipment data
• Allow complex analysis of multiple time-and motion studies.

The next steps
1) Expansion of cataract surgery app (in progress)

2) Development of an intra-vitreal app and dashboard – suggestions
please.
3) Development of an online dashboard for analysis (in progress)

Eyefficiency intravitreal

Dataset for intravitreal app
Data collected at list initiation:
•
•
•
•
•
•
•
•
•
•
•

Where do injections happen? Operating theatre/Minor ops room/Dedicated injection room
Do you routinely measure IOP post-injection? Yes/No
What does your current injection pack cost? (£ number input)
Do you use Invitria? Yes/No
Do you use antibiotics at time of injection? Yes/No
Do you give antibiotics to take home? Yes/No
Do you use provide-iodine drops? Yes/No
Do you clear the peri-ocular area (e.g. with iodine)? Yes/No
Who is the injector? Trainee doctor/SAS/consultant/nurse injector/optometrist/orthoptist
How many non-injecting staff are in the room not including trainees? (Integer)
Do you use an eMR? Yes/No

Dataset for intravitreal app
Time and motion timepoints:

• Patient enters injection room
• Procedure starts
• Procedure ends
• Patient leaves room
Data collected for each patient (after patient leaves):
• Did the patient need extra time (e.g. due to mobility)? Yes/No
• Type of drug injected? Eyelea/Lucentis/Avastin.
• Is the drug pre-loaded? Yes/No

• Unilateral or bilateral injections? Unilateral/Bilateral
Data collected at end:
• Option to enter weight of waste (Kg).

Online dashboard
• Allows upload from the app
• User login to access your own time-and-motion studies
• Ability to view individual studies benchmarked against national
averages
• Ability to filter based on certain features, e.g. training list, lists with
complex casemix, lists with a complication.
• There is time to influence this.
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• What features would be useful in:
• Time and motion apps?
• Online dashboards?

How we manage our Eye
Emergencies
Catherine Marsh Royal Bournemouth Hospital

Sharing Best Practice Event at The Royal Bournemouth Hospital
Thursday 31st January 2019

Background
• RBH Eye Unit serves a population of 550 000 +
• In 2004, moved from walk-in to appointment-based system: reasons:
- Even out flow
- Reduction in junior doctors hours : old ‘new’ contract
- Shortage of Nurse Practitioners not well used overnight

- audit of overnight attenders – low numbers and low risk

In addition
• Moved to EPR – HICSS
• Overseen by Nurse Consultant
• Communications with patients, GPs , optometrists
• Agreed by Emergency Departments ( Poole and Bournemouth) with
protocols and training
• Reduced opening hours – 8am – 9pm weekday
8am – 5pm Saturdays & Sundays
(further reductions since due to lack of nursing staff)

Triage
• Telephone triage by Nurse Practitioners
GUIDELINES TO ASSESS DEGREE OF URGENCY
OF OPHTHALMIC EMERGENCIES
A.
IMMEDIATE

B.
SAME DAY

C.
WITHIN 24 HRS

D.
WITHIN 1 WEEK

URGENT
OUTPATIENT REF

Acute glaucoma
Chemical burn
Corneal laceration
Globe perforation
Giant cell arteritis
(with visual disturb)
Hypopyon
Intraocular FB
Iris prolapse
Orbital cellulitis
Sudden loss VA
(<8hrs)

Corneal graft problem
Corneal ulcer
Dacryocystitis
Lid laceration
Painful Horner's
Post-op intraocular
surgery (<2 weeks)
Retinal detachment/
tears**
Swollen discs (new)

Arc eye
VII n palsy
Blunt trauma
Contact lens probs*
Corneal abrasion
Corneal FB
New sudden onset
diplopia
Herpes zoster - eye
involved*
Hyphaema
Iritis/uveitis
Marginal ulcer
PVD*
Scleritis
Subtarsal FB
TIAs
Vitreous haem (new)
Visual loss > 8hrs

Broken sutures
Episcleritis
Painful entropion
Inflammed pterygium
/pingueculum
Optic neuritis
(Raised IOP)
Retinal vein occlusion
Trichiasis

Choroidal melanomas
Field defect ?tumour
High IOP

Staffing 2019
Telephone Ophthalmic nurse NP/ANP/Optometrist
nurse

Doctor

AM

2

3–4

1

1–2

PM

1

2–3

1

1-2

Consultant input
• Fortnightly consultant Acute Clinics – paediatrics and cornea
• New consultant job plan: weekly clinics Monday morning + Friday pm
• On call

Numbers seen in 2018 • Total number of patients assessed
• Phone triage
• Patient visits
• Follow ups
• Telephone advice only
• 98% seen in 4 hours
• 98.4% +ve Friends and Family

= 18 770
= 15 887
= 15 653
= 3 713
= 6 103

New patient numbers seen in 2018 by:
• Doctor:
• Nurse
• NP/ optom

5 000
5 389
1 056

• Walk-in: 2884 – booked 2007
• 39 DNAs

QI Project
• To improve staff morale:
I am enjoying work
100%
90%

94%

80%

70%
60%
50%

50%

40%
30%
20%
10%
0%
February

October

Future challenges/ direction
• ECDS / EPR – Symphony…Medisoft…
• Flow chart for telephone triage:
- time limited
- less skilled staff
- digitalise
• Separate out advice line and triage line
• Funding
• Website and electronic links to self help and advice for patients and
professionals
• Remote diagnosis and telemedicine for peripheral units
• Recruitment, education and retention

Extended roles in Orthoptics
Connor Beddow
Clinical Leadership & Sustainability
Fellow/Specialist Orthoptist
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Extended roles in Orthoptics

Core Orthoptics

Squints and
patches??
• Orthoptics involves the
diagnosis, assessment and
management of conditions
affecting binocular vision and
the alignment of the eyes.
1. Birth-old age
2. Graduate profession-Autonomous
clinicians
3. Offer conservative management
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Curriculum
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Core Orthoptics
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Transferable skills

• Good communication
• Able to manage both direct patient contacts and indirect carer contacts
• Understanding of holistic approach
• Able to formulate a management plan and understand limit of knowledgebase
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Extended role vs. Advanced practice
& Indemnity
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Current BIOS recognised extended role/Advanced practice areas:

• Falls
• Glaucoma & Retinal Disease
• Neuro Orthoptics/Neuro
Ophthalmology
• Paediatric Ophthalmology

•
•
•
•

Special Educational Needs
Stroke and Neuro Rehab
Vision Screening
Visual Processing
Difficulties

• Low Vision

Extended roles
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Advanced/Extended
service roles

Extended Roles
BIOS published standards for extended roles
 Sets out professional practice guidelines expected by BIOS
– Expected examination procedures/tests to be carried out
– Management standards
– Methods to monitor the service

RCOphth- Published CCCF 2016 (currently being updated-release 2019):
 Cataract
 Glaucoma
 Medical Retina
 A+E
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Advanced Practice

Multi-professional framework for advanced practice in conjunction with
HEE:
• Underpinning by masters or equivalent education
• Covers four main pIllars of knowledge/skills:
 Clinical practice
 Leadership and management
 Education
 Research
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Indemnity
HCPC states:

•

It is the duty of registrants to have a suitable indemnity arrangement in place
either through:
‒ Professional body membership
‒ Through an employer
‒ Directly from an insurer
•

BIOS members are indemnified through their membership.


Cover provided by Graybrook insurance.

 Insurance covers any area which BIOS states as being within the scope of
Orthoptics.
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Governance/Frameworks and Guidance
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Governance and frameworks

Quality assurance agency

Orthoptic undergraduate degree

www.moorfields.nhs.uk

Governance and frameworks

Professional standards authority for
health and social care
Health and care Professions
council
Knowledge and skills framework

Professional work
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Examples of extended role service delivery
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Service delivery model 1

Consultant clinic

O/A, nurse,
HCA or VF
tech

Orthoptist
Optom/fellow
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Imaging tech

Service delivery model 2

Consultant at different
site/ working in
independent clinic

O/A, nurse,
HCA or VF tech

Orthoptist

A+E clinic available for
‘high risk patients’

Imaging tech

Virtual review used for
‘routine’ review of
breaching patients or
when advice required
www.moorfields.nhs.uk

Extended roles my experience
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Extended roles-My experience

Paediatric Ophthalmology
Extended role

Observation
Basic examination
techniques

Production of
disease summaries

Post work mini-lectures
Self directed study

Meeting with
consultant to
discuss summaries
and quality check.

Sign off on 10
retinoscopies

Indirect supervision

3 months ‘supervised
practice’ with log of 30
cases
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Extended roles-My experience/ Examination
So what do I do/ have I done?

Surely its just seeing the squinters and looking at lumps and bumps!!
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Extended roles-My experience/ Diagnoses seen
Some of the diseases I have seen;
Blepharokeratoconjunctivitis

Meesmans syndrome
Allergic Conjunctivitis
Optic cupping/glaucoma 2nd to Schizencephaly

Buried optic disc drusen
Papilloedema
Orbital Lymphangioma

Ehlers-danlos
Stickler syndrome
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Extended roles-JIA screening

No evidence of activity
Review as planned
(BSPAR guidelines)
Anterior segment exams

+/- IOP assessment
Signs of active uveitis,
flag to consultant for
treatment and arrange
short-term follow-up
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Extended roles- Glaucoma
•

Brief discussion on compliance

•

Assessment of VF

•

Anterior segment exam

•

IOP with Goldmann

•

+/- Gonioscopy

•

Disc assessment

•

+/- assessment of retinal/disc imaging
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Extended roles-Glaucoma/ Management
•

Rx changed via Virtual review
 If urgent rx changed on day by medical colleague

•

Algorithm produced allowing greater autonomy:
 Rx changed by Orthoptist via letter to GP
 Listing for procedures done on day by Orthoptist
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Paediatric Glaucoma
•

Started in January 2019

•

Very much a blend of paediatrics and adult glaucoma

•

In some respects completely different from both:


Paediatric glaucoma is an entirely different disease process to adult glaucoma

 Different risk factors for paediatric glaucoma and adult glaucoma
 Clinically looks very different from adult glaucoma

 More reliance on objective findings than subjective findings (VF plays much less of
a role)
 More need for supervision
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Summary
•

Core Orthoptics

•

Difference between extended and advanced practice

•

Governance around extended roles

•

Different extended role service delivery models

•

My experience

 Remember modern Orthoptics is more than just squints and patches!

www.moorfields.nhs.uk

Questions
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Others experience
Discussion
16:00 – 16:15

Thank you for attending our sharing best practice event,
we wish you a safe journey home.

