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Background: Pre-Pandemic
• Ophthalmology was identified as the busiest outpatient speciality:
o 7.8 million in 2018-19
o High Impact Intervention: action points 1&2
o GIRFT
o EyesWise

• Ophthalmology patients are a vulnerable patient group:
o chronic long term conditions
o regular, timely & lifelong NHS eye service care

Background

The British Ophthalmological Surveillance Unit (BOSU) reported that
hospital initiated delays result in approximately 22 patients per month
becoming blind

‘reference event, we consider the
experience of a 34-year-old woman
who lost sight as a result of delayed
follow-up appointments’

HSIB Safety Recommendations

Background: COVID-Pandemic
• The Coronavirus pandemic has resulted in delayed care for the
majority of our patients who suffer from chronic long term conditions
o Risk stratification
o Forward triage

• Coronavirus Act 2020 provides additional indemnity coverage for
clinical negligence liabilities that may arise when healthcare workers
and others are working as part of the coronavirus response
o What does this mean?

Most frequent cause and injury codes in
ophthalmology. Data includes all claims between
1 April 2013 and 1 April 2018.

Number
claims

of

Estimated potential total
cost

Mean cost per claim

GBP (£M)

USD ($M)

GBP (£)

USD ($)

Cause codes

Failure/delay in treatment

375

70.0

91.0

187,691

243,998

Failure/delay in diagnosis

201

45.8

59.5

227,745

296,069

Intraoperative problems

103

9.9

12.9

96,506

125,458

Operator error

102

4.4

5.7

43,552

56,618

Inappropriate treatment

87

7.2

9.4

82,797

107,636

Other visual problems

563

57.7

75.0

102,558

133,325

Blindness

317

89.0

115.7

281,476

365,919

Unnecessary pain

120

4.8

6.2

39,606

51,488

Additional/unnecessary
operations

112

7.4

9.6

66,057

85,874

Other

23

1.1

1.4

49,907

64,879

Injury codes

Among the 454 claims with sufficient clinical
information for thematic analysis, the most common
causes were failure to diagnose or treat glaucoma
(n=58, 13%), retinal detachment (n=37, 8%) and
neovascular age-related macular degeneration
(n=24, 5%).
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Question……….
As a consultant ophthalmologist responsible for a
service, what worries or concerns do you have about
managing the backlog of your patients as we come out
of this second wave of the coronavirus pandemic?

Method: Google Form/introduction

Method: Google Form/questions
• Asked two questions; anonymous
• Google form sent via:
• Email
• WhatsApp

Results

Results – Capacity: patients & space #1
Social distancing
creating difficulty
with not enough
waiting space for
patients

Worried about seeing the patients that need
to be seen given the restrictions around social
distancing and peoples’ ongoing level of fear
insufficient capacity prior to pandemic now
worse due to social distancing affecting clinic
numbers

Not enough capacity to clear the backlog quickly
The knock on effect of the
COVID backlog on the preexisting capacity and demand
gap

Nowhere to
see high risk
patients

Finding capacity because even
if I get more lists there will be
more follow-ups

Social distancing restrictions limiting
numbers seen in clinic, hence more
sites will be required to deal with ever
increasing patient numbers

Lack of capacity (space &
workforce) to deal with backlog
particularly OPD activity
including injections and high
risk diabetic retinopathy

No capacity to even
see urgent patients
in clinics
Pre-Covid we had v long
waiting lists due to the
mismatch between
capacity and demand. The
pandemic has magnified
this problem. Social
distancing requirements
have compounded

Lack of capacity
Lack of space

I’m concerned about how to manage
the backlogged follow-up patients that
we have not seen for over one year.
Lack of capacity in HES to see our long
term follow-up patients

Results – Capacity: patients & space #2
the workload will be compounded as those patients who
are not stable or need to have treatment adjusted will
need even more appointments
overbooked clinics not
conforming to social distancing

Capacity issues and
problems with space in our
waiting rooms thus limited
numbers of patients that
can be seen a per session

not having the
capacity to see new
referrals
The impossibility
of catching up as
more patients
come in.

The biggest concern is capacity issue
to see and treat the high risk patients
in clinics which were severely
stretched even before pandemic

Out patient spacing , availability
and prioritisation of
appointments, sheer volume

Capacity issues

Capacity is the main issue as we are still restricted by
social distancing with regards the number of patients
in the clinic. As a result the backlog cannot be
comprehensively addressed

The impossibility of catching
up as more patients come in.

How are we ever going to catch up with
seeing all the patients? Our service was in
backlog and under resourced already before
COVID and this has significantly
compounded the issue

Capacity is the main issue as
we are still restricted by
social distancing with regards
the number of patients in
the clinic. As a result the
backlog cannot be
comprehensively addressed

Results – Capacity: workforce & devices
Not enough technicians and space to
do visual fields
lack of manpower

Lack of Staffing

Evenings & weekend work
limited by AHPs with
restrictive payments that
don't match what medical
staff
Limited number of consultants
interested in WLI's

Not having enough
clinicians to help
with catch up work

No capacity for scans to do virtual clinics

Expensive
diagnostics – even if
increased staff &
spatial capacity

No staff to
support
extra clinics

Trust not looking to increase
recruitment of substantive
staff

Results – Harm #1
patients that have lost sight/now high risk
due to lack of follow up in last year

Already seeing severe
disease more commonly
requiring surgery
Delayed diagnostics and loss of vision
SIs and patient harm with loss of
reputation
irreversible sight loss in chronic
conditions requiring ongoing
follow up e.g. glaucoma

Main concern is about progression of diabetic
retinopathy in patients who have had their
appointments delayed. There is a clear risk of
irreversible sight loss in these patients.

Missing any
serious
conditions due to
delay in referral
or follow-up

loss of follow-up to complex
ocular oncology cases, with
the potential for enlargement
of tumours beyond treatment
levels necessitating removal of
an eye

The damage caused by the delays to
follow up may not become apparent
for some time - after even more
vision loss.

patients, those relating to my sub specialties with diabetes,
AMD and cataracts not being seen for a significant periodhidden pathology worsening

Re-stratified
patients as
"high risk" due
to delay

delays to systemic
imaging where a liver
metastatic burden has
been found
discovering patients
who have irreversible
lost sight due to the
delay in treatment

I’m concerned about patients going blind from
progression of their DR
Avoiding preventable sight loss

Results – Harm #2
Preventable loss of
vision due to delay in
appointments
Throughout the pandemic, priority was given to
treatment for acute and subacute cases due to
capacity constraints and risk of transmission of
COVID 19 to patients and staff. This strategy has
created a backlog of patients with chronic
progressive conditions such as diabetic retinopathy
whose monitoring and treatment has been
significantly delayed. These patients have now
moved up the complexity scale and sometimes
present with severe irreversible deterioration of
vision

patient backlogs, harm
resulting from delays in
treatment

Missed progression

Patients who either chose not to
attend or have not come
through system as expected with
potentially serious conditions

I believe some of the macular
holes will not regain vision as
they have been present so long.

Patients too scared to attend
during the pandemic and
therefore not treating acute
conditions such as nAMD
resulting in potential blindness

Patients that DNA
frequently eg diabetics
attending even less often
and therefore significant
progression of DR

Decisions we made on
limiting access if they led
to harm might come back
to bite us.

Long term delay when
there is asymptomatic
progression of visual loss

I am concerned that we will find large numbers of
patients with significantly worse glaucoma leading
to only eyes and increase in sight impairment
registrations

Results – Safety

The false safety patients might feel when
they come to the virtual clinics and might
not be assessed by a reviewer for weeks

Mainly a worry and concern that it’s inevitable
individual patients will experience safety
incidents from being seen beyond the
recommended time frame (we’re not overly
cautious in the timeframe for follow up in
everyone)
The damage caused by the delays
to follow up may not become
apparent for some time - after
even more vision loss.
Patients will experience
safety incidents from
being seen beyond the
recommended time
frame

Although innovations like virtual clinics in
place likelihood that many patients will have
had a worsening of their clinical condition
requiring more intensive face to face
management / urgent procedures. Uncertain if
sufficient capacity for this

Lack of safety of risk
stratification exercises take away energy from
actually seeing people

Concerns about the surgical
and pathway safety in the
pursuit of revenue
generation

That the visual loss sustained due to
deferred treatment will be irreversible in
many instances despite restarting
treatment

Less experienced
colleagues not
managing cases
appropriately

Waiting for safety
incidents to happen

Results – Financial
Resources being channelled away from the
frontline services

Our ICS wants to reduce expenditure
when in actual fact the reverse is
required.
Projected demand going up but
workforce supply limited and
funding restricted

Always been working with
inadequate resources pandemic has amplified

lack of resources eg diagnostic hubs for
virtual glaucoma clinics

No extra resource to get back to normal
Using the private sector at the
expense of resourcing local NHS units

There is no appetite to resource ophthalmology
departments adequately with the space,
equipment and staffing at all levels from admin
to consultants to enable rapid review of all these
patients. It is still assumed it can all be done
within the level of funding and capacity we
already had which was already severely lacking

Lack of any financial support and
emergency capital funds

Money should be spent
on clinical care not
more external
consultants and
government quangos

current resources are not adequate to deliver an
enhanced service

Results – Managers & Commissioners
The pre-existing backlog was compounded by
reduced activity during the lockdown. Whilst
we are rapidly developing ways to manage
those patients who are most at clinical risk
from delayed follow-up, for example by
increasing capacity using virtual clinics, my
concern is of a lack of systematic recognition
of this risk by managers.
Blame culture from management jumping on SAIs aggressively despite
pandemic

The difference between the consultants
in terms of our feeling we want to
move rapidly on service change and the
slowness and lack of priority given by
managers and commissioners

Management won’t let us do
extra clinics in case we get too
tired. Don’t seem to be aware
that almost the entire
department has been idling
along for over a year now.
Makes no sense

Pressure from some
managers to use phone
consults which took time to
push back & then the
difficulty of how to see the
patients that have had
several phone calls & where
to put them

Need support from management
in carrying out initiatives and put
resources where they are
needed. Need to involve the
clinicians in these decisions. The
clinical leads need to be
consulted and involved

Indeed there seems to be an
acceptance of these delays by
the Trust as par for the course.
When I discussed with managers
they said that all departments
had the same problems. This
may be true but does not make
it acceptable

Results - Blocks
Too much red tape to implement
new ways of working eg setting
up diagnostic hubs in the
community and commissioning
integrated care pathways

new ways of working eg 'virtual' review
clinics may reduce backlogs but they will
need appropriate support

outsourcing is no good in chronic
conditions esp glaucoma as a
certain standard of care/
monitoring using the same devices
is so important

Results – Staff & Personal Wellbeing
Burnout of the staff being put under immense
pressure by management due to no fault of our own
Existing clinicians exhausted as operated
through the lock downs: emergency lists
more tiring than normal routine

post traumatic stress disorder

Most acutely worried
about the administrative
supervisors

Immense pressure on leadership
teams, administration and patients
Theatre staff who had been
redeployed are fatigued and
pushing higher efficiency will
increase their stress
Staff morale on the floor

staff morale and
exhaustion

Anxiety levels have, in some cases
increased and people are now looking
back at the past you thinking what
happened?
Worried and
concerned about
staff morale

Working in the knowledge
you’re going to fail I worry
could easily turn into a
downward spiral

Early retirements
unless resources can
be increased by at
least 50%

Results – Patient Experience & Wellbeing

psychological morbidity of oncology patients who
have complex psychological needs

significant deterioration in the
mental health of oncology patients
as they are left wondering if the
tumour is stable or if they have
developed metastatic disease

Poor patient experience

The patients that are at home because they are too scared
to leave their house, despite our best efforts to convince
them there are safety measures in place

Results - Surgical Themes
Lack of GA/sedation support

backlog of new and follow ups, backlog of
squint surgery which in turn depends on
anaesthetic availability
catching up with the surgical cases
Delay in restarting normal
surgical services (52 weeks)

Loss of lists

Results – IT / Digital

And another concern is of having a
robust system to categorise clinical risk
within my hospital EPR. This makes the
task of attending to these risks more
difficult

Inadequate IT infrastructure
to support the new ways of
working

Hospitals not designed with patient flow in mind
(incredibly!), and unwillingness to consider decent
digital aids for this out there in favour of expanding an
existing piece of software that does not have the
same level of functionality (i.e. resistance to change
and unwillingness to see flaws in current solutions).

Very clunky PAS system makes it
hard/impossible to really know how much
patients are delayed

Results – Medicolegal

I’m concerned about potential litigation from
patients that have been delayed

personal worry and concern following
experience of a consultant colleague
separating ‘peer in the same boat’ from
the managerial service lead role and
threatening personal GMC referral
because of the gap still existing
between needed and required in their
sub-speciality quoting ‘duty of care’.
Only a threat and no referral but still
another source of worry and concern.

Pandemic used as an excuse
for not adhering to normal HR
rules with respect to managing
a service during a crisis
Large numbers of inappropriate
referrals due to poor vetting /
assessment in primary care
fuelled by medicolegal fears

We keep getting asked to
sign a box saying it is safe
for each patient to wait
more than three months to
be seen. How can we know
that?

We are advising on how long we can
defer patients but that does not mean
we advocate deferring patients - it’s just
damage control/triage. I’m concerned
that the Trust will see this as condoning
the situation and from a medicolegal
point of view as recommending delays
for individual patients who may
subsequently lose vision

Results - Trainees
concerned about our trainees
who expect re-dress From this
year is deprivation of training
and this will also hamper
effective service delivery

Least worried about
the trainees

Trainees have not done as
much surgery as they should

The fact that training was virtually halted and
we still are not ready to have trainees

Results – Miscellaneous
further lockdowns

The fact that some hospitals and GPs are still closed
and not re-provisioning for opening up their doors
to ophthalmic patients other than cataracts
(probably this is the one that worried me most) - as
if the problem would go away if they don’t look at it

The silver lining is that departments between
trusts seem to be talking more to each other,
reflecting, teaching / learning and giving
feedback. This will surely be of benefit to our
patients as we achieve a unison in the long
run

SAS appointed as consultants, to develop them into full time
members of the ophthalmic community with responsibilities.
But instead we request they continue to work without any
“prize” in sight “because the NHS needs them” - more like the
GMC found a way of covering themselves if something goes
wrong

My worries include not communicating with optoms,
patients and GPs that the backlog is worsening, our
cataract assessment clinics have not run for over a year,
and there is no plan for the backlog

There seems to be no realistic plan
to get volume up to precovid levels
let alone manage the backlog

Results – No problems
I’m not

none as have cleared most of the backlog

I have managed my patients in such a way as
there has been no backlog by transferring a
substantial portion to virtual . My referrals have
been coming in throughout. I don’t think I have
a backlog issue

Otherwise the backlog of VR patients is
being dealt with by good cooperation
(mutual aid)

Conclusion
As we come out of the second pandemic wave:
• Consultant Ophthalmologists are more concerned about:
 capacity issues ensuing from backlog and pertaining to space, staff & diagnostics
 harm (vision loss) caused to patients by delay
 safety incident
 medicolegal implications
 lack of resources, IT/digital infrastructure, management & commissioning to
support innovation
 staff, personal & patient wellbeing
 loss of surgical lists, backlog and anaesthetic support

• Consultant Ophthalmologists are least concerned about:
 Trainees
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