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Service: National Diabetic Retinopathy Screening Se  rvice
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SECTION A: GENERAL DESCRIPTION OF SERVICE/PROGRAMM E

1

a)

b)

d)

a)

Overview/Aim of Programme

People with diabetes can develop a condition affecting the eyes called retinopathy, which
although initially asymptomatic can lead to partial loss of vision and eventual blindness.
Research has shown that early detection of sight threatening diabetic retinopathy through
screening, and subsequent treatment of those affected by laser photocoagulation, can
substantially reduce the risk of visual loss.

In July 2003 the Scottish Executive Health Department issued guidance (HDL (2003)33) to
Health Boards to the effect that each Board should take steps to provide diabetic retinopathy
screening for all people with diabetes over the age of 12 to the standards recommended by the
Health Technology Board for Scotland in its report published in April 2002 and according to
subsequent guidance on its implementation, as part of a Scottish National Diabetic Retinopathy
Screening Programme.

The national Diabetic Retinopathy Screening Programme (DRSP) is an integral part of patients’
diabetes care and involves a regular (usually annual) eye check using a digital photograph of
the retina or slit lamp examination if photography is not possible. The primary objective of the
programme is to detect referable (potentially sight-threatening) retinopathy so that it can be
treated at a stage where the probability of preservation of vision is high.

The DRS Collaborative has been established to bring together individuals from all NHS Boards
in Scotland involved in the delivery of the retinopathy screening programme, including
representatives of the various professions involved as well as patient representatives and other
stakeholders. The aim of the DRS Collaborative is to facilitate the delivery of the national
diabetic retinopathy screening service in Scotland through the development and maintenance of
effective service interfaces across Scotland, and the provision of support for good practice.

What is Diabetic Retinopathy?

People with diabetes have a higher chance of developing certain serious health problems,
including damage to the eyes. A well-recognised and common complication of diabetes is
damage to the blood vessels in the retina, the nerve fibre layer at the back of the eye. This is
known as retinopathy and is the largest single cause of blindness amongst adults of a
working age in the UK (Scottish Diabetes Framework, April 2002). In its early stages,
diabetic retinopathy is symptom-free and progression of disease can be prevented by laser
treatment or by improved metabolic and/or blood pressure control.

Description of Screening Pathway
All patients with diabetes in Scotland over the age of 12 are to be offered diabetic retinopathy

screening using digital photography within an organised NHS Board programme that meets the
recommendations of the Health Technology Assessment published in 2002.
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b) An invitation to patients will be automatically sent on an annual basis to invite them to screening
— or more frequently if the screening programme requires it— to all those aged 12 and over.
Patients will be automatically sent reminder letters if they fail to attend and they may only be
permanently suspended from the programme by their GP. Patients will be sent result letters
within 20 working days of the appointment. The patients GP or care provider will also be sent a
result letter. The patient result letter will inform patients of the follow outcomes —

« No retinopathy

e Mild retinopathy

* Observable maculopathy/ observable background retinopathy

* Referable maculopathy / referable background retinopathy/ proliferative retinopathy

SECTION B: QUALITY DOMAINS

1 Efficient

a) See Annex A for details of numbers invited and number screened/uptake by NHS
Board of residence and for details of performance over the period 1% April 2015 to 1%
April 2016.

b) See Annex E for details of resources and staffing used across the Health Boards
including workforce information, See Annex D for a report on Staff training and
accreditation for 2015.

c) See Annex C for details of the financial report for the DRS Collaborative for 2015.

d) See Annex A for details of KPI reports of population, uptake and invitation rates for
2015.

2 Effective

a) Audit activity -

Visits to health board areas were undertaken on a routine basis by M Black and
N Lee. Health Board areas and departments were visited as part of the annual
objectives of the DRS collaborative. These visits are undertaken to provide a
general review of the area performance and compliance with national policies
and procedures. Discussions on staffing shortfalls due to sickness or other long
term leave along with local IT issues took place. In Sept 2015 Dr C Styles, N Lee
and M Black visited NHS Ayrshire & Arran at their request to review and discuss
the service provision. A report of the visit is attached as Annex N . Further visits
to all Health boards in Scotland are planned on a rolling basis.

b) Clinical Outcomes/Performance against national standards —

Performance of the DRSP currently meets the essential requirements NHS QIS
March 2004 standards by the use of the Soarian system and nationally agreed
policies/procedures. Those essential QIS requirements are -

Essential

2(a) 1 - all eligible people have a written prompt to attend for screening at
least once every year, unless a current screening result is already on the call-
recall module. (See Annex A for KPI 1 performance results)

2(a) 2 - Arrangements are in place to reach people not on the diabetes
register or accessible via their GP (e.g. long-stay institutions).
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2(a) 3 - a minimum of 80% of eligible people with diabetes attend a screening
appointment within the last year. (See Annex A for KPI 2 performance
results)

2(a) 4 - Screening uptake is monitored at NHS Board level and action taken
where targets are not achieved. (See Annex A for KPI 2 performance results)

2(a) 5 - The NSD protocol is followed for the management of non-attendees,
both those who fail to attend appointments and those who actively opt out of
the screening programme, taking into account patient choice and
responsibility for their care.

2(a) 6 - all staff involved in call-recall receive training in using the call-recall IT
system before undertaking unsupervised work.

2(b) 1 - A national protocol defining failsafe procedures for follow-up of
eligible people with diabetes with referable grades of retinopathy are in use.
See http://www.ndrs-wp.scot.nhs.uk/Manual/Docs/Follow-
up%20protocol%20v1.2.pdf for full details. This has recently been reviewed
and agreement was reached by the DRS collaborative to amend it to failsafe
patients for re-screening if they did not attend a subsequent Ophthalmology
referral. Prior to this review patients who DNA Ophthalmology were re-
referred. See item 4.b of this report for more details.

3(a) 1 - Photographs are taken using equipment and techniques in
accordance with national guidelines.

3(b) 1 - All staff receive full training in retinal screening before working
unsupervised, and all staff receive training in new techniques.

3(b) 2 - Staff undertake continuing professional development (CPD) as per
professional and/or national guidelines.

3(c) 1 - A minimum of 80% of people screened are sent the result in writing
within 4 weeks (20 working days) of the photograph being taken. (See Annex
A of this report for KPI 9 performance results)

4(a) 1 - Only staff trained and accredited according to national guidelines
sign-off reports.

4(b) 1 - The images from a minimum of 500 randomly selected patients (or all
images graded if less than 500 patients) per grader per annum, not otherwise
referred to a third level grader, are reviewed by a third level grader.

4(b) 2 - If clinically important grading errors are found, further investigation
and/or additional training of the grader is carried out.

4(c) 1 - Screening histories of eligible people with diabetes developing
referable retinopathy are reviewed, and any areas in the programme which
require improvement are identified and addressed.

4(c) 2 - All services must submit national minimum dataset returns. (See
Annex A for an overview of these data returns)

4(d) 1 - All grading staff in the screening programme participate in NSD
proficiency testing as part of revalidation training. IQA and EQA programmes
are in place. (See Annex B for an overview of EQA results)
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5(a) 1 - There is a referral process to a consultant ophthalmologist-led service
for people with diabetes, with identified signs of developing diabetes-related
retinopathy, in accordance with national grading recommendations.

5(a) 2 - The diabetes care provider should be notified of all people whose eye
examination has revealed retinopathy.

c) Service Improvement —
e See Annex D for a report on staff training and accreditation undertaken over the
reporting year. The training and accreditation coordinator has also highlighted
that there are continuing issues regarding the following points —

(0]

The number of staff attaining the slit lamp examiner’s award is as follows: 1
probationer, 18 people having attained accreditation and a further 3 having
gone through re-registration.

A Training Competency framework has been ratified by the DRS Executive
Group and this along with some additional competencies is to be complied
into one document and should be available on the new DRS website.

The DRS Lead Clinician has been informed via the Four Nations Group that
the City & Guild qualification is to finish in December 2016. Candidates will be
allowed to register for the award until that date and be given until 2019 to
complete the award.

As a replacement for the City & Guild qualification, Health Education England
are working with Skills for Health and other clinical stakeholders to develop a
national qualification for Screeners: staff who undertake screening for either
Abdominal Aortic Aneurysm Screeners (AAA) or Diabetic Retinopathy
Screening (DRS). The plan is to develop a single generic ‘Screener’
qualification. It is envisage this qualification will replace existing training
programmes for AAA and DRS screeners in early 2016 and will remain a
national requirement as stipulated in service specifications. NHS Scotland has
been consulted as to whether they wish to participate in the new qualification.

« See Annex | for a report of the DRS staff training day held on Thursday 19"
November at the Steele lecture Theatre, Perth Royal Infirmary.

 DRS standards were completely reviewed and re-drafted by HealthCare
Improvement Standards (HIS) in late 2105/early 2016. A summary of the revised
standards are as follows-

Standard 1 - Scotland has an effective national diabetic retinopathy
screening service.

Standard 2 - All eligible people are invited for diabetic retinopathy screening.
Standard 3 - The number of people attending diabetic retinopathy screening
is maximised within the principles of informed choice.

Standard 4 - Diabetic retinopathy screening is safe, effective and person-
centred.

Standard 5 - People who require referral and have been screened are
referred to ophthalmology services for assessment in line with DRS
Collaborative referral protocols.

Standard 6 - People requiring treatment can access nationally approved
treatments in a timely manner.
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« These new standards are due to be published and come into force in June
2016.

* A project group, chaired by Dr John Olson, Consultant Ophthalmic Physician
and Clinical Director of Retinal Screening, NHS Grampian was convened in
August 2015 to consider the evidence and to help identify key themes for
standards development.

* For consultation the group engaged with service users and the general public,
3rd sector organisations, NHS boards and staff, professional bodies
(including Royal Colleges) and private sector organisations using a variety of
approaches, including:

o focus groups (with service users, members of the public and NHS
staff)
0 anonline survey and a feedback form.

e A full consultation report and information on the members of the review group
is available on the Healthcare Improvement Scotland website -
www.healthcareimprovementscotland.org

» Clinical members of the project group were responsible for advising on the
professional and clinical aspects of the project group’s work. The chair
was assigned lead responsibility for providing formal clinical assurance
and sign-off on the technical and professional validity and acceptability of
any reports or recommendations from the group.

* As afinal quality assurance check, the standards document will be
reviewed by the representatives of Healthcare Improvement Scotland.
This is to ensure that:

0 The standards are developed according to agreed Healthcare
Improvement Scotland methodologies.

0 The standards document addresses the areas to be covered within
the agreed scope.

0 Any risk of bias in the standards development process as a whole has
been minimised.

d) Research activities-

e There were two external research projects carried out in conjunction with NHS
Grampian (DR Progression) and School of Medicine University of Dundee
(Summit). We contributed effort in providing data from the Soarian system. These
research projects which are still ongoing, we support these research projects by
providing anonymised eye image data for patients. This research is regarding the
treatment of diabetes and outcomes for patients. These research activities were
approved by the appropriate Caldicot guardians.

« Research activities studies of the performance of the automated grading system
were also undertaken for NHS Grampian clinicians.

3 Safe
a) Risk Register and Adverse Events-
e Arrisk register is maintained by the DRS Collaborative Co-ordinator, the
outstanding risks for the DRSP as of April 2016 are outlined in Annex J to this
report.

b) Quality Assurance-

« Internal (IQA) and External Quality Assurance (EQA) activities were undertaken by
all graders in 2015. IQA is undertaken by all graders as a mandatory function of the
Soarian system. This system passes a percentage of graded images up to the next
level grader for assessment. Level 1 images are assessed by a Level 2 grader and
Level 2 images are assessed by Level 3 grader. Level 3 graders are then assessed
by the External Quality Assurance (EQA) system as provided and hosted by
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Aberdeen University. All graders participate in at least 3 out of 4 rounds of the EQA
scheme; however its main purpose is to show that an equitable and high quality
grading standard is maintained across all 9 grading centres in Scotland. See Annex
B for an overview of national EQA performance for the 2 rounds undertaken in 2015.

A DRS Recovery Action Plan (RAP) was developed and included in the EQA policy
for DRS to assist boards with the steps they may need to consider should graders
perform below standards in EQA. The RAP has been agreed and accepted by all
boards and adopted as policy for DRS EQA. The RAP was not required in the
reporting period 2015.

¢) Clinical Governance -

* DRS Service across Scotland varies slightly where it sits within local NHS Board
structures, some within CHP and some within Operational Divisions. They are
required to participate in local configuration for clinical governance. For example as
in NHS Lothian, the DRS service Lead Clinician sits on the local Ophthalmology
Quality Improvements team as well as in the NHS Lothian DRS Steering Group both
of which report to the Diabetes MCN. Both Diabetes MCN and Ophthalmology teams
report to NHS Lothian's Clinical Governance & Risk Management board. Appointed
DRS lead clinicians within NHS Boards report to their own Clinical or Medical
Directors. All DRS Programs are expected to take part in local clinical and service
audits.

d) Healthcare Acquired Infection (HAI) & Scottish Patient Safety Programme (SPSP) -

« DRS services across Scotland sit within local NHS Board structures. They are
required to participate in the local healthcare acquired Infection (HAI) and Scottish
Patient Safety Programmes (SPSP) of their hosting Health Boards. DRS Service
managers, Lead Clinicians and DRS Public Health Consultants (Board Coordinators)
within NHS Boards report on these matters to their own Clinical or Medical Directors.

e) Complaints & Compliments - NHS Boards deal with local complaints and compliments
using their own local procedures. The DRS Collaborative Coordinator has not received
any serious complaints or compliments for resolution or response in the reporting period.
« There have been some general comments from patients who regarding patient

letters as ‘unfriendly’ for patients who have DNA'd. There were also comments
passed on regarding the opting out policy and the requirement to have a GP
authorise this. The coordinator was not requested to respond to these but action has
now been taken to amend Soarian letters to reword them. The IT users group and
DRS Executive have authorised this new wording and it will be incorporated into the
letters at the earliest opportunity via the system specialist.

» Several patients have complimented the DRS Service for the new patient information
videos which were produced by NHS Tayside and distributed to service managers.
These information films are available on the NHS Inform website and provide
information to patients on what happens during their screening appointments in
Polish, Chinese, Urdu, Russian, Arabic and Punjab. Some of these videos also
include sign language or subtitling.

4 Timely
a) See Annex A of this report for Key Performance Indicators (KPI) statistics for the 12
month period ending 01 April 2016. A summary is listed below-

e 98.3% % (228,996) of the total number of the currently eligible population
were invited to screening in 2015 (KPI 1).

e 77.9% (205,487) of the total number of the currently eligible population
attended at least once in the FY 2015 (KPI 2).

e 76.0 % (200,699) of the total number of the currently eligible population was
successfully screened in FY 2015 (KPI 4)
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e 95.6% (212,072) of written reports were produced within 20 working days
(KP19)

« 3.8% (8205) of the total number of the current eligible population were
referred to Ophthalmology (KPI 13)

b) Review of Screening Pathway -

* There were no formal reviews carried out in 2015 of the local or national screening
pathway/process and procedures. Health Improvement Scotland (HIS) are to
undertake a review of QIS Standards (2004) in late 2015. See Para C above (service
Improvement) Annex M describes the latest ‘Advice for Screeners’ v1.2 issued post
review of EQA Autumn 2015.

« A change was approved by the DRS Collaborative in March 2014 of the current
‘Failsafe and Follow up protocol’  to version v1.3. This was as a result of a
previous significant event review for a patient who did not attend (DNA) an
Ophthalmology referral and was then also erroneously suspended from DRS. The
patient subsequently did not re-attend DRS or Ophthalmology for a period of 2 years.
The revised failsafe v1.3 will re-invite patients for a DRS screening at a timely
interval if they are not appropriately discharged back to DRS from Ophthalmology or
if patient are not clearly under the care of Ophthalmology. It is recognised that
Soarian does not easily accept patients back into DRS if they DNA an
Ophthalmology referral, however, it is also a patients right not to accept treatment
therefore re-screening by DRS is seen as appropriate. A DRS re-screen may give
some false reassurance to patients but the DRS Collaborative unanimously agreed
that it was appropriate to re-screen and be engaged with patients. Also to provide
Ophthalmology with the latest screening information should they then decided to
subsequently attend for treatment. This change has not been invoked within Soarian
as the cost and life expectancy of the system preclude implementing this change;
however a manual failsafe system is currently in place.

* Changes to the pathway would be implemented as part of the ‘Request for Change’
process for the Soarian system and as part of the policy or procedure changes as
requested by actions from management meetings. The current pathway complies
with all the requirements of the 5 QIS Standards 2004 as listed below

STANDARD 1 - Organisation
STANDARD 2 - Call-Recall and Failsafe
STANDARD 3 - Screening Process
STANDARD 4 - Proficiency Testing
STANDARD 5 - Referral

O O O0OO0oOo

5 Person Centred
a) General

New patient information leaflets were designed and distributed to all boards in 2014.
These leaflets were designed in collaboration with NHS Health Scotland and are
reviewed on a regular basis. These leaflets were also published in several alternative
languages and in easy read format and can be viewed and downloaded at-

http://www.healthscotland.com/uploads/documents/6257-
YourGuideToDiabeticRetinopahyScreening.pdf

http://www.healthscotland.com/documents/6257.aspx

http://www.nhsinform.co.uk/Screening/diabeticretinopathy
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Several patients have complimented the DRS Service for the new patient information
videos which were produced by NHS Tayside and distributed to service managers.
These information films are available on the NHS Inform website and provide information
to patients on what happens during their screening appointments in Polish, Chinese,
Urdu, Russian, Arabic and Punjab. Some of these videos also include sign language or
subtitling.

6 Equitable
a) Fair for All: Equality & Diversity-

* The DRS Service continues to support ethnic minority projects in both NHS
Lothian and NHS Greater Glasgow and Clyde. NHS Lothian’s Minority Ethnic
Health Inclusion Service (MEHIS) Link workers target high risk patients from
minority ethnic or deprived backgrounds. These patients are in high risk groups for
clinical reasons and also because they tend to have a higher DNA rate. See report
attached as Annex G for details.

* The DRS Service as a national programme has not undertaken an Equality and
Diversity Impact Assessment in last 4 years although individual Health boards may
have completed this for their own local programmes. Patients are automatically
referred via their GP or secondary care system into the programme based only on
their diabetes diagnosis and clinical eligibility. Patients can also be screened if
they are diagnosed with diabetes and present themselves at a screening clinic;
there is therefore an equitable service provision across Scotland for all patients
regardless of ethnicity, gender, age or demographics. Ongoing reporting is
provided to the boards to allow for review of the local service provision.

b) Geographical Access
* Mobile DRS screening services are used and provided by some Health Board
areas. Boards may also provide fixed or GP based screening clinics in remote or
rural areas. NHS Highland, NHS Borders, NHS Western Isles use some localised
Optometry based services for image capture. NHS Ayrshire and Arran use
optometrists exclusively for image capture. These are all listed and described in
the programme delivery report in Annex E for each Health Board.
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SECTION C: LOOKING AHEAD / DEVELOPMENTS
SECTION D: SUMMARY OF HIGHLIGHTS
Statement from the DRSLead Clinician

In the DRS Collaborative annual report for 2015-16 we present our aims and achievements against
the quality framework of NHS Scotland as a safe, effective and person centred service.

We continue to have challenges in achieving our target of 80% screened within 12 months as the
number of people with diabetes rises. In 2015-16 the service successfully screened over 200,000
people which was actually 5000 more people than last year. This was 77.9% of our eligible
population which has increased by 8000 since last year. Next year our key performance indicator
will alter slightly reflecting the updated Diabetic Retinopathy screening standards published in 2016.
In some ways this could be more challenging and with the introduction of the new IT system next
year we need to continue to share best practice through the collaborative to manage our services
across the country as efficiently and effectively as possible.

The UK National screening committee recommended in 2015 that some people with no retinopathy
for 2 consecutive yearly examinations can be screened less often. We need advice from the
Scottish screening committee to implement this variable screening interval in our programme and
we hope they will consider this later in the year. Although this will obviously reduce the number
requiring screening every year in the short term, our aim is to introduce this with more regular
enhanced screening for those at higher risk, with the introduction of surveillance pathways using
optical coherence tomography. This is already happening successfully in many areas and creating
capacity in ophthalmology departments to allow those people with high risk diabetic eye disease to
receive timely care as set out by the new DRS referral and treatment standards.

The future is looking exciting with the introduction of the Vector IT system to replace Soarian. This
project has involved users, patients, patient groups such as RNIB and Diabetes UK, as well as
NSD, NSS, Scottish Government and the central legal office and many others. | attended a meeting
recently of representatives from screening programmes from 29 European countries. | was proud to
present DRS Scotland and am convinced that we are leaders in Europe if not the world in the
service we provide.

apies

Dr Caroline Styles
National Clinical Lead, DRS Collaborative, NSS
August 2016
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Objectives are set as part of the annual report fothe DRS Collaborative. The objectives for 2015 are
summarised here.

As part of the NSD annual reporting format for Maal Specialist Services and National Screening
Programmes there is a framework of quality dom#ias we report against and these are:

« Efficient, Effective, Safe, Timely, Person Centreduitable.

Over and above theshe DRS Collaborative have also set some key tibgscfor it to achieve in the year
ahead. These are based on some of the strategichiedenges for the programme as distilled from the
management group conference of 2010 -

1. To have robust and secure IT systems to supportrefairements of the diabetic retinopathy
screening programme. We will analyse possible aptiand begin and select a national system
replacement. The Soarian system will be availablid @017, the Vector system will now replace
Soarian thereafter.

2. To ensure that Key Performance Indicators (KPI® available to boards and support quality
improvement.

3. To develop the reporting capabilities of Soariarstipport daily management activities and provide
bespoke reporting and research capabilities framd#ta held by the DRS Collaborative.

4. To maintain and develop the national EQA programwitke a bi-annual cycle to be undertaken by all
graders and grading centres in Scotland for quafisurance and educational purposes.

5. To ensure that the screening programme meets théreements of NHS QIS for Training and
Accreditation of Staff by facilitating the City & @ds certification in Scotland and offering Slit
Lamp Examiner training and accreditation. We wilhlyse possible options and select a replacement
accreditation organisation to replace City & Guillcl2016.

6. To maintain communication within the DRS Collaboratby providing a DRS website, organising
DRS management group meetings on a quarterly basisin In-Service training day or a combined
management groups meeting for all staff. We wilitcoue to minimise cost, travel and make the most
efficient use of staff time by webinar, websitdet®nference and videoconferencing technologies.

7. To develop the national screening programme by igihoy a national automated grading system
through computerised image analysis. The througlopuhe system is to be extended to cover as
much as possible of the Level 1 work-list.

8. To enhance communication with patients by develppimew patient leaflets, investigating electronic
communications with patients and care providerd,vaorking with ethnic minority support teams.

9. To undertake short, medium and long term plannintake into account the changing landscape of
DRS screening activities i.e. OCT, risk based stnggintervals and national eHealth policies. We
will also work in partnership with other diabetietinopathy screening programmes in the 4 UK
Nations and the Republic of Ireland to exchangeasdand information in order to develop best
practice and share innovations.

10. The lead clinician, collaborative coordinator arydtem specialist will visit health board areas and
meet with DRSP teams in order to provide supporsmecific local issues related to the provision of
the DRS Service to agreed national standards.

Mike Black
DRS Collaborative Coordinator
NHS Highland

Progress against objectives for 2015T-he following table summarises the progress ag#ires015
objectives over the 12 month period to April 2016.
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Objective

Current Status

1. To have robust and secure IT systems
support the requirements of the diabetic
retinopathy screening programme. We
will analyse possible options and begin
and select a national system replaceme
The Soarian system will be available un
2017; the Vector system will replace
Soarian thereafter.

fthe current support contract with ATOS was extertdefipril 2017 with ATOS as the managed solutiooviler and
CERNER as the specialist support organisationiferSoarian system.

A detailed Statement of Requirement (SOR) documasstdrafted by the DRS Collaborative across 2(@@15 and a busines
ntcase developed to look at options for the replac¢mieSoarian. It was decided to procure a Commak@ff The Shelf
iI(COTS) solution from one of the specialist commarsuppliers. A procurement process was launch&ln2015. The

collaborative worked in close conjunction with N&bBd NSS procurement colleagues to choose a repistesystem based o

our SOR. All steps were taken to comply with theaded procurement requirements for National Sexvigcotland and

procurement colleagues were closely involved.

24 specialist staff from the DRS collaborative @avith eHealth and NSS colleagues met in July imEargh to assess the 3
supplier's responses to our SOR. Detailed scoriag earried out by the collective group on all agpetthe written response
All suppliers gave presentations in Edinburgh ipt2015 which were attended by the same scoringbaesnSite visits were
carried out by 3 members of the scoring team toesmtative programme offices in England and Walessess the each
supplier’s software in action. One supplier wasittfied as a clear winner and chosen as the kdstrfour SOR. Negotiations
ensued with regards to hosting options.

The winning system is called VECTOR and will baubiyfmanaged and hosted solution provided by Nat@dPublic Solutions
(NPS). We aim to replace Soarian with Vector byye2017. Ongoing work to set up the project boand team are being
undertaken a project manager was appointed in 2848g.

There were a number of Soarian outages and perfaeriasues across 2015. These issues were linkkd &torage Area
Network (SAN) environment which was to be replabgdhe service provider ATOS, this new hardwarésad in Sept 2015.
Performance issues were linked to certain tabl#sardatabase which had become so large that pefae problems could
occur. The suspicion was that at certain timesjraber of user actions run on Soarian impacted enadvperformance.

Digital security certificates were required to mlated on staging and client PCs in June/July 20@5this was again
highlighted to NSS solution stewardship. The DR&paimme actioned these prior to the event whichneagorecast by the
support providers.

Health Boards migrated from XP to Windows 7. Altgbuested the new live and mobile client versionSaarian used on the
There were many instances of problems across atlliso In particular with the implementation of an®n Fundus cameras o
Win 7 x 64bit in one board when they were usingdbmmon camera interface. The problems stemmed danfiicts with
file/folder permissions and restrictions on useress applied by local eHealth policies.

The use of OCT within the DRS programme is curgebding investigated and a proposed OCT gradingreehwas drafted by
surveillance within OCT clinics. A draft pathway svdeveloped by the system specialist. The colldiveranaintains a

watching brief on developments and research athesgK. The collaborative await further advice frtime UK National
Screening Committee and Scottish Government opaksible introduction of OCT as a new image mogédit use in

various laptops the system specialist encountetymroblems with local health board eHealth canfigions causing issues.

the DRS lead clinicians for DRS in Scotland. NH%@pian and NHS Tayside currently use Soarian tcagepatients held in

1°2

surveillance of patients within DRS.
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Objective

Current Status

The proposal from the Four Nations screening itier@search regarding varying the screening intdovdow risk patients
was approved by the UK National Screening Commit#¢ehe time of writing this report the decisiorasvalso to be
considered by the new Scottish Screening Commi88€) and Scottish Government (SGHD) prior to amgnges being
made. In the interim the DRS collaborative congddhe proposal and began a high level assessifret isks and planning
required. This high level assessment is addekhaex H to this report. In order to minimise the risk thignificant change to
the screening process will only be undertaken #fieisuccessful implementation of the replaceniestybktem.

2. To ensure that Key Performance
Indicators (KPIs) are available to boards
and support quality improvement.

The Soarian KPI reporting system continues to benthin reporting tool for the DRS Collaborative eTiational performance
reports for 2015 are included Asnex A to this report.

The KPI system has proved in general to be an atetwol for reporting of activity within Soariadowever there have been
some anomalies that have become apparent overTimeeoutput of KPI reports is being developed teehthe output reported
on Excel spreadsheets, this allows for graphingflemxibility of presentation of data. Funnel clsadf performance for Boardg
have now been developed and these will be prodoeah annual basis.

Monthly performance profiles are sent to Serviceaggrs to enable a dash-board view of performaompared to other
boards. An example of this is addedfamex F to this report. Ongoing development of reportsisng place. Other reports a
produced and used for management of performangaged in particular for age, gender, deprivatjioimtile, and ethnicity.

re

3. To develop the reporting capabilities ¢
Soarian to support daily management
activities and provide bespoke reporting
and research capabilities from the data
held by the DRS Collaborative.

fThe system specialist continues to developed bespgorting capabilities in Soarian. These repuaitse been crucial in
reducing the dependence on support from the sadtaapplier in confirming and then correcting Saadata problems. They
have also allowed us to confirm that our data iseztt and maintained to a high degree of confidence

There have been several authorised research majedertaken on diabetes in Scotland by the Uritiesof Dundee and
Aberdeen and we have significantly contributechtese important activities which we were previously able to do. The data
contained within the DRS national screening progrens a valuable and rich resource for researdcbeamserpret. We have
been able to participate in a number of these relsgaojects both within Scotland and also as phtthe UK Four Nations
review of risk based variable screening intervalese projects require large bespoke anonymisededatacts to specific
requirements and have shown the high value of délte within the Soarian system.

Reporting is also being provided on activities lhg &uto-grading system. Further reporting continad® developed to allow
the DRS collaborative to analyse the effectivermeskefficiency of the auto-grader.

4. To maintain and develop the national
EQA programme with a bi-annual cycle
be undertaken by all graders in Scotland
for quality assurance and educational
purposes. Revised ‘Guidance for Grade
is issued post EQA round.

The Collaborative continues to work in partnershifh Aberdeen University who have developed comensive advanced
osoftware that captures performance data for therBat Quality Assurance (EQA) programme. We caroet?2 successful
rounds in Spring and Autumn of 2015. The summasyits of which are included asinex B to this report.

sThe overall result was that all 9 grading centi@®ss Scotland continue to perform to a high andt&lle standard. The polic
for EQA continues to be developed and the previodsl/eloped ‘Recovery Action Plan’ (RAP) has nowadopted as part
of the DRS EQA policy. The DRS lead clinicians ewieach EQA round and discuss non-consensus innagesweb
conference technology (WEBEX) and this has savgaifgiant travel time away from base. Lessons ledrinom each round
are promulgated as a policy document ‘Grading Aehiic all graders. The latest ‘Grading Advice’ downt is added as
Annex M to this report. These ongoing reviews and subsgqoends form an important part of the educati@mal quality

improvement aspect of EQA. The EQA programme iggh riority for the DRS collaborative and will ribéo be financially
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supported.

A paper published by Dr K Goatman (Aberdeen Unitgr®n the “EQA for image grading in the ScottiBfabetic
Retinopathy Screening Programme” was publisheerDiabetic Medicine Journal, see DME-2011-00339.

A demonstration of the Scottish DRSP EQA systemlbzaseen ahttp://www.abdn.ac.uk/eqaisername: demo password: te

5. To ensure that the screening program
meets the requirements of NHS QIS for
Training and Accreditation of Staff by
facilitating the City & Guilds certification
in Scotland and offering Slit Lamp
Examiner training and accreditation. We
will analyse possible options and select
replacement accreditation organisation t
replace City & Guilds in 2016.

nvge continue to facilitate the registration and adiation of staff through the City &Guild levelCertificates and the Diploma
in Diabetic Retinopathy Screening. There contirtodse challenges in having a fully accredited worké and the DRS
collaborative continue to strongly encourage dtaffomplete the academic requirements.

The DRS Collaborative have developed and approvetianal standard for the training and accreditatf slit lamp
examiners (SLE). Significant challenges remaindcreditation of SLE in remote and rural areas dgjfigavhere there is no
agrading centre present. Discussion and debaterz@m#iabout the high standards that have beendéibanthey can be
oachieved for all SLE across Scotland. In recognitbthe commitment of staff members in achievitiglamp Examiner
status the DRS collaborative now issue accreditatatificates. A full report on the current acdtation status of staff can be
seen inAnnex D of this report.

Initial discussions have taken place with Glasgaie@onian University with a view to provision ofeplacement accredited
provider. Candidates will continue to be allowecttwol with City & Guilds up to Oct 2016 and wilake until Dec 2019 to
complete any qualification.

6. To maintain communication within the
DRS Collaborative by providing the DRS
website, organising DRS management
group meetings on a quarterly basis and
In-Service training day for all staff. We
will continue to minimise cost, travel and
make the most efficient use of staff time
by webinar, website, teleconference and
videoconferencing technologies.

The Collaborative use the national WEBEX, BT Meet &hd Jabber desktop video tools to facilitate gskonferencing and
teleconference meetings where possible. Theselieare successfully used this year in place of fadade meetings for the IT
Users Group and to allow the Lead clinicians tdaenthe outcome report for each of the EQA roufideese tools make best
arise of time and reduce travel as well as cost.ddimborative will also make best use of traditioil® and teleconference
facilities where available.

well as regional meetings where appropriate. Theregular communication with all health boards #IT systems supplier
on the IT Issues and this is mostly conducted viead and teleconference.

The Lead Clinician and DRS Coordinator attend tkeiabetic Eye Screening (DES) meetings usually relLondon as
observers. DRS members also attend the ‘Four Ngitsmmeening meetings which take part twice per yéth the last meeting
being hosted in Belfast in April 2016. The Repuloiidreland has also recently joined these meetamgsthe aim is to foster
close working links, exchange good working practioe innovation.

The DRS Collaborative held a training day for &ifson Thursday 19 November. Se@nnex | of this report for feedback
from the training day. There will be a combined agement group meeting day offered for DRS stalite 2016 when the
replacement system supplier can present to aflata¥ector.

Ongoing communication is maintained through theusl@agmeetings of the 5 management sub-groups anBRS Executive as

D

[%2)

The collaborative also maintains an updated websites.ndrs-wp.scot.nhs.uk
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7. To develop the national screening
programme by implementing a national
automated grading system through
computerised image analysis. The
throughput of the system is to be extend
to cover as much as possible of the Lev
1 work-list.

The Blue Prism interface was re-developed as a&fb] grader and was fully operational by March2ZMt the time of
writing (April 2016) the system is reliably procassbetween 500-600 patient cases per day oveyd jer week. This gives
capacity to process between 180,000 — 216,000pa&tpésodes per annum or the entire Level 1 gragirgge for Scotland.

eRecent Soarian performance issues have resulteddneliable through-put as the Auto-grader depemdSoarian responding
blat a certain speed. The Auto-Grader has been stmfimalise circa 44% of examinations as RO/MQtsman reduce the
grading workload by that amount prior to Level 1nmal grading. The EQA rounds results from 2015 Wisisow the results o
all graders including the auto-grader are atta@s#hnex B to this report.

Dust maps (artefact recognition) which the autadgrauses to exclude artefacts from the capturedésare now refreshed
twice daily prior to each analysis cycle. Thisssaaresult of our investigations and experienaesofg of the system. We have
sought supplier and specialist advice on this matéthis is still outstanding. On-going develahwork is undertaken to
improve the performance and increase the robustfdhe system.

8. To enhance communication with
patients by developing a new patient
leaflet, investigating electronic
communications with patients and care
providers, and working with ethnic
minority support teams.

A new patient leaflet was developed and sent oatlfpatients in conjunction with NHS Health Scatla The leaflet will be
regularly reviewed and is also available in sevienajuages or in easy read versions. A copy oletiet is attached asnnex
K to this report.

A new patient’s information video was developed\4dyS Tayside for all NHS boards to use. The shatewiis available in
several languages, including subtitled and sigguage versions. The video is available to see at —
http://www.nhsinform.co.uk/Screening/diabeticrepathy/takingthetest

We are also working with the ‘My Diabetes-My Waytfent portal team from SCI-Diabetes to merge esuits with other
diabetes data. The system has so far shown gre@ige and the limited number of patients who areecly piloting this
system can access all of their DRS results anerfetin-line via this secure portal. We believs thill become an important
and vital part of any future development of the DdStem. Ongoing development is required and bematgrtaken prior to
developing a detailed business case.

Several meetings have taken place with the RoydlWith a view to providing a single’ virtual’ maprovider for the DRS
programme. The current format of letters producechfSoarian does meet the requirements of the Régalinterface and it
was therefore decided that this should be pursfiedimplementation of the Vector system.

The DRS Collaborative already work closely with Mimority Ethnic Health Inclusion Service (MEHIS) NHS Lothian and
RNIB in Greater Glasgow to analyse DRS screenirtg thareport on high risk patient groups who doatténd screening. See
Annex G of this report regarding the ongoing project WtEHIS to increase minority ethnic uptake in NHS tian. The
results show that we have reduced the numberstiginpawith ‘Unknown’ ethnicity or ‘not given’ etlicity recorded.

D

9. To undertake short, medium and long
term planning to take into account the
changing landscape of DRS screening
activities i.e. OCT, screening interval, ris

A DRS programme progression and planning roadmap@a6 and beyond was re-drafted. This documeliinestthe
proposed planned (and possible) significant evientthe DRS collaborative in the years ahead. Theeealso some events
with unknown timescales but these can be anticiptatémpact the DRS programme. The key early evéwatishave already
koccurred by end of 2015 are — Soarian contracheida, LO (zero) auto-grader, Internet ExploreO8pgrade to Soarian, L2

based patient recall and national eHealt

hto L3 grader. SeAnnex L of this annual DRS report for planning roadmap2ot6.
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policies. We will work in partnership with

other diabetic retinopathy screening The Scottish Screening Committee (SCC) has yetakera decision on risk based variable screenimgvals. A business cas
programmes in the 5 nations. paper for the SSC may be required for Nov 2016. @@iTbe included as part of the request to chaigepathway for
patients.

10. The Lead Clinician, Coordinator and| Visits were carried out to- NHS Grampian, NHS TidgsNHS Lothian, NHS Dumfries & Galloway, NHS Highd and NHS
System Specialist are to visit health boardsreater Glasgow. A visit to review the deliverysefvice by NHS Ayrshire & Arran was carried outhair request in Sept
areas and meet with DRSP teams in orde2015. Ongoing visits to Health Board areas arerpdrfor the remainder of this year and will be utaleen on an opportunisti
to provide support on specific local issuegolling basis. Health Boards won't all be visiteop to the end of the financial year and visitdl Wierefore be on-going.
related to the provision of the DRS
Service to agreed national standards.

O

Diabetic Retinopathy Screening Programme - Annual Report 2015-2016 -17 -



Annex A to DRS Annual Report 2015-16

Summary Key Performance Statistics for comparison @12 -2015 (for detailed information refer to DRS Chaborative Q4 KPI statistics reports for

FY 2015)

DRSP Key performance report for 2015
as at 01 April 2016. (All numbers are taken
from Soarian KPIs)

Start date 01 Apr-15
Reference date 01-Apr-16

Total Diabetic Population aged 12 and

over on Soarian (KPI 0) 307,876

Total number of people who are

permanently suspended (KPI 0) 22,123

Total number of people who are

temporarily suspended (KPI 0) 25,569

Eligible population as at 01 April 2016

(KPI 0) 263,928

Number of individuals attending at least o
once (KPI 2) - QIS Target is 80% 205,487 77.9%
Total number of the current eligible

population successfully screened 200,699 76.0%
(KPI 4) — QIS Target is 80%

Remaining population not suspended or 0
successfully screened. 58,441 22.1%
Number of referrals to Ophthalmology

on account of Retinopathy (KPI 13) - 8,205 3.8%
No Target

Episodes for which written report is less

than or equal to 20 working days. (KPI 212,072 95.6%

9) - QIS Target is 80%

DRSP DRSP DRSP DRSP
performance performance performance performance
2014 as at 01 2013 asat01 | 2012asat01 | 2011 as at01

April 2014 April 2014. April 2013. April 2012.
01 Apr-14 01 Apr-13 01 Apr-12 31 Mar 11
01-Apr-15 01-Apr-14 01-Apr-13 01-Apr-12
298,101 287,481 275,061 263,838
20,582 18,558 16,801 15,001
25,863 26,488 24,577 25,696
255,928 247,017 237,333 227,380
201,299 199,268 184,617 180,431
(78.7%) (80.7%) (77.8%) (79.4%)
195,513 194,480 178,559 174,417
(76.4%) (78.7%) (75.2%) (76.7%)
54,629 52,537 52,716 52,963
(21.3%) (19.3%) (22.2%) (22.3%)
7,281 7,762 6,834 6,547
(3.5%) (3.7%) (3.6%) (3.5%)
209,704 203,851 198,863 196,061
(96.2%) (93.9%) (94.7%) (89.7%)
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Invitation and Uptake rates by NHS Board for DRS Scotland 2011 - 2015

Invitation rate (KPI 1) by NHS Board over the past 5 years Uptake rate (KPI 2) by NHS Board over the past 5 years
2011 2012 2013 2014 2015 2011 2012 2013 2014 2015
Ayrshire & Arran 104.2% | 103.2% | 104.1% | 103.5% | 103.2% Ayrshire & Arran 80.9% 80.1% 80.6% | 78.3% 79.0%
Borders 97.5% 78.2% | 100.1% | 102.2% | 102.6% Borders 79.3% 61.8% | 77.9% | 79.0% | 77.8%
Dumfries and 102.2% | 104.5% | 105.1% | 104.0% | 101.7% Dumfries and 90.4% | 91.0% | 90.2% | 89.9% | 91.2%
Galloway Galloway
Fife 101.7% 104.2% 108.8% 105.8% 105.3% Fife 81.6% 77.3% 83.4% 82.7% 82.1%
Forth Valley 96.8% 96.9% 99.0% 94.6% | 100.0% Forth Valley 78.6% 78.2% 80.6% | 79.3% 81.2%
Grampian 102.7% | 102.4% | 99.5% | 101.6% | 99.3% Grampian 85.6% 83.1% 81.5% | 83.1% 78.9%
Greater Glasgow 96.2% 96.0% 99.6% 99.6% 98.8% Greater Glasgow 77.9% 76.5% 80.0% | 78.9% 78.8%
Highland 97.0% | 107.5% | 107.9% | 104.6% | 89.8% Highland 74.3% 77.1% 76.3% | 73.6% 69.2%
Lanarkshire 88.2% 90.8% 95.4% 90.4% 90.3% Lanarkshire 73.7% 754% | 79.4% | 76.7% | 72.0%
Lothian 99.0% 92.2% 99.6% 93.6% 99.5% Lothian 78.7% 75.7% 79.0% | 73.1% 76.2%
Orkney 100.9% | 99.8% 99.3% 88.0% | 101.0% Orkney 87.8% 86.0% 88.1% | 81.9% 91.2%
Shetland 1.2% 3.2% 0.6% 0.2% 0.2% Shetland 82.7% 87.3% 83.8% | 81.6% 85.0%
Tayside 96.3% 89.0% 95.8% 97.2% 96.2% Tayside 80.7% 77.7% 83.2% | 79.9% 78.7%
Western Isles 100.5% | 101.3% | 103.5% | 102.5% | 102.3% Western Isles 786% | 828% | 85.0% | 84.2% | 78.6%
Scotland 97.6% 96.9% 100.5% 98.5% 98.3% Scotland 79.4% 77.8% 80.7% 78.7% 77.9%
Invitation | Uptake Difference
rate(KPI 1) | rate (KPI 2)
2011 97.6% 79.4% 18.2%
2012 96.9% 77.8% 19.1%
2013 100.5% 80.7% 19.8%
2014 98.5% 78.7% 19.9%
2015 98.3% 77.9% 20.4%
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4 )
National Total DRS Eligible population for 2015 and next 2 years
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/-/National trend for 2015 wa01 new (net) eligible patients being added to theesygper
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Eligible Population increases by Board over last 12 months

W Apr-15
' ' ' ' mMar-16
& ¢ & & ¢ ¢ e
«© R R S
© (9'z>° \$®s
&
&
- J
Apr-15 Mar-16 Change % Change
Greater Glasgow 56464 57109 645 1.1% (Note this small increase is as a result of thégement of NHS Greater Glasgow & Clyde)
Lothian 35777 36920 1143 3.2% o _
Lanarkshire 32036 33821 1785 5.6% (Note this increase is as a result of the realignmé&NHS Greater Glasgow & Clyde)
Grampian 25902 26490 588 2.3%
Ayrshire & Arran 20998 21447 449 2.1%
Tayside 19406 20070 664 3.4%
Fife 18641 19134 493 2.6%
Forth Valley 15433 15822 389 2.5%
Highland 15016 15518 502 3.3%
Dumfries & Galloway 8271 8420 149 1.8%
Borders 5505 5807 302 5.5%
Western Isles 1229 1267 38 3.1%
Shetland 1029 1056 27 2.6%
Orkney 999 1047 48 4.8%
National Total 256706 | 263928 7222 2.8%
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Diabetic Retinopathy Screening Programme - ExternaQuality Assurance (EQA) 2015

Summary of Receiver Operator Characteristic (RAGsdor grader sensitivity/specificity in detedineferable images. Level 1 graders are showretasterisks, Level 2
by magenta crosses and Level 3 by green circlesbldck circle indicates the performance of the-auader. Detailed reports are provided for eacimddo all boards

Detection of referable images Detection of referable images
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Results fronSpring 20150n the left andhutumn 2015 are on the right. These reports were provided bi(é&ith Goatman — Aberdeen University.

Automated Grader — for the Spring EQA round the automated systehieaed a sensitivity of 96% and specificity of 38%6r the Autumn round it achieved a sensitivity
of 97% with a specificity of 38%.
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NSD Return for financial Year 2015/2016

Diabetic Retinopathy Screening Collaborative
Budget Report for Year Ended 31st March 2016
National Services Division

Actual
Budget YTD Variance

£ £ £
Salaries and Wages
Lead Clinician 22,800 22,800 0 Dr C Styles
Co-ordinator[ Band 7] 50,967 50,967 0 Mike Black
IT Operational Manager [Band 6] 43,632 43,632 0 Neville Lee
Education & Training [Band 7] 4,230 4,230 0 SLA
Supplies and Services
Computer/Office Equip 2,625 2,625 0 Computer Equip /Broadband fob etc
Stationery/printing supplies 453 453 0
Travel expenses 7,266 7,266 0
Image Store 6,780 6,780 0 c/f balance into 1516 for image store, additional spend 1516
Facilities booking 5,839 5,839 0 BT meet me Conferences/Subsistence/Accommodation/course fees
EQA Aberdeen University 10,000 10,000 0 EQA
Auto-grader 0 0 0 Auto-grading no longer NHS Highland remit
balance 3,475 0 3,475
Total Expenditure 158,067 154,592 3,475
Income to fund overtime etc -1,175 -1,175 0 Invoice raised by DRS to cover overtime
NSD Funding 2015/16 -156,892
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Annual Training Report 2015-2016

The table below shows the number of candidates in each Health Board region who are currently undertaking the City & Guilds Diploma, the
number of probationer slit lamp examiners, the number who have been awarded the accreditation and the number who have re-registered.

Health Board City & Guilds Diploma SL examiner SL award attained SL re-registration
Candidates registered probationer
and currently undertaking qualification

Ayrshire & Arran 4 0 0 0
Dumfries & Galloway 1 0 1 1
Fife 1 1 2 1
Forth Valley 2 0 1 1
Glasgow 5 3 5 1
Grampian 1 0 2 0
Highland 0 NA NA 0
Lanarkshire 2 0 5 0
Lothian 5 0 2 2
Orkney 0 NA NA 0
Shetland 0 NA NA 0
Tayside 1 0 3 1
Western Isles 2 NA NA 0
Total 27 4 21 7

Diabetic Retinopathy Screening Programme - Annual Report 2015-2016 -24 -



Annex D to DRS Annual Report 2015 -16
The table below details the total number of candidates who have attained the City & Guild Diploma in Diabetic Retinopathy Screening each year
since 2008.

Year City & Guilds
Diploma Completed
2008 1
2009 8
2010 25
2011 20
2012 59
2013 1
2014 5
3 Imaging certificates
2015 2 Diplomas
12 Units only

Items to note

« The number of people attaining the slit lamp examiner’s award is as follows: 4 probationers, 21 people having attained accreditation and a
further 7 having gone through re-registration.

- The DRS Executive Group is aware that the current City & Guilds qualification will finish taking new registrants in December 2016. Current
and newly registered candidates for the award will be given until 2018 to complete the award.

« As a replacement for the City & Guild qualification, Health Education England in collaboration with Skills for Health and other clinical
stakeholders have developed a national qualification for Screeners: staff who undertake screening for either Abdominal Aortic Aneurysm
Screeners (AAA) or Diabetic Retinopathy Screening (DRS). The single generic ‘Screener’ qualification is provided by 4 organisations. The
new single screener qualification will become available in early 2016. NHS Scotland have been in consultation with educational and
training providers in Scotland to develop a training course tailored to the Scottish Screening programme as the new single generic
gualification doesn't reflect differences within the home nations screening programmes.
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DRS Programme Resources, Staffing and Models of detry - 2015

1. Programme Information

1.1 Health
Board Name

Ayrshire & Arran

Borders

Dumfries & Galloway

Forth Valley

Fife

1.2 Programme
Board
Coordinator

Susan Wilson
Susan.wilson@aapct.scot.nhs.uk

Dr. Tim Patterson

Consultant in Public Health Medicing
Newstead

Melrose

TD6 9DA

01896 825517
Tim.patterson@borders.scot.nhs.uk

Dr Nigel Calvert, Consultant in Public

2 health Medicine (Health Protection an

Screening) NHS Dumfries &
Galloway, Ryan South, Crichton Hall,
Dumfries, DG1 4TG Tel : 01387

272724 emailnigel.calvert@nhs.net

Dr Oliver Harding, Consultant in
dPublic Health Medicine, Carseview
House, Stirling, 01786 457265
oliver.harding@nhs.net

Dr Charles Saunders , DRS Board
Co-ordinator
Email: charles.saunders@nhs.net

1.3 Accountable
clinical lead

Dr Mohan Varikkara, Consultant
Ophthalmologist
Mohan.Varikarra@aaaht.scot.nhs.likel 01563
527040

Dr Karen Madill

Consultant Ophthalmologist

PAEP ,NHS Lothian

Chalmers Street

Edinburgh

EH3 9HA

0131 533712
Karen.madill@nhslothian.scot.nhs.u

Dr Dinesh Verma,
Consultant Ophthalmologist.

dineshverma@nhs.net

Dr John DoigJohn.doig@nhs.net
01324 566346 (Secretary)

Dr Caroline Styles, DRS Lead
Clinician.

Telephone: 01592 623623 ext 3853
Email: caroline.styles@nhs.net

1.4 Service
Manager

Diane Smith, Diabetes MCN Manager/Retinal
Screening Facilitator,
diane.smith@aapct.scot.nhs. dlel 01294
323470

Julieann Brennan

Department of Public Health,

NHS Borders

1st Floor, Education Centre,

Border General Hospital

Newstead, Melrose, TD6 9BS
Direct Dial (01896) 825548

Mobile 07810 432777

Email:
julieann.brennan@borders.scot.nhs

Jane Carrick, DRS Service Manager
Tel: 01387 244310 email:

jane.carrick@nhs.net

uk

Lorraine Fowler, Diabetes Systems
Administrator, Stirling Community
Hospital, Livilands Gate, Stirling,
FK8 2AU. Lorraine.fowler@nhs.net
01786 434169.

Lynn Garvey, lead Nurse First Floor
Cameron Hospital,

Telephone: 01592 226465(46465)
Email:|.garvey@nhs.net

1.5 Location

Room 745, ¥ Floor, Administration Building,
Ayrshire Central Hospital, Kilwinning Road,
Irvine KA12 8SS

Border General Hospital
Newstead, Melrose, TD6 9BS

Diabetic Retinopathy Screening
Service, Cairnsmore East, Crichton
Hall, Bankend Road, Dumfries DG1
4TG

Tel: 01387 244228

email: ann.weir@nhs.nebr

Tel: 01387 244325 email:

Diabetes Unit, Stirling Community
Hospital, Livilands Gate, Stirling,
FK8 2AU. 01786 434169.

Forth Valley Royal Hospital, Level 2
J block, Stirling Road, Larbert -
01324 566928

kym.cowan@nhs.net

NHS FIFE DIABETIC
RETINOPATHY SERVICE, Ward
8, Cameron Hospital, Windygates,
Fife, KY8 5RRk. Tel: 01592 226852,
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1.6 Referral
Centres

Ayr Hospital,
Crosshouse Hospital,
Inverclyde Royal Hospital,

Eye Centre,
Borders General Hospital (BGH)

Ophthalmology Department, D&G
Royal Infirmary, Bankend Road,
Dumfries DG1 4AP Tel: 01387 24624
Ophthalmology Department, Gallowa:
Community Hospital, Stranraer DG9
7HX Tel: 01776 707707
Ophthalmology Department, 4 Warrel
Drive, Rosehill, Carlisle Tel: 01228
602780 or 01228 814366

Ophthalmology Dept, Falkirk
Community Hospital, Westburn
6 Avenue, Falkirk.

OCT Clinic — Ophthalmology Dept,
Falkirk Community Hospital,
Westburn Avenue, Falkirk

Queen Margaret Hospital, Whitefiel
Road, Dunfermline,KY12 0SU

Victoria Hospital, Hayfield Road,
Kirkcaldy,KY2 5AH

Ninewells Hospital, Dundee, DD1
9SY

1.7 Biomicroscopy
arrangements

Slit lamp examination carried out by all
accredited Optometrists at 26 Optometry
Practices immediately following photograph. |
screening is deemed ungradable at the Diabet
Clinics, patients are sent an invitation to make
appointment with an accredited Optometrist fo|
biomicroscopy. Slit Lamp is also carried out a
HMP Bowhouse.

Either an appointment is made for
them in a slit lamp clinic at the BGH
or they are asked to make an
cappointment with a local optometrist
achoosing from a list of participating
optometrists provided.

2 static sites

Site 1 provides a one stop photo +- sl
lamp bio microscopy same day appt.
Site 2 provides a one stop photo + S/
appt as above for 50% of patients ar
the other 50% require a second invite|
to a S/L clinic (usually the first Friday
of the Month)

Mobile service patients require a
second appointment for bio microscoy
at site 2. Appt usually within 4 weeks
as there is a clinic first Friday of the
month.

Patients with ungradable or
t unobtainable images following
camera screening are examined in g
| slit lamp clinic. There are 3 slit lamp

Two clinics are held in Forth Valley
Royal, Outpatients Dept, Stirling
Road, Larbert and one other clinic
held in Stirling Community Hospital,
yLivilands Gate, Stirling., FK8 2AU.

dclinics per week in NHS Forth Valley.

3 slit lamp site across fife patients are

referred according to area

1.8 Health Board 56 25 37 57 B
GP Practices

1.9 Screening GP | 57 37 57 B
Practices 25

2. Delivery Model

Ayrshire & Arran

Borders

Dumfries & Galloway

Forth Valley

Fife

2.1 Programme
structure/
model

Patients are invited to make an appointment f
screening when their recall date is imminent.
They are sent an invitation letter and list of
Opticians including the hospital sites to choos
from.

26 Optometry Practices providing digital
screening and Biomicroscopy.

2 Hospital sites providing digital screening.
External Agencies, Visioncall, Healthcall, First
Sight Opticians all carry out Domiciliary visits
only. JR Shaw Optometrists carry out Slit Lam
examinations at HMP Bowhouse

rThe programme is delivered using 1
mobile camera visiting various GP

P

Slit lamp bio-microscopy is done by
an ophthalmologist at the BGH or on
of 17 community optometrists
throughout the Borders. The
optometrists are being used on a shd
term basis to help with a backlog.

practices and NHS Borders premises.

Brief summary of how screening is
delivered, including:

3
- mobile — 1 van covering 20 G.P.
e practices, at 22 locations due to bran
surgeries
- number of bio microscopy sites — 2,
rtone in Dumfries, one in Stranraer
- whether any independent/external
provider is used — No

- number of photographic static sites |

People with diabetes within Forth

Valley are invited to attend an annu

retinal screening examination from

the age of 12 onwards. There are 2

static photographic sites — Stirling

hCommunity Hospital has the capaci
to screen 129 patients per week an
Forth Valley Royal Hospital has the
capacity to screen 153 patients per
week.

q

Forth Valley has 3 slit lamp clinics
with the capacity to examine 45
patients per week, an OCT clinic wit
the capacity to examine 13 patients
per week and an Ophthalmology
clinic which can examine 7 laser
patients or 12 review patients per
week.

There is no mobile service within
Forth Valley.

Fundus Photography
al The service has fixed cameras at

Victoria and Queen Margaret
Hospitals and a mobile camera whi
visits 11 further locations Fife

yAt each of the Fixed site®atients
are appointed a day and 28 patients
appointed at a mobile on average.
At the Victoria Hospitand Queen
Margret Hospitatlinics are run 5
days a week,
Mobile locations are governed by th
number of patients due and the

havailability of rooms as 9 of our
locations are within GP surgeries.
The images are graded and the res
sent out.
Biomicroscopy
If the patient requires biomicroscop
an appointment is made and sent o
requesting the patient attend 1 of th
3 sites where we provide

D

ults

(L=

biomicroscopy. These are Victoria
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and Queen Margaret Hospitals plus|
Cupar Health Centre.

Once a patient has been appointed
biomicroscopy they are recalled the|
every year rather than Fundus
Photography. The only exception to
this is when they patient are
discharged back from
ophthalmology.

Slit lamp examinationare preformed
by the Level 2 gradefsSL examiner
We currently see 20 patients at the
Victoria and Queen Margaret
Hospitals sites and7lat Cupar
Health Centre

to

2.2 Cameras
Used

22 Topcon TRCNW6 with Nikon D70S

3 Topcon 3D-OCT with Nikon D7000

3 Topcon TRCNW6 with Nikon D80S

1 Topcon TRCNW8 with Nikon D90

1 Kowa Keeler Nonmyd 7 with Nikon AS15

1 Canon CR-DGi fundus cameras wi

Canon EOS 10D digital back.

h4 cameras There are 2 cameras supplied by
3x Topcon TRC NW6S with Nikon Topcon — TRC NW6S with Nikon
D70 D70 digital camera backs.
1x Topcon TRC NW6S with Nikon
D80

3 x Canon CR-DGI Fundus Camera
backs

3 x Canon EOS 20D Digital Camers
2 camera’s and backs changed in H
13 to

2 x Canon CR-DGI2 Fundus Came
backs

2 x Canon EOS 60D Digital Camerg

eb

2.3 Workforce
Information

Service Manager 1
Administrator 1

L3 Graders 2

L2 Graders 4

L1 Graders 32

Retinal Photographers 40

1 Service (Programme) Manager
3.9 Administrators

1 screener

4 Level 1 graders

3.8 level 2 graders

3 level 3 graders working part time
| ophthalmologist working 0.2

The workforce to deliver retinal
screening within Forth Valley
includes:

Brief summary of workforce to deliver
programme

administrators - 0.8

retinal photographers — 3 (2 also L2
graders)

graders —2x L2 + 1x L3

Slit Lamp Examiners — 1 (also
screener/grader L2)

6 Part time retinal photographers
3 Part time administrators

2 Level 1/2 graders

1 Level 3 grader

2 Slit lamp examiners

0:2 WTE Level 3 Grader/SL
examiners (Associate Specialist
attached to service)

1:6 WTE Level 2 grader/SL
examiners (0:8 WTE On mat leave
from April 12 — Jan 13)

1 :5 Screener/Leve grader

1.0 WTE Screener (trainee Level 1
grader)

1:0 WTE System Administrator
(Full Time)

1:0 WTE DRS Administrator
(30hrs)

0:5 WTE Booking clerk¥8.5rs)

2. Delivery Model

Ayrshire & Arran Borders Dumfries & Galloway Forth Valley Fife

2.4 Retinal Optom 1 Part 306,307,308 A — current screener, part time, passedA — current screener, full time, Screener 1 — Current, part-| Current

Screeners 8&3:2 ”222 g%‘f;gg;i?gd units 306, has sent 304 and 305 in forpassed units 301,302,304,305 & | time — Units 301 & 302 1 x Full time Screener
Optom 4 Full 306,307,308 marking 303 ready to mark by local | 306 and has 303 ready to mark | completed and passed. pass 304, 305, 306
Optom 5 Full 306,307,308 assessor, 302 in progress, 301 still to| with online exam proposed to take 1 x Full time Screener,
Optom 6 Full 306,307,308 do. on 12/05/2010 Screener 2 — Current, part- | pass 304, Commenced
89:3% EE:: ggggg;'ggg time — Units 301 completed| July 09
ogtom 10 Part 306.307.308 and passed. 2 x Part Time Screener
Optom 11 Part 306,307,308 pass 304, 305, 306
Optom 12 Part 306,307,308 Screener 3 — Current, part- | 1 x Full time Screener,
89“3’" 13 | Ful 306,307,308 time — Unit 301 & 302 undertaking C&G,

ptom 14 Full 306,307,308 Commenced Jan 10

completed and passed.
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Optom 15 Full 306,307,308
Optom 16 Part Re-registered _ _
Optom 17 Part 306,307,308 S_creenerfl Current, part
Optom 18 Full 306,307,308 time — Units 301 & 302
Optom 19 Part 306,307,308 completed and passed.
Optom 20 Part 306,307,308
Optom 21 Full Re-registered Screener 5 — Current, part-
Optom 22 Part 306,307,308 . .
Optom 23 Full 306,307,308 time — No C& G units
Optom 24 Part 306,307,308 completed.
Optom 25 Full 306,307,308
Optom 26 Part 306,307,308 Screener 6 - Current, part-
Optom 27 Part 306,307,308 - :
Optom 28 | Part 306,307,308 time —No C & G units
Optom 29| Full 306,307,308 completed
Optom 30 Part 306,307,308
Optom 31 Part 306,307,308
Optom 32 Part 306,307,308
Optom 33 Full 306,307,308
Optom 35 Full Registered
Optom 36 Full New-not registered
Optom 37 Full Registered
Optom 38 Part New-not registered
Photo 1 Full 301,302,303,304,305,306
Photo 2 Part 301,302,303,304,305,306
Photo 3 Full 303 Remainder re-registered
Photo 4 Full 301,302,303,304,305,306,307
25 Retinopathy Optom 1 Part L1 306,307,308 B — current screener/grader L2, full B — current screener/grader L2, Grader 1 — Current, part- Current
Optom2 | Part L1 L2 306,307,308 time, passed Diploma part time, passed Diploma time — Units 301,302, 307 & 1 x Level 3 Grader
Graders Optom 3 Part L1 Re-registered § . L
Optom 4| Full 1 306,307,308 C - current scrgener/grader L2, full C - current scre_ener/grader L2, part 308 _c_ompleteq and passed| (Associate Spec'|a||st
Optom 5 Full L1, L2 306,307,308 time, passed Diploma time, passed Diploma Qualified in Slit Lamp attached to service)
Optom 6 Full L1 306,307,308 D — current screener/grader L2, Accreditation. 4x Level 2 Grader pass
8&22; iﬁ:: ti 382‘383‘282 part time, passed unit 306 still to 303, 307, 308
Optom 10 | Part 1 306.307 308 undertake units 307 & 308 (_Erader 2 — Current, part- 1 x Full time Level 1
Optom 11 | Part L1 306,307,308 time — C & G Completed Grader, Commenced July
Optom 12 | Part L1 306,307,308 completed. 10
Optom 13 | Full L1,2 306,307,308 Non-Current
Optom 14 | Full L1 306,307,308
Optom 15_|_Full 1 306,307,308 Grader 3 — Current, part-
Optom 16 | Part L1 Re-Registered time - C & G not required.
Optom 17 | Part L1 306,307,308
Optom 18 [ Full L1 306,307,308
Optom 19 | Part L1 306,307,308
Optom 20 | Part L1 306,307,308
Optom 21 Full L1 Re-Registered
Optom 22 | Part L1 306,307,308
Optom 23 [ Full L1 306,307,308
Optom 24 | Part L1 306,307,308
Optom 25 | Full L112 306,307,308
Optom 26 | Part L1 306,307,308
Optom 27 | Part L1 306,307,308
Optom 28 | Part L1 306,307,308
Optom 29 [ Full L1 306,307,308
Optom 30 | Part L1 306,307,308
Optom 31 | Part L1 306,307,308
Optom 32_| Part L1 306,307,308
Optom 33 [ Full L1 306,307,308
Optom 35 | Full L1 Registered
Optom 36 | Full L1 Not registered
Optom 37 Full L1 Registered
Optom 38 Part L1 New-not registered
Ophth 1 Part L3 N?A
Ophth 2 Part L3 N?A
2.6 Slit Lamp Optom1 | Part 306,307,308 C - current screener/grader L2, C - current scrégrasler L2, Examiner 1 — Current, part Current
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Examiners Optom 2 Part 306,307,308 SLE, full time, passed Diploma SLE part time, pdsB@loma time — Level 1-2 grader, 1 x Level 3 Grader
Optom 3 Part Re-Registered D — current screener/grader L2, | Units 301,302, 307 & 308 | (Associate Specialist
Optom 4 Full 306,307,308 . ) | ;
Optom 5 Ful 306.307 308 SLE part time, passed unit 306 still completed and passed. attached to service)
Optom 6 Full 306,307,308 to undertake units 307 & 308 2 x Parttime Level 2
Optom 7 Full 306,307,308 Examiner 2 — Current, part-| Grader pass 303, 304, 30
Optom 9 Full 306,307,308 time — Level 1-2 grader, C | 307, 308
Optom 10 Part 306,307,308 .

Optom 11 Part 306,307,308 & G units completed and
Optom 12 Part 306,307,308 passed
Optom 13 Full 306,307,308
Optom 14 Full 306,307,308
Optom 15 Full 306,307,308
Optom 16 Part Re-Registered
Optom 17 Part 306,307,308
Optom 18 Full 306,307,308
Optom 19 Part 306,307,308
Optom 20 Part 306,307,308
Optom 21 Full Re-Registered
Optom 22 Part 306,307,308
Optom 23 Full 306,307,308
Optom 24 Part 306,307,308
Optom 25 Full 306,307,308
Optom 26 Part 306,307,308
Optom 27 Part 306,307,308
Optom 28 Part 306,307,308
Optom 29 Full 306,307,308
Optom 30 Part 306,307,308
Optom 31 Part 306,307,308
Optom 32 Part 306,307,308
Optom 33 Full 306,307,308
Optom 35 Full Registered
Optom 36 Full Not registered
Optom 37 Full Registered
Optom 38 Part New -not registered
57 37 35 57 B

2.7 Screening
GP practices
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1.1 Health Board Grampian Greater Glasgow Highland Lanarkshire Lothian
Name
1.2 Programme Dr Mike Crilly Dr Emilia Crighton, DRS Board Co- | Vacant Dr Tasmin Sommerfield Vacant

Board Coordinator

MD MPH MRCGP MFPHM
Senior Lecturer in Clinical
Epidemiology

University of Aberdeen Medical
School

Polwarth Building at Foresterhill
Aberdeen Scotland

AB25 2ZD michael.crilly@nhs.net

ordinator
Telephone: 0141 2014747 Email:
emilia.crighton@ggc.scot.nhs.uk

Consultant in Public Health Medicine
Department of Public Health

NHS Lanarkshire

14 Beckford Street

Hamilton ML3 OTA

01698 206336
tasmin.sommerfield@lanarkshire.scoj
nhs.uk

t.

1.3 Accountable
clinical lead

Dr John Olson, DRS Service Lead
Clinician, David Anderson Building,
Foresthill Rd, Aberdeen AB25 2ZP
Telephone: 01224 555538. Email:
john.olson@nhs.net

Dr William Wykes, DRS Service Lead
Clinician

Telephone: 0141 201 1582. Email:
william.wykes@ggc.scot.nhs.uk

Dr Simon Hewick
Consultant Ophthalmologist
Simon.hewick@nhs.net

Dr Meena Virdi

Consultant Ophthalmologist

Lead Clinician for Diabetic Screening
Hairmyres Hospital

Hairmyres

East Kilbride

Tel: 01355 584652
Meena.Virdi@lanrkshire.scot.nhs.uk

Dr Karen Madill

Consultant Ophthalmologist
PAEP ,NHS Lothian
Chalmers Street

Edinburgh

EH3 9HA

0131 533712

1.4 Service Manager

Margaret Bruce, Retinal Screening
Manager, David Anderson Building.

David Sawers, Retinal Screening
Manager

Lisa Steele
Service Manager, NHS Highland

Anne Dougan
Retinal Screening Team Leader

Ms Norah Grant
DRS Service Manager

Foresterhill Rd Aberdeen AB25 2ZP | Telephone: 0141 211 4754. Email: Diabetic Centre, Centre for Health | Administration Office E3, PAEP,
Telephone: 01224 550198. Email: david.sawers2@ggc.scot.nhs.uk Science, Old Perth Road, Inverness| Administration Building Chalmers Street
m.bruce@nhs.net V2 3JH Coathill Hospital Edinburgh
Email: lisa.steele@nhs.net Coathill EH3 9HA
Tel: 01463 255938 Coatbridge ML5 4DN Norah.grant@Iuht.scot.nhs.uk
01236 707150 0131 536 3928
Ann.Dougan2@Ianarkshire.scot.nhs.pik
1.5 Location David Anderson Building Administrative centre address — Diabetic Retinal Screening Administration Office DRS Service
Foresterhill Road Screening DepartmentS' Eloor, Centre for Health Science Administration Building E3, PAEP,
Aberdeen Building 2, Templeton Business Old Perth Road Coathill Hospital Chalmers Street
AB25 27P Centre, 62 Templeton Street, Inverness IV2 3JH Coathill Edinburgh
Glasgow G40 1DA Tel Patient Booking Services on Coatbridge ML5 4DN EH3 9HA

0800 5877198

01236 707160 / 0845 337 3341

0131 536 4145

1.6 Referral Centres

Aberdeen Eye Clinic, Foresterhill
Hospital.

Dr Grays Hospital Elgin.
Chalmers Hospital Banff.
Jubilee Hospital Huntly.

Turner Hospital Keith.

Seafield Hospital Buckie.

Ophthalmology Departments at the
following —

Stobhill Hospital, Victoria Infirmary,
Southern General Hospital — all in
Glasgow

Royal Alexandra Hospital, Paisley;
Inverclyde Royal Hospital, Greenock;
Vale of Leven District General
Hospital.

North Highland patients are referred
to:

Raigmore Hospital Inverness but ca
be seen at any of the peripheral
hospital sites in Golspie, Wick, Fort
William and Portree, depending on
the nearest venue and treatment
required.

Argyll & Bute patients are referred:tg
Campbeltown Hospital

Dumbarton Health Centre

Dunaros Hospital, Isle of Mull
Dunoon General Hospital
Inverclyde Royal Hospital, Greenock
Mid Argyll Hospital, Lochgilphead
Victoria Hospital, Rothesay

Lorn & Isles DGH, Oban

Gartnavel General, Glasgow
Southern General, Glasgow

Ophthalmology Department
Hairmyres Hospital
Eaglesham Road

East Kilbride

Ophthalmology Department
Wishaw General Hospital
Netherton Road

Wishaw

Ophthalmology Department
Monklands District General Hospital
Monkscourt Drive

Monklands

Airdrie

Princess Alexandra Eye Pavilion,
Edinburgh
St. John’s Hospital, Livingston.

1.7 Biomicroscopy

Technical failure examinations are
performed at the following locations:

People with unobtainable or un-
gradable images are assessed by slit

North Highland patients are referred
to an Optometrist based slit lamp

Patients with a status of technical
failure following photography, receivg

An appointment is made for patients
a slit lamp clinic at one of the
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arrangements

All Aberdeen City residents are
assessed at the David Anderson
Building.

Moray patient are offered a location
closer to home and can may be bookg
into any of following venues:

Leanchoil Hospital Forres.

Dr Grays Hospital Elgin

Jubilee Hospital Huntly
Chalmers Hospital Banff
Seafeild Hospital Buckie
Turner memorial; Hospital Keith

lamp biomicroscopy.

These clinics are held weekly at
Gartnavel General Hospital, Victoria
Infirmary, Southern General Hospital
pdand Glasgow Royal Infirmary — all in
Glasgow, New Sneddon Street Clinid
Paisley and as required at Greenock
Health Centre and Vale of leven Distr|
General Hospital.

Ophthalmologists deliver the slit lamp
clinics at Glasgow Royal Infirmary an
at Royal Alexandra Hospital, Paisley.
Al slit lamp clinics are delivered by

optometrists or by a nurse trained in g
lamp examination.

clinic in the following sites,
depending on their nearest venue fo
referral:

At Centre for Health Science,
Inverness

, Lawson Memorial Hospital in Golspi
Portree Hospital

cBelford Hospital in Fort William
Caithness General Hospital in Wick

)

Argyll & Bute patients are referred

il for a slit lamp examination into the
Ophthalmology departments detaile
above at item 1.6.

lit

a letter to inform them that images
taken are ungradable and they have
been put on a waiting list to have slit
lamp examination carried out. There
a slit lamp service at each of the 3

locations below, based on where the
live.

isSt John'’s hospital, Livinston
PAEP, Edinburgh

static sites. There is 3 sessions of slif Roodlands Hospital, Haddington.

lamp carried out at each of the 3 stat

sites. (a total of 24 patients each weeg
per site) = wte 0.3 per site. Technica

failure at slit lamp will result in the
patient being referred to
ophthalmology. The slit lamp clinics
see patients for recall and patients wi
are newly referred to slit lamp.

The slit lamp clinics are run by
Registered Nurses who have
undergone specialised training in slit
lamp examination. The slit lamp
clinics can be increased or decrease
depending on demand as it is
organised wholly within the Diabetes
Retinal Screening Service.

- X0

no

)

1.8 Health Board GP | 83 Approx 274 North Highland = 67 98 126
: A&B = 34
Practices Total GP practices = 101
1.9 Screening GP 83 Approx 274 North Highland 98 126
; Patients are invited from the 12
Practices Inverness based GPs to come for
screening at DRS in Centre for Health

Science, Inverness.
DRS provide a mobile clinic based at
the remaining 55 GP sites or nearest
community hospital.
Argyll & Bute

DRS provide a mobile clinic based at
three of the GP practices which are
not accessible to a High Street
Optometrist in the area.

DRS control recall of patients for all
101 practices but in Argyll & Bute the
remaining 31 practices have their
patients invited to the nearest
participating High Street Optometrist

practice for screening.
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2. Delivery Model

Grampian

Greater Glasgow

Highland

Lanarkshire

Lothian

2.1 Programme
structure/ model

Screening is delivered through a
combination of both mobile and static
screening venues. The static site is used
screen patient who live within the City
boundary.

The mobile screening clinic visits GP
practices in Aberdeenshire and Moray.
Screening is carried out within the practic
Vehicles are for transportation of equipme
only.

One Static Site

Three Mobile units

Six slit lamp sites

No independent or external provider is
used.

All diabetics are initially appointed to a
photography screening clinic. These ar
tdeld at 4 hospital sites and at 17 other
sites — clinics, health centres, screenin
vans, and GP surgeries.
5 of the photography sites are generall
in use 52 weeks/year, and the other 16
p.sites are used as required, from 4 — 25
ntveeks/year. Optometrists are not used
deliver photography clinics.

Diabetics who have unobtainable or
ungradable images at photography are
assessed by slit-lamp biomicroscopy.
at the slit lamp clinic it is felt that
gradeable images can be obtained in
future then the diabetic’s next
appointment will be for photography.)

Slit lamp biomicroscopy is delivered
weekly at 4 hospital sites and at one
other clinic site and less frequently at o
other hospital site and at one other heg

centre site

North Highland
e Static photographic sites = 1 based at

DRS in CFHS, Inverness.
) North Highland continued
Mobile clinics carried out at 55 GP
locations in North Highland and/or
nearest community hospital depending
on room availability at the GP site.
tBhotography is carried out by two full
time NHS Highland retinal screeners.

Slit lamp provision is provided at five
sites detailed in item 1.7 and is carried
Ifout by an NHS Highland Optometrist.

Argyll & Bute
Mobile clinics are carried out at 3 GP

sites in the area; Rothesay, Tignabruai
and Lochgoilhead. This is covered by
the NHS Highland retinal screening teal
from Inverness.

he

ItThe remaining areas are serviced by
static photographic sites provided via
external contractors who are
professionally qualified High Street
Optometrists. The area is split into 8
sites:-

Oban, Lochgilphead, Campbeltown,
Tarbert, Helensburgh, Dunoon, Isle of
Islay and Isle of Mull.

Over the 8 sites, there are 15 registere
external Optometrists providing
photographic screening only.

Slit lamp referrals for the Argyll & Bute
area are seen across the 10
Ophthalmology sites detailed in item 1.

Administration office is responsible
for booking, cancelling
appointments. To improve patient
attendance office staff are
responsible for reminder phone cal
to patient on week of appointment.
Telephone helpline is open from
9am to 12md and from 1.30pm to
3.30pm.

There are 4 static sites in
Lanarkshire, which are Buchanan
Centre in Coatbridge, Wishaw
Health Centre in Wishaw and
Central Clinic in Hamilton. There i
a satellite site in Central Health
Centre in Cumbernauld. Each of
thmain sites has 2 fundus cameras g
1 slit lamp. Cumbernauld has 1
mfundus camera.

il

The programme is delivered
using 3 static cameras,
located in the main Diabetic
Out Patient Departments, arj
Is3 mobile cameras in a variet
of GP Practices and Health
Centres. The screeners are
photographers employed by
the NHS. All of the screener
in Lothian also grade at
either level 1 or level 2.

Slit lamp bio-microscopy is
done in 3 hospital sites (see
5 1.7 above) and is done by a
mix of NHS employees
ne(currently optometrists and
ndphthalmologists though 2 o
our photographers are in the
process of training for this)
and community optometrists
paid by the session.

2.2 Cameras Used

2 new Canon CR2 digital retinal camera’s|
2 canon CR1 digital retinal camera’s with
50 D digital back

Fundus cameras — 4 x Canon CR2, 5 X
Canon CR-DGI, 4 x Canon CR6

Digital backs — 4 X Canon EOS Retina
back, several Canon D30, 10D and 201

North Highland
1x Canon CR6 45NM Serial No:

300621/Canon EOS 20D

1x Canon DGI Serial No: 310325/Cang|
D EOS 20D

1x Canon DGl Serial No: 311286/Cang

EOS 20D

Argyll & Bute

7 x Retinal Camera Fundus Topco
NW6S
7 x Nikon AS15

n3 x Nidek SL 450 biomicroscopy

n

1x Topcon NW65 Serial No:

h 6 Canon CR-DGi fundus
cameras with Canon EOS
10D digital backs.

Diabetic Retinopathy Screening Programme - Annual Report 2015-2016

-33-

o



2881612/Nikon D90

1x Keeler Kowa NonMyd 7 Serial No:
1602600062/Nikon D80

1x Keeler Kowa NonMyd 7 Serial No:
160260068/Nikon D80

1x Keeler Kowa NonMyd 7 Serial No:
1602600049/Nikon D80

1x Keeler Kowa NonMyd 7 Serial No:
1602600091/Nikon AF15

1x Keeler Kowa NonMyd 7 Serial No:
1602600057/Nikon D80

1x Topcon TRC/NWS6S Serial No:
2881259/Nikon D80

1x Topcon NW6S Serial No:
2880004/Nikon D80

1x Topcon NW6S Serial No:
2881374/Nikon D80

1x Topcon NW6S Serial No:
2881347/Nikdon D80

1x Canon DGI Serial No: 311531/Cang
40D

1x Canon DGl Serial No: 300343/Cang
40D

1x Canon DGl Serial No: 311525/Cang
40D

1x Topcon NW6 Serial No: NK

1x Topcon NW8 Serial No: NK

2.3 Workforce
Information

2 Admin staff = 2 wte
Administrators x 1 full time receptionist
Administrators x 1 full time

Both current

The service has —

1 service manager

1 nurse co-ordinator

8 (6 wte) admin staff

10 (9.0 wte) retinal photographers

1 (0.6wte) photographer/level 1 grader
4 (3.4 wte) photographers/level 2 grade
4 (1.1 wte) slit lamp examiners/level 2
graders

1 associate specialist ophthalmologist
(0.8 wte) and 2 consultant
ophthalmologists (approx 1 session/we
each)

Service Manager: 1

Administrators: 0.5

Retinal Screeners: 1 x full time and 1 x

0.5 wte

External Photographer/Screeners: 15

Slit Lamp Examiner: 2 x 0.5 wte (North
rddighland only)

All grading work is provided externally

ek

by the grading centre in NHS Grampian.

Administration Assistant
Band 2 1wte
Administration Officer

Band 3 lwte

Retinal screener

Band 3 0.8 wte

Retinal screener

Band 4  1wte

Retinal Screener

Band 4  1wte

Retinal Screening Nurse
Band5  0.56wte

Retinal Screening Nurse
Band5  0.69wte

Retinal Screening Sp Nurse
Band 6 0.8

Retinal Screening Sp Nurse
Band 6 0.53

Retinal Screening Team Lead
Band 7 1wte

1 Service (Programme)
Manager

5 Administrators

3 screeners

4 Screeners/Level 1 graderg
4 screeners/level 2 graders
3 level 3 graders

1 employed optometrist plus
2 community optometrists
working as needed at slit
lamp plus

2 ophthalmologist. working
as needed at slit lamp

2.4 Retinal Screeners

9 named screening staff = 8 wtecluding
service manager) all participate in

photographic screening sessions as requi

to meet service needs.
All current

6 screeners have completed the
C&G Certificate

re?l screeners have 1 unit outstanding
2 screeners have completed no units

Retinal Screeners: 1 x full time and 1 x
0.5 wte completed full diploma

Both band 4 retinal screener have
completed City and Guilds diplomd
in retinal screening

Band 3 retinal screener has
registered to commence certificate,
in retinal screening.

1.0 screener nil C&G
accredited
1.0 screener nil C&G
accredited
1.0 screener nil C&G
accredited
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2.8 wte spent on retinal photograp|

nyl.0 screener/Level 1 nil
C&G accreditation
1.0 screener/Level 1 nil
C&G accreditation
1.0 screener/Level 1 nil
C&G accreditation
1.0 screener/Level 1 nil
C&G accreditation

0.6 screener/Level2 nil
C&G accreditation

1.0 screener/Level2 306
1.0 screener/Level2 nil
C&G accreditation
1.0 screener/Level2 306
All of the above staff
members are current.

2.5 Retinopathy
Graders

Level 3 graders x 2 named = ( 0.3 wte)
Level 2 graders- four staff from the
screening team mentioned above,
participate in level 2 grading, as required
meet service needs.(including service
manager) All current

All L2 Graders have completed the City
and Guilds diploma.

Photographer/grader 1 — current, 0.6 w|
grading at level 1, passed units 302, 3¢
306 and 307
oPhotographer/grader 2 — current, 0.9 wj
grading at level 2, passed units 306 &
308
Photographer/grader 3 — current, 0.5 w|
grading at level 2, completed DRS
Diploma
Photographer/grader 4 — current, full
time, grading at level 2, completed DRS
Diploma
Photographer/grader 5 — current, full
time, grading at level 2, completed DRS
Diploma

Ophthalmologist 1 — current, 0.8 wte,
grading at level 3
Ophthalmologist 2 — current, 0.1 wte,
grading at level 3
Ophthalmologist 3 — current, 0.1 wte,
grading at level 3

eGrading services provided externally vi
ASLA with NHS Grampian.

e,

o

a 1.Retinal Screening Nurse (0.56
wte)

0.4wte photography

0.1 wte ?'level grading

0.6 wte slit lamp training.
2. Retinal Screening Nurse
(0.69wte)

0.4wte photography

0.2 wte ?'level grading

0.9 wte slit lamp examination

3.Retinal Screening Specialist Nur:
(0.8wte)

0.3wte photography

0.2wte grading

0.3wte slit lamp examination

4.Retinal Screening Specialist Nur:
(0.53)

0.2wte grading

0.3wte slit lamp examination

0.03wte Ophthalmic
letters/office/orders

5.Retinal Screening Team Leader
(1wte)
0.1wte grading
0.3wte slit lamp examination
0.1wte slit lamp training
0.3wte clinical management
0.2wte office/staff manageme
(cover all types of clinics
during staff shortage)
All trained nursing staff have

1.0 screener/Level 1 nil
C&G accreditation
1.0 screener/Level 1 ni
C&G accreditation
1.0 screener/Level 1 ni
C&G accreditation
1.0 screener/Level 1 ni
C&G accreditation

0.6 screener/Level2 nil
5eC&G accreditation

1.0 screener/Level2 306
1.0 screener/Level2 nil
C&G accreditation
1.0 screener/Level2 306
560.2 Level2 + slit lamp nil
accreditation

0.2 Level2 + slit lamp nil
accreditatiomo longer
employed

3 x level 3; PIT,
ophthalmologists
All of the above staff

otherwise stated and are
htshared with Borders.
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completed Diploma in Retinal
Screening.

2.6 Slit Lamp
Examiners

Slit lamp examiners- 3 staff from the
screening team, participate in slit lamp
examination as required to meet service
needs (including service manager)

. All are level 2 graders and have
completed the city and guild diploma All
Current

SLE 1 & 2 have completed units
301,302,307 & 308

SLE 3 has completed units 301, 302 &
308

SLE 4 has completed unit 301

Slit Lamp Examiner: 2 x 0.5 wte (North
Highland only) one fully accredited and
one pending.

See above.

4 slit lamp examiners have
completed in service training
and adhere to National
Guidelines to ensure registratid
for slit lamp is up to date. E.g.
visit ophthalmologist from
outside own board for testing
and complete grading standarg
and see at least 200 slit lamp
patient/year.

0.1 optometrist nil C&G
accreditationno longer
employed

0.2 optometrist + level 2
grader nil C&G
Mccreditation

P/T community optometrist
nil C&G accreditation

sP/T community optometrist
nil C&G accreditation

P/T ophthalmologist + level
3 grader
P/T ophthalmologist

Unless stated the above are
all current staff.

2.7 Screening GP
practices

83

Approx 274

101 as per item 1.8.

98

126

Diabetic Retinopathy Screening Programme - Annual Report 2015-2016

-36 -




1. Programme Information

1.1 Health Board
Name

Orkney

Shetland

Tayside

Western Isles

1.2 Programme Board | Louise Wilson Kerry Russell, Clinical Services, Brevick Dr Julie Cavanagh Vacant
Coordinator Louise.wilson2@nhs.net House, Lerwick. DRS Board Coordinator
Email: kerry.russell@nhs.net Consultant in Public Health
Phone: 01595-743000 extension 3632.| Directorate of Public Health
King's Cross
Clepington Road
Dundee DD3 8EA
01382 425684
julie.cavanagh@nhs.net
1.3 Accountable Post vacant Dr Pauline Wilson, Consultant Physician Dr Graham Leese Vacant

clinical lead

Email: paulinewilson@nhs.net
Phone: 01595-743000 extension 3226

DRS Clinical Lead

Consultant Physician

Wards 5 & 6

Ninewells Hospital

Dundee DD1 9SY

01382 632237 or 01382 660111 bleep
4320

graham.leese@nhs.net

1.4 Service Manager

Nickie Milne, DRS Administrator,
Assessment and Rehabilitation Office,
Balfour Hospital, Kirkwall.
Nichola.milne@nhs.ne®1856 888023

Alison Irvine, Diabetic Specialist Nurse
Gilbert Bain Hospital, Lerwick.

Email: alison.irvine@nhs.net

Phone: 01595-743000 extension
3444,

Mrs Samantha Creamer

DRS Programme Manager
Diabetic Retinopathy Screening
Programme

Diabetes Support Centre
Level8

Ninewells Hospital

Duundee DD1 9SY

01382 740068

screamer@nhs.net

Christina Morrison

Health Protection and Screening
Nurse Specialist

NHS Western Isles

01851 708046
christina.morrison@nhs.net

1.5 Location

Assessment and Rehabilitation Office,
Balfour Hospital, Kirkwall. 01856 888023

Gilbert Bain Hospital, Lerwick.
Contact number: 01595-743000
extension 3030

Diabetic Retinopathy Screening
Programme

Diabetes Support Centre
Level 8

Ninewells Hospital

Duundee DD1 9SY

The Diabetes Centre, Western Isl
Hospital HS1 2AF

es

1.6 Referral Centres

Visiting Highland Ophthalmology Service
held in Balfour Hospital, Kirkwall, Orkney

Gilbert Bain Hospital and Aberdeen
Royal Infirmary (ARI)

Ninewells Hospital, Dundee
Arbroath Infirmary

Montrose Links Health Centre
Stracathro Hospital

Perth Royal Infirmary

Ophthalmology Clinic Out-Patient
Department

Western Isles Hopsital/ Uist &
Barra Hospital

1.7 Biomicroscopy

At present all patients requiring slit-lamp

GilbBain Hospital with visiting Slit

R Doig Optometrist Ltd
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arrangements

assessment is referred to the visiting
Ophthalmology Service and is seen withir)
their Out-patient Eye Clinic which is held
on a monthly basis at Balfour Hospital,
Kirkwall.

Lamp Nurse from ARI

1x Ophthalmologist Slit Lamjnat per
week based at Ninewells Hospital
1x Ophthalmologist Slit Lamp clinic per,
week at Perth Royal Infirmary
All Angus clinics undertaken by

36 Kenneth Street
Stornoway

R Doig Optometris Ltd
Rathad Mhic Eoine

Specialist Screeners Balivanich
Montrose Links Centre x2 per annum | Benbecula
Arbroath Infirmary x3 per annum Uist
Stracathro Hospital x3 per annum
1.8 Health Board GP | 15 10 68 10
Practices
15 10 68 10

1.9 Screening GP
Practices

2. Delivery Model

Orkney

Shetland

Tayside

Western Isles

2.1 Programme
structure/ model

Screening is delivered on one site which i
within the Balfour Hospital. We have one
static retinal camera. We have two Retin
Screening Technician who delivers
approximately one clinic per week.

All slit-lamp patients are seen by the
visiting Ophthalmology Service and their
information is passed back to the retinal
screening administration.

Our grading is sent to Tayside.

5 We have 1 static photographic site and
no biomicroscopy sites. We do not use
alany independent/external provid€&CT
machine used to monitor patients with
M2.

. Two permanat static sites. One
mobile unit which can be a
‘transportable’ system ie has a
side lift so that equipment can b
taken off the mobile unit and se|
up in a temporary static site. Th
same unit can also be used as
mobile unit. Second mobile unit
is used for this purpose alone.

. Five biomicroscopy sites

Have an SLA with NHS Tayside
Department of Ophthalmology to
provide slit lamp service.

NHS Western Isles have contracte
with R Doig Optometrist Ltd to
provide image capture and slit lany
eexaminations. He has 2 camerag
t and 2 static sites, one in
e Stornoway(Lewis) and one in
a Benbecula (Uist). He is contracte
to provide a peripatetic service an
a domiciliary service.

Patients are invited to make an
appointment with R Doig
Optometrist Ltd for their image
capture. GPs can request a home
visit for patients that are unable to|
go to either of R ‘Doig Ltd
premises. Screening is also
provided for patients who are in
hospital or nursing homes

NHS Western Isles have a contra
with NHS Tayside to provide Leve|
1-3 Grading

j®N

2.2 Cameras Used

We have one camera. Canon EOS 20D
with CR-DGi at present we do not have a
back up digital camera or fundus camera.

We use a Canon 10 D.
y

Serial Number

Canon CR6-45NM Non-Mydriatic
Retinal Camera 300570
Canon CR6-45NM Non-Mydriatic
Retinal Camera 300654
Canon CR-DGi Non-Mydriatic Retinal
Camera 310708
Canon CR-DGi Non-Mydriatic Retinal
Camera 310368

Canon EOS-20 Digital &nera

2 fundus Cameras Nokia D70s
Topcon TRC NW6
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14209103

Canon EOS20 Digital Camera
19210113

Canon EOS20 Digital Camera
14309090

Canon EOS-20 Digital Camera
15309056

2.3 Workforce
Information

At present we have two member of staff

within the retinal screening programme in
Orkney who delivers all the administration
screening and co-ordination of the service

We have 1 administrator (15 hours per
week) and 1 retinal photographer (15
, hours per week). We do not have any
. graders. We have a visiting Slit Lamp
Nurse from ARI every 3 months.

0.2WTE 2x Level 3 Grader/SL
examiners

1.0 WTE Programme Manager - SL
examiner, Level 2 grader, photographid
screener

1.0 WTE Specialist Screener- SL
examiner, Level 2 grader, photographid
screener

1.0 WTE Senior Screener - Level 2
grader, photographic screener

1.8 WTE Screeners - training in Level
grading

0.8 WTE Camera Operator (yet to be
appointed)

1.8 WTE Administrators

0.5 WTE Booking clerk

=

NHS Western Isles

1 Part Time Administrator

1 Part Time Service Manager

1 Part Time board Co-ordinator
R Doig Optometrist LTD

4 Screeners

1 Slit lamp examiner(Optometrist)

NHS Tayside
Level 1-3 Grading

2.4 Retinal Screeners

For each retinal photographer who has
worked in your programme at any time in
the reporting period provide the following
pseudonymised information. This
information should reflect the status at the
31* March at the end of the reporting
period:

Current employment

Part Time — 27 hours per week

Part time — 7.5 hrs per month

Not completed City and Guilds modules.

Currentl (Part Time) /Non-curren®

301 passed

1 - 10 years in post, full DRS Diploma
2 - 8years in post, full DRS Diploma
3 -5 years in post, full DRS Diploma
4 - 1 year in post, enrolled in DRS
Diploma

5 - 4 years in post, units 1-6 DRS
Diploma

4 Screeners

All working through the City &
Guild Units with 3 having
completed the City & guilds units.

2.5 Retinopathy Grading services are contracted to TaysideN/A as all grading is completed in 1 - as above Grading contracted to NHS Taysid
Graders NHS Grampian 2 - as above

3 - as above

4 - as above

5 - as above
2.6 Slit Lamp Not applicable as slit-lamp service at From NHS Grampian - ARI 1 - 0.4 WTE Ophthalmologistel 3 1 Slit Lamp Examiner - R Doig
Examiners present delivered by Highland grader Optometrist LTD

Ophthalmology Consultants

2 - 0.1 WTE Ophthalmologist, level 3
grader
3-0.2 sessions per week, level 2 grad¢

4 - 0.1 sessions per week, level 2 grade

2y

D]

= =

0]

2.7 Screening GP 15 10 68 10
practices
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Annex Fto DRS Annual Report 2015-2016

Sample monthly ‘Performance profile’ report senalidHealth Board Service Managers, showing indveainvitation, attendance rates and populationdse
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Annex G to DRS Annual Report 2015-2016

Increasing the uptake of DRS patient for higher ri& patient groups -
Minority Ethnic Health Inclusion Service (MEHIS) - NHS Lothian.

o Diabetic Retinopathy is a common complication aftdites affecting the blood vessels of the
retina. It is the leading cause of blindness ambpegsple of a working age in Scotland.
However if detected early enough treatment cangethe progression of the disease and
prevent sight loss for many years in most patients.

o Diabetic retinopathy screening for diabetic paseaged 12 and over is carried out by the
Diabetic Retinopathy Screening Service (DRS) nolyr@i an annual basis with some
patients being seen more often depending on tbadliton.

0 In 2010 there wer@37, 468(Scottish Diabetes Survey - 21 patients aged 12 or over who
are diagnosed with diabetes in Scotland. Of tR2€&767were offered an appointment and
175,582patients were successfully screened by photography

o0 In NHS Lothian there are a total numbeB8{887diabetic patients registered on the Soarian
system, (2012, NHS Lothian). (The Soarian systeusésl to call/recall and manage patients
who are screened for diabetic retinopathy). Aftespgensions the total number of eligible
patients due to have their eyes screened for NHEidmmis31,135

o It can be seen from the reports of DRS statisgpent Feb 2012, NHS Lothian that specific
higher risk’ 2 ethnic groups have significantly lower than averagtional and local uptake
rates for DRS screening appointments offered.

= The screening uptake rate (Key Performance Indi¢é®d 2) for 2013
= NHS average in Scotland=80.1%

= OQverall average uptake for NHS Lothian = 78.3%

= Chinese — 80.7%
= Pakistani — 74.9%
= |ndian — 72.4%
= Black African- 72.0%
= Bangladeshi — 71.2%
= Black Caribbean- 66.7%

o If these patients are not attending DRS appointsiemtretinopathy screening, it is highly
likely that they may also not be attending othabedtes management appointments.

o Patients of South Asian ethnicity in particular atdigher risk than others of losing vision
from diabetes. Rbetic retinopathy and retinal lesions occur eadind at higher levels
amongst South Asian diabetics compared to Caucdihetics 2

o0 The objective in encouraging patients to attenddtinopathy screening would be to reduce
the risk of sight loss and to reduce the long teosts of diabetes complications developing.
Since the number of South Asian patients are wetismall, personalised contact by
Minority Ethnic Health Inclusion Service (MEHIS)rk workers is a realistic objective
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» Description of the initiative/project, its aims aoldjectives
o The aim of this initiative is to increase uptakeDi®S screening for patients of South Asian
ethnicity in NHS Lothian.
0 The objectives would be to
1. Recognise barriers to good attendance for thesgcaghoups and remove or reduce
these where possible
2. Educate individuals to understand the importancattehding all diabetic
management appointments.
3. Educate patients and staff on the higher riskedfatn ethnic groups
4. Encourage the recording of ethnicity to help targgh risk groups.

* Proposed Pilot

o NHS Lothian’s Minority Ethnic Health Inclusion Sére (MEHIS) Link workers have
successfully increased uptake of Keep Well hedithtks and Oral Health screening
programmes.
Trained Urdu / Punjabi and Bengoli speaking MEHIB8kiworkers will contact identified
Indian, Pakistani, Bangladeshi and other SouthmApatients and invite them to screening
appointments.

o MEHIS will work closely with the DRS service in NH®thian

0 Baseline and monthly reports will be produced toitaw progress.

* Outcomes
0 Anincrease in DRS uptake rate to a level that Isast the average for NHS Lothian. As
these groups are at higher figkhen a higher than average uptake rate would Herped.

* Lessons we expect to learn
o ldentify barriers to screening take-up from thdeydts perspective-(language, importance of
location of screening services, female/male sedff).
o Educational needs for DRS staff, other health msitmals and patients including their
families and carers.
o Cost effectiveness
0 Adjustments required to DRS systems and proceéugefo ensure 100% ethnic coding.

* Advice to others / things to look out for
o To review the local ethnic groups and compare d#roe with other groups.
o Review local capability of Link workers to contadmgh risk ethnic groups.
o Review local policies and procedures for recorditinicity.

» Is there potential for the initiative / projectlie integrated into the wider work of the organiati
o If the South Asian pilot is successful, African akitican Caribbean communities could be
targeted by MEHIS African Link workers. Althoughesgific high risk ethnic groups are
targeted in this proposal, the initiative can bdemed to other groups where identified to be
below the local average uptake.

» Is there potential for the initiative / projectlie replicated in other areas of Scotland?
o Smaller health boards or boards with few high nskority ethnic patients may not find it
cost effective to employ Link workers.
o Itis possible to develop MEHIS to provide Link Wwer support to other Health Boards.
= Telephone invitations from Link workers could beddor all Health Boards.
= Link workers could also support health professisrialwork cross culturally using
telephone or video conferencing facilities.
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» Other Health Board areas in Scotland will haveedéht ethnic groups represented within their
demographic who may be poor attendees. The outcofribs initiative will help inform other health
boards that pro-active steps can be taken to etisairéigh risk ethnic groups within their healtiabds
can be encouraged to attend diabetic managemeoinaments and that any potential barriers for their
attendance can be removed or reduced.

Contact details

Smita Grant

NHS Lothian, MEHIS

smita.grant@nhslothian.scot.nhs.uk

0131 537 7565
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Annex H to DRS Annual Report 2015 -16

Variable Screening Intervals - Four Nations researc  h - Scottish proposal.

Executive summary

A UK wide Study Group was formed to address the study question: can we determine optimal screening intervals for di fferent risk groups that can be identified in the
current data set? We collected and analysed data from seven programmes (whole nation programmes in Scotland, Wales and Northern Ireland, and a sample of four of the
84 English programmes).

The Scottish DRS Collaborative management groups have discussed the proposal and have identified a high level draft implementation strategy as outlined below. The
management groups also recognise that the current procurement of a replacement IT system (Vector) in early 2017 would mean that changing the screening interval
periodicity should only be implemented after the replacement system was in place. It was not realistic or feasible for cost, risk and practical reasons to implement such a
significant change to the screening interval within the lifespan of the current IT system (Soarian). The priority over this period would be to ensure that all patients were being
screened as at present and changing to a variable screening interval at the same time would carry too much risk. Implementing variable screening intervals should however
be carried out as soon as practicable once Vector was successfully in place. The replacement system procurement includes a specification for variable screening intervals.

Before any proposed change is implemented, Scottish DRS Stakeholders would be consulted and any draft proposals would be required to go through the appropriate
Scaottish screening governance arrangements which would need to be agreed.

Proposed Scottish DRS Strategy (high level draft)

1. Based on an analysis of the last few years of screening data and selecting only patients who meet the criteria of having two contiguous results of
RO/MO. The total number of patients that may be included in a variable screening cycle set to 24 month is approx 100,000 eligible patients or 40% of
the current total eligible population. (Based on 2015 total populations as reported in KPIs)

2. If all 100,000 patients were migrated across to a variable screening interval (of 24 months) in a single phase there would be a significant reduction in
screening work for the following 12 months and then a significant increase in the following year when all of those variable interval patients were
required to be re-screened. This fluctuation would continue in linear wave bunching for several years and would also result in significant fluctuations in
referrals to Ophthalmology.

3. ltis therefore suggested that in order to minimise the impact on the service and reduce significant fluctuations in patient numbers that a multiple
phased approach is undertaken where the total number of patients migrated onto variable screening interval is limited to a maximum of 20% of the
total eligible patients (circa 50,000) per annum. The shortest period to migrate all relevant patients would therefore be over a 2 year period from a
chosen start date although the migration period could also be longer.

4. A smaller cohort of patients could be selected if it was thought that a pilot was required to further understand the risks of variable screening intervals.
Thereafter a larger group could be moved across to the 24 month interval as required with the maximum of 20% as mentioned above. This approach
would extend the overall number of years for migration of all relevant patients to a variable screening interval and the results for a pilot may also take
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several years to be produced. However, changes could be made to the migration protocol if risks were identified with the initial smaller group. It is not
envisaged that a single health board pilot could easily be achieved given that we have a national IT system and that patients may move between areas
or reside in one area and be screened in another.

5. The only proposed test that patients would need to pass is that they have two contiguous results of RO/MO. The DRS collaborative also considered
that with the interface to SCI-Diabetes the Scottish DRS programme has ready access to other clinical data and this may also allow for other ‘triggers’
for reversion to annual screening if a relevant/significant diabetes episode should occur. It may also allow the GP or other health care practitioners
using SCI-Diabetes to invoke a request to re-screen a patient sooner rather than wait for the next screening episode to take place. Only Scotland
would have this ability as the other nations system are not interfaced to clinical systems in this way.

6. Itis anticipated that where patients DNA or are unsuccessfully screened they are automatically reverted to a standard annual screening cycle until they
meet the test of 2 x RO/MO. New patients will also be required to have two qualifying annual episodes and will therefore only move to variable
screening intervals after being in the programme for 2 years.

7. ltis important to realise that variable screening intervals will not significantly reduce the DRS screening programme workload over time. The maximum
reduction per annum of patients requiring screening is suggested to be 20% and the current increase in numbers of patients’ with diabetes (circa 5%
per annum) will see the current population numbers requiring screening per annum restored to the current levels by 2019 should we start in 2015. See
Annex A for a projection showing this. It is therefore vitally important that line managers and Health boards realise that although there may be a
temporary reduction in patient numbers that it does not mean a significant reduction in DRS screening needs and staffing overall. Therefore there are
no significant costs saved with staff levels and skills being maintained. This is in anticipation that the extension of screening intervals may be viewed
by patients and the media as merely a cost saving exercise.

8. A draft workflow diagram for the adjustment of variable screening patients has been developed. A variable (X) can be adjusted in this process to have
only a certain percentage of patients next screening date adjusted to an appropriate new date. This workflow diagram will need detailed work on the
selection process of patients and the writing of next screening episode dates back to the IT system. Workflow diagrams will also need to be agreed for
any exception triggers such as GP intervention or other clinical requirements.

9. The Scottish DRS programme currently has a 6 monthly surveillance screening cycle as part of the Scottish DRS Screening Scheme 2007 V1.1 for
R2/M1 (Observable/background Retinopathy or Maculopathy) and this will be retained. It is therefore envisaged that Scotland may have a variable
screening cycle which varies from 6, 12 or 24 months.

10. The risks associated to the changes would need to be further analysed and be included in any draft proposal. It is anticipated that NHS Wales and
other programmes in England may move to variable screening intervals prior to Scotland being ready so lessons may be learned from these
organisations.
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Projection of patient numbers requiring screenisigg a variable screening interval of 24 monthss{#ning the change happens in 2017 with a maximum
20% transfer per annum. (Based on DRS KPI report2(14)

400,000

350,000

300,000

258,250
250,000 = 255,500 -

,750

200,000
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7,937
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=24 Month Interval

100,000
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50,000

2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019
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Annex | to DRS Annual Report 2014 -15

Feedback - staff training day 18 November 2015 — Steele lecture Theatre — Perth Radyinfirmary.

1 2 3 4 5
Excellent Good Average Below Poor
average

1. How was the venue rated

2. How the catering was rated?

Presentations

Morning 1 2 3 4 5

Excellent Good Average Below Poor
average

We’re good...but 9 12
Mike Black

Moving on 11 10
Neville Lee

SCl-Diabetes & MD-MW 4 17
William Urquhart & Scott Cunningham

HIS draft standards 7 7 6 1
Fiona Wardell

10 Mins once per year 5 11 5
Louise Clark

Afternoon 1 2 3 4 5

Excellent Good Average Below Poor
average

10 9 2
HISL/Northgate- Vector

Steve Courtney, Simon MacLoughlin,
Phil Gardner

LENSs Trial
Dr Naveed Sattar
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1 2 3 4 5
Excellent Good Average Below Poor
average
3. Overall did the event meet your 9 12
expectations?
4. Other Aspects?
Opportunity for discussion? 5 8 6
Networking opportunities? 6 11 3
Methods of delivery? 9 10
(e.g. power-point / talk)

5. Comments written were :

Lack of water

Parking was an issue

Parking - rubbish

Doing a good job!!

Discussion rooms - not available

Never enough time for discussions when you have an excellent agenda

Needed longer for HIS draft standards discussion

HIS standards slot space inadequate for detail and depth of discussion required.

Excellent overview of what’s up and coming, going away with a lot to do, well done.

A bit more time to discuss standards would have been useful

Parking ! Major problem parking asking for appointment slips displayed

Could have done with name badges especially for new consultants like me

Excellent and informative day with lots to think about

Excellent day !

Summary report on the training day 19" Nov 2015

Introduction

The training day was held again in the Steele Lrectineatre, Perth Royal Infirmary. The day follaWke
format of previous events and consisted of a méxtifrpresentations and discussions with some nkimgpr
opportunities, tea, coffee and lunch were provided.

There was a limit for the venue on 80 attendeesAérattended. We had 10 presenters and we are very
thankful to those who spoke at the event and thekitne in preparing high quality presentations or
workshops.

The presentations for the day are available ofDfR8 collaborative website at —
http://www.ndrs-wp.scot.nhs.uk/?page_id=1936
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Summary of the feedback
* The venue was rated as good to excellent by 95%%spbndents.
* The catering provided was rated good to excellgr@d®o of respondents.
» Presentations were rated as good to excellent g than 90% of respondents
» Opportunities for discussion was rated as goodcdteléent by 94% of respondents
» Networking Opportunities were rated as good to keceby 95% of respondents

From the individual comments received it was ctbat the presentations were generally well receivae
conclusion from the feedback and comments is tteevent was relevant and provided good collaharati
training opportunities for staff. However we aghad a problem with parking which is limited in RNI
Perth; however there is plenty of parking in the@unding streets or in the nearby park and ride.

The costs for the event are as follows

Venue and Catering £300.25
Materials and Admin £25.62
Miscellaneous travel £225.50
Total cost £551.37
Cost per attendee (46) £11.98

*The 2009 DRS study day cost was £65.50 per attendee
*The 2010 DRS study day cost was £59.29 per attendee
*The 2011 DRS study day cost was £48.67 per attendee
*The 2012 DRS study day cost was £6.99 per attendee

* The 2013 DRS study day cost was £8.80 per attendee
* The 2014 DRS study day cost was £11.14 per ateende

The overall conclusion is that the DRS study dayticoies to be a welcome and cost efficient oppatgtua
deliver relevant and specific information and tnagnfor staff across Scotland. Funding and staéfilability
for such events will continue to be a challenges @hlivery of sufficiently diverse workshops and
presentations to a relevant depth of knowledgelvalkey elements of success in future training esven

M Black
DRS Collaborative Coordinator
NHS Highland

November 2015
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DRS Patient Information leaflet

What screening results
might | get?

If the guality of the photograph is
not good enough, you will be asked
to return for a further examination.

If any shight changes to your eyes
are found, you may be asked to
return for a further appointment
in & months" time.

Your results may show that you need
further investigation or treatment.
The hospital eye dinic will contact
you with an appointment.

Diabetic retinopathy screening
is part of managing your
diabetes. Diabetic retinopathy
is usually treatable, especially
if caught early.

Only authonsed staff and appropriate
healthcare professionals have access
to information about your screening
resufts. If you need more information
about NHS record-keeping, you

can phone the NHS inform helpline
on 0800 22 44 88 (textphone

128001 0800 22 44 28). The heipline
is open every day 8 am to 10 pm and
also provides an interpreting service

How can | reduce the risk
of developing diabetic
retinopathy?

* Control your blood glucose as
effectively as possible.

= See your doctor regularly to check
your blood pressure is nof rased

= Attend your diabetic retinopathy
screening appointments.

= Visit your optometrnist if you have a
problem with your sight.

* Take your medication as prescribed.

Where can | get more
information?

Your invitation letter has more details
about what you need to do next. You
can also find out more by wisiting:

NHS inform:;
www.nhsinform.co.uk/screening

My Diabetes My Way:
www.mydiabetesmyway.scot.nhs.uk
Diabetes UK Scotland:
www.diabetes.org.uk/scotland

Or phone the Digbetes UK Careline
0845 120 2960

For information about your health
rights and confidentiality:
www.hris.org.uk

This publication is available online
at www. healthscotland.com
or telephone 0131 536 5500.

Traditional Chinese

{HEEIRAE A,
www healthscotland.com 358
ATl - WERT0131 536 5500 T -

Polish

Ta publikacia jest dosiepna
online na stronie

www. healthscotland.com
lub pod numeram telefonu
0131 536 5500, gdzie
mozZna takZe zglaszat
wszelkie zapylania

Urdu i
wr ol By
www. healthscotland.com
= el s
i ol g 2 0131 536 5500

This resournce & available in Urdu, Chinese
and Polish, and In an Easy Read format.

NHS Health Scotland is happy to consider
requests for other languages and formats

Please contact 0131 536 5500 or email
nhs.heatthscotla

www healthscotland.com

net

Ay o

Your guide to

diabetic retinopathy
screening

D:ABETES UK

Q) -2 healthier
p 4

X we @ scotiand
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What is diabetic
retinopathy?

This condition occurs when
diabetes affects the small
blood vessels in the reting,

which is at the back of the eye.

The blood vessels in the retina
can leak or become blocked.

This condition may cause
blindness or serious damage
to your eyesight. In its early
stages there are no symptoms
so you may not realise that
you have diabetic retinopathy.

Why should | be
screened?

If you have diabetes then screening is
important because your eyes are at risk
of damage from diabetic retinopathy.
Screening is a key part of your diabetes
care and can reduce that risk by
detecting the condition early, before
you notice any changes te your sight.

Untreated diabetic retinopathy is the
most common cause of sight loss in
people of working age. When the
condition is caught early, treatment
is effective at reducing or preventing
damage to your sight.

How often will | be
offered screening?
Screening is offered every year

to anyone with diabetes aged
12 and over.

What will happen at my

screening appointment?
Photographs are taken of the back
of your eyes. The camera does not
come into contact with your eyes.

All photographs are then carefully
examined for signs of retinopathy.

Around 1 in 4 people may need
to be given eye drops so that a
good photograph can be taken.

The appointment will normally
last approximately 10 minutes
{it may take 30 minutes if eye
drops are used).

@ Your result letter is sent to you

and your GP (and your hospital

diabetes clinic, if you attend ong)
within 4 weeks.

Bring all the glasses and contact
lenses you wear with you, as well
as lens solution for contacts.

Are there any side effects?

If eye drops are used, there may
be some side effects:

* Your eyes may sting briefly.

* Your eyes are likely to become sensitive
to bright light, so you may want to
bring sunglasses to wear afterwards.

« ‘You may experience blurred vision
and are not recommended to drive
for a few hours after the appointment,
You should make alternative
arrangements for getting home safely.

By law, you should not drive if
you cannot read a number plate
clearly from 20 metres.

Will | still need to have
a regular eye test at the
optometrists?

Yes, you need to do both. Your screening
photographs will either be graded by a
health professional or an automated grading
system to detect diabetic retinopathy but
not any other eve conditions, You should
continue to visit your optometrist regularly
for a free eye check as well.



