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Executive summary

The chronic eye care services programme was set up under the auspices of the NHS Modernisation Agency to pilot the introduction of new patient pathways for three chronic eye diseases. The programme included eight projects; three focused on glaucoma, three focused on low vision services, one worked on age-related macula degeneration (AMD), and one project worked on all three. This evaluation of the projects’ service innovations reports analysis of interview data from team members in all eight projects and available activity and cost data. 

The projects varied in the extent to which they achieved their aims, and while some stand out for being particularly successful as national pilots, all the projects’ experiences offer lessons for commissioners and providers wishing to develop eye care services. 

The projects went live later than expected and more gradually than anticipated. Greater recognition is required for the time needed to change historical working practices, particularly when this involves the introduction of new clinical roles. 

The findings relating to the glaucoma projects are as follows: two projects were secondary-care led and had senior clinical buy-in and favourable local contexts. While the East Devon project worked on a follow-up pathway, and the majority of the Peterborough project’s activity was screening new referrals, they were similar in the type of working relationship that was established between community optometrists with a special interest (COSIs) and ophthalmologists. Both projects made a considerable impact on the delivery of glaucoma care across their target PCT populations.

Two projects were primary-care led and had more challenging local contexts. The Waltham Forest project introduced two of the three planned COSIs in locally-based clinics, and made a limited impact on glaucoma care. The North Birmingham PCT project illustrates how difficult it can be to reach a consensus about the objectives for the COSI role and has implications for training and supervision, particularly in a local context in which the local ophthalmology service was perceived to be in crisis. The project completed a six month pilot of five COSIs in a follow-up pathway, and was due to accredit two further COSIs in a screening role in December 2006.

The lead consultant ophthalmologists of the three projects with live COSI pathways were unanimous in their support of the clinical performance of the implemented COSI roles. This experience provides a strong basis for continuing to develop the contribution of specialist optometrists to glaucoma care. Two of the projects reported the results of patient questionnaire, which indicated favourable responses to the new pathways.

The glaucoma projects shared an aim to increase capacity. Their COSI roles have demonstrated how commissioners could fund additional capacity and move activity to community settings, whose type will depend on local circumstances. 

The introduction of a COSI role relies on active engagement on the part of consultant ophthalmologists, which is more readily achieved if they have led the process. Hence, initiatives to change the delivery of glaucoma care are best managed by secondary care in order to secure appropriate ophthalmologist buy-in and clinical and administrative support. 

There are differences between the projects in how COSIs were viewed, in terms of their roles (referral refinement/shared care/monitoring), the type of clinical decisions they make (technicians verses protocol-led decision makers), and training needs. 

The number of patients seen per month by individual COSIs varied considerably, and there appeared to be a consensus that some COSIs were undertaking an undesirably low level of activity. Clinical audit activity also varied and, with one exception, was unsatisfactory.

The fees paid to the COSIs were subject to change, or ongoing review, as the projects moved towards being mainstreamed. The projects are characterised as having not undertaken any analysis of the costs associated with the COSI pathways compared to existing working practices, and could not supply key cost data. Assessment of the impact of the COSI role on hospital eye service activity has been hampered by a lack of routine data. Further work is required in order to improve estimates of the impact of the COSI roles in each project. 

The low vision projects shared a common approach to introduce a one-stop combined low vision assessment by an optometrist and rehabilitation worker in community settings. The projects varied in their progress and in characteristics such as the duration of assessments and the extent to which clients received a follow-up domiciliary visit. 

The Gateshead project aimed to provide what it viewed as a ‘gold standard’ service, and it was very successful in achieving this aim. This project made the greatest impact in terms of activity undertaken, both in absolute terms and as a proportion of the local population registered as blind or partially sighted. The key factors were its foundation on an existing voluntary sector organisation, which was able to provide an assessment venue, local leadership, comparatively stable staffing arrangements, and a ready source of clients. Coupled with expert support from the RNIB, the project was able to implement effective partnership arrangements and pursue its objectives with considerable determination. In contrast, other projects faced more challenging circumstances. At the extreme, the Havering, Barking and Dagenham project’s low vision service was closed at the end of September 2006, reportedly due to a lack of consensus between stakeholders about its continued funding in Havering. In practice, staff turnover, lack of consistent leadership, and the challenging local context for partnership working, all contributed to what proved to be insufficient progress towards establishing the new pathway. 

Participants across all the projects suggested that service users were very happy with the assessment service, particularly relating to their holistic nature, and the availability of time to spend with service users compared to hospital-based assessments. 

The low vision projects demonstrated that primary care-based partnership working can create a valued service. However, the projects demonstrated that the establishment of a one-stop combined low vision assessment service should not be viewed as a quick fix option, or one that will reduce costs in the short-term. 

Local circumstances will influence how services are configured. The experience of these four projects suggests that is beneficial to secure engagement with existing local voluntary sector organisations, particularly if they can offer a suitable venue for clinics, and sufficient capacity to play a leadership role.

With the exception of the Gateshead project, it is likely that it will take some years for the projects to reach maturity in terms of demonstrating a major impact on the potential local demand. In the short term, it has proved difficult to raise awareness in local communities about the availability of new services, and change historical referral practices. There has been only limited interaction between the projects and local secondary care services. 

Insight into the development of the AMD pathways is constrained due to their being only two projects. The Brighton project sought to test a new referral and care pathway for patients with suspected AMD based on a COSI role in primary care, which is in line with the referral route envisaged by the ECSSG. On the basis of the small volume of patients, the project achieved improved access to treatment. However, the clinical audit of the COSIs’ diagnoses suggests that there will be an ongoing requirement for a fast-track doctor-led clinic to confirm the diagnosis. Given the small volume of patients referred for AMD, the appropriateness of the COSI role in the pathway is unclear. The limited available data indicate that the COSI role adds to overall costs for the PCT, while the impact on HES costs, in the absence of external funding for the fast-track clinic, would depend on whether existing resources could be reallocated. 

The Waltham Forest AMD project did not follow a COSI route, and the very small volume of referrals through the new pathway constrains assessment. By July 2006, it appeared that the pathway was not being actively pursued by the PCT, and that greater attention was being paid to the other pathways developed by the project. 

The need to promote rapid assessment of patients with suspected wet AMD remains a key challenge. To the extent that this requires optometrists to initiate referral of patients with suspected AMD for assessment by an ophthalmologist, the experience of both projects suggests that further substantial effort to effectively engage optometrists would be required in order to achieve timely assessment of patients. 

If the Brighton project’s COSI role proves not to be viable, it may be that the COSIs could be engaged in a programme of ongoing work to promote the skills needed by referrers to trigger referral to doctor-led rapid assessment. They would be well placed to make an important contribution, given the power of peer support for changing practice.

1 Introduction

The chronic eye care services programme was set up under the auspices of the NHS Modernisation Agency to pilot the introduction of new patient pathways for three chronic eye diseases. Following a bidding process, eight projects were chosen to run for two years from April 2004. Three projects focused on glaucoma, three projects focused on low vision services, and one project focused on age-related macula degeneration (AMD). Another project worked on all three pathways. 

The progress of the projects has varied, along with the scale of the interventions developed and the dates on which they went live across the pathways (table 1). For example, the East Devon glaucoma project was the first to launch its new pathway in December 2004, which was 11 months before the Birmingham project started to pilot its new glaucoma pathway. 

Table 1 Projects’ pathways and launch dates

Project
Glaucoma pathway
Low vision services pathway
AMD pathway

Birmingham
October 2005



Brighton


January 2005

East Devon
December 2004



Gateshead

January 2005







Havering, Barking and Dagenham

February 2005


Peterborough
January 2005



Sutton and Merton, Wandsworth

March 2005


Waltham Forest
May 2005
September 2005
March 2005

Furthermore, by October 2006 the status of the individual projects also varied. Some projects, such as the Gateshead low vision services project made a smooth transition from its status as a project to being ‘mainstreamed’ in April 2006. At the other extreme the Havering, Barking and Dagenham low vision services project closed its piloted service at the end of September 2006, and was seeking to relaunch in another locality in the future. More typically, by October 2006, the projects were in a transitional phase. This includes projects in which the new pathways or practices were subject to local review, such as the Waltham Forest project’s pathways. In addition, in seeking to implement specialist electronic data management software, projects such as the Peterborough glaucoma project were about to enter a further period of evolution, which will have a considerable impact on resources.

For these reasons, care is need when comparing the projects. However, they provide a rich source of insight into the issues relating to the development of new working practices. Chapter 2 describes the methodology employed by the evaluation. Chapters 3 to 5 present our findings for the glaucoma, low vision services and AMD projects respectively. Chapter 6 includes recommendations and conclusions. The appendices include detailed accounts of all the projects.

2 Evaluation methods

2.1
Aims

The principle aim of this phase II evaluation is to provide robust evidence about the service innovations developed by the eight projects, both during the Programme’s formal live period to March 2006, and during the immediate aftermath. This final report updates a report on the early findings from the programme made in October 2005. The evaluation is intended to inform a review of the patient pathways to be undertaken by the National Eye Care Services Steering Group (Department of Health, 2003).

The evaluation task encompasses three aims:

· To provide a comparative assessment of the outcomes of the projects in each of the three disease groups, in terms of measures of effectiveness and cost.

· To provide an assessment of the role of Programme in contributing to the projects’ outcomes.

· To identify further areas of development and work.

2.2 Objectives

Following from the above aims, there were seven objectives. For each area of chronic eye disease management included in the programme (low vision, glaucoma, and ARMD), the evaluation sought to:

1. Describe the projects’ aims, context, structure and development processes used to bring about change.

2. Describe the projects’ ‘completed products’ in terms of new patient pathways, clinical roles and processes, and associated development, running and capital costs.

3. Analyse the impact of the projects using quantitative process and outcome measures relating to project-specific aims

4. Assess participating staff’s views on the benefits and acceptability of the outcomes experienced, and the development processes used.

5. Assess patients’ views of the acceptability of projects’ innovations, on the basis of data collected by the projects.

6. Analyse issues affecting stakeholders, including training, governance, quality of service, professional issues including clinical engagement and workforce implications, sustainability and potential roll-out of the innovations.

7. Use the analyses outlined above to explore the reasons for differences in outcomes of the projects in terms of the interplay of mechanisms and contexts.

2.3 Methods

The study adopted the conceptual framework to evaluation developed by Pawson and Tilley (1997) in which differences in project-specific outcomes within a programme are explained in terms of the interplay of mechanisms and contexts. The evaluation task is to understand both mechanisms and contexts for individual projects in order to be able to explain the causal factors influencing differences in outcomes experienced. 

Qualitative data were collected at each of the eight projects. Face-to-face or telephone semi-structured interviews were held with the project manager, clinical lead and a small number of other participating staff in the Spring and Summer of 2005. Project managers and other key informants were interviewed again in September/October 2005. A final round of interviews was held with the project manager, clinical lead and a small number of other participating staff between May and July 2006. One final round interview with a clinical lead took place in November 2006. The interviews were recorded, transcribed and subject to content analysis by theme. A member of the research team observed a project meeting for several of the projects and observed a number of the programme’s project manager meetings. 

Activity-related patient-level data relating to the project-specific process or outcome measures were requested and analysed when available. 

In order to complement the qualitative data collection at each project, a workshop was held for the ophthalmologist clinical leads of the glaucoma projects in June 2006, in order to provide an opportunity for the clinicians to share experiences, discuss the similarities and differences in approach taken by the projects, and explore the extent to which there may be a consensus on recommendations for national roll-out. 

A survey of specialist optometrists participating in the two largest glaucoma projects was undertaken in September 2006 in order to collect data on working practices and costs. 

A final account of each project was shared in draft with key project participants in order to provide an opportunity for providing feedback on the quantitative analysis findings, confirming the accuracy of the facts presented in the account and contributing additional qualitative information, when necessary, in order to bring the account up to date since the final interviews were undertaken. 

3
The Glaucoma projects

3.1
The glaucoma pathways

The recommendations of the glaucoma subgroup of the National Eye Care Services Steering Group (Department of Health, 2003a) included:

· Community refinement of optometric referrals is established utilising Ophthalmic Medical Practitioners (OMPs) and optometrists with a special interest.

· Community care of “straightforward” glaucoma cases by OMPs and optometrists with a special interest is established.

· Hospital eye service (HES) services are encouraged to utilise optometrists to assist in glaucoma care within the HES.

These recommendations allow for an enhanced role for community optometrists in the delivery of care for patients with suspected glaucoma. All four projects focusing on glaucoma have developed community optometrist with a special interest (COSI) roles, which address one or more elements of the pathway outlined in figure 1. 

Figure 1 The glaucoma pathway proposed by the NECSSG

Link to the description for figure 1
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Source: Department of Health (2003a)

The use of community optometrists in shared care schemes has been developed in a number of localities during the last two decades. While a national survey has recently been undertaken (Vernon, 2006), accounts of existing schemes are uncommon (Henson et al, 2003; Gray et al, 2000; Coast et al, 1997).

3.2 The glaucoma projects

Table 2 summarises some of the key features of the four glaucoma projects. The Peterborough and East Devon projects were both secondary-care led and had senior clinical buy-in and favourable local contexts. While the projects had different focuses, with East Devon concentrating on a follow-up pathway for patients with diagnosed glaucoma or ocular hypertension, and the majority of Peterborough’s activity being screening new referrals, they were similar in the type of working relationship that has been established between COSIs and ophthalmologists. Both these projects have made a considerable impact on the delivery of glaucoma care across their target PCT residents.

The Peterborough and Waltham Forest projects represent extremes in terms of the approach to implementing COSI roles. The former was cautious, with all the assessments being reviewed by a consultant ophthalmologist in order to determine outcomes until the COSI had earned greater autonomy associated with its ‘phase II’ status. In contrast, Waltham Forest’s approach to screening and follow-up care allowed the COSI to initiate medication (via GP letter) without assessment notes being reviewed by a consultant ophthalmologist. Compared to the Peterborough and East Devon projects, the Waltham Forest project has made a smaller impact on glaucoma care across the local PCT. While the project introduced two of the three planned COSIs in locally-based clinics, the available activity and cost data relating to the COSI service were limited, such that insight into the pathway was constrained. The postponement of developing the third clinic appeared to reflect a need to better establish the second COSI clinic before further expansion, and the impact of wider PCT reconfiguration and financial pressures. By November 2006, it remained to be seen whether or how the COSI pathway will be developed following a local evaluation.

Table 2 Characteristics of the glaucoma projects

Project
Pathway objective
Number of live COSIs by October 2006
Activity
Key features of the pathway

Peterborough
Screening new referrals

Shared care follow-up
9
69 new and 35 follow-up assessments per month on average during 12 months to September 2006.

1,115 patients and 1,560 assessments between January 2005 and September 2006
Patients requiring changes in treatment are referred to HES.

33% (368/1,114) of first assessments resulted in referral to HES.

Comprehensive clinical audit. All assessment notes for phase I COSIs are reviewed by a consultant ophthalmologist in order to determine outcome. Three phase II COSIs have increased autonomy.

East Devon
Shared care follow-up
7
44 follow-up assessments per month on average during 12 months to July 06

357 patients and 641 assessments between Jan 05 & July 06

(based on available data for 6 COSIs)
COSIs working from community hospitals (4) and practices (3).

Patients requiring changes in treatment are referred to HES. 

11% (69/641) of assessments resulted in referral to HES, and 7% resulted in consultant review of notes.

Limited clinical audit undertaken in 2006 reported overall very high standards, while one COSI was suspended on clinical grounds.

Waltham Forest
Screening new referrals

Shared care follow-up
2
Incomplete data indicate 144 patients seen between June 05 and July 06
COSIs working from community centres.

The COSIs can initiate medication (via GP letter) without assessment notes being reviewed by a consultant ophthalmologist.

Some patients referred for consultant assessment or review of notes.

Clinical audit based on above activity reported to indicate strong support for COSIs’ skills.

Birmingham
Screening new referrals

Shared care follow-up
0
233 follow-up assessments were undertaken by 5 COSIs during a six month pilot from October 2005
All assessment notes were reviewed by a consultant ophthalmologist in order to determine outcome. The performance of the 5 COSI during the pilot were reported to be viewed positively.

Two further COSIs were due to be accredited for screening new patients in December 2006.

The Birmingham project aimed to develop and introduce a COSI role to facilitate new glaucoma pathways for patients from North Birmingham PCT. The project illustrates how difficult it can be to reach a consensus about the objectives for the COSI role and implications for training and supervision, particularly in a challenging local context in which the local ophthalmology service was perceived to be in crisis. In early 2005, the Good Hope NHS Trust withdrew its support, and the project reconfigured itself in partnership with the ophthalmology department of Heart of England NHS Foundation Trust. 

During the six months from October 2005, five COSIs piloted a shared-care pathway in conjunction with the Heart of England NHS Foundation Trust as part of the Birmingham project. By November 2006, two more optometrists were due to complete COSI training relating to screening of suspect glaucoma referrals by December 2006. Future plans for using the COSI role will be influenced by a complete change in PCT project management staff during 2006, and a proposed merger of local acute Trusts in early 2007. This project suggests that efforts to change this type of clinical pathway, which necessitate buy-in from ophthalmologists, may be particularly difficult to achieve from primary care.

3.3 Key themes

This section draws together a number of the key themes which are associated with the glaucoma projects. 

3.3.1 Challenges and solutions

All four glaucoma projects sought to address a common agenda of wishing to change historical working practices by utilising COSI roles to ease pressure on existing doctor-led clinics, which was characterised in part in terms of the ‘bow-wave’ of patient assessments postponed from the scheduled times due to capacity constraints. For example, the East Devon project’s project initiation document (PID) anticipated that the COSI service would facilitate a reduction in the delay for follow-up appointments from seven months to “within four weeks of the optimum appointment”. Data which could be used to quantify this phenomenon were not available. However, data for the specialist nurse-led clinics operated by the East Devon project offer some insight. In June 2005, the delay in follow-up appointments in the specialist nurse clinics started to be recorded. During the four months from June to September 2005 these data were recorded for 34% (255/742) of all follow-up appointments. Seventy percent (179/255) of the assessments for which data were available were seen later than scheduled. The mean delay for these patients was 3.9 months. 

The chronic eye care services programme provided an opportunity to develop community optometrist roles. The call for local solutions resulted in different approaches being suggested and funded, although the majority of projects sought to target new working practices which addressed both new referrals and ongoing follow-up care.

3.3.2 The COSI roles, training, clinical supervision and audit

All four projects, except for the East Devon project, sought to introduce COSI roles to both screen new referrals for suspected glaucoma as well as protocol-led follow-up of stable glaucoma or ocular hypertensive patients. East Devon chose to focus on follow-up pathway only, preferring to continue to use its existing specialist nurse-led clinics for screening referrals. 

The issue of training for the COSIs was accompanied by some degree of tension between ophthalmologists about the level required for the task. Peterborough’s training involved contributions from most of the clinical team, in East Devon the head specialist nurse played a key role in addition to the lead ophthalmologist. Both these projects and the Waltham Forest project took a pragmatic approach to the training which appeared to win support from the participating optometrists. The Birmingham project took a different approach to training, and it remains to be seen how the two optometrists who are due to be accredited for screening patients in December 2006 are utilised in the future.

The Peterborough project took a measured approach to the clinical development of their COSI role. At first, all the COSIs had ‘phase I’ status, which entailed all the assessments being reviewed by a consultant ophthalmologist in order to determine outcomes until the COSI had earned greater autonomy associated with its ‘phase II’ status. By implementing the COSI pathway with ‘phase I’ status, and allowing the COSIs to gain experience and sufficient time for skills and trust to be developed, the project has built a strong platform on which to develop its ‘phase II’ status. In practice, this has meant that by the autumn of 2006 the project was still in the early stages of operating with three of its nine COSIs having progressed to phase II, and it remained early days for assessing the impact of this model of working on overall capacity.

In contrast, Waltham Forest’s approach to screening and follow-up care allowed the COSI to initiate medication (via a GP letter) without the assessment notes being reviewed by a consultant ophthalmologist. This was viewed as appropriate because of a high level of trust between the lead consultant ophthalmologist and the two COSIs. This in turn had been fostered by the regular on-site supervisory support provided by the lead consultant ophthalmologist, which has enabled a close working relationship between the clinicians. A key consideration here is the relatively small number of COSIs (two) compared to Peterborough’s nine.

The Birmingham project found it impossible to build a consensus for its initial plan for shared care. The extent to which this was due to purely clinical considerations or a consequence of a range of tangentially related issues was not clear. The piloted shared care pathway provided a more limited role for the COSIs than initially intended, which was similar the Peterborough phase I role. Nevertheless, it marked a step towards greater involvement of specially trained optometrists with the management of glaucoma patients. With hindsight, it may have been beneficial to have pursued COSI screening of referrals before introducing shared care, because there was strong senior clinical support for this option.

The East Devon project was the only one to focus on a follow-up pathway only, and to this extent the COSI role was less complex. This may explain the relatively light touch approach to clinical audit taken by the project, although by November 2006, one of its nine COSIs had been suspended from the scheme on clinical grounds.

Despite being national pilots, the projects’ approach to clinical audit was locally determined, and hence varied considerably. With the exception of the Peterborough project, clinical audit activity provided an unsatisfactory basis for assessing COSIs’ performance.

In general, the three projects with implemented COSI roles were characterised by very strong support for the COSI roles by the projects’ lead consultant ophthalmologists. One caveat expressed in the East Devon project was about the extent to which the COSIs were viewed as being part of the WEEU team, which could be addressed, for example, by having the COSIs participate in the WEEU specialist nurse-led clinics. This issue of being more fully integrated with the wider clinical team appeared to be the only characteristic distinguishing the COSI service and the specialist nurse-led clinics, which were similar across a number of measures including staff-related costs.

The Peterborough project’s lead consultant ophthalmologist was aware of the potential of developing a specialist nurse role for screening glaucoma patients, but remained a strong advocate for the COSI pathway. The issues raised were that a specialist nurse would require more extensive training than an optometrist, recruitment and retention may be more problematic for a specialist nurse role, and the physical constraints on consulting rooms and parking for the ophthalmology department favoured using practitioners in convenient community settings.

In future, COSI schemes may draw on national training opportunities. The college of optometrists offers a series of higher diplomas intended to aid development of practitioners with special interests, including one on glaucoma (See www.collegeoptometrists.org/index.aspx/pcms/site.education. Examinations.HigherQualifications. Types_of_Higher_Diploma/). This qualification provides a training benchmark for optometrists which could form a component of local training schemes.

3.3.3 The volume of activity

The Peterborough and East Devon projects both had COSIs working with very low levels of activity (such as about six assessments per month). One of the COSI in the Waltham Forest project may also be working at about this level, although the available activity data were incomplete. There appeared to be a consensus that this level of activity was undesirably low.

3.3.4 Costs of the glaucoma pathways

The payments to COSIs are summarised in table 3. Comparison between projects is constrained. For example, it is not possible to compare the sessional fees paid by the East Devon and Waltham Forest projects in terms of a cost per assessment because the number of assessments undertaken in the Waltham Forest project is not known. However, both Peterborough and East Devon projects make per assessment payments for practice-based follow-up assessments. Both projects made changes to these payments in 2006, and the revised fees are £35 and £50 for Peterborough and East Devon respectively (table 3). Peterborough’s fee level was set in response to the introduction of the national tariff prices, and the requirement for all assessments to be reviewed by a consultant ophthalmologist to determine the assessment outcome. In the East Devon project, the increase in fee to £50 was in response to a request from several of the three affected COSIs, and did not appear to have been made with reference to the implications of the national tariff prices.

Table 3 Glaucoma projects: COSI fees

Project
COSI location
COSI payment method
COSI fee paid during project
COSI fee paid post project

Peterborough
Practices
Per assessment
New patient - £50

Follow-up patient - £50
New patient - £60

Follow-up patient - £35

East Devon
Community hospitals Practices
Sessional

Per assessment
Follow-up patient, sessional cost - £135

Follow-up patient, per assessment cost - £45
Follow-up patient, sessional cost - £135

Follow-up patient, per assessment cost - £50

Waltham Forest
Community medical centres
Sessional
New patients and follow-up patients - £175
New patients and follow-up patients - £175

Birmingham
Independent eye unit
Sessional
Follow-up patients - £200
No service

It has not been possible to directly compare the total cost of assessments made in practices and community units because projects have not been able to supply data on the overhead costs of community units. This issue highlights the lack of local analysis of costs that has taken place. Further comparative cost analysis should be undertaken. In the absence of cost data, assumptions have been made at a local level. For example, in the East Devon project, it has been assumed that the total assessment-level cost of providing COSI assessments is less in the community hospitals than practices, and so it is likely that the emphasis on using community hospitals will continue, unless a practice-based COSI is available in a locally in which a community hospital alternative is not available.

The Peterborough and Waltham Forest projects illustrate the difference in approaches taken in response to local circumstances. Waltham Forest’s use of community medical centres as venues for the COSIs reflects an established locality-based infrastructure. In Peterborough, the wider geographical spread of COSIs’ practices, and the convenience to patients of being able to book appointments without the constraints of weekly or monthly sessions, has been viewed as important.

The lack of available activity and cost data on doctor-led glaucoma assessments has constrained comparison of the COSI pathways with historical practices. However, the comparison of the East Devon COSI service with its existing specialist nurse-led clinics showed that the staff-related cost per assessment was similar for both services. However, this analysis, and the experience of the other projects, highlights a need to carefully consider how COSIs are best utilised. COSIs are more efficiently used when a member of support staff is available to undertake technician tasks such as testing visual fields. The availability of a nurse to undertake this activity contributed to the specialist nurse-led clinics being able to see more patients than the community hospital-based COSIs. In this respect, practice-based COSI benefited from support from a receptionist trained to test visual fields.

While the choice of location in community units or practices will be influenced by local circumstances, the COSI pathway has allowed activity to be moved out of acute settings, which has both increased total available capacity and moved care closer to patients. In East Devon, for example, an analysis of the change in travelling distance resulting from the project estimated that the total average reduction in round-trip travelling distance per assessment was 23 miles. This saving was estimated to be equivalent to approximately £10 in travelling costs. An additional cost saving for patients was likely due a reduction in time required, depending on their economic circumstances. In this situation, PCT commissioners can choose to increase funding in order to deliver services closer to patients.

This type of tangible benefit to patients can be considered in the light of additional costs likely to be incurred when providing care across multiple sites. All the projects have found the logistical burden of supporting the COSIs to be considerable. Both the largest projects (Peterborough and East Devon) have sought to introduce specialist software for managing electronic data records in order to improve access to patient-level data. If the software is successfully introduced, the impact on the COSI services is likely to be considerable.

3.3.5 Local and national contexts 

Both the largest projects had well established non-medical support for their glaucoma pathways which contributed to a receptive context for the introduction of the COSI roles. The West of England Eye Unit’s (East Devon project) specialist nurse-led clinics provided a key basis for the local context. Here the COSI role was promoted to the consultant ophthalmologists on the basis that it could be clinically equivalent to the existing nurse-led clinics. The Peterborough department had an established orthoptist role, which informed the project's development of a specialist optometrist role. Here the COSI role was introduced on the basis of a consensus being achieved among the consultant ophthalmologists about the protocols developed and the level of clinical supervision put in place.

3.3.6 Electronic patient management software 

Early in the programme, the Peterborough, East Devon and Birmingham and projects considered purchasing specialist software for managing electronic patient records, which would facilitate access to data from all the sites being used. While viewed as clinically attractive, the cost and NPfIT issues were such that it was initially decided to postpone pursuing this issue until later in the projects’ development. By the summer of 2006, both the Peterborough and East Devon projects remained committed to implementing an electronic patient record system using specialist software, as the management of the projects’ increasing activity using paper-based data transfers had proved to be demanding. By November 2006, negotiations with a software supplier were ongoing in both projects. While Peterborough’s project manager was seeking to purchase the software before the end of March 2007, the situation in East Devon appeared less certain. 

It is clear that while the role of specialist software was regarded as very important, the practical issues of negotiating a complicated IT innovation have proved to be challenging. Even when the software has been purchased, its successful introduction will require considerable project management skills. However, the impact on the glaucoma schemes is likely to be far reaching, both in terms of reducing the administrative burden and promoting clinical supervision and audit. 

A related IT issue has arisen for the East Devon project which invested in six HRT optic disc imaging instruments to cover its sites. The project reported being assured by the supplying company that there should be no problems with data transfer in order to allow progression analysis regardless of which site the patients are followed-up at. However, none of the suggested solutions have provided any useful link between the sites. The project reported that unless a workable solution can be found, then this type of instrument can really not be recommended for glaucoma care over multiple sites.

3.3.7 Project management

The four projects had very different experiences of project management. The Peterborough project had the most continuity, with one change in project manager due to maternity leave in 2005. The project was led from secondary care, with the lead consultant ophthalmologist taking a key leadership role, with active involvement of a small team of staff. The East Devon project was also led from secondary care, but suffered from lack of continuity in management support which inhibited its development. In this project, the head specialist nurse played a key role in the absence of consistent management support, which was comprised at the beginning by not being able to recruit a project manager as intended.

The Waltham Forest project was managed by the PCT. The project management role was divided between two members of staff, and with hindsight, the division of roles was unsatisfactory. The project’s development was hindered by a lack of effective communication between participating managers and clinicians about roles and responsibilities and limited empathy.

The Birmingham project was also managed by the PCT. The contribution made by the project's first project manager was widely recognised as valuable. However, the limited early progress of the project was largely determined by factors outside the project manager’s control. At times, communication and perceived empathy between stakeholders across the primary and secondary sectors was limited. The project experienced a complete change in PCT staff in 2006 and this has, at least, enabled a fresh perspective to be taken on how best to take the initiative forward.

The Prince II project management methodology was adopted by the national programme and advocated for use by the projects a requirement of the programme. Some of the managers trained in Prince II indicated that it was very useful. For example, in East Devon, the first project manager reported that the project’s decision-making processes had initially been weak, with the contribution of several stakeholders being viewed as problematic. In response, the project started using Prince II which was reported to have facilitated a more structured approach to defining participants’ roles and the decision-making processes. This change was seen as positive on the whole. However, by July 2006 and two project managers later, it was evident that there had been very little contact between stakeholders for some time. In theory, adherence to Prince II would have lessened the negative impact of the changes in project manager. In practice, the potential of Prince II was dependent on the views and experience of the project manager in post, rather than having an overarching impact on the project.

In general, Prince II did not appear to have played as full a part in the projects as envisaged by the programme’s leaders.

3.3.8 Impact of the National Programme

The provision of funding, and specifically funding to equip the COSIs, was seen as a key benefit of the programme. The project managers also valued the opportunities for networking with the other project managers provided by the programme, particularly in the early stages of the projects. The project managers also highly valued the support and guidance of the programme director and clinical lead.

The interaction between the programme and projects was focused on the project managers and attendance at project board meetings, and the absence of engagement by the programme with clinicians in the projects was viewed as a “wasted opportunity”.

Detailed accounts of the glaucoma projects are reported in appendix 1, and they detail a range of project-specific local issues.

4 The Low Vision Services projects

4.1 The Low Vision pathways

The low vision subgroup of the National Eye Care Services Steering Group noted that it was not appropriate to develop a single pathway for LV services because of the need to reflect local statutory and voluntary service provision (Department of Health, 2003a). However, the subgroup advocated four principles for local pathways:

· A local LV service needs to be delivered through a multi-agency (including statutory, non statutory, voluntary and users) partnership approach.

· Most people with low vision want comprehensive information about what they need, what they are entitled to and what is available.

· People with low vision want waiting time for assessment, rehabilitation, training and follow-up to be minimised.

· Every part of the LV service needs to be accessible, including the physical environment, information provided and health professionals’ communication.

These principles have been reflected in a general pathway shown in figure 2.

Figure 2 The low vision pathway proposed by the NECSSG
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4.2
The Low Vision projects

All four projects shared a common approach to introduce a one-stop combined low vision assessment by an optometrist and rehabilitation worker in community settings. This common approach provides the core point of comparison across the projects. Within this one-stop combined low vision assessment model, the projects varied in characteristics such as the duration of assessments and the extent to which clients received a follow-up domiciliary visit. In these terms, the Gateshead project aimed to provide what it viewed as a ‘gold standard’ service, and it was very successful in achieving this aim. In addition, the Gateshead project stands out for having the greatest impact in terms of activity undertaken, both in absolute terms and as a proportion of the local population registered as blind or partially sighted (table 4). For example, the Gateshead project undertook 26.6 assessments per month on average and its locality included 965 people registered as blind or partially sighted in 2003. At the other end of the range, the Waltham Forest undertook 8.0 assessments per month on average and its locality included 2,220 people registered as blind or partially sighted in 2003 (table 4).

Table 4 Summary of the low vision projects’ activity

Project
Total number of low vision assessments undertaken
Monthly average number of low vision assessments undertaken
Number of domiciliary follow-up visits
Review assessments (annual or two-year)
Time period for reported project activity data
Number of people registered blind and partially sighted (see note 2)

Gateshead
478 (including 18 domiciliary assessments)
26.6
355
Two-year reviews will start in January 2007
January 2005 to June 2006
965

Sutton and Merton, Wandsworth
241

(including 13 domiciliary assessments)
18.5
Estimated to be 30% of assessments
8
March 2005 to March 2006
3,865

Havering, Barking and Dagenham
200
11.8
See note 1
See note 1
February 2005 to June 2006
1,210

Waltham Forest
72
8.0
Estimated to be 30 to 40 per cent of assessments

September 2005 to May 2006
2,220

Notes:

1 This figure includes a small number of domiciliary follow-up visits and review assessments, which were not separately identified.

2 In the constituent boroughs at the end of March 2003 (Department of Health, 2003)

The Gateshead project also stands out for having fully implemented its planned service during the pilot period, and successfully negotiated funding for its continued operation without having to compromise on its ‘gold standard’ approach. It contrast, the other three projects have faced particular challenges. 

The Sutton and Merton, Wandsworth project succeeded in establishing a one-stop combined low vision assessment clinic in each of its three localities, but ceased piloting optometry practices as a venue for low vision assessments in March 2006. At the same time, the number of assessment slots per clinic was increased in response to an imperative to increase utilisation of resources in order to secure post-project funding (table 5). The project covered two PCTs, and the Wandsworth PCT site has seen a relatively small number of clients, averaging just 4.0 per month between June 2005 and June 2006. Given the devolution of management to the localities from April 2006, and the high turnover of staff in Wandsworth, this element of the project will require ongoing support. 

Table 5 Characteristics of the low vision projects as at July 2006

Project
Number of low vision clinic sites (see note 1)
Number of optometrists
Number of rehabilitation workers
Number of assessment slots per clinic
Optometrist’s fee per clinic

Gateshead
1
4
3
2
£90

Havering, Barking and Dagenham
1
1
1
4
N/A

Merton and Sutton, Wandsworth
3
3
3
7, 6 or 4 (see note 2)
£100

Waltham Forest
2
2
1
4
£175

Notes:

1 Number of low vision clinic sites providing assessments between May and September 2006.

2 Sutton: changed from 4 to 7 in April 2006. Merton: changed from 4 to 6 in April 2006. Wandsworth: due to change from 4 to 6 in November 2006. 

The Havering, Barking and Dagenham project also experienced high turnover in staff, and operated within a difficult context characterised by tension between health and social service providers across the two PCTs and boroughs. Without sufficiently strong local ownership of the project, the ongoing challenges of increasing activity and promoting access for the residents of Barking and Dagenham were such that a consensus about continued funding for the service could not be reached by the stakeholders. The project's low vision clinic in the Havering locality was closed at the end of September 2006, and it remains to be seen if reported plans to re-establish the service in the Barking and Dagenham borough are realised in the future.

The Waltham Forest project went live later than the other low vision projects, and since September 2005, it has succeeded in launching two of the three intended locality-based clinics. The project has operated on a comparatively small scale. One reason for this was reported to be an ongoing problem with the administration of bookings for the two clinics. This issue illustrates a more general experience of sub-optimal communication between participating managers and clinicians about roles and responsibilities and limited empathy. While the two running weekly clinics were being continued, it appeared that the service was being rolled on and was subject to a review of PCT service delivery which had yet to be concluded. A decision about expanding the low vision service to the third locality as originally intended had been overshadowed by wider PCT reorganisation, and by the end of September 2006, no change was immanent.

4.3 Key themes

This section draws together a number of the key themes which came up consistently in our interviews with participants across the low vision sites. These themes may have been issues which all the projects encountered, or issues on which the sites had different opinions or experiences. 

4.3.1 Initial delays

All the sites reported that an initial delay in the Department of Health announcing the successful bids meant that they had incurred delays in getting the pilots in place. In Sutton and Merton, Wandsworth this meant that the initial project work, recruitment and training took place later than had been expected, with the effect that the pilot phase was reduced in length. Effectively the pilot was only operational in Sutton and Merton, Wandsworth for one year, with a number of respondents suggesting that two years was necessary to set up, run and evaluate a service effectively. 

Havering, Barking and Dagenham also reported a three month ‘slippage’, as a result of equipment not arriving on time (a similar experience to Gateshead) and not sufficiently taking into account the length of time it would take to recruit staff. Waltham Forest also experienced delays in setting up the clinics, with only two of the initially planned three clinics being operated. 

In practice, this meant that when it came to the PCTs taking responsibility for funding the services, some of the sites felt that they had insufficient experience to help inform the decision process, and that there had not been enough time for the pilots to ‘bed in’ within the local health economy (see section 2.3.3). However, there was also a strong recognition within most of the sites that the projects were pilots, and they were intended to trial the services and iron out any bugs before they were to be mainstreamed. Yet, despite the fact that these were pilots, service users generally seemed very happy with the services that they received.

4.3.2 Service users’ views on low vision services

Seventy percent (326/460) of Gateshead’s service users were aged 75 or over, and this proportion was typical across the projects. The most common eye disease was ARMD. Hence, in seeking to engage with people of very advanced age, the focus of the projects was particularly challenging.

The low vision assessments provided by the pilots were reported by all sites to be very different from the sort of assessment users would receive at the hospital. A number of the interviewees highlighted that assessments at the hospital tended to be much shorter in length (averaging 20 minutes compared to one to two hours for low vision pilots), and focused on medical interventions, rather than dispensing aids which could assist people with everyday tasks.

“They just don’t have the services there I don’t think, they have the service provision to say ‘OK, we have got an hour to spend with you to go through your magnifier’ the hospital system doesn’t work like that. In any case it is in and out in 5 minutes and they would have to keep it that way” (Havering, Barking & Dagenham).

Given that the service user groups for all sites tended to be older people, there was a concern that a number of users had no knowledge of what to expect from services, and so seemed surprised that there would be something which could help them in their day-to-day life. Respondents at all sites highlighted that there was a definite value in having the time to speak to people to find out what sort of things they would like to do or needed help in doing, and trying to target sessions around those needs specifically. 

All sites produced some form of service user feedback questionnaire, and all reported receiving very positive responses from the people who had accessed the services. However, as many users did not know what to expect in terms of services, and that filling in these forms was difficult for some users, some respondents recognised that there may be difficulties in using satisfaction surveys. As such, user representation or advocacy group meetings had proved useful to get feedback, as had much anecdotal evidence. Most frequently highlighted by service users was the fact that people had time and space to discuss their needs and did not feel rushed. The ease with which people can access the services was also a clear advantage reported in many cases. 

4.3.3 Demand projections

A further commonality identified within all the sites was that projections of initial demand had been ambitious. This problem seemed to be two-fold in most places: firstly, that estimates of initial demand were too high (particularly in the projects’ early days when they were trying to implement new capacity); secondly, that it takes time to change referral patterns. The demand estimates in most areas were made in conjunction with the RNIB’s experience and demographic data on registrations of blind and partially sighted people from the localities. 

The over-optimistic estimates were then compounded by the delayed launch and the staff difficulties some areas experienced (section 2.3.5). Some of the sites felt that this gave a poor reflection of the pilots as they were often left with spare capacity.

“That target has proved to be a bit optimistic and I don’t think that’s to do with capacity so much as it has been to do with things like publicising it properly, making it known, encouraging referrals, plus the staffing difficulties that we have had, all have led to us, on the face of it, looking as though, on the face of it, it looks as though we haven’t met our targets. But what we would argue would be ‘well actually, firstly probably the target we set was a bit optimistic and secondly the explanation is in the fact that we haven’t always had the capacity to meet those targets should the people have come forward because of the bit of turnover that we have had and the delay we had starting…but I suppose the point that that makes is there is something here about how well equipped everybody is to publicise the benefits of a low vision service and encourage people to take advantage of it” (Havering, Barking & Dagenham).

However, having some leeway in the early days was identified as imperative in a number of the areas, giving the pilots time to smooth out any difficulties and train staff. This has led to some difficulties in estimating the projects’ costs (see below). In Gateshead they initially drew referrals from the host voluntary organisation’s client database to utilise their clinics’ capacity, until referral patterns started to change as the low vision services became known. 

4.3.4 Involvement of the third sector

In Gateshead, the ability to access the database of Sight Service was clearly an advantage that a specialist third sector (voluntary) organisation brought to the pilot. This was far from the only benefit though, and all the sites indicated that the involvement of the third sector had been important in a number of ways. In all cases the links with third sector organisations provided good social outlets for people accessing the services. The involvement of the third sector was also identified in this way as being useful to give people more time and talk over their aids and get tips on how to use them most effectively, thus potentially saving money on equipment. 

The role of the third sector partner in Gateshead was also identified as being positive as it was thought to be able to be more dynamic and innovative than the public sector. Moreover, they were also thought to play a useful role in terms of taking a leadership role in the partnership, so that none of the statutory sector partners ultimately had a bigger say or more control. Having the pilot hosted by Sight Service, and project managed by an RNIB manager, put it within ‘neutral territory’, but at the same time there was recognition that the third sector organisation had to be sufficiently strong to maintain that role. 

The Sutton and Merton, Wandsworth project also worked with local voluntary organisations to host its clinics. As one team member put it, the use of the voluntary centres provided an opportunity for clients, if they wished, “to enter the world of the voluntary sector which is very warm”. 

The RNIB has played a very important role in support of the low vision projects, by directly providing project managers for two projects (Gateshead and Havering, Barking and Dagenham), and by providing training and expert support for all four projects. 

4.3.5 Staff turnover

Recruitment issues have already been raised, and these were compounded in some sites by the turnover of staff. The low vision assessment teams were all relatively small in size, such that one staff member leaving had a substantial effect on the service given that in most cases another member of staff had to be recruited and trained before assessments could continue. In Gateshead, a rehabilitation worker left very early on, which caused some concern, but since that time their staff have remained unchanged.

The Wandsworth element of the Sutton and Merton, Wandsworth project was badly disrupted. The project worst affected by changes in personnel was Havering, Barking and Dagenham, which has had a number of changes in the whole range of positions within a short space of time. Aside from the training issue, this was also thought to impact the pilots as some people brought in did not ‘own’ it in the same way as those who applied for the initial project funding. It is not just turnover of staff within the pilots which affected them, but also turnover of staff members within partner organisations and potential referrers. Turnover in partner teams meant that the relationships which were built up were broken down and had to be forged again. A key point raised across a number of sites, and widely within the partnership literature, is that often relationships with other organisations are formed on a personal, rather than institutional basis. This means that links are close and strong on a personal level, but that turnover inevitably leads to a few difficulties before relationships with new personnel can be re-established. Turnover in referring organisations also means that a communication programme has to be on-going, with people being continually re-educated as to the services offered.

4.3.6 Links with acute/secondary care

Links with the local acute/secondary care hospitals were highlighted in all the projects as being an issue. Partly this was because it takes time to change referral patterns and to educate people about the type of service offered and its advantages. However, participants also suggested that there may also be a reluctance on the part of clinicians or managers to refer to community-based services as this would result in a loss of revenue for the hospital. This issue was further pronounced in Sutton and Merton, Wandsworth where a private provider operated out of the hospital. 

“The sticky issue I think from this project has been when we have tried to take people from the hospital into the community. That’s proven a little bit sticky because we have got commercial businesses within the hospital. There is a private provider and to move that forward at the speed we would have liked to, even though it didn’t tie into the objectives, it was about a group of patients that would have been better managed in the community and throughout the pilot we had the capacity, we were saying to the hospital ‘we have the capacity, you don’t’ but we couldn’t get those discussions taken to an end” (Sutton and Merton, Wandsworth)

All sites recognised that the role of the hospital eye services was imperative, and all worked hard to make sure that anybody who was in need of medical treatment would be referred to these services. It was explained to service users that although they were being given low vision assessments in the community, any medical issues which may arise would have to be treated within the hospital. The sites also recognised that the hospital may always have a role to play in doing low vision assessments given the prominence of choice within the current political agenda, but that the hospitals too needed to respect this choice in terms of the low vision pilots. Yet, the sites felt that they could often offer a better quality assessment for users, as such clinicians should make decisions on the basis of the benefit of the users rather than the organisational financial implications. However, in order to do this a number of sites suggested that they would need raise awareness by, for example, inviting clinicians to visit the services to see for themselves the service being offered. 

The clear message from the sites was that although some links had been made and were developing, it would take time to change referral patterns, and time for the PCTs to re-evaluate their commissioning in terms of hospital low vision services. Given the available timescale of these projects, they reported not having had the time to fully address and unpick these patterns.

4.3.7 Wider partnership issues

The low vision service projects are good examples of multi-agency partnerships coming together to provide services for a population. Yet at all sites these agencies did not come to the table to forge a completely fresh relationship, and all had certain histories within their localities. In some cases these pre-existing relationships were positive and helped the pilot move along. Some of the pilots had much greater number of partners involved within the arrangements than others, and this occasionally led to difficulties over agreements. 

The different procedures and processes of some organisations could have the potential to frustrate partner organisations. However, these issues are documented within the partnership literature, and to a certain degree would be expected when different agencies come to work together on delivering such a service. 

“They seemed to have in social services a huge number of layers of bureaucracy. I worked for mid-Sussex as well and there’s a leaflet that was supposed to go out to all practices and when I went to discuss it with them they said ‘oh but we’re not allowed to have anything up until it goes to Sussex County Council’. I think there’s a lot more restriction on what they do and also although this was creating more work for them without us being able to finance it” (Sutton and Merton, Wandsworth)

One of the issues highlighted to some degree by all sites, in this respect, was working out where the pilot sat in relation to the other services which partner organisations provided. In addition to the tensions relating to secondary care low vision assessments, there were also overlaps with other areas to greater or lesser extent within particular localities. This could prove to be confusing to those who would potentially refer people for low vision services (e.g. GPs) and so a constant communication drive, again, was consistently required, although not always undertaken. In Havering, Barking and Dagenham, unlike the other pilots, they had low a vision therapist rather than a rehabilitation worker on their team, as they were independently recruited rather than supplied by social services, and did not want to be perceived as encroaching on their territory. 

4.3.8 Costs of the low vision services

Given the delay in starting a number of the pilots, the use of agency staff in respond to recruitment problems and staff turnover, and the difficulties in filling clinic capacities experienced by some of the pilots, there were fears that costings for assessments would appear inflated compared to what they would be once the services were established. Nevertheless, the two larger projects, Gateshead and Sutton and Merton, Wandsworth, both provided at least partial costings for their services, which form the basis for the summary analysis for each project presented in the appendix (tables 6 and 10 respectively). 

Based on its activity during the 12 months to June 2006 (338 assessments using 92% of capacity), and a series of assumptions detailed in the footnotes to table 36, the estimated total average cost per client at the Gateshead project was £295. This includes the cost of an assessment and subsequent domiciliary visit, and the element of the cost relating to the rehabilitation worker role, which was funded, in part, by social services. The figure of £295 includes £31 for low vision aids, and £147 for overheads including management and administration. An increase in the allocated cost of management and administration was made in April 2006, which would increase the total to £345 per client if applied over a 12 month period. 

The estimated total average cost per client at the Sutton and Merton, Wandsworth project was £334, based on its activity during the 12 months to March 2006 (234 assessments using approximately 30% of clinic capacity). This includes the cost of an assessment and subsequent domiciliary visit (for a smaller proportion of clients than the Gateshead project), and the element of the cost relating to the rehabilitation worker role, which was funded, in part, by social services. The figure of £334 includes £43 for low vision aids, and £163 for overheads, much for which was spent on unused clinic capacity, and comparatively little on management and administration. The cost for this project also includes a £20 fee paid to local optometrists for referrals (which accounted for 27% of all assessments). Following the changes in clinic capacity and ending the practice-based assessments in March 2006, the new cost structure equates to an estimated total cost per client of £175, based on a potential of 210 assessments over a 12 month period (assuming 92% utilisation).

In practice, it is not clear what role, if any, that cost per client estimates have had in the projects’ negotiations to secure post-project funding. The Gateshead project reported securing funding for mainstreaming the service on the basis of its total historical budget minus the set-up costs. In Sutton and Merton, Wandsworth it appeared that its post-project funding was determined on the basis of available resources, than specific consideration of the project's experience of client-level costings. In these projects, the most important criterion appeared to be a determination to provide a service perceived to offer substantially more for users than what was available from existing acute providers, in terms of quality of experience, access and timeliness. 

Several sites indicated that their local hospital was unable to provide an accurate cost of what its low vision assessments cost, or in some cases even the number of individuals receiving these assessments. Moreover, the projects thought they might also prove to be more cost effective than the hospital services in the long-run, given that users would more likely be able to make better use of their low vision aids, as more time would be spent explaining how to make the most of them. This would mean that fewer aids would simply be stuck in the back of a drawer not being used. 

A number of respondents emphasised the knock-on effects from the low vision pilots including falls reductions and other preventative measures, the forging of social links, offering support for alleviating mental stress, and improved independence and quality of life. These factors were recognised as being difficult to quantify either in terms of numbers or the impacts which may be felt on other services. 

“I think there are all sorts of aspects that we can address and – say for instance spending time on someone, getting the right magnifier it must reduce the risk of falls and injury and I am absolutely positive there must be some sort of knock on with depression, anxiety, mental health issues, we must alleviate a lot mental difficulties… Well, that’s always the problem, you can’t prove – it is very difficult to prove what hasn’t happened. You can only – I don’t know whether one would be able to access any of the sort of local A & E statistics. They are looking at a couple of the A & E – well there are two A & E departments in the area both of which are incredibly busy and our little scheme’s impact on that is probably not massive in statistical terms, but surely significant in terms of the individuals concerned” (Havering, Barking and Dagenham)

4.3.9 Accessibility

Accessibility was raised as an issue by all of the sites, although often in different ways. The Gateshead and Havering, Barking and Dagenham projects experiences comparatively high proportions of self referrals compared to the other two projects. The range of experience suggests that some projects were more successful than others in promoting the new services to local residents. 

The local geography of the clinics was an issue. Given that the majority of referrals at all sites were from older people, all had encountered issues with people being able to get to sites. In Gateshead, the public transport links were not always sufficient for some and it could be quite expensive for people to take a taxi to Bensham hospital. However, through Sight Service the Gateshead pilot have been able to offer subsidised taxis through volunteer drivers that they have recruited. Similarly the Sutton and Merton, Wandsworth sites also have a variety of local arrangements in place to transport users to the assessment sites. In Waltham Forest the original plan was to have three clinics at different sites around the area to maximise accessibility, although this has not been possible thus far in practice. 

It is not simply reaching the sites in transport terms though which proved to be an issue in terms of accessibility. The Havering, Barking & Dagenham pilot had one site for two London boroughs. Drawing on lessons from the pilot, respondents suggested that having a site within Barking or Dagenham in addition to Havering may have made people more willing to access the low vision service. There was concern that BME groups were also not accessing the services as much as they might due to the location of the service. 

Outreaching to other groups was highlighted by all sites as being a consideration for the future. All indicated that they were trying to work on ways of more effectively accessing BME groups, and often were drawing on the experience of their partners in order to do this more effectively. Also a number of the sites highlighted that they would like to do more for other specific groups such as deafened people, people with brain injuries and people with learning disabilities. Again though, outreach to all these groups will take time to achieve, would involve specialised training for staff. 

4.3.10 Prince II management methodology

All the projects were obliged to use the Prince II project management methodology as a requirement of the national programme. Most of those trained in Prince II indicated that it was very useful, and a number of other individuals involved in the pilots who were not trained in Prince indicated that they thought it had usefully contributed to the pilots. Prince was thought to add much to the structure and planning of the pilots, as well as helping to document, track quality and assist in the governance (particularly given the numbers of partners who were involved in some pilots and those with high staff turnover). However, a number of the sites did suggest that they used Prince quite selectively, given the amount of management time it could consume. Several projects highlighted that they had limited managerial capacity, and given that the pilots were quite small they did not feel they had to implement Prince completely. One of the strengths of Prince II is that it establishes a framework for communication of project-related issues between participants. Given that several of the projects experienced significant challenges related to communication, it appears that the methodology was not drawn upon to strengthen project management arrangements.

4.3.11 Impact of the National Programme

The National Programme was cited as having a number of effects, in addition to the promotion of Prince II, as noted above. Clearly the funding associated with these pilots made a vital difference to all those concerned, and the support of the Department of Health was thought to have lent a sense of legitimacy to the pilots and made it easier to bring partners together. Moreover, the PCTs had to ‘sign up’ to taking over the funding of the service after the pilot phase ended, which some sites suggested had promoted a beneficial sense of commitment mainstream services.

Participants indicated that networking and sharing information and experience with other sites had been useful, although conversely, some suggested that they had had little contact with other sites. This seemed to be a contested issue across the projects with some participants indicating strong links with low vision services, and others claiming no links had been made.

4.3.12 Long-term viability of the low vision services

All the sites indicated that they thought that the low vision services were viable in the long term. As indicated above, most of the projects thought that they needed to do more to reach out to certain client groups and be more inclusive in those terms, and influence historical referral practices. In general, the need to continue to work to increase activity levels was acknowledged, and several projects expressed concerns over their financial viability, given their small scale. However, the Gateshead project has demonstrated that, in a local conducive context, it is possible to implement a ‘gold standard’ approach, achieve a demonstrable impact on the local client group and secure post-project funding 

The challenges faced by the smaller projects, and in particular the Havering, Barking and Dagenham project, were not specifically related to the low vision services themselves, but much more do with generic issues of project management, leadership, communication, and recruitment and retention of key staff within the context of short-term small-initiatives. 

Moreover, the services were viewed as sustainable in the longer-term due to their abilities to fit in to a number of the current political imperatives in terms of the preventative agenda, provision of choice, the shift of services from an acute to community setting, partnership working, involvement of the third sector in the delivery of services and so on. 

“I think in order to make it sustainable it has to link into the wider picture because obviously it is very well documented now that visual problems are quite a key indicator of falls in older people and I think therefore it is naïve to not try and include those things at some point along. Obviously you can’t do everything within the scope of the project and what we were trying to do was establish the service model rather than run before we could walk but certainly in terms of a long term service it would be useful to bring in those different teams and to bring in things like Occupational Therapy as well, the mental health team because obviously a high rate of depression quite often amongst some people who have just recently lost their sight, particularly, and see how all of those link in because I think it then becomes – makes much more sense to the commissioning bodies to fund this kind of service because obviously it links in so many other areas and so many of their strategic objectives” (Havering, Barking & Dagenham)

Detailed accounts of the low vision projects are reported in appendix 2, and they detail a range of project-specific local issues.

5 The AMD projects

5.1 The AMD pathway

The AMD subgroup of the Eye Care Services Steering Group proposed a key role for optometrists in a referral triage role to facilitate rapid referral of patients with suspected wet AMD to secondary care:

“The use of community optometrists in a triage role would ensure rapid access to care, appropriate management & advice and a precise differential diagnosis. This would ensure that Ophthalmology Departments are not overwhelmed with unnecessary and inappropriate referrals when setting a new integrated care network.” (Munro, 2003, p5)

The AMD pathway proposed by the ECSSG is summarised in figure 3. The subgroup recognised that a new pathway would be demanding in terms of skills and commitment from optometrists, and as a result suggested the role that has become associated with the COSI:

“… all optometrists should be capable and trained to manage ARMD patients, but we need to ensure that the pathway includes a large number of strategically placed practitioners who are capable, enthusiastic and well trained in, ARMD, diagnostic techniques and low vision services.” (Munro, 2003, p5)

Figure 3 The AMD pathway proposed by NECSSG
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Moreover, it was appreciated that non-COSI optometrists would nevertheless need to cooperate with changing their referral behaviour:

“Not all optometrists need to participate but it is essential that all sign up to inter-practice referral to a colleague who is contracted to do so.” (Munro, 2003, p5)

5.2 The AMD projects

Two projects, Brighton and Waltham Forest, were chosen to focus on the AMD pathway, and their key features are summarised in table 6. 

Table 6 Characteristics of the AMD projects

Project
Referral route via
Activity
Key features of the pathway

Brighton

Objective to achieve rapid access to treatment for patients with wet AMD
2 (reduced from 4) COSIs in their primary care practices
157 patients assessed by the 4 COSIs between January 2005 and August 2006
All assessments during the project were reviewed by a consultant ophthalmologist in order to audit outcomes. 

51% (48/94) of the patients diagnosed by a COSI as having suspected or actual wet AMD were found to be true positives. 3% (5/157) of assessments were found to be false negatives. Of the 34% (53/157) of cases with a confirmed diagnosis of wet AMD, 20% (10/50) of those with data on treatment were treatable. The mean time from referral to a COSI to treatment was 12 days (median 8 days, range 5 to 25 days), for the nine patients treated for wet AMD for whom the treatment was recorded

Waltham Forest
Local community optometrists
About 6 patients were reported to have been referred through the new pathway between March and September 2005.

This level of referrals was reported to have been maintained
The number of referrals through the new pathway was lower than expected.

The Brighton project sought to develop and test a new referral and care pathway for patients with suspected AMD based on a COSI role in primary care, which is in line with the referral route envisaged by the ECSSG. The assessment of patients with suspected AMD by a COSI from Brighton and Hove City PCT was intended to facilitate rapid access to Brighton and Sussex University Hospitals NHS Trust for those with treatable wet AMD. 

The project succeeded in launching its COSI-based pathway for AMD in January 2005. During the 19 months of its pilot period, 157 patients with suspected AMD were assessed by the four COSIs, and 60% (94/157) of the patients were diagnosed as having suspected or actual wet AMD. These diagnoses were subject to clinical audit by an ophthalmologist at a fast-track assessment clinic set up by the project. Fifty-one percent (48/94) of the patients diagnosed by a COSI as having suspected or actual wet AMD were found to be true positives. In addition, 3% (5/157) of assessments were found to be false negatives. Of the 34% (53/157) of cases with a confirmed diagnosis of wet AMD, 20% (10/50) of those with data on treatment were treatable. The mean time from referral to a COSI to treatment was 12 days (median 8 days, range 5 to 25 days), for the nine patients treated for wet AMD for whom the treatment was recorded. Hence, on the basis of the small volume of patients, the project achieved improved access to treatment. 

From August 2006, the number of COSIs was reduced from four to two in response to the lower than anticipated level of referrals (7.4 per month on average during the 10 months to July 2006). At the same time, the project introduced criteria for the COSI diagnosis to triage patients, such that all patients would no longer be referred by the COSIs to the rapid-access doctor-led assessment clinic. The triage criteria are due to be reviewed in November 2006. 

The clinical audit of the COSIs’ diagnoses suggests that there will be an ongoing requirement for a fast-track doctor-led clinic to confirm the diagnosis, and, given the small volume of patients referred for AMD, the appropriateness of the COSI role in the pathway is debatable. The limited available data indicate that the COSI role adds to overall costs for the PCT, while the impact on HES costs, in the absence of external funding for the fast-track clinic, would depend on whether existing resources could be reallocated. Whatever the outcome of review of COSI triage criteria, the need to more effectively engage local community optometrists with recognising and referring patients with suspected AMD will remain as a key issue.

The project has also promoted more rapid access to low vision services for patients with AMD, and with funding as an associate low vision project, it has developed a one-stop low vision service. Partnership working between stakeholder organisations was viewed as a particular strength of the project. 

The Waltham Forest project’s project initiation document (PID) planned to introduce a COSI role for assessing patients with suspected AMD and triggering rapid access to secondary care for those diagnosed with treatable wet AMD. However, it was subsequently decided that this option would introduce an extra step, which could be avoided if community optometrists assessed patients themselves and then initiated direct rapid-access referrals. The project introduced a fast-track referral route for patients identified with suspected wet AMD by community optometrists in the Waltham Forest PCT direct to a consultant ophthalmologist at the Whipps Cross University NHS Trust. 

As part of the project, the AMD clinical lead provided a number of training sessions for optometrists in order to increase their diagnostic skills relating to AMD and to raise awareness of the new pathway. Web-based educational material was made available to the local optometrists, along with a fax referral form for accessing rapid assessment.

The new pathway was reported to have been launched in March 2005, and by October 2005, about six referrals were reported to have been received. The smaller than expected number of referrals was reported to have continued in 2006. By July 2006, it appeared that the pathway was not being actively pursued by the PCT, and that greater attention was being paid to the other pathways developed by the project. Nevertheless, the need to promote rapid assessment of patients with suspected wet AMD remains. The extent that this requires optometrists to initiate referral of patients with suspected AMD for assessment by an ophthalmologist, the project's experience suggests that further substantial effort to effectively engage optometrists would be required in order to achieve timely assessment of patients.

Detailed accounts of the AMD projects are reported in appendix 3.

6 Recommendations and conclusions

The chronic eye care services programme has supported local innovation in patient pathways in thee key areas of chronic eye disease. The programme benefited from the experience of Modernisation Agency in hosting service improvement programmes, and until the demise Modernisation Agency, it was associated with the ‘Action On’ programmes launched in 1998. 

The funding and support provided by the programme has allowed local enthusiasts to develop new roles and change traditional working practices in line with the pathways outlined by the National Eye Care Services Steering Group. The number of projects working in each of the three clinical topics was small, ranging from the two AMD projects, to four projects each focusing on glaucoma and low vision services. The projects had different local contexts which have influenced both the approach they took and the progress made. The detail provided in the appendices reviews the range of project-specific local issues.

In general, the projects went live later than expected and more gradually than anticipated. Nevertheless, most of the projects have overcome the immediate challenges associated with implementing change, and insight to be possible into the impact of the new pathways. Although, in general the projects formally ended in March 2006, since that time most of the projects have been engaged in a process of transition to existence as mainstream services, and it is not yet clear how some initiatives will be taken forward.

In this context, the key common conclusions, followed by those for each of the three groups of project, are presented below. 

Common issues

Timescale for implementing change

In general, the projects went live later than expected and more gradually than anticipated. This experience is shared by other major service improvement programmes, and greater recognition is required for the time needed to change historical working practices, particularly when this involves the introduction of new clinical roles (Ham et al, 2002; McLeod, 2005). 

The National Programme

The programme provided a valuable mechanism for engaging local enthusiasts with a national quality improvement agenda, by allowing projects to develop new roles and change traditional working practices in line with the pathways outlined by the National Eye Care Services Steering Group.

The provision of funding and support for locally determined objectives was seen as a key benefit of the programme. The project managers also valued the opportunities for networking with the other project managers provided by the programme, particularly in the early stages of the projects. The project managers also highly valued the support and guidance of the programme director and clinical lead. 

The interaction between the programme and projects was focused on the project managers and attendance at project board meetings. The programme appeared to rely too heavily on the Prince II project management methodology as a mechanism for ensuring that projects would overcome adverse events, such as changes in project managers. 

Greater engagement by the programme with clinicians in the projects would have been advantageous. For example, practice relating to the clinical audit of new roles was left to the discretion of local projects. Given the status of the projects as initiatives funded by a national programme, it would seem reasonable to ensure that minimum requirements in areas as clinical audit should be implemented. 

Glaucoma projects

The COSI roles 

The lead consultant ophthalmologists of the three projects with live COSI pathways were unanimous in their support of the clinical performance of the implemented COSI roles. This experience provides a strong basis for continuing to develop the contribution of specialist optometrists to glaucoma care.

There are differences between the projects in how COSIs were viewed, in terms of their roles (referral refinement/shared care/monitoring), the type of clinical decisions they make (technicians verses protocol-led decision makers), and training needs. In terms of the level of clinical decision making by the COSIs, the four projects represent different points on a spectrum. Consultant ophthalmologists have taken different views about what is appropriate, based on a range of factors including the level of prior experience and training of the COSIs, which directly influence the level of trust that exists between clinicians. As time passes, it is more likely that a consensus may emerge on this issue. The availability of relevant specialist courses, such as those run by Moorfields, could provide an alternative to locally delivered training for COSIs. This approach would also provide a basis for a national approach to training and standards for the COSI role.

Some ophthalmology departments, including the West of England Eye Unit (East Devon project), have already developed other non-medical roles, such as a specialist nurse role, which are making a significant contribution to the delivery of glaucoma care. Hence, while recognising that the chronic eye care programme’s remit was to focus on untapped primary care resource including optometrists, it is important to consider the COSI role as one of several with potential for development. 

Changing working practices

All four projects aimed to introduce a COSI role in order to transfer activity from secondary to primary care settings. This endeavour relies on active engagement on the part of consultant ophthalmologists, which is more readily achieved if they have led the process. Hence, initiatives to change the delivery of glaucoma care are best managed by secondary care in order to secure appropriate ophthalmologist buy-in and clinical and administrative support. The task can be viewed as ‘pushing’ from secondary care, rather than ‘pulling’ from primary care. 

The volume of activity

The number of patients seen per month by individual COSIs has varied considerably, and this has raised the issue of the clinically appropriate minimum level of activity for a COSI. There appeared to be a consensus that some COSIs were undertaking an undesirably low level of activity. This issue should be explicitly addressed when determining arrangements for patient choice when selecting a COSI, and establishing expectations about the level of time commitment required of potential COSIs.

Costs of the COSI roles

The fees paid to the COSIs have either been subject to change, or ongoing review, as the projects move towards being mainstreamed. Nevertheless, the projects are characterised as having not undertaken any analysis of the costs associated with the COSI pathways compared to existing working practices. Efforts to assess the impact of the COSI role on hospital eye service activity have been hampered because of the lack of routine data. Further work is required in order to improve estimates of the impact of the COSI roles in each project. In the East Devon project, where a comparison between the COSI service and the alternative specialist nurse-led clinics was possible, the finding was that the staff-related costs of the two services were similar.

Low vision projects

The one-stop combined low vision assessment model

All four projects shared a common approach to introduce a one-stop combined low vision assessment by an optometrist and rehabilitation worker in community settings. This common approach provides the core point of comparison across the projects. Within this one-stop combined low vision assessment model, the projects varied in characteristics such as the duration of assessments and the extent to which clients received a follow-up domiciliary visit. 

Variable progress

By September 2006, the low vision projects had made variable progress. The Gateshead project aimed to provide what it viewed as a ‘gold standard’ service, and it was very successful in achieving this aim. The Gateshead project made the greatest impact in terms of activity undertaken, both in absolute terms and as a proportion of the local population registered as blind or partially sighted. The key factors which contributed the project's success were its foundation on an existing voluntary sector organisation, which was able to provide a suitable venue for assessments, local leadership, comparatively stable staffing arrangements, and a ready source of clients. Coupled with experienced project management and other expert support from the RNIB, the project was able to implement effective partnership arrangements and pursue its objectives with considerable determination. In contrast, other projects faced more challenging circumstances. At the extreme, the Havering, Barking and Dagenham project’s low vision service was closed at the end of September 2006, and it was reported that this was due to a lack of consensus between the stakeholders about its continued funding in Havering. In practice, the turnover in staff, lack of consistent leadership, and the challenging local context for partnership working, all contributed to what proved to be insufficient progress towards establishing the new pathway. 

The user experience

A common thread shared by the projects is that of the service user experience of assessments, particularly relative to existing hospital low vision clinics. Participants across all the projects suggested that service users were very happy with the assessments, particularly relating to their holistic nature, and the availability of time to spend with service users compared to hospital-based assessments, which tend to be perceived as quite rushed. Many people suggested that low vision services were exactly the sorts of services which are more effectively implemented within a ‘social model’, and in the move to shift services out of acute and into community care contexts. 

There is considerable potential to improve low vision services in primary care in collaboration with voluntary sector and social services. 

Low vision services have traditionally had Cinderella status along with many other chronic care services. The low vision projects have demonstrated that primary care-based partnership working can create a valued service which in many cases did not previously exist. However, the projects demonstrated that the establishment of a one-stop combined low vision assessment service should not be viewed as a quick fix option, or one that will reduce costs in the short-term. Local circumstances will influence how services are configured. The experience of these four projects suggests that is beneficial to secure engagement with existing local voluntary sector organisations, particularly if they can offer a suitable venue for clinics, and sufficient capacity to play a leadership role.

Demonstrating impact on the potential demand for low vision services.

With the exception of the Gateshead project, it is likely that it will take some years for the projects to reach maturity in terms of demonstrating a major impact on the potential local demand. In the short term, it has proved difficult to raise awareness in local communities about the availability of new services, and change historical referral practices. There has been limited interaction only between the projects and local secondary care services. 

AMD projects

Insight into the development of AMD pathways is constrained due to their being only two projects. 

Fast-track doctor-led assessment 

On the basis of the small volume of patients, the Brighton project’s experience suggests that even with COSI role in place, there will be an ongoing requirement for a fast-track doctor-led clinic to confirm the diagnosis. Given the small volume of patients referred for AMD, the appropriateness of the COSI role in the pathway is unclear. The limited available data indicate that the COSI role adds to overall costs for the PCT, while the impact on HES costs, in the absence of external funding for the fast-track clinic, would depend on whether existing resources could be reallocated. 

Promoting referral for suspected AMD

The need to promote rapid assessment of patients with suspected wet AMD remains a key challenge. To the extent that this requires optometrists to initiate referral of patients with suspected AMD for assessment by an ophthalmologist, the experience of both projects suggests that further substantial effort to effectively engage optometrists would be required in order to achieve timely assessment of patients. 

If the Brighton project’s COSI role proves not to be viable, it may be that the COSIs could be engaged in a programme of ongoing work to promote the skills needed by referrers to trigger referral to doctor-led rapid assessment. They would be well placed to make an important contribution, given the power of peer support for changing practice.

Future treatment options

The management of AMD is changing. Anti-VEGF (vascular endothelial growth factor) treatments are being developed which could mean that many more patients with ‘wet’ AMD will be treatable. Macugen and lucentis are subject to the National Institute for Health and Clinical Excellence (NICE) appraisal process, which may report in August 2007. In addition, the introduction of ocular coherence tomography will aid the assessment and diagnosis of AMD, although the equipment is expensive. These factors are likely to reinforce an emphasis on securing access to fast-track doctor-led assessment.
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1 Appendix: the Glaucoma projects

This appendix provides accounts of the four projects that have worked on new glaucoma pathways: Peterborough, East Devon, Waltham Forest and Birmingham.

1.1 The Peterborough Project

1.1.1 Introduction

The project sought to introduce a special optometrist in glaucoma (SOG) service to support a new pathway for suspected or diagnosed glaucoma patients. The aim was to reduce pressure on outpatients at the ophthalmology department of Peterborough and Stamford Hospitals NHS Foundation Trust by transferring the screening and monitoring of selected low risk patients and those with stable glaucoma to community settings. The SOG service was expected to reduce waiting times for patients, promote better access through the provision of choice, promote quality through the provision of a uniform standard of assessment, and significantly reduce demand for hospital attendances.

The project had a favourable local context, in terms of a range factors including positive pre-existing relationships between clinicians and managers, both in secondary care and between primary and secondary care. The project has benefited from strong clinical leadership provided by the lead ophthalmology consultant. Between January and November 2005, nine SOGs, who were trained as part of the project, started seeing patients in practices across the locality.

1.1.2 Aims and objectives

The initial scope of the project is patients of the Greater Peterborough PCT. This will then be extended to include South West Lincolnshire PCT and East Cambs and Fenland PCT.

The aim was to train SOGs in glaucoma to assess patients with suspect glaucoma in order to reduce inappropriate ophthalmology referrals, and, where appropriate, enable patients to be managed in primary care settings. The objectives were:

· To increase the skills of community-based optometrists in screening patients for glaucoma

· To develop a community-based glaucoma screening service, offering improved access and choice for patients, a uniform standard of assessment, and a proactive approach in managing the disease

· Release ophthalmology outpatient capacity as a result of the new pathway.

1.1.3 Outcomes

To increase the skills of community-based optometrists in screening patients for glaucoma

The project initially trained five volunteer community optometrists as SOGs, from four practices providing a geographical spread across the PCT. A sixth optometrist had a visual impairment such that she could not use the Goldmann tonometer or view stereoscopically the optic nerve and had to withdraw. The optometrists were recruited following an invitation to all optometrists in the area. 

The optometrists completed three theory training sessions and five practical training sessions provided by the ophthalmic team (four consultants and two associate specialists), and led by one of the consultants who took the role of training lead. The practical training sessions included one on the use of the Humphrey Field Analyser led by the unit’s head orthoptist, and another on measuring intraocular pressures using the Goldman Tonometer, led by one of the consultants. Two further sessions included patient assessments, with consultants available to provide support. The final session included a review of case studies.

Four of the first-wave SOGs started seeing patients between January and March 2005. The training for a second group of seven optometrists started in April 2005. Five second wave SOGs started seeing patients between August and November 2005. The nine SOGs were based in five practices across four localities: two practices in Peterborough with three and one SOGs, practices in Stamford and North Peterborough, each with two SOGs and one SOG in a practice in South Peterborough. Two further SOGs were reported to be joining the team towards the end of 2006.

On the basis of a clinical protocol, following examination and assessment by a SOG, patients would either be referred to the ophthalmology department, booked for a follow-up consultation with the SOG, or discharged. Initially, in all cases, the patient was notified of the outcome of the SOG assessment by letter from the consultant ophthalmologist academic lead, once the patient’s notes had been assessed by this ophthalmologist. This arrangement was referred to as ‘phase I’. In order to facilitate this assessment and clinical audit, the SOGs complete an assessment form, which records the results of the examinations undertaken, the pressures, visual fields, digital photography, diagnosis, treatment and outcome and suitability to the scheme. 

In ‘phase II’ the patients’ notes are not assessed by the consultant ophthalmologist academic lead if a patient is assessed by the SOG as not having glaucoma, or having a risk of glaucoma and no deterioration. Three of the nine SOGs have moved to phase II status; two in April 2006 and one in June 2006. The move to phase II status has been based on the SOGs’ performance, which has been informed by the clinical audit of all cases undertaken during phase I. The move to phase II represents the establishment over time of a high level of trust on the part of the consultant ophthalmologist academic lead in the ability of the SOG. 

By July 2006, the possibility of ‘phase III’ status was being considered by the consultant ophthalmologist academic lead. This would entail the introduction of prescribing by the phase II SOGs, which would be subject to implementing extended prescribing arrangements. Although no timetable had been set for introducing phase III status, at least one of the SOGs was undertaking a glaucoma prescribing course, albeit not connected to the project. 

To develop a community-based glaucoma screening service, offering improved access and choice for patients, a uniform standard of assessment, and a proactive approach in managing the disease

Between January 2005 and September 2006, 1,560 assessments were recorded for 1,115 patients. Figure 4 shows the number of assessments per month during these 21 months. Overall, 71% (1,115/1,560) of the assessments were first assessments, 25% (397/1,560) were second assessments, 3% (47/1,560) were third assessments, and one fourth assessment was recorded. 

Figure 4 Peterborough project: number of SOG assessments per month
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On average, the nine SOGs undertook 8.0 first assessments and 4.3 follow-up assessments per SOG month worked, between January 2005 and September 2006 (table 7a). Focusing on the 12 months to September 2006 (table 7b), mean number of new and follow-up assessments undertaken per SOG month worked was 8.0 and 4.0 respectively. At an aggregate level this activity equates to 69.0 first patient assessments and 34.7 follow-up assessments per month during the 12 months to September 2006 (1,244 assessments in total).

Table 7a Peterborough project: summary of SOG activity data, January 2005 - September 2006. (See note 1)

SOG
Number of first assessments
Number of follow up assessments
Average number of first assessments per month worked (see note 2)
Average number of follow up assessments per month worked (see note 2)
Number of months for which assessments were recorded.

SOG A
287
88
14.4
7.3
20

SOG B
144
78
11.1
7.1
13

SOG C
240
121
12.0
10.1
20

SOG D
89
28
8.1
2.5
11

SOG E
95
29
5.3
2.6
18

SOG F
64
23
5.3
1.9
12

SOG G
53
24
4.4
2.2
12

SOG H
96
30
4.6
2.5
21

SOG I
47
24
3.9
2.2
12

Total
1,115
445
8.0
4.3
139

Table 7b Peterborough project: summary of SOG activity data 12 months to September 2006. (See note 1)

SOG
Average number of first assessments per month worked (see note 2)
Average number of follow up assessments per month worked (see note 2)
Number of months for which assessments were recorded.

SOG A
12.3
6.5
12

SOG B
12.3
6.9
11

SOG C
14.4
9.3
12

SOG D
8.1
2.5
11

SOG E
6.3
2.5
11

SOG F
5.3
1.9
12

SOG G
4.7
2.2
11

SOG H
4.8
2.0
12

SOG I

3.8
2.2
11

Total
8.0
4.0
103

Notes:

1 Individual patients were identified using the hospital number.

2 The average number of assessments per month worked was calculated on the basis of the number of months in which at least one assessment was recorded, as shown in table 7a and 7b. 

The most common sources of referral to the SOGs were the SOGs themselves (35%, 384/1,112) and the hospital eye service (HES) (28%, 314/1,112) (table 8). The HES referrals had been seen in HES before being assessed as suitable for the SOG service. GPs accounted for 20% (226/1,112) of referrals and 17% (188/1,112) were from community optometrists. 

Table 8 Peterborough project: source of referrals to SOGs to September 2006

Source of referral
Percentage
Number of patients (see note 1)

SOG
35
384

HES
28
314

GP
20
226

Community optometrist
17
188

Total
100
1112

Notes:

1. Referral data were missing for three patients.

As noted above, three SOGs (A, C and H in table 7) gained phase II status between April and June 2006. By the end of September 2006, the phase II cases accounted for 12% (131/1115) of all first assessments and 28% (125/445) of follow-up assessments (table 9a). Focussing on the six months from the start of phase II in April 2006, table 9b shows that during this period the three phase II SOGs accounted for 36% (131/366) of all first assessments and 41% (125/307) of follow-up assessments.

Table 9a Peterborough project: summary of phase I and phase II first assessments January 2005 to September 2006

Phase
First assessment percentage 
First assessment number
Follow up assessment number
Follow up assessment number
Total assessment percentage
Total assessment number

Phase I
88
984
984
72
320
84
1304

Phase II
12
131
28
125
16
256

Total
100
1115
100
445
100
1560

Table 9b Peterborough project: summary of phase I and phase II first assessments April 2006 to September 2006

Phase
First assessment percentage 
First assessment number
Follow up assessment number
Follow up assessment number
Total assessment percentage
Total assessment number

Phase I
64
235
59
182
62
417

Phase II
36
131
41
125
38
256

Total
100
366
100
307
100
673

Waiting times

All new referral letters continued to be sent to the ophthalmology department. The decision as to the appropriate pathway for the patient was then made and suitable patients referred to the SOG service. Patients received a letter and explanatory leaflet from the hospital inviting them to choose and contact one of the available SOGs. The project has allowed SOGs to see patients without a processed hospital referral either when a SOG sees a customer and decides that assessment would be appropriate, or when another optometrist working in a SOG’s practice sees a customer and similarly decides that assessment would be appropriate. One of the SOGs works in a practice with 10 optometrists, and was reported to have been inundated with referrals from colleagues. Hence, the SOGs have seen these patients on the same day: 

“They're generating their own patients so patients who previously they would have seen in their optometrist practices and then would have got high pressures or problems with the fields they would have historically sent them into the hospital, well they're not now, they're screening them themselves ...” (respondent 2)

The project's dataset recorded all patients referred by a SOG as being referred on the date of initial assessment, which represents 35% (384/1,112) of all patients seen (table 8). The waiting time experience for patients referred by community optometrists and GPs was similar, with mean waiting times of 11.4 weeks for assessments undertaken during the 12 months to September 2006 (table 10). The comparable ophthalmology waiting time was reported to be 17 weeks in April 2005. The objective was to achieve waiting times of four to six weeks for the COSI service. 

Table 10 Peterborough project: waiting times from referral by GPs and community optometrists to SOG assessment for assessments undertaken during the 12 months to September 2006

Source of referral (see note 1)
Number of patients (see note 2)
Mean waiting time
Median waiting time
Minimum waiting time
Maximum waiting time
SD

Community optometrist
113
11.4
9.1
2.9
66
8.9

GP
130
11.4
9.9
2.1
74.9
8.2

Notes:

1. i.e. excluding patients referred by a SOG or via the hospital eye service.

2. Data on the date of referral were missing for 3 community optometrist referrals and 9 GP referrals.

The variation in waiting time for GP referrals during the 12 months to September 2006 is illustrated in the control charts shown in figures 5 and 6. Equivalent control charts for community optometrist referrals are shown in figures 7 and 8. These control charts illustrate the impact of a small number of patients who have experienced a long wait between referral and assessment. For example, one patient referred by a community optometrist waited 50 weeks for assessments and another waited 75 weeks. The project has monitored those cases where patients have failed to contact any SOG having been invited to do so in writing by the Hospital Eye Service. In these cases, the patients were contacted again having not responded to the initial letter.

Figure 5 Peterborough project: waiting time from referral by GPs to SOG assessment; mean waiting time for consecutive groups of 4 patients during the 12 months to September 2006 (x control chart)

Link to description for figure 5
[image: image5.emf]0

5

10

15

20

25

30

1 2 3 4 5 6 7 8 9 1011 121314 15161718 192021 22232425 262728 29303132

subgroup number

waiting time (weeks)


Figure 6 Peterborough project: waiting time from referral by GPs to SOG assessment; moving range for consecutive groups of 4 patients during the 12 months to September 2006 (R control chart)
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Figure 7 Peterborough project: waiting time from referral by community optometrists to SOG assessment; mean waiting time for consecutive groups of 4 patients during the 12 months to September 2006 (x control chart)
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Figure 8 Peterborough project: waiting time from referral by community optometrists to SOG assessment; moving range for consecutive groups of 4 patients during the 12 months to September 2006 (R control chart)
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Outcomes of first assessments and clinical audit

The outcome options are follow-up by the SOG, referral to HES either directly or following a further SOG assessment, or discharge. In addition, SOGs had the option of requesting advice from HES (either by contacting the consultant ophthalmologist or via the consultant ophthalmologist’s review of the patient notes). At an aggregate level, 63% (704/1,114) of first assessments resulted in the SOG follow-up, 33% (368/1,114) in a referral to HES, and 4% (42/1,114) were discharged.

Table 11 focuses on those first assessments for which data were available both on the outcome recorded by the SOG and the outcome determined by the lead consultant ophthalmologist having reviewed the patients’ notes. Thirty-three percent (343/1,047) of assessments were recorded as resulting in a request for HES advice or referral to HES by the SOGs, which is similar to the 35% actually referred to HES (either directly or after a second SOG assessment). Sixty-one percent (642/1,047) of assessments resulted in a SOG follow-up and 4% (40/1,047) resulted in the patients being discharged. The lead consultant ophthalmologist commented that the proportion of discharged patients appeared to be lower than historical levels, and that it may be that community optometrists were referring fewer patients.

Table 11 Peterborough project: outcomes reported for first assessments by SOGs to September 2006 (see note 1)

Outcome
Outcome of first assessments as reported by SOG % (number)
Outcome of first assessments as determined following ophthalmologist’s audit % (number)
The percentage of outcomes found to be in "In agreement"   % (number)
The percentage of outcomes found to be having a  "non-significant difference" % (number)
The percentage of outcomes found to be having a  "significant difference" % (number)

SOG follow-up
64% (669)
61% (642)
59% (378)
28% (180)
13% (84)

HES appointment (see note 2)
22% (232)
35% (365)
53% (192)
21% (77)
26% (96)

HES advice
11% (111)
0 (0)
0 (0)
0 (0)
0 (0)

Discharge
3% (35)
4% (40)
50% (20)
25% (10)
25% (10)

Total
100% (1,047)
100% (1,047)
56% (590)
26% (267)
18% (190)

Notes:

1 This table excludes 60 phase II assessments which did not result in a review of the notes by the ophthalmologist, and eight other assessments for which the audit findings were not recorded.  

2 Either directly or after a second SOG assessment.

The clinical audit undertaken by the lead consultant ophthalmologist classified the outcome for each assessment into three categories: ‘in agreement’, ‘non-significant disagreement’, and ‘significant disagreement’. A ‘significant disagreement’ means that the SOG “missed something” in their assessment of the patient, resulting in either a false negative or false positive. Table 11 shows that the overall results of the audit of the SOGs’ first assessments were: 56% (590/1,047) ‘in agreement’, 26% (267/1,047) ‘non-significant disagreement’, and 18% (190/1,047) ‘significant disagreement’. Figure 9 illustrates the performance of the SOGs. The proportion of assessments about which there was a ‘significant disagreement’ in outcome varied from 6% for SOG C to 36% for SOG D.

Focusing on the first assessments undertaken since phase II started, table 12 compares the outcomes of assessments undertaken in phase I and phase II. Table 12 shows that 34% (80/235) of phase I assessments were referred to HES, either directly or following a second SOG assessment, compared to 24% (31/131) of phase II assessments. The difference in the percentage of cases referred to HES was statistically significant at the 5% level (-10.4%, 95% CIs -0.9% to -19.8%). The lower level of phase II HES referrals was matched by a comparable increase in the percentage of patients assigned to SOG follow-up (table 12).

Figure 9 Peterborough project: consultant ophthalmologist’s audit of SOGs’ reported outcomes for first assessments to September 2006 (see note 1)
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Note:

1 This figure excludes 60 phase II assessments which did not result in a review of the notes by the ophthalmologist, and eight other assessments for which the audit findings were not recorded (see table 11).

Table 12 Peterborough project: outcome of phase I and phase II first assessments undertaken during the six months to September 2006

Outcome
Phase I outcomes

% (Number)
Phase II outcomes

% (Number)
Total outcomes

% (Number)

3 month SOG follow-up
14% (33)
18% (23)
15% (56)

6 month SOG follow-up
29% (67)
31% (41)
30% (108)

12 month SOG follow-up
22% (51)
26% (34)
23% (85)

Total SOG follow-up
64% (151)
75% (98)
68% (249)

HES appointment
18% (42)
12% (16)
16% (58)

3 months followed by HES
16% (38)
11% (15)
14% (53)

Total referred to HES
34% (80)
24% (31)
30% (111)

Discharged
2% (4)
2% (2)
2% (6)

SOG follow-up assessments

Excluding those assessments resulting in a direct referral to HES or discharge, table 13 shows that the planned interval to the second SOG assessment was divided almost equally between three, six and 12 months. 

Table 13 Peterborough project: planned interval between first and second SOG assessments

SOG follow-up
Outcome of first assessments % (number)

3 months
19% (161)

3 months followed by HES (see note 1)
16% (137)

6 months
32% (271)

12 months (see note 2)
32% (272)

Total
100% (841)

Notes:

1. Including two patients assigned for HES referral after follow-up at six months.

2. Including two patients assigned for follow-up after nine months.

Table 14 focuses on phase II first assessments and compares outcomes for those assessments subject to review by the lead ophthalmologist, and those not subject to ophthalmologist review (where the patient is assessed by the SOG as not having glaucoma, or having a risk of glaucoma and no deterioration). 

Table 14 Peterborough project: outcome of phase II first assessments classified by whether they were subject to ophthalmologist review

Outcome
Assessments subject to review % (Number)
Assessments not subject to review %

(Number)
Total

% (Number)

3 month SOG follow-up
29% (21)
3% (2)
18% (23)

6 month SOG follow-up
22% (16)
42% (25)
31% (41)

12 month SOG follow-up
6% (4)
51% (30)
26% (34)

HES appointment
22% (16)
0% (0)
12% (16)

3 month follow-up then HES
21% (15)
0% (0)
11% (15)

Discharged
0% (0)
3% (2)
2% (2)

Total number of patients
72
59
131

Table 15 shows that 46% (181/395) of second assessments undertaken by the SOGs resulted in a referral to HES, compared to 53% (211/395) scheduled for SOG follow-up and 1% (3/395) discharged. 

Table 15 Peterborough project: outcomes of second assessments by SOGs

Outcome of second SOG assessment (see note 1)
Number of patients (%)

Referral to HES - not previously indicated
82 (21%)

Referral to HES - indicated to follow a second SOG assessment
83 (21%)

Referral to HES - indicated to follow a third SOG assessment
16 (4%)

SOG Follow-up at 3 months
33 (8%)

SOG Follow-up at 6 months
110 (28%)

SOG Follow-up at 9 months
4 (1%)

SOG Follow-up at 12 months
64 (16%)

Discharged
3 (1%)

Total number of patients
395 (100%)

Notes:

1 outcome data were missing for two assessments.

By examining the dates of assessments associated with the same hospital number, it was possible to check whether follow-up assessments had been recorded for some assessments. These assessments were those which i) did not indicate referral to HES or discharge ii) specified the time in months to the next SOG assessment, and iii) the month of the specified follow-up date was covered by the available dataset. For example, an assessment in January 2006, or before, specifying a six month follow-up would be viewed as missing if no subsequent assessment with the same hospital number was recorded by any of the SOGs. On average, 8.2% (69/841) of assessments appeared to have a missing subsequent follow-up assessment, and at SOG level the range was 1.5% to 13.7%. One quarter (17/69) of the apparently missing assessments were due to be followed by referral to HES. 

Working arrangements

All of the SOGs assessed patients from their practices. Six of the nine SOGs provided data on their working arrangements for the glaucoma activity in September/October 2006. Tables 16a and 16b summarise the estimated average assessment-related time reported by SOGs. Four of the six SOGs reported that new patients were booked for 40 minute appointments. Three SOGs reported using 40 minute appointments for follow-up assessment, while two SOGs reported using 30 minute appointments. On average, the SOGs estimated spending 34 minutes with new patients, although the range was considerable; from 25 to 50 minutes (table 16a). On average, the SOGs estimated spending 27 minutes with follow-up patients, and again the range was considerable; from 20 to 45 minutes (table 16a). The SOGs were asked to estimate how long they spent on the management and administration of each patient appointment, including liaising with the HES, outside of the time they spent with the patient during the appointment. The average estimated time reported for this activity was 10 minutes for new patients and 7 minutes for follow-up patients (table 16a). Adding these times together provides an estimate of the total average SOG time required per assessment, and table 16a shows that this was 45 minutes for new patients across all six SOGs, and 34 minutes for follow-up patients. 

Table 16a Peterborough project: estimated mean assessment-related time spent by SOG reported by SOGs

SOG assessments
Mean time in minutes (range) during new assessments
Mean time in minutes (range) during follow-up assessments

Booked appointment time
42 (30-60)
40 (30-60

Time with patient
34 (25-50)
27 (20-45)

Additional management time
10 (0-15)
7 (0-13)

Total time
45 (38-45)
34 (25-45)

Table 16b Peterborough project: estimated mean assessment-related time spent by receptionist reported by SOGs

SOG assessments
Mean time in minutes (range) during new assessments
Mean time in minutes (range) during follow-up assessments

Booked appointment time
0
0

Time with patient
16 (0-25)
14 (0-20)

Additional management time
16 (8-30)
11 (5-20)

Total time
32 (20-45)
25 (10-35)

In addition to SOG time per assessment, the respondents recorded estimates for the time taken by other staff relating to assessments. Five of the six SOGs reported that a receptionist undertook visual field tests. This support was reported to be routinely available for four of the SOGs and available 50% of the time for the other SOG. In addition, two SOGs reported that a receptionist routinely took fundus photographs. On average, the estimated total receptionist time required per assessment was 32 minutes for new patients and 25 minutes for follow-up patients.

The SOGs were asked how many whole-time-equivalent (WTE) optometrists worked in their practice during 2005/06. Three SOGs reported coming for relatively large practices with 6.5 to 7.5 WTE optometrists. In contrast, the other three SOGs reported having 1 or 1.5 WTE optometrists, or being a locum. The SOGs from the larger practices tended to report spending less time on average with patients and on management (41 minutes for new and 29 minutes for follow-up) compared to the other three SOGs (48 minutes for new and 38 minutes for follow-up). To some extent this pattern appeared to be balanced by reception staff spending longer on average with patients and on management (34 minutes for new and 29 minutes for follow-up) compared to the other three SOGs (30 minutes for new and 21 minutes for follow-up). 

During the summer of 2006, the lead consultant ophthalmologist, and one of two other members of the project team, visited each of the five participating SOG practices. Glaucoma assessments were observed and suggestions made about how processes could be streamlined. This activity was reported to have resulted in a change in the protocol allowing photographs to be taken at the discretion of the SOG. Feedback to the SOGs on the practice visits was provided at a meeting held at the end of October 2006.

Release ophthalmology outpatient capacity as a result of the new pathway

The SOG pathway has reduced demand for HES outpatient appointments, both by eliminating the need for some patients to be seen at all, and facilitating the assessment of some patients, and the initiation of treatment, before they are seen in a consultant-led HES clinic. On the basis of the outcomes of the SOGs’ first assessments, 67% (410/1,114) of the assessments resulted in patients being managed in primary care, either being followed-up by a SOG or discharged. 

Data on second SOG assessments (table 15) indicate that 25% (98/395) of patients who had not been identified as requiring referral to HES at their first assessment were subsequently referred to HES. By September 2006, 42% (466/1,114) of patients had been referred to HES, either following their first or second SOG assessment (i.e. 368 patients following the first assessment plus an additional 98 patients following their second assessment). 

All the SOGs' phase I assessments have been reviewed by the ophthalmology academic lead, and this ongoing role has entailed a significant resource commitment, reported to be 10 minutes per assessment on average for the lead ophthalmologist. As the SOGs progress to phase II, the task of reviewing assessments will reduce to some extent. A key factor influencing the resources required for reviewing the SOG assessments is the planned adoption of specialist software for managing the storage and transfer of assessment data (see below).

1.1.4
Activity levels and costs

Suspect glaucoma accounts for 16% to 20% of new referrals to the hospital eye service and 25% to 30% of follow-up attendances. The proportion of new referrals seen by the SOGs who would avoid a subsequent hospital appointment was not known. The department’s IT system does not allow analysis of glaucoma-related activity. The consultants were believed to hold the view that about 40% of referrals did not have glaucoma, 

“but it was a bit like holding your finger in the air because we actually didn't know how many patients … that potentially would be treated and have glaucoma so it was a little bit difficult.” (Respondent 3)

The project initially estimated that it would take 30 minutes to undertake an assessment, and on this basis asked the optometrists who had expressed an interest in becoming SOGs to suggest a “fair” fee. The resulting consensus was £50 per assessment. The consultants reported concern that the success of the project might lead to less income from the PCTs or their successors coming to the hospital eye department. This would destroy one of their most important objectives which was to generate more capacity in the clinics for the more needy patients. The fees relating to the glaucoma service needed to reflect both the contributions of the SOGs and the HES and it was felt that the HES contribution had initially been underestimated. 

Following the introduction of the national tariff prices it became clear that it would be necessary to revise the SOG fees, and from June 2006 they were changed to £60 for new patient assessments and £35 for follow-up assessments. 

The acute Trust was not able to supply cost data relating to its consultant-led glaucoma clinics, which has inhibited comparative analysis of assessment costs. If the project is able to introduce specialist software for managing electronic patient records (see below), there would be considerable cost implications.

1.1.5
Themes

Project pre-history; the context for innovation

The project’s initial project manager had worked in the ophthalmology department before the project started, and had established good working relationships with key staff including the clinical nurse manager. More generally, historical working relationships between clinicians were reported to be positive:

“we're very unique in Peterborough in that … we've always had a fantastic relationship between the consultants and the optometrists and I think that's key for the project.” (Respondent 2)

Previous initiatives relating to diabetes (since 1998) and cataracts (since 1999) were viewed as highly successful and directly providing foundations on which the glaucoma project could be built:

“lots of our … [referrals] come from optometrists direct, I think because of the work that's gone on previously in the diabetic and our cataract project we accept referrals from optometrists so a large proportion of our referrals come from community optoms, not just for glaucoma, for lots of conditions.” (Respondent 2)

The cataracts project won Health Service Journal and Health and Social Care awards:

“… we've got a successful formula that worked for our diabetic retinopathy project, it worked for our cataract project, so we've tried … in terms of the documentation and the patient information, … to mirror it as much as we can … in terms of working with the optometrists, the forms we use, the paperwork we use for the patients, how it works for the patients.” (Respondent 2)

The development of the project over time

The project has developed well. However, there were delays; the initial training took longer than anticipated, as did sorting out the equipment for the first SOGs. At the end of April 2005, it was anticipated that the second wave of SOGs would go live in June 2005, and in practice this occurred between August and November 2005. 

A key challenge for the project was the negotiation of the revised SOG fees. While this issue was acknowledged as a source of concern during the summer of 2006, by the end of October, all the SOGs were reported to have accepted the revised fees rather than leave the initiative.

In conjunction with the Birmingham and East Devon projects, the project considered purchasing specialist software for managing electronic patient records, which would facilitate access to data from all the sites being used. While viewed as clinically attractive, the cost and NPfIT issues were such that it was initially decided to postpone pursuing this issue until later in the project. However, by October 2005, the project remained committed to implementing an electronic patient record system using specialist software, as the management of the project’s increasing activity using paper-based data transfers had proved to be demanding. By November 2006, negotiations with a software supplier were ongoing, and support staff from the Trust’s IT and information departments were reported to be actively engaged in the process of resolving a range of issues. The project manager was aware of both the importance attached to implementing the electronic patient record system by the project team members, and the need to ensure that the IT solution would deliver the required service. While no timescale had been agreed for implementing the software, the project manager was seeking to purchase the software before the end of March 2007. 

A related IT issue has arisen for the East Devon project which invested in six HRT optic disc imaging instruments to cover its sites. The project reported being assured by the supplying company that there should be no problems with data transfer in order to allow progression analysis regardless of which site the patients are followed-up at. However, none of the suggested solutions have provided any useful link between the sites. The project reported that unless a workable solution can be found, then this type of instrument can really not be recommended for glaucoma care over multiple sites.

Clinical pathways

The clinical lead for training noted that patients referred by a SOG to the hospital service with a diagnosis of glaucoma may have treatment started before being seen in a consultant clinic:

“We give them an appointment to see us and if we feel they have glaucoma we are not waiting to see them to give them the treatment but we're asking the GP to start then and there so when they come to see us we have not lost time.” (Respondent 1)

Hence, a key benefit of the SOG pathway was viewed in terms of enabling patients to be screened, and when appropriate, have treatment initiated, more rapidly than would previously have been possible:

“… our patients are all having the correct questions asked, so we have seen all the risk factors for glaucoma. They have had fields at initial presentation, and three months after if we had started treatment. We see how those pressures reacted to the treatment that we have initiated, and when they come to see us six months down the line, I have this patient who has had two fields of vision and has already started treatment. We haven't delayed them and I can make a more sound decision about what to do next.” (Respondent 1)

By implementing the SOG pathway with ‘phase I’ status, and allowing the SOGs to gain experience and sufficient time for skills and trust to be developed, the project has built a strong platform on which to develop its ‘phase II’ SOG status. In practice, this has meant that by the autumn of 2006 the project was still in the early stages of operating with three phase II SOGs, and it remained early days for assessing the impact of this model of working on overall capacity. Key to the success of the SOG pathway, at least over the next 12 months, will be the introduction of the electronic patient record system. If successfully implemented, this change in practice will have a considerable impact on existing heavy administrative burden.

The ophthalmology department has a well established group of orthoptists and runs an orthoptist-led screening clinic for suspected glaucoma referrals and participating in shared care. The orthoptist role was viewed as similar to the SOG role, offering a less comprehensive service, but providing an opportunity for intermediate care in between a doctor’s appointment and transfer to the SOG pathway:

“… it's not the same …, the specialist optometrist examines the patients in more detail, the lens, for the angles and that sort of thing and the optometrists here they just purely … take a history and then do the disc cam and … so it's less of a service for the patient.” (Respondent 3)

While the orthopist and SOG phase I roles were similar because both clinicians’ case notes were assessed by an ophthalmologist in the same way, the SOG phase II role was more advanced.

The lead consultant ophthalmologist was aware of the potential of developing a specialist nurse role for screening glaucoma patients, but remained a strong advocate for the SOG pathway. The issues raised were that a specialist nurse would require more extensive training than an optometrist, recruitment and retention may be more problematic for a specialist nurse role, and the physical constraints on consulting rooms and parking for the ophthalmology department favoured using practitioners in convenient community settings. 

Clinical collaboration

The project manager reported strong support for the project from the four consultants, who have all contributed time to the project:

“… all the consultants and all the junior staff took part in the training within our ophthalmology unit I think we're quite unique in that all of our consultants are actually involved in the project.” (Respondent 2)

The project originally intended to reduce a consultant’s outpatient clinic by two slots in order to allow time for auditing the SOGs’ cases. However, the consultant volunteered to undertake the audit activity in her own time and thereby maintain capacity because 

“we've got such huge problems with our outpatients in ophthalmology”.

The project’s decision to allow SOGs to assess new patients that they or other practice colleagues have identified as appropriate, without first processing a referral letter, was viewed as illustrating the good working relationship between clinicians that has been established:

“our consultants trust them [SOGs] and have trained them so that if they see a patient who's got high pressures it's just delaying the process, if they see a patient today who's got high pressures, they send the referral in, it sits in our referral pile and then has to go out again.” (Respondent 2)

Recruiting and training the SOGs

Recruiting optometrists by writing to all those in the area was viewed as having worked well. However, the project wished to attract greater engagement with some of the large multiples, and the PCT was reported to have proactively initiated work to achieve this end. The PCT’s head optometrist was one of the second-wave optometrists to undertake the SOG training.

The level of training required for the SOGs was agreed by the four consultants following discussion and a review of the approach being taken at one of the other eye care projects. The consultants held a range of views on this issue, and the clinical lead’s role in promoting a consensus was influential:

“It's not all completely plain sailing, some of our consultants are very relaxed, two of them in particular are really relaxed and very “let's keep it as simple as we can …, our other two projects have worked and have been successful because we've kept it simple” whereas … [another consultant] likes to make things complicated, but then between them they have the discussion and there's a balance and they come to some agreement ...” (Respondent 2)

“… we've more or less taken a middle view and a safe view that … [the consultants] can all compromise on and … you're never going to get all four consultants to agree on absolutely everything and it took us a long time to work to the formula that the specialist optometrist must refer to, … the referral grid, and it took us a long, long time and amidst many discussions and lunchtime meetings to actually all of them formulate this and agree to it because …[of] their … views” (Respondent 3)

The project reported that the formal training sessions had been supplemented with on-going telephone support from the consultant lead for training. Hence, SOGs have been able to seek advice about patients’ care. The project manager noted that the skills of the first-wave SOGs were high, because of their long-standing relationship with the hospital, through experience of their diabetic training, and in many cases, work in the ophthalmic clinic. The first-wave optometrists were asked for feedback on the training provided and the response was positive:

“… they have felt that the training was very comprehensive and has given them the tools and the input, and knowledge and information that they need to go out and do what we're asking them to do.” (Respondent 2)

The clinical lead for training emphasized that the SOG role needed to be viewed in context: 

“… we do know that they have skills of examination, so we're not starting from zero, we're starting from above and what I tell them at the beginning, it's "I'm not going to teach you … the molecular genetics of glaucoma …, no, we want just to increase the cover for glaucoma in the community, … so I'm not going to make another eye doctor out of them, I just want them to be able to care for the assessment of glaucoma so that by the time they reach me I have everything to make a decision and … to transfer the care of patients with glaucoma that we feel that they are stable. … I think it's a very safe approach because we're not leaving … [the SOGs] to take the decision at the moment, actually, I'm just extending my arms and I'm just seeing virtual patients and I have all the information, the only thing I really need to rely on them is on the pressure measurements and we have done several theory sessions, practicals and assessments and we are happy that we are in agreement with the pressures.”

The process of auditing all the assessments undertaken by each SOG with phase I status was viewed as important, and to have provided an invaluable communication and training tool with the SOGs, which was complemented by a newsletter. 

The performance of the SOGs varied in terms of the clinical audit findings (figure 9). The lead consultant ophthalmologist reported confidence in the SOG role with phase I status on the basis that the SOGs can be relied upon to measure the interocular pressure. If a SOG wished to move to phase II status, then it may be necessary for them to undertake additional training, subject to their performance operating at phase I. However, given the decision making role of the ophthalmologist for the phase I SOGs, their overall performance was viewed as satisfactory.

Capacity

The project and SOGs initially agreed that each SOG would offer a minimum of 10 patient slots per month. However, “most of them have said that they will do a lot more than 10 a month in which case that's fine”. The project chose not to manage the SOG activity on a sessional basis because this was thought to unnecessarily limit flexibility for both staff and patients. In practice, patients choose which practice to attend, and so the project has not directly been able to determine how many assessments the SOGs undertake. Hence, although it has been acknowledged that it would be desirable for the SOGs to undertake a minimum number of assessments per month, five of the SOGs have undertake less than 10 assessments per month on average (table 7).

The range of activity undertaken by the existing SOGs suggests that the SOG pathway has considerable available capacity. The project has activity targeted new SOGs in order to improve its geographical spread across the PCT.

Patients’ views

After submitting the bid to participate in the programme, the project surveyed patients attending the hospital glaucoma clinic, and asked about the proposed change in service. In June 2005, the project surveyed patients via a questionnaire. Seventy-two responses were received; 46% (33) were male and 54% (39) were female. Sixty-three percent (45/72) of respondents were aged 60 and over, 24% were aged 50 to 60, 12% were aged 40 to 50, and 1% was aged 30 to 40. The questionnaire findings are summarised in tables 17 and 18 and additional patient comments are shown in box 1 and the footnotes of table 18.

Table 17 Peterborough project: patient questionnaire findings 1

Question: How long did you have to wait for the appt with the Optometrist?
Response: Less than 2 weeks - 25 people (35%)
Response: Less than 4 weeks - 34 people (47%)
Response: More than 4 weeks - 11 people (15%)
Question not answered - 2 people (3%)

Question: How long did you have to wait before being seen?
Response: Appointment on time - 30 people (42%)
Response: Less than 15 minutes - 27 people (38%)
Response: More than 15 minutes - 15 people (20%)
Question not answered: N/A

Question: After seeing the optometrist how long did you wait to receive your hospital letter?
Response: Less than 1 week - 3 people (4%)
Response: Less than 2 weeks - 32 people (45%)
Response: More than 2 weeks - 29 people (40%)
Question not answered: 8 people (11%)

Box 1 Peterborough project: patient questionnaire comments

Any other comments you would like to make regarding your Glaucoma Screening:

Optom was ok but person carrying out the FT was not trained. She had to run twice to the Optom to consult which had never happened in the Hosp.



Unexplained and v confusing procedure. Optom stressed urgency of treatment, whereas Cons subsequently 'made light' of complaint

Equipment placed in public area behind curtain, v hot & stuffy & had to complete teat 2/3 times

… [SOG’s practice] appear to be performing well

V professional & informative - Convenient venue

Much less hassle than attending the Hosp & friendlier. Always see the same Optom

Good service

Everything ran v smoothly. All in all a v good scheme

I was v pleased that the Optom was at … [the practice] where I am already a pt

I thought it is working well

The service I received by my new Optom was better by far than I have rec'd at the Hosp

Very good service

Quite happy thank you

… [SOG] was a nice bloke

Very happy with all the people I saw

I had to wait so long to be seen due to their mistake otherwise the next appt was 4 wks away

My treatment was very satisfactory

I was treated with respect & kindness all through the screening, which puts you at ease

Optician was running short staffed in day of appointment - delay was more than 90 mins, otherwise A OK

… [SOG] was very thorough & explained everything as she went along



Difficult to arrange appt by phone as receptionist always busy

A personal & expert service given by people I already know - excellent

Table 18 Peterborough project: patient questionnaire findings 2

Question
Response: Yes

Number of people (%)
Response: No

Number of people (%)
Response: Other

Number of people (%)

Were you happy to attend a specially trained Optometrist for your Glaucoma Screening appt?
69 (96%)
0 (0%)
Prefer to attend hospital 3 (4%)

Were you able to choose an appointment which was convenient for you?
68 (94%)
4 (6%)
0 (0%)

Were you sent a Glaucoma Screening leaflet with your letter inviting you to make an appt with an Optometrist?
61 (85%)
9 (12%)
n/a 2 (2%)

Did you find the leaflet informative & easy to understand?
61 (85%)
1 (1%)
n/a 10 (14%)

Was your appointment cancelled or re-arranged?
4 (6%)
66 (92%)
2 (2%)

Did you find it easier to park your car or arrange transport to the Optometrist?
51 (71%)
11 (15%)
n/a 6 (8%) 

Public transport/other 4 (6%)

Did you feel able to ask the Optometrist any questions regarding your screening? (see note 1)
66 (98%)
2 (2%)


After the examination, did the Optometrist explain that your results would be sent to direct from the Hospital?
66 (92%)
4 (6%)
not answered 2 (2%)

Did you receive the results of your screening in a letter from the hospital?
65 (90%)
4 (6%)
not answered 3 (4%)

Were the instructions and information given in the hospital letter easy to understand? (see note 2)
60 (83%)
4 (64%)
not answered 8 (11%)

If the letter recommended contacting your GP for medication, did you do this? (see note 3)
21 (30%)
3 (4%)
n/a 24 (33%)

not answered 24 (33%)

Would you be happy to continue being seen by an Optometrist? (see note 4)
54 (90%)
4 (6%)
n/a 2 (2%)

not answered 2 (2%)

Notes:

1. No: Would like to have had more time to talk about my condition

2. Told me I needed a follow up in 3-6 mths at Hospital but never said why.

2.Had to read it several times to understand the different alternatives

2. Was unsure when I had to next attend & who would be making the appt

3. Cons already prescribed the eye drops by phone

4. Maybe I would have been able to talk about it better at the Hospital

4. Private' Optoms neither can discuss the medicine nor prescribe

4. I have Glaucoma & it is needing more than Xalatan to stabilise pressures 

4. Only if sanctioned by Cons & level of treatment/expertise is not jeopardised/reduced

4. But the process needs speeding up - the chain of communication seems to double communication time

4. I'm 84 - have to go by bus, a long walk to Bridge St

Project management

The initial project manager was a member of the service improvement team at Peterborough District Hospital (part of Peterborough and Stamford Hospitals NHS Foundation Trust). Her portfolio of work spanned pharmacy, surgery and ophthalmology. The project manager had several years’ experience of working with the ophthalmology department before this project started. While based in secondary care, the project manager viewed her role as working on behalf of both the hospital and PCT on their joint project. The project manager went on maternity leave in June 2005, and her role was replaced by another member of the Trust’s service improvement team. The second project manager has been able to maintain continuity, and has continued to coordinate a project team of four or five members including PCT representation. The project manager reported being able to main involvement beyond the end of the project in March 2007, and support the introduction of the electronic patient data software. The project has not used the Prince II project management methodology, favouring the service improvement team’s working practices.

The project has benefited from the close involvement of the department’s clinical nurse manager, who has, for example, overseen the work of the glaucoma coordinator who provides considerable administrative support for the SOG service. 

On the whole, the project appeared to have been able to maintain effective communication between stakeholders. However, the delay in making progress towards implementing the electronic patient data software has emerged as a key outstanding issue.

The role of the eye care programme

The provision of funding, and specifically funding to equip the SOGs was seen as a key benefit of the programme. For example, the project manager noted that other local PCTs were interested in the SOG service, but that funding the equipment was viewed as a barrier. From the project manager’s perspective, the opportunity to network with the other project managers, particularly in the early stages of the project, was also highly valued. 

1.1.6
Conclusion

The project had a favourable local context, in terms of a range factors including positive pre-existing relationships between clinicians and managers, both in secondary care and between primary and secondary care. The project has succeeded in implementing a new pathway for suspected or diagnosed glaucoma patients using a SOG service. The SOG service was expected to result in shorter waiting times for patients and promote better access through the provision of choice. Between January and November 2005, nine SOGs, who were trained as part of the project, started seeing patients in practices across the locality. 

Between January 2005 and September 2006, 1,560 assessments were recorded for 1,115 patients. The most common sources of referral to the SOGs were the SOGs themselves (35%, 384/1,112) and HES (28%). The HES referrals had been seen in HES before being assessed as suitable for the SOG service. GPs accounted for 20% of referrals and 17% were from community optometrists. Thirty-three percent of first assessments resulted in referral to HES (either directly or after a second SOG assessment), 63% of assessments resulted in a SOG follow-up and 4% resulted in the patients being discharged.

The clinical audit undertaken by the lead consultant ophthalmologist classified the outcome for each assessment into three categories, and the overall results of the audit of the SOGs’ first assessments were: 56% (590/1,047) ‘in agreement’, 26% ‘non-significant disagreement’, and 18% ‘significant disagreement’.

The SOG pathway has reduced demand for HES outpatient appointments, both by eliminating the need for some patients to be seen at all, and facilitating the assessment of some patients, and the initiation of treatment, before they are seen in a consultant-led HES clinic. 

The project took a phased approach to implementing the SOG pathway. Phase I status entailed all assessments being reviewed by the lead consultant ophthalmologist, who then determined the outcome. This practice allowed the SOGs to gain experience and sufficient time for skills and trust to be developed. As a result the project has built a strong platform on which to develop its ‘phase II’ SOG status, which allows greater autonomy for the SOGs. In practice, this has meant that by the autumn of 2006 the project was still in the early stages of operating at this level, with three phase II SOGs, and it remained early days for assessing the impact of this model of working on overall capacity. Key to the success of the SOG pathway in the short term will be the introduction of the electronic patient record system. If successfully implemented, this change in practice will have a considerable impact on the existing heavy administrative burden.

Overall, the project is characterised by its strong clinical leadership and measured approach to developing the SOG role, which has demonstrated its potential to change historical working practices.

1.2
East Devon

1.2.1
Introduction

The project aimed to introduce a community optometrist with a special interest (COSI) service to facilitate a new follow-up pathway for patients with diagnosed glaucoma or ocular hypertension from East Devon PCT. The project benefited from the existence of a well established specialist nurse-led clinic at the West of England Eye Unit (WEEU), which both screens new suspected glaucoma referrals and monitors patients with suspected or stable glaucoma. The project’s COSI service sought to extend the follow-up role of the specialist nurse clinics to COSIs. The aim was to reduce pressure on outpatients at the WEEU, based at the Royal Devon and Exeter NHS Foundation Trust, by transferring the monitoring of selected patients to COSIs in community settings. The COSI service was expected to promote better access through the provision of choice and eliminate waiting for scheduled follow-up appointments. 

Between December 2004 and May 2005, six COSIs, who were trained as part of the project, started seeing patients at four sites in three locations across the PCT. A seventh optometrist started seeing patients in November 2005, and a sixth site went live in August 2006. The COSIs saw patients in both community hospitals and optometry practices.

By August 2006, the project’s assessment dataset was not up to date. However, the available data indicate that between January 2005 and July 2006, 641 assessments were recorded for 357 patients. On average, the six COSIs for whom some data were available undertook 8.3 assessments per month worked during this period. Comparison of the activity of the COSIs and the specialist nurse clinics indicate that they were similar in terms of characteristics such as the mean time between assessments, the percentage of assessments resulting in a referral to a consultant clinic, and the salary-related costs per assessment. By October 2006, was in the process of transition to becoming mainstreamed across East Devon.

1.2.2
Aims and objectives

The scope of the project is patients of East Devon PCT being treated at WEEU. The project had three objectives:

· To introduce a COSI service for monitoring selected patients with stable glaucoma or ocular hypertension in community settings, promoting better access through the provision of choice, and reducing pressure on outpatients at the WEEU.

· To introduce a mobile eye care unit in order to provide care for patients unable to travel to either the WEEU or premises used by the COSIs.

· To establish a centralised glaucoma register for use by primary and secondary care providers.

1.2.3
Outcomes

To introduce a COSI service for monitoring selected patients with stable glaucoma or ocular hypertension in community settings

The objective for the COSI role was viewed in terms of clinical assessment skills and the use of a protocol to determine when, and by whom, patients should be seen again:

“We’re very clear that the participants will be involved in monitoring glaucoma within very clear parameters and effectively it’s a technical role and they need to have certain skills for examination and measuring the eye and the ability to follow a protocol, so they’re not taking on the role of a doctor … . Really they’re taking on a role that here is filled by nurses very competently so it’s whether they’re able to as well and as efficiently as the nurses … . That’s the question for us.” (Respondent 1)

“As far as our [COSI] protocol is concerned, any finding that falls outside of certain parameters, … we need to have them see the consultant before they can change … [medication]. ... We really aren’t clinically intervening at all. We are having to make clinical judgements that would dictate how long a patient would go before they are seen again, or if they need to come back quicker or if they need to see the consultant.” (Respondent 3)

Patients suitable for transfer to the COSI pathway are identified by the head specialist nurse, who will usually have seen the patients at least once in the glaucoma a specialist nurse clinic (see below). Patients choose which COSI they would like to see, sign a consent form allowing their notes to be sent to the COSI, and then contact the COSI themselves to book an appointment. 

COSI locations

The project wished to introduce the COSI service in four locations across East Devon, and achieved four live sites in three locations by June 2005, with the fourth location going live in August 2006. The project

“chose a combination of using already equipped community hospital eye rooms and optoms working in practices … to see whether there was any difference” (respondent 2)

The first site to go live was Sidmouth Hospital in December 2004, followed by Axminster Hospital and practices in Sidmouth and Exmouth in January 2005. Sidmouth was host to two locations because an optometrist was particularly enthusiastic and demonstrated commitment by providing most of the equipment. A second practice in Exmouth was due to start in early 2005, but the COSI had not met the required competences. The first patient notes were sent to this COSI by WEEU in October 2005, and the notes of 18 further patients were supplied by August 2006. However, by August 2006 no assessment records had been received by WEEU from the COSI, and no data were available on this COSI’s assessments. An additional community hospital clinic went live at Ottery St Mary Hospital in August 2006, with one session per month provided by one of the existing COSIs.

Hence, by August 2006, four COSIs were seeing patients at three community hospitals and three COSIs were assessing patients from their own practices. 

COSI activity 

In August 2006, the project’s activity dataset was not up to date. As noted above, no data on assessments undertaken by one of the practice-based COSIs were available. Data for another COSI (COSI F) were apparently incomplete, because the COSI started seeing patients in January 2005, and reported having six patients booked each month since then, although only 45 booked assessments were recorded between January 2005 and August 2006 (potentially 120 assessment slots). No data were available for the just started clinic at Ottery St Mary Hospital. Furthermore, it was reported that at one point some of the electronic activity dataset had been lost, and data had had to be re-entered.

The available activity data are summarised in tables 19a and 19b. In total, 641 assessments were recorded for 357 patients. On average, the six COSIs for whom some data are available undertook 8.3 assessments per month worked, between January 2005 and July 2006. Focusing on the 12 months to July 2006, table 19b shows that the average number of assessments undertaken per month worked was 9.2. In terms of the number of assessments undertaken in each locality on average per month over the 12 months to July 2006, the recorded data were: Exmouth 13.9, Sidmouth 24.5, and Axminster 5.7 (the Axminster average is based on six months’ data because data for the other months was known to be missing).

Table 19a East Devon project: summary of COSI activity data

COSI
Total number of patients assessed (see note 1)
Total number of assessments

COSI A
110
222

COSI B
34
59

COSI C
34
66

COSI D
64
110

COSI E
70
135

COSI F
39
42

Total
357
641

Notes:

1 Individual patients were identified using the hospital number.

Table 19b East Devon project: summary of COSI activity data between January 2005 and July 2006

COSI
January 2005 to July 2006 average number of assessments per month worked (see note 1)
January 2005 to July 2006 Number of months for which assessments are recorded
12 months to July 2006 average number of assessments per month worked (see note 1)
12 months to July 2006 Number of months for which assessments are recorded

COSI A
11.7
19
13.9
12

COSI B
4.2
14
3.9
9

COSI C
9.4
7
9.4
7

COSI D
9.2
12
9.2
9

COSI E
7.9
17
10.0
11

COSI F
5.3
8
5.7
6

Total
8.3
77
9.2
54

Note:

1 The average number of assessments per month worked was calculated on the basis of the number of months in which at least one assessment was recorded, as shown in table 19b. 

COSIs A and B saw patients in their practices, and COSIs C to F saw patients in the community hospital clinics. The recorded assessment activity for each COSI is illustrated in figure 10. 

The project's activity dataset recorded a range of information about individual assessments. On average, 10.8% of COSI assessments were recorded as resulting in the patient being referred back to WEEU (range 2.4% to 23.0%) (table 20). In addition, 6.6% of assessments were recorded as resulting in the notes being returned to WEEU for review by a consultant (range 0.0% to 12.1%) (table 20). 

Figure 10 East Devon project: the number of assessments by COSI and month recorded in the project’s dataset to July 2006
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Note: The clinical dataset did not record the identity of the COSI(s) who undertook six assessments at Sidmouth Hospital in July 2005, and for the purpose of this figure they have been included with COSI E’s activity because they had undertaken most recorded assessments

By examining the dates of assessments associated with the same hospital number, it was possible to check whether follow-up assessments had been recorded for some assessments. These assessments were those which i) did not indicate referral to, or review by, WEEU, ii) specified the time in months to the next assessment, and iii) the month of the specified follow-up date was covered by the available dataset. For example, an assessment in December 2005, or before, specifying a six month follow-up would be viewed as missing if no subsequent assessment with the same hospital number was recorded by any of the COSIs. On average, 12.2% (65/531) of assessments appeared to have a missing subsequent follow-up assessment, and the range was 7.3% to 43.6% (table 20). Activity data were known to be missing for COSI F, whose activity is at the top end of this range, and this was taken into account when examining this activity. When asked about assessment activity data in September 2006, COSI B commented that they had recently become aware that some patients had not been recalled for due follow-up assessments. 

Table 20 East Devon project: summary of COSI activity data (see note 1)

COSI
% of assessments resulting in referral back to WEEU
% of assessments resulting in consultant review of the notes
% of assessments for which the subsequent follow-up assessment record was missing from the dataset
% of DNAs

COSI A
5% (11/222)
9.5% (21/222)
7.3% (14/191)
6.8 (15/222)

COSI B
6.8% (4/59)
0% (0/59)
26.9% (14/52)
5.1 (3/59)

COSI C
9.1% (6/66)
12.1% (8/66)
0% (0/66)
0% (0/66)

COSI D
13.6% (15/110)
8.2% (9/110)
8% (20/249) (see note 2)
5% (16/318) (see note 3)

COSI E
23% (31/135)
1.5% (2/135)
0% (0/135)
0% (0/135)

COSI F
2.4% (1/42)
4.8% (2/42)
43.6% (17/39)
4.8% (2/42)

Total
10.8% (69/641)
6.6% (42/641)
12.2% (65/531)
5.6% (36/641)

Notes:

1 Individual patients were identified using the hospital number.

2 These data are grouped together for COSIs C to E because they saw patients at the same community hospital and there was some movement of patients between COSIs.

3 The DNA rate is grouped together for COSIs C to E because they saw patients at the same community hospital and DNAs were not always allocated to individual COSIs.

The average DNA rate for the COSI assessments was 5.6% (range 4.8% to 6.8%) (table 20). 

Our October 2005 report included analysis of available data, which included only 73 assessments made by four of the COSIs between January and May 2005. Forty-three percent (30/70) of the assessments for which data on outcome were available resulted in a referral for follow-up at WEEU. The reduction in this proportion from 43% to 17% (table 20) is in line with expectations. The specialist nurse commented that when she started glaucoma follow-up clinics, the proportion of patients viewed as problematic decreased between the first six months and the following six months:

“I think the same will happen with the optometrists, … quite a … large percentage … I'm noticing as we go along are coming back with various queries of pressure fields and things, and I think that will reduce as their experience increases.”

In June 2006, one of the COSIs provided another perspective on their experience relating to referrals back to WEEU:

“… we ended up being sent at the beginning – well slightly unsuitable patients I suppose, there was a bit of a rush to get the whole thing launched and we were sent patients who possibly weren’t stable or who were very overdue with their appointments because there had been such a backlog at the hospital and that obviously generated a lot of referrals back to the hospital because they turned out not to be stable and there had been big changes. Since that time they have been much more circumspect about the patients referred and we don’t have nearly as high a referral list as we started out with.”

Another factor was reported to be an improvement in the protocols over time, which had introduced “a little bit more flexibility”, such that, for example, patients could be recalled in two months in order to repeat an unsatisfactory visual field test, rather than refer the patients to WEEU. 

The specialist nurse estimated that approximately 11% of the follow-up assessments seen in the specialist nurse clinics result in a referral to a consultant clinic, which is mirrored by the 10.8% of COSI assessments referred to WEEU (table 20). 

COSI A undertook the largest proportion (35%, 222/641) of the assessments recorded in table 19, and this COSI’s activity illustrates how the assessment activity has changed over time. It was possible to group all but one of the 222 assessments, undertaken during the 19 months between January 2005 and July 2006, into activity for 110 different patients. Figure 11 and table 21 illustrate how the proportion of patients assessed by the COSI on multiple occasions has increased over time. During the first 10 months, 80% (80/100) of the assessments were of patients seen for the first time by the COSI, compared to 25% (30/121) of assessments during the subsequent nine months (table 21). 

Figure 11 East Devon project: the number of assessments undertaken by COSI A to July 2006
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Table 21 East Devon project: the number of assessments undertaken by COSI A during the first 10 months and subsequent 9 months

Assessment type
Number of assessments undertaken during first 10 months


Number of assessments undertaken during subsequent 9 months
Total number of assessments undertaken over 19 months

First appointment
80 (80%)
30 (25%)
110 (50%)

Second appointment
19 (19%)
57 (47%)
76 (34%)

Third appointment
1 (1%)
30 (25%)
31 (14%)

Fourth appointment
0 (0)
4 (3%)
4 (2%)

Total
100 (100%)
121 (100%)
221 (100%)

Excluding assessments resulting in a referral back to WEEU or notes’ review, table 22 shows that 78% (148/189) of all the assessments undertaken by COSI A were scheduled for follow-up in six months’ time (table 22). Table 22 shows that at the first assessment, 24% (23/94) of the next assessments by the COSI were scheduled for an appointment in two months. The mean scheduled time to the second assessment was 5.1 months (see table 24 below).

Table 22 East Devon project: the scheduled time to next assessment recorded by COSI A

Assessment
Two months

% (Number)
Six months

% (Number)
Other

% (Number)
Total

% (Number)

First assessment
24% (23)
73% (69)
2% (2)
100% (94)

Second assessment
6% (4)
86% (56)
6% (4)
100% (65)

Third assessment
22%  (6)
74% (20)
4% (1)
100% (27)

Fourth assessment
0%  (0)
100% (3)
0% (0)
100% (3)

Total
17% (33)
78 (148)
4% (7)
100% (189)

Although the number of assessments resulting in a referral back to WEEU or notes’ review by a consultant is small for COSI A, table 23 shows that these types of assessment were not limited to first assessments, but also occurred for subsequent assessments. The available activity data give little insight into what happened to patients referred back to WEEU. The policy has been for these cases to be seen in a consultant clinic, rather than the specialist nurse-led clinic. The dataset records that two of the patients assessed by COSI A and referred back to WEEU were due to be subsequently followed up by COSI A.

Table 23 East Devon project: assessments resulting in a referral back to WEEU or notes’ review by COSI A

Assessment
Referred to WEEU

Percentage (number)
Reviewed by a consultant

Percentage (number)
Number of assessments

1st assessment
7% (8)
6% (7)
110

2nd assessment
5% (4)
8% (6)
76

3rd assessment
3% (1)
10% (3)
31

4th assessment
0% (0)
25% (1)
4

Total
6% (13)
8% (17)
221

Returning to the six COSIs for whom data were available, table 24 summarises the time in months scheduled to the next assessment recorded by the COSIs (excluding assessments resulting in a referral back to WEEU or notes’ review). On average, at the first assessment the mean time scheduled to the second assessment was 5.1 months, based on data for 288 assessments (table 24). The range was from 4.7 months to 5.7 months (table 24). At the second assessment, the average time scheduled to the third assessment was 5.8 months, based on data for 163 assessments (table 24). The number of third and fourth assessments was comparatively small. However, across all assessments the mean scheduled time to the next assessment was 5.4 months (range 4.7 months to 5.8 months) (table 24). In addition to these data on the scheduled time to the next assessment, it would be desirable to assess actual time between assessments, which would require further investigation into apparently missed assessments.

Table 24 East Devon project: mean time in months scheduled to next assessment recorded by the COSI, and number of assessments, by COSI

COSI
Number of first assessments (mean waiting time in months)
Number of second assessments (mean waiting time in months
Number of third assessments (mean waiting time in months
Number of fourth assessments (mean waiting time in months
Total number of assessments (mean waiting time in months

COSI A
94 (5.1 months)
65 (6.4 months)
27 (5.3 months)
3 (6 months)
189 (5.6 months)

COSI B
31 (5.7 months)
17 (6 moths)
7 (6 months)
0
55 (5.8 months)

COSI C
27 (5 months)
18 (5.3 months)
7 (4.9 months)
0
52 (5.1 months)

COSI D
55 (5 months)
25 (5.3 months)
4 (5 months)
2 (6 months)
86 (5.1 months)

COSI E
47 (5.3 months)
36 (5.3 months)
13 (4.9 months)
0
96 (5.2 months)

COSI F
34 (4.7 months)
3 (4.7 months)
0
0
37 (4.7 months)

Totals
288 (5.1 months)
163 (5.8 months)
58 (5.2 months)
5 (6 months)
514 (5.4 months)

Working arrangements

Six of the seven COSIs provided data on their working arrangements for the glaucoma activity. Three of the respondents each worked one day per month at Sidmouth Hospital (i.e. two clinic sessions each per month). One COSI undertook one clinic session per month at Axminster Hospital. The two other responding COSIs assessed patients from their practices.

Table 25 summarises the estimated average assessment-related time reported by COSIs. Four of the six COSIs reported that patients were booked for 30 minute appointments, and two COSIs reported using 40 minute appointments. On average, the COSIs reported spending 34 minutes with their patients, although the range was considerable; from 25 to 50 minutes for the four community-hospital-based COSIs, and from 28-40 for the two practice-based COSIs (table 25). The COSIs were asked to estimate how long they spent on the management and administration of each patient appointment, including liaising with the HES, outside of the time they spent with the patient during the appointment. The average estimated time reported for this activity was 18 minutes, and was subject to considerable variation (from 5 to 30 minutes) (table 25). Adding these times together provides an estimate of the total average COSI time required per assessment, and table 25 shows that this was 52 minutes across all six COSIs (range 35 to 70 minutes). 

Table 25 East Devon project: estimated average assessment-related time reported by COSIs

COSI assessments
community-hospital-based COSIs (n=4)

mean (range)
practice-based COSIs (n=2) 

mean (range)
all COSIs (n=6) 

mean (range)

Booked appointment time 
33 minutes (30-40)
35 minutes (30-40)
33 minutes (30-40)

COSI time with patient
34 minutes (25-50)
34 minutes (28-40)
34 minutes (25-50)

Additional COSI management time
16 minutes (5-30)
21 minutes (12-30)
18 minutes (5-30)

Total COSI time
50 minutes (35-60)
55 minutes (40-70)
52 minutes (35-70)

In addition to COSI time per assessment, the respondents recorded estimates for the time taken by other staff relating to assessments. Three of the four community-hospital-based COSIs noted that no other members of staff had contact with their patients during an appointment, while the other reported that a nurse was available for about 70% of assessments to undertake visual field/HRT tests (taking approximately 15 minutes on average). 

One of the two practice-based COSIs reported no contribution from other staff, while the other reported that a receptionist undertook visual field tests, taking on average approximately 12 minutes per assessment. The COSI with this support had the shorter contact time (of two practice-based COSIs) reported in table 25. 

The variability in time associated with assessments is illustrated by the range in time reported for the community hospital clinics. Although all four COSIs reported having six appointment slots per clinic, the duration of a clinic was reported to be 3 hours by two COSIs, 3.5 hours by another and 4 hours by the fourth COSI. 

Four of the COSIs reported that, on average, one (whole time equivalent) optometrist worked in their practice during 2005/06, another recorded 0.8 whole time equivalent, and one COSI reported “not applicable”. Hence, in general, the COSIs were from single-handed practices.

Mainstreaming the COSI service

In October 2006, the operational management of the COSI service was reported to have been transferred to one of the PCT’s locality business managers. However, the extent to which the COSI service had been ‘mainstreamed’ was not clear. From a management perspective, no comparative analysis of costs between the COSI and nurse-led services had been undertaken, and it was reported that a decision on whether to continue all the practice-based COSI activity was to be taken before deciding whether to purchase specialist software for managing the transfer of assessment data between sites. The WEEU-based secretarial post, which had been funded by the project to provide administrative support for the COSI service, ceased in October 2006. In this situation, some of the key practical issues of running the COSI service appeared to be unresolved. From a clinical perspective, the level of clinical audit of the COSI service had been slight, to the extent that little insight into the clinical practice of the COSIs was available, beyond the interaction initiated by COSIs when referring patients back to WEEU for assessment or requesting a review of an assessment.

Hence, by October 2006, despite the considerable momentum that the project achieved in establishing the COSI service, there appeared to be some uncertainty about its medium-term configuration.

To introduce a mobile eye care unit in order to provide care for patients unable to travel to either the West of England Eye Unit or premises used by the COSIs

The project undertook a scoping exercise in which GPs and local social services care homes were asked about the number of patients who were bed-bound or otherwise unable to access healthcare services and whether they had eye disease. The finding was that about 56 people, including those with no eye disease, were in this category. The team also concluded that if patients could not access healthcare premises, they would not be able to access a mobile unit. Hence, the project decided that a peripatetic service using hand-held equipment would be more appropriate. Two of the COSIs had experience of providing peripatetic services and volunteered to provide a glaucoma service as part of the project. The domiciliary service started in September 2005, and one patient was visited in that month. In September 2006, one of the two COSIs willing to undertake domiciliary assessments reported that “the domiciliary aspect has not progressed, no more patients have been added.” Although the project reported that the domiciliary service was in operation, no activity data were available.

To establish a centralised glaucoma register for use by primary and secondary care providers

In conjunction with the Birmingham and Peterborough projects, the project considered purchasing specialist software for managing electronic patient records, which would facilitate access to data from all the sites being used. While viewed as clinically attractive, the cost was such that it was decided to postpone pursuing this issue until later in the project. By June 2006, the project members reported that steps had been taken to introduce specialist software for managing electronic patient records, and that they were close to finalising the software purchase. In September, discussions were reported to be ongoing. It was recognised that the use of the software could facilitate much more satisfactory management of patient data and the service as a whole. In October, as noted above, it was reported that a decision on whether to continue all the practice-based COSI activity was to be taken before a decision would be made on whether to purchase specialist software. Given the need to strengthen the co-ordination and management of patient-related data between WEEU and the COSIs, and the departure of the administrative support from WEEU, a decision on the purchase of software appeared overdue. If the software is purchased, plans to manage its successful introduction will be required.

1.2.4
The specialist nurse led clinics

The WEEU has a well-established pathway for referrals with suspected glaucoma to be triaged by consultant to a specialist nurse clinic for assessment. The notes for all assessed patients are reviewed by a consultant, although not all of those requiring treatment will necessarily be referred by the specialist nurse clinic to a consultant. Several options are available:

“… if it's a patient that comes through and has got glaucoma with field defects, and needs to be started on treatment, they can be started on the same day. I would take them to see a consultant or more often what happens, all that data is then passed onto the consultant and then they review everything and will decide what to do without seeing the patient. …if you take one patient through per clinic like that then that's not going to overload them. I mean sometimes the consultant won't see the patient anyway, they might say "right it's obvious, I can see from the information you've gathered here and what you're saying that this patient needs to be started on drops.” They'll write the prescription, I can then give the explanation to the patient and then we would see them back in two months, and yet that probably will be back in my clinic again because I can make sure the patient will be seen in two months as opposed to ticking the box saying general clinic two months and they might be seen four, five months later because of the back log. So my clinic is kind of used as a safe way of getting an appointment in lots of ways…” (respondent 5)

Patients with glaucoma may be referred back to the specialist nurse clinic for follow-up or managed by a consultant. Following assessment in the specialist nurse clinic, other patients not referred to a consultant may be discharged or booked for follow-up monitoring in the specialist nurse clinic. The project’s ophthalmologist clinical lead was confident about the benefits of specialist nurse-led assessment of patients with suspected glaucoma:

“I think it’s a very efficient system in that we get a lot of referrals with suspected glaucoma. They have all the tests done and on the basis of the tests you can quite clearly say that they’ve got glaucoma or whether they’re healthy. It involves minimal medical time and I think it’s high quality and very effective.” 

The specialist nurse clinic is led by a head specialist nurse (matron), who undertakes eight clinics per week, but it also includes five other practitioners who each provide part-time input; another specialist nurse, three optometrists and one orthoptist. The distribution of weekly clinics undertaken is illustrated in table 26. (For convenience, these clinics will continue to be referred to as ‘specialist nurse clinics’ although a quarter are led by optometrists or an orthoptist).

Table 26 East Devon project: practitioners and clinics undertaken by the specialist nurse-led clinic

Day
Head specialist nurse
Specialist nurse
Optometrist X
Optometrist Y
Optometrist X
Orthoptist
Total

Monday
2
0
1
0
0
0
3

Tuesday
1
2
0
1
0
0
4

Wednesday
2
0
1 alternate
0
1 alternate
1
4

Thursday
2
2
0
0
0
0
4

Friday
1
0
0
0
0
0
1

Total
8
4
1.5
1
0.5
1
16

All the specialist nurse clinics are supported by a band 2 nurse, who undertakes visual field tests, both for these clinics and the general consultant clinics. It was reported that this nurse would undertake a maximum of 10 visual field tests for the specialist nurse clinics and 12 for the general clinics during a half-day session. In addition, a band 3 nurse is available to undertake HRT tests for the specialist nurse clinics during Tuesday afternoon and all day on Thursdays. It was reported that this nurse would undertake a maximum of 10 HRTs for the specialist nurse clinics and 5 for the general clinics during a half-day session. In addition, the capacity of each half-day session varies because only one consultation room is available for the specialist nurse clinics. 

When the head specialist nurse works in a ‘single’ clinic (without a second practitioner present) such as on Friday morning or during half the day on Monday, the maximum number of assessments she can undertake is eight, with support from the band 2 nurse. If the band 2 nurse is not available, the maximum capacity falls to six assessments. If two practitioners are working in a ‘double’ at the same time, the total maximum capacity is 10 assessments (because of sharing one room and having support for only 10 visual field tests). Hence, capacity constraints on the specialist nurse clinics are considerable. The head specialist nurse working on her own with support from the band 2 nurse could see 16 patients in a full day, while two practitioners with the same support could see a maximum of 20 patients in a full day.

WEEU’s dataset for the specialist nurse clinics included 4,643 assessments during the 18 months to June 2006. The DNA rate was 6.3% during this period, and 26% (1,196/4,643) of the assessments were screening new patients with suspected glaucoma. On average, 66 new patients and 192 follow-up appointments were seen each month. The number of assessments undertaken in the specialist nurse clinics during the 18 months to June 2006 has increased from 223 per month, on average, during the six months to June 2005, to 306 per month, on average, during the six months to June 2006. The monthly activity is illustrated in figure 12.

Figure 12 East Devon project: screening and follow-up appointments seen in the specialist nurse clinics, January 2005 to June 2006
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Focusing on the screening assessments of new patients with suspected glaucoma, table 27 summarises the diagnosis and outcome data, which were recorded for 89% (799/894) of the assessments in 14 of the 17 months to May 2006. (September to November 2005 were excluded because the dataset did not include data on diagnosis or outcome for 89% (168/188) of these assessments.) Table 27 shows that a similar proportion of patients were found to exhibit no evidence of glaucoma (31%), have suspect or potential glaucoma (28%) or be diagnosed with a type of glaucoma (27%). The most common outcome was follow-up in the specialist nurse clinic (53%, 421/799), with 24% (189/799) being discharged and 22% (176/799) being referred to a consultant clinic. The data show that 23% (50/218) of patients found to have glaucoma were directly referred to a consultant clinic.

Table 27 East Devon project: diagnosis and outcome of screening assessments of new patients seen in the specialist nurse clinics during 14 months between January 2005 and May 2006

Diagnosis
Follow-up

% (Number)
Discharge

% (Number)
Consultant clinic

% (Number)
Other

% (Number)
Total

% (Number)

No evidence of glaucoma
16% (66)
83% (157)
11% (19)
15% (2)
31% (244)

Suspect/potential glaucoma
35% (149)
5% (10)
38% (66)
15% (2)
28% (227)

Glaucoma
39% (163)
2% (3)
28% (50)
15% (2)
27% (218)

Raised IOP/ ocular hypertension
8% (34)
2% (3)
9% (16)
8% (1)
7% (54)

Other
2% (9)
8% (16)
14% (25)
46% (6)
7% (56)

Total
100% (421)
100% (189)
100% (176)
100% (13)
100% (799)

Focusing on those patients assigned to follow-up in the specialist nurse clinic at a screening assessment, the mean time scheduled to the second assessment was 5.6 months, based on data for 412 assessments. Forty-one percent (170/412) of the second assessments were scheduled for 6 months, and 23% (94/412) for 2 months (figure 13). The range was from 1 week to 18 months. At the second assessment, the average time scheduled to the third assessment was 4.7 months, based on data for 82 assessments. Sixty-two percent (51/82) of the third assessments were scheduled for 6 months, and 28% (23/8212) for 2 months. The number of third, fourth and fifth assessments was comparatively small (figure 13). However, across all these assessments the mean scheduled time to the next assessment was 5.4 months. These data suggest that on average the scheduled time between assessments did not increase between the second and third assessments compared to the time between the first and second assessments. 

Dataset included 182 assessments which were identified as being a follow-up to a screening assessment. Data on the outcome of these second assessments were recorded for 66% (120/182) of the assessments. Table 28 shows that 69% (83/120) of these assessments were scheduled for further follow-up in the specialist nurse clinic, while 20% (24/120) were referred to a consultant clinic, 6% (7/120) were reviewed or discussed with a consultant, and 5% (6/120) were discharged. These data indicate that the contact between the specialist nurse clinic practitioners and the consultants about patients was not limited to the initial assessment, but that there was ongoing interaction, either through referral to a consultant clinic or review and discussion.

Table 28 East Devon project: outcome of second assessment in the specialist nurse clinic during 14 months between January 2005 and May 2006

Outcome of second assessment in specialist nurse clinic
% (Number)

Follow-up
69% (83) 

Refer to consultant clinic
20% (24)

Review by consultant
6% (7)

Discharge
5% (6)

Total
100% (120)

In addition to the patients who were screened during this period, 3,409 assessments were recorded for patients who had been screened before January 2005. The outcome of 30.2% (1,028/3,409) of these assessments was not recorded, and a further 23 assessments (0.7%) were recorded as having been booked for the wrong clinic. Of the remainder, 81.3% (1,916/2,358) were booked for follow-up, 11.8% (279/2,358) were referred to a consultant clinic, 4.9% (115/2,358) were sent for a review of the notes, and 2.0% (48/2,358) were discharged.

A proxy measure of the average scheduled time between assessments for these follow-up patients is the mean time between all assessments scheduled for follow-up in the specialist nurse clinics, excluding the screening assessments noted above. Data indicating follow-up in a specialist nurse clinic and the scheduled time to the next assessment were recorded for 1,916 assessments, and the mean time to the next assessment was 5.4 months. Seventy-five percent (1,430/1,916) of the next assessments were scheduled for 6 months. Hence, in terms of the mean scheduled time between assessments for which data were recorded, there was no difference in practice between the COSIs and specialist nurse clinic practitioners in terms of the scheduling of assessments.

Figure 13 East Devon project: time in bands to the next scheduled assessment for new patients both screened and assigned to follow-up in the specialist nurse clinics
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The project’s project initiation document (PID) anticipated that the COSI service would facilitate a reduction in the delay for follow-up appointments from seven months to “within four weeks of the optimum appointment”. In October 2005, the project reported a run chart showing “the length of follow up appointment backlog i.e. the length of waiting after the appropriate waiting time point has been reached” of 32 weeks in each of the three months from April 2005, and 36 weeks in each of the three subsequent months. In response to these delays, the notes for patients waiting for follow-up in a consultant clinic were reviewed and patients overdue for a six month glaucoma follow-up were transferred to the specialist nurse clinics. This resulted in batches of 200 patients being added to the specialist nurse clinics with consequent increases in waiting time pressure for those clinics.

In June 2005, the delay in follow-up appointments in the specialist nurse clinics started to be recorded. During the four months from June to September 2005 these data were recorded for 34% (255/742) of all follow-up appointments. Seventy percent (179/255) of the cases for which data were available were seen later than scheduled. The mean delay for these patients was 3.9 months. This experience can be compared with the delays recorded for specialist nurse clinics during the four months March to June 2006. During this period the delay in follow-up appointments was recorded for 53% (649/1223) of all follow-up appointments. Sixty-two percent (405/649) of the cases for which data were available were seen later than scheduled. The mean delay for these patients was 3.6 months. The distribution in the delays experienced are summarised in figure 14. 

Figure 14 East Devon project: delays in follow-up appointments for patients seen in the specialist nurse clinics
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These data suggest that the pressure on appointment slots had a variable impact on patients, and that this problem has remained a challenge for the service. The available data are limited to the extent that they form a weak basis for comparing performance between periods. Nevertheless, such as they are, the data suggest that although progress has been made, much more work is required to achieve the required level of performance, and that additional capacity will be necessary.

It was also anticipated that the project would release time in HES to manage “more complex glaucomas and other eye conditions”. In practice, it is difficult to assess the impact on consultant clinics. It was reported that initially it had been necessary to reduce the number of patients seen in clinic in order to support the training of the COSIs and release time in which to contribute to the development of the project. In addition, it may be that the COSI service initially increased demand for appointments in the consultants’ clinics, because the patients referred to WEEU by the COSIs were being seen in the consultants’ clinics, rather than in the specialist nurse clinics (to the extent that these patients would previously have been followed-up in the specialist nurse clinics, and may not have been referred to a consultant from the specialist nurse clinic).

Since January 2005, the head specialist nurse has also held a monthly screening clinic at Axminster Hospital. Since April 2005, the other specialist nurse has been seeing glaucoma follow-up patients at Tiverton Hospital. The specialist nurse was trained over a six month period at WEEU and the Tiverton clinic was funded by the Mid Devon PCT.

1.2.5
Activity levels and costs

Activity levels

The project’s PID estimated that approximately 1,300 glaucoma follow-up appointments per year for East Devon patients could be transferred to the COSI service (based on an estimated 7,926 ophthalmic follow-ups in 2004/05, of which one third would be glaucoma related, and half of these being suitable for the COSI service). One participant thought that a higher proportion of activity could be seen by COSIs or specialist nurses:

“I think probably two thirds of … patients with glaucoma are probably suitable to be looked … after in our sort of service and probably about a third possibly, maybe less than that, that need to be seen by a consultant specialist.” (Respondent 5)

Historically, the WEEU has provided glaucoma care for patients from Exeter PCT, East Devon PCT and Mid Devon PCT. In July 2005, the head specialist nurse estimated on basis of an audit that the proportion of patients from each of these PCTs was 70%, 20% and 10% respectively. In terms of the specialist nurse clinic follow-up assessment activity during the six months to June 2005, the estimated number of follow-up assessments for East Devon PCT would be approximately 400 patients per year or 33 per month, assuming it represented 20% of their total activity. (It would be possible to calculate a more accurate estimate for the specialist nurse clinic activity, but it would be more difficult to access the consultant clinic activity because of the lack of appropriate routine data.) 

The actual level of COSI activity, in terms of the number of assessments undertaken in each locality on average per month over the 12 months to July 2006, as recorded in available data was: Exmouth 13.9, Sidmouth 24.5, and Axminster 5.7 (the Axminster average is based on six months’ data because data for the other months was known to be missing). This suggests that the COSI service has made a considerable impact on routine follow-up glaucoma assessments for East Devon residents, at least in relation to the specialist nurse led clinic activity. However, in July 2006, it was reported that COSI capacity at Axminister (six assessments per month) had been viewed for some time as insufficient. The finding that the COSI working at Axminster Hospital had not been approached about increasing his number of clinics from one per month, illustrates a weakness in management arrangements which were evident at that time (see below).

The choice of hospital and practice sites was influenced by the level of funds required to equip the COSIs (the community hospitals were described as being “three quarters equipped” and the two initial practices only needed one piece of equipment each), disabled access to optometrists’ practices, and the preferences of participating COSIs.

In Sidmouth, patients are able to choose between being seen by one of three COSIs at Sidmouth Hospital or a practice-based COSI. The available data indicate that during the year to July 2006, patients chose the hospital route by a ratio of 7 to 1. Given the very small number of assessments undertaken by the practice-based COSI (see COSI B in table 19), the appropriateness of continuing to offer patients the practice-based option in Sidmouth is open to doubt.

There are two practice-based COSIs in Exmouth. COSI A has undertaken considerably more assessments than any other, and no data on the other COSI’s assessments were available. It was reported that use of the Exmouth Hospital as a base for COSI clinics was not an option due to a lack of available accommodation. 

As noted above, by October 2006, it was reported that a decision was to be made on whether to continue all the practice-based COSI activity.

Costs

The project agreed a sessional fee for the COSIs using the community hospitals of £135. Originally, the sessional fee was to be £175 for seeing 10 patients in one session, with assistance for the testing of visual fields. This then changed to £135 for six patients, without assistance. In August 2005, one of the four COSIs undertaking community hospital sessions commented on the fee: “I have a very strong view on that. [laughter] They don’t pay enough.” This issue was such that it was reported to be inhibiting the COSI from increasing the number of sessions spent on the project. 

“From our standpoint it is frustrating to know that thousands of pounds are being spent on these instruments and we are quibbling over £30-35 per … session.”

A fee of £45 per appointment for the patients seen in the COSIs’ practices was agreed after “a lot of negotiation”. In April 2006, this fee was increased to £50 per assessment. The domiciliary fee is £95 per visit. The level of sessional and practice fees were not viewed as satisfactory by all. 

By October 2006, no cost analysis of the COSI service had been undertaken by the project, despite local interest in a comparison of the costs of the COSI and specialist nurse clinics. The PCT was not able to provide an estimate of the cost of the COSIs’ sessions in the community hospitals (excluding the COSI fee). Hence, the following cost analysis makes assumptions about overhead costs. In addition, patient-level data on glaucoma patients seen in the consultant clinics were not available, and so it was not possible to determine what happened to these patients once referred by a specialist nurse clinic practitioner or COSI. Comparison of the costs of the COSI pathway and the specialist nurse clinic pathway, entails consideration of the following factors:

8. Staff-related costs

9. Overhead costs

10. Equipment costs

11. The frequency of assessments

12. The frequency of referral to consultant clinics or review of assessments

13. Patient costs

Staff-related costs

As noted above, the cost per clinic of the community hospital-based COSIs is £135, and the available activity data indicate that on average 4.9 patients are seen per clinic. Hence, the estimated staff-related cost per assessment undertaken for the community hospital-based COSIs is £27.64 (table 29). The estimated staff-related cost per assessment undertaken for the specialist nurse clinics is £26.83 (table 29). 

The estimated cost of the specialist nurse clinics is based on a number of assumptions. First, the salaries of the participating staff are estimated using the average staff for each pay band, as shown in table 30. (Using the maximum salary point for each member of staff would give an estimated staff-related cost per assessment for the specialist nurse clinics is £30.51.) Second, the salary costs are allocated to a half-day session using assumptions shown in the footnotes to table 30, and the split of work of the band 2 and band 3 nurses across the specialist nurse and consultants’ clinics is also accounted for in table 30. Third, as noted above, the way in which staff are deployed in the specialist nurse clinics varies, and is constrained, primarily due to their only being one consultation room available, and the band 2 nurse support for undertaking visual field tests being limited to a maximum of 10 per half-day clinic. An estimate of the impact of the different staff combinations used in the specialist nurse clinics on average staff costs per clinic is summarised in table 31. In terms of an estimated cost per clinic assessment slot, the average is £24.13 and the range is £17.24 to £29.04. 

Table 29 East Devon project: comparison of the estimated staff-related cost per assessment for the community hospital-based COSIs and the specialist nurse clinics


COSI hospital-based clinics (see note 1)
Specialist nurse clinics (see note 2)

Maximum capacity per clinic
6.0
9.5

Average number of patients booked per clinic
5.0
9.2

Average number of patients attending per clinic
4.9
8.5

Estimated staff-related cost per clinic
£135
£229

Estimated staff-related cost per assessment slot
£22.50
£24.12

Estimated staff-related cost per assessment
£27.64
£26.83

Notes:

1 The activity for the three COSIs working at Sidmouth hospital is based on the period October 2005 to July 2006.

2 The activity for the specialist nurse clinics is based on May and June 2006, which is summarised in table 26. The figure of £229 is an estimate of the average staff-related cost per clinic, based on the salary assumptions summarised in table 29 and the clinic working practices summarised in table 30.

Table 30 East Devon project: specialist nurse clinic estimated staff costs per clinic

AfC pay bands 2005/06
Maximum salary point
Minimum salary point (excluding transitional points)
Average salary 
Average salary cost including employers' NI and super-annuation contribution 
Estimated average salary cost per half-day clinic (see note 1)
Estimated average salary cost per half-day clinic, accounting for concurrent activities

2
£14,739
£11,879
£13,309
£16,259
£48
£22 (see note 2)

3
£16,389
£13,694
£15,042
£18,451
£55
£37 (see note 3)

7
£35,527
£26,948
£31,238
£38,939
£116
£116

6
£30,247
£22,328
£26,288
£32,677
£97
£97

Notes:

1 This assumes 42 weeks are worked per year, in line with Curtis and Netten (2005). It is also assumed that 8 clinic sessions are worked per week, which is the usual schedule for the head specialist nurse.

2 It was reported that on average, 45% of the visual fields undertaken by the band 2 nurse during a half-day session would be for the specialist nurse clinics.

3 It was reported that on average, 67% of the HRT tests undertaken by the band 3 nurse during a half-day session would be for the specialist nurse clinics.

Table 31 East Devon project: specialist nurse clinic estimated salary cost per clinic

Table 31a

Clinic type
Staff
Salary band
7
Staff
Salary band
6
Staff
Salary band
3
Staff
Salary band
2
Estimated salary cost per clinic
£

Double (A)
1
1
0
1
235

Double (B)
1
1
1
1
272

Double (C)
2
0
1
1
290

Double (D)
2
0
0
1
254

Single (A)
1
0
0
1
138

Single (B)
0
1
1
1
156

Average




229

Table 31b

Clinic type
Estimated salary cost per clinic
£
Maximum number of slots per clinic
Estimated cost per slot
£

Double (A)
235
10
23.51

Double (B)
272
10
27.17

Double (C)
290
10
29.04

Double (D)
254
10
25.38

Single (A)
138
8
17.24

Single (B)
156
8
19.48

Average
229
9.5
24.13

Table 31c

Clinic type
Number of clinics
May 2006
Number of clinics
June 2006
Average number of clinics per month (see note 1)

Double (A)
12
8
10

Double (B)
11
6
8.5

Double (C)
1
8
4.5

Double (D)
4
4
4

Single (A)
8
7
7.5

Single (B)
1
2
1.5

Average
35
37
36

Note:

1. Data for May and June 2006 were chosen in order to illustrate the pattern of clinics which have changed over time. The number of clinics of each type was estimated based on the reported working schedule of practitioners and practitioner-level daily assessment data.

Given the identified need to increase capacity for glaucoma follow-up assessments, tables 31a, 31b and 31c indicate that there is considerable potential to reduce the salary-related cost per assessment of specialist nurse clinics by using practitioners more effectively, if additional consulting room time and band 2 nurse support could be identified. Similarly, if the COSIs using the community hospitals were routinely supported by an appropriated trained band 2 nurse, it would appear that the number of slots per clinic could be increased from six to eight, with a cost per assessment slot of £19.62 (£135 COSI fee plus £22 for a band 2 nurse, divided by eight slots). Clearly, there would be scope for increasing the COSI fee to provide an incentive for seeing additional patients. A key issue is to ensure that the COSI clinics are fully booked, as table 29 shows that on average one slot per clinic is not booked.

The existing management arrangements, however, are such that there is little difference between the estimated salary-related costs of the two pathways.

Overhead costs

The project reported an estimated average cost per nurse-led glaucoma clinic of £329 for 12 patients (although, as noted above, the maximum number of patients per clinic was 10 rather than 26). The overheads element of this average cost per clinic was reported to be based on 40% of staff costs plus clerical input (which was estimated to be two minutes per patient). Estimating overheads as 40% of the estimated average staff-related clinic cost of £229 (table 31), gives a total clinic cost of £321, and an overhead cost of £92 or £10.78 per assessment undertaken. 

The project reported an estimated average cost per doctor-led glaucoma clinic of £1,274 for 27 patients, and assuming a DNA rate of 6.3% (which applies to the specialist nurse clinics), this represents a cost per assessment of £50.35. The doctor-led glaucoma clinic is staffed by a consultant, associate specialist, and specialist registrar supported by two band 2 nurses and two band 6 nurses. It was reported that the consultant would typically have eight patients booked to be seen during the clinic. Estimating the overheads cost as 40% of the reported total clinic cost gives an overhead cost of £20.14 per assessment.

Another perspective on clinic overheads is provided by the evaluation of the Bristol glaucoma shared-care trial (Coast et al, 1997). This study reported cost per assessment data for consultant clinics, based on 37 patients per clinic on average, which are shown up-rated for inflation in table 32. The total cost per assessment of £73.30 comprised staff-related costs per assessment of £50.89, drug and pharmacy £3.27, and all other overheads £19.14 (table 32). 

Clinic overheads are likely to vary over time and by institution, and the overheads burden of a consultant clinic may differ from those of a specialist nurse clinic. However, it seems unlikely that the overhead cost per assessment in the specialist nurse clinic would be only half that of an assessment in the consultant clinic, as suggested by the project's data, given that the management and resource consequences would be similar. Hence, for the purpose of sensitivity analysis, it may be appropriate to assume an overhead cost per specialist nurse clinic assessment in the range £10 to £20.

Table 32 Average cost of a glaucoma monitoring assessment adapted from Coast et al (1997) (see note 1)

Cost type
Cost Item
Cost per visit £

Staff-related
Medical staff

£14.23

Staff-related
Outpatient and nursing staff
£14.42

Staff-related
Orthoptic and optical services
£22.23



Staff-related total cost £50.89

Drugs and pharmacy
Drugs and pharmacy
Drugs and pharmacy total cost £3.27

Overheads
Medical photography, medical illustration, physics
£1.17

Overheads
Portering, maintenance, housekeeping
£2.99

Overheads
Administration, personnel, medical secretaries, medical records, IT
£12.06

Overheads
Energy, rent and rates, capital
£2.91



Overheads total cost £19.14



Overall total cost £73.30

Note:

1. Costs have been up-rated for HCHS pay and price inflation using the index reported by Curtis and Netten (2003, 2005) (1994/05=159.6, 2004/05=234.2)

The PCT was not able to supply a figure for the overhead costs of the community hospital-based clinics. 

The element of the overheads relating to the administration of assessments will differ between the specialist nurse clinics, the COSI clinics, and practice-based COSI activity. Looking to the future, several factors need to be taken into account. The apparent instances of follow-up assessments by COSIs being missed suggests that administrative arrangements need to be strengthened, which may have cost implications. In addition, the overhead costs per assessment are expected to change if the specialist software for managing patient-level data is introduced. Furthermore, it is clear that the overall capacity for follow-up assessments needs to be increased, and that existing capacity in WEEU is constrained. In this situation, it is important that community hospital overheads should be calculated on the assumption of additional capacity being required.

Equipment costs

As noted above, the equipment costs varied from site to site. All the community hospitals and participating practices required some additional equipment which was funded by the project. Equipment for the Otter St Mary clinic was reported to have been funded by the hospital’s league of friends. For the purpose of comparing overall costs, the costs of equipment have been excluded. However, equipment costs represent an important consideration in terms of the implications of their limited utilisation. For example, the maintenance agreement for the HRT machine in COSI A’s practice was not renewed, as the £1,100 cost represents £6.59 per assessment for the 167 patients seen during the year to August 2006. This example illustrates the implications of pursuing a policy of moving healthcare closer to patients in community settings (see below). 

The frequency of assessments

If patients are seen more frequently by the COSIs than they would be seen in the specialist nurse clinics, there will be an additional cost implication for the COSI service. Across all COSI assessments for which data were available, the mean scheduled time to the next assessment was 5.4 months (table 24). Using a proxy measure of the average scheduled time between assessments for follow-up patients in a specialist nurse clinic, the mean time to the next assessment was also 5.4 months, based on data for 1,916 assessments. Hence, in terms of the mean scheduled time between assessments for which data were available, there was no difference in practice between the COSIs and specialist nurse clinic practitioners in terms of the scheduling of assessments.

Clearly, it would be desirable to compare this experience with the interval between glaucoma assessments undertaken in the doctor-led clinics. However, relevant data are not available, not least because the patient group with stable or suspect glaucoma are managed in the specialist nurse clinics rather than the doctor-led clinics.

The frequency of referral to consultant clinics or review of assessments

If COSIs more frequently refer patients to the consultant clinics or request a review of patients’ notes, compared to the specialist nurse clinic practitioners, there will be an additional cost implication for the COSI service. Table 33 summarises the analysis of assessment data which shows that the difference in experience between the COSI and specialist nurse clinics was not significant for either of these measures.

Table 33 East Devon project: comparison of COSI and specialist nurse clinics referral to consultant clinics


COSI clinics
Specialist nurse clinics (see note 1)
Difference (95% CIs)

Referred back to consultant clinics
10.8%
11.8%
1.1 (3.8 to -1.7)

Notes returned for consultant review
6.6%
4.9% 
-1.7 (0.4 to -3.8)

Note:

1. After excluding the screening assessments undertaken.

Patient costs

One of the objectives of the project was to promote better access for patients by providing patient monitoring in community settings. One measure of the change in access resulting from the project is provided by estimating the impact of the change in assessment location. Table 34 uses the Automobile Association’s ‘route planner’ software (www.theaa.com) to estimate the impact on distance travelled and travel time resulting from the use of Sidmouth Hospital and a practice in Exmouth for COSIs compared to WEEU at the Royal Devon and Exeter Hospital in Exeter. Based on the locality of residence postcodes shown in table 34, and the use of the Automobile Association’s measurement of distance and travel time for the purpose of comparison, the total average reduction in round-trip travelling distance per assessment was 23 miles (saving 19 minutes in travelling time). 

Table 34 shows that patients travelling from Ottery St Mary to Sidmouth experienced a shorter travelling distance, but no reduction in travelling time, compared to attending WEEU. Since the opening of the COSI clinic at Ottery St Mary Hospital, these patients will experience closer access.

Patients will travel by a range of methods, which entail different levels of cost. For the purpose of illustration, if it is assumed that all the patients travelled by car, and that the Automobile Association’s estimated cost of 44.34p per mile applied (This figure is for standing and running charges for a car costing between £10,000 and £13,000 with an annual mileage of 10,000), the average cost saving per assessment would be £10.17. 

Table 34 East Devon project: comparison of distance and travel time for patients attending COSIs in Sidmouth and Exmouth rather than the Royal Devon and Exeter Hospital

Locality
Distance and travel time between locality and COSI in practice in Exmouth
Distance and travel time between locality and COSIs in Sidmouth Hospital
Distance and travel time between locality and Royal Devon and Exeter Hospital (RD &E)
Difference in distance and travel time between locality and COSI compared to RD&E
Number of assessments
Difference in ‘round-trip’ distance and travel time between locality and COSI compared to RD&E multiplied by the number of assessments

SidmouthEX10
N/A
0.4 miles

(1 minute)
14.1 miles

(33 minutes)
-13.7 miles 

(-32 minutes)
248
-6,795 miles

(-265 minutes)

Ottery St Mary EX11
N/A
6.2 miles

(22 minutes)
11.4 miles

(21 minutes)
-5.2 miles

(1 minute)
28
-291 miles

(56 minutes)

ExmouthEX8
0.3 miles

(1 minute)

10.1 miles

(23 minutes)
-9.8 miles

(-22 minutes)
182
-3,567 miles

(-8,008 minutes)

Budleigh Salterton EX9
4.7 miles

(13 minutes)

13.2 miles

(32 minutes)
-8.5 miles

(-19 minutes)
22
-374 miles

(-836 minutes)

Total




480
-11,028 miles

(-9,053 minutes)

Average per assessment





-23 miles

(-19 minutes)

Summary

The overall staff-related cost per assessment was similar for both COSIs working in community hospital-based clinics and the practitioners working in specialist nurse clinics. In addition, key characteristics which could impact on relative cost, such as scheduled time between assessments and the proportion of assessments resulting in referral to a consultant were found to be similar. Overhead costs were not available for the community hospital clinics and had been simplistically estimated for the specialist nurse clinics. It is likely that these costs fall within the range of £10 to £20 per assessment. A midpoint estimate of £15 results in a total estimated cost per assessment of £42 and £43 for the specialist nurse clinics and community hospital-based COSIs, respectively. This compares with the £50 cost per assessment for the practice-based COSIs plus an additional overhead cost relating to administration and clinical governance. In a locality such as Exmouth, where the local community hospital was reported not to have any capacity to support glaucoma clinics, the additional cost of using an optometry practice represents the price of achieving better access to services for Exmouth residents. In other localities, such as Sidmouth, the use of a practice rather than the community hospital may be more difficult to support. 

The analysis of activity and cost data suggests that both the COSIs working in community hospital-based clinics and the practitioners working in specialist nurse clinics could be more effectively utilised if changes could be made to the available infrastructure. 

1.2.6
Themes

Project pre-history; the context for innovation

The project’s immediate pre-history was unusual because the team from the WEEU submitted a bid to the eye care services programme to develop a specialist nurse-led service for managing glaucoma follow-up care across three PCTs including East Devon. The WEEU team only became aware of East Devon PCT’s bid shortly before it was submitted. The project’s ophthalmic clinical lead agreed to provide support for East Devon PCT’s bid, and following its selection to be included in the programme (and the rejection of the bid for a specialist nurse-led service from the WEEU), the project’s ophthalmic clinical lead has played a key role. A member of the project team from WEEU described the situation as follows:

“Well from our point of view this process [using COSIs] is not as favourable to us as the process that we were suggesting, which would be a … nurse-led community service in the community hospitals which would be cheaper and which from our point of view would be easier to supervise clinically, but obviously we weren’t awarded the money for the bid so we’ve been trying to make the best of it.”

The project team had experience of being an Action On cataracts project, which was viewed positively in terms of demonstrating interest on the part of optometrists in taking on additional roles. Since the summer of 2004, WEEU had also been seeking to enhance low vision services by promoting closer working with Social Services. The WEEU has also promoted nursing roles, and has a comparatively large number of nurse practitioners with a wide range of specialist interests.

The development of the project over time

The project took a pragmatic approach to implementing the COSI service, which relied on the head specialist nurse to provide the practical support necessary to coordinate the new pathway. The project has been impeded by challenging project management arrangements (see below), which resulted in a lack of consistent ownership of the management function within the project team. This has impacted on the project in terms of how the future management of the COSI service has been viewed by the team members. The original PID was PCT-led and it was assumed that the PCT was to take responsibility for the management of the COSI service on completion of the project:

“I think there was an assumption right from the beginning, rightly or wrongly, that actually … [the PCT] were going to do the ongoing running of it. It is not very well explained, but I think that because it was meant to be community based we wouldn’t have got the proposal if it had been based on the hospital running it. It had to have PCT involvement. And I think we didn’t even investigate, maybe wrongly, the fact that actually should it be run … centrally? We just assumed, I think, we didn’t actually question it.”

In practice, the level of ongoing administrative and clinical interaction required for the management of the patient group is such that WEEU, and the head specialist nurse in particular, will inevitably continue to have a central role. However, the perceived imperative for the PCT to take ownership of the service was such that by June and July 2006, project members were resigned to a period of uncertainty while a PCT-based management structure was put in place. The project was described as “technically operational” from April. In July, one team member commented:

“… we still haven’t managed to operationalise it brilliantly within the PCT. … a lot of the basic stuff hasn’t occurred, like there is still not a lead person for the optoms, we still haven’t sorted out the clerical and the booking of the clinics, those kind of issues we are still stumped with and we still haven’t got the last bits of the project implemented, like the IT solution.”

As noted above, in October 2006, operational management of the service was reported to have transferred to a PCT locality business manager, and it remains to be seen how this role develops. 

Clinical pathways and clinical audit

The WEEU has considerable experience of running specialist nurse-led clinics for both screening and follow-up assessment of glaucoma patients. In this context, the project provided an opportunity to compare pathways using alternative approaches to utilising non-medical clinicians. As one member of the project team noted in June 2005:

“We had a gut reaction that using a community hospital would be better access for patients, car parking, disabled access, and it was already set up so it would be cheaper, and until we have been running for another six months or a year, my gut reaction is that I think having one person doing more patients is a sounder proposition than having lots of people doing fewer patients. But we have already got qualified expertise out in the community with our optoms, and I mustn’t disallow that in my head.” 

Another member of the project team was cautious about the COSI role in comparison to the specialist nurse role:

“I’ve got very strong reservations about it … [due to] the difficulty with training, the clinical supervision and the volume of work going through each individual. Perhaps you don’t need to be as expert as … [the specialist nurse] to see many of these patients and the optometrists on the whole will provide an adequate service. That’s one of the things that we’re aiming to find out.”

The issue of COSIs seeing a small number of patients was viewed as undesirable by a number of participants. For example, the optometry clinical lead noted:

“From a clinical standpoint, somebody like … [the head specialist nurse], especially with the number of patients she sees, is going to better than any optometrist because she sees more patients.” (Respondent 3)

These views, expressed in July and August 2005, illustrate awareness of challenge of assuring clinical quality when the number of assessments made by any individual COSI was small. The project initially planned to undertake clinical audit by having the head specialist nurse audit 10% of the COSI cases that were not referred back to WEEU. Ten percent of the audited cases were then to be audited by the project’s ophthalmology clinical lead. This plan was discussed at a project meeting in July 2005, at which it was suggested that a more comprehensive approach may be appropriate. In August, one of the COSIs expressed reservations about the delay in instigating clinical audit:

“… audit should come in a bit quicker. We should have already been audited to make sure that people like myself, who do have limited clinical usage so to speak, are up to speed, we are not making mistakes that are quite obvious.”

By October 2005, the plan was for 50 COSI cases and 150 follow-up cases seen in WEEU to be reviewed by a registrar. Our October 2005 report noted 

“although the number of cases for which data were available is small and the COSIs were at an early stage of their development, the wide variation in experience across these four COSIs suggests that clinical audit has an important role in this initiative.” 

In June 2006, one of the COSIs commented on clinical audit:

“… obviously it needs to be an on going process to make sure that we are doing the right thing as it were, and making sure the patients are getting the right treatment or we are coming up with the right conclusions about the patient.” 

By July 2006, preliminary findings of an audit of randomly selected assessments undertaken by six of the seven COSIs, and the seven practitioners working in the specialist nurse clinics, were available: 

“the figures need … clarifying between the groups …, but what it showed was that the system is fairly robust on the whole and people are following protocols on the whole”. 

The audit included 13 assessments per practitioner on average (range 7 to 22). One issue raised was the need for consistent recording of the intraocular pressure (IOP) and the IOP target. Further analysis of the audit was undertaken and the results were presented to the COSIs in October 2006. Overall, the clinical audit activity undertaken as part of the project was not given sufficient attention to make a material contribution to its development. The project provided the following information about the clinical audit in feedback on a draft of this account:

“The clinical audit was deliberately planned to fall towards the end of the pilot period following experience with our in-house service. During the initial months we would expect a high re-referral rate following COSI appointments due to the initial clinical uncertainty of the participants. This high referral rate was actively encouraged at all our meetings and in our correspondence. The purpose of having a low threshold for re-referral was to ensure that no significant problems were missed. … The recent audit demonstrated that overall the standards of the COSI's were very high (comparable with the nurse practitioners) but one or two individuals raised concern. In particular … [an optometrist who] saw a very small number of patients over the period has been shown to fall well outside the protocol guidelines and this individual practitioner has been suspended from the scheme on clinical grounds. [The] … practitioner concerned would have to reattend the department for further training for conformation of adequate competency prior to rejoining the scheme.”

The specialist nurse clinics have been expanded, such that by the Summer of 2006 the head specialist nurse and another specialist nurse were contributing 12 of the 16 weekly clinics, and four other practitioners, including three optometrists, were each providing between 0.5 and 1.5 weekly clinics on average (table 26). Hence, the distinction between the COSI service and the specialist nurse clinics was not one of specialist nurses verses optometrists, or between practitioners providing a high or low volume of activity. Instead, by June 2006, the distinction was viewed in terms of those practitioners who worked at WEEU or in community settings and those COSIs who worked exclusively in community settings

“…professional background isn’t necessarily important, it is more the way they are working in that the people in the in-house scheme are much more part of the team, part of the department, … even if they go out to other units, they are part of the team that works here. They link in, they get all their educational updates, they have an ethos of asking for help, discussing problems and learning, compared to a team that works in the community largely in isolation. That’s more my concern between the two systems, rather than nurses versus optometrists, I think it is more a group of people working within a team with regular, frequent communication, versus is a relatively isolated group.”

Clearly, it would be possible to address the relative isolation of the COSIs by having them undertake some activity at WEEU. For example, they could be invited to undertake sessions which might otherwise be lost due to practitioners being on leave.

The issue of the clinically appropriate minimum level of activity has been raised by members of the project. For example, there appeared to be a consensus that undertaking six assessments per month was an undesirably small volume of activity. However, although two of the six COSIs for whom data were available (and possibly three of all seven COSIs) were working at this level, no action had been taken to address this issue.

The project’s team members held different views on the potential for having the COSIs screen referrals in addition to contributing to the shared care pathway:

“…the idea was that as we got the expertise out in the community, when the culture from our hospital eye service consultants was more trusting, and that they found that the service was robust and safe, then we would widen it out to screening as well.”

“I think referral refinement is actually very very difficult and to do it in isolation in an optometry practice … is not ideal because of all the problems with supervision. I think you need to be seeing a lot of these patients to develop the expertise and the background knowledge … . I think that an efficient system that gets all the base line tests done and then gets a consultant to look at them means that you avoid unnecessary follow up and you treat the ones who have got it appropriately. My worry is if the screening was happening in the community outside the hospital and you wouldn’t get all the base line information on these patients and you would end up with a lot more low risk suspects being … followed up unnecessarily …. So we would be very very anti having a team of optometrists screening these patients because it’s such a key step.”

Interestingly, one COSI changed their mind between August 2005 and June 2006 about the potential for COSIs to undertaking the screening role:

“With appropriate training and so on I think it [screening by COSIs] is an excellent idea because I am sure a lot of patients are referred unnecessarily to hospital. It takes up a lot of hospital time and very time consuming for the patient and it is anxiety for them … . In the same way of course they also have nurses doing that sort of thing in the hospital itself, they filter out patients and see who needs to see the consultant and who doesn’t.”

“… it can be so difficult deciding whether somebody may or may not have glaucoma and there are such a battery of tests … and that’s why obviously they get sent at a reasonably early opportunity to the hospital to check all those things through really.”

The location of the COSIs, in their own practices or community hospitals, had been contentious:

“… some of the optometrists were very keen that this should happen in their practices, and the whole point of the pilot was to see whether this type of care was possible in practices. There’s also been a lot of pressure from other optometrists to say that it shouldn’t happen in practices because it would cause an imbalance and a commercial advantage to the practices who were participating, to make life difficult for the people who weren’t participating.” (Respondent 1)

Conflicting views were expressed about the advantages of using community hospitals rather than practices. Community hospitals had the potential for comparatively high utilisation of equipment (with several COSIs undertaking sessions) and having blocks of patients seen during sessions was viewed as advantageous: “it focuses the mind on the job in hand rather than fitting glasses one minute and doing a glaucoma evaluation the next”. However, it was also acknowledged that in a practice setting, the COSI could draw on support for undertaking the visual field tests, which saved time, and that the flexibility in appointment times was convenient for both COSIs and patients. Moreover, it was also acknowledged that participation had had a beneficial impact on practices:

“From our point of view it has generated a lot of business on recommendations and so on, which has been quite interesting, I didn’t think it would make that much difference but it has.” (Respondent 4)

The experience in Sidmouth suggests that given the choice, most patients prefer to attend a community hospital rather than an optometry practice. However, in Exmouth, where the local community hospital was reported to not have any available capacity, one of the practice-based COSIs has seen more patients than any of the others. Some participants thought that it would cost less to have patients seen in community hospitals compared to optometry practices. Assuming that this is the case, in the absence of data on community hospital overheads, the additional cost of using an optometry practice in Exmouth represents the price of achieving better access to services for Exmouth residents. 

Recruiting and training the COSIs

Several of the participants noted that the ophthalmology consultants represented a range of views on the appropriateness of shared care with COSIs. The project’s ophthalmology clinical lead was seen as having a key role in promoting the COSIs’ participation in shared care to his consultant colleagues, which was on the basis that

“it’s a copy of the nurse led service and the same things that are done in-house will be done in the community and the same protocol will apply to both areas. I think that’s given them confidence that it’s a safe process.” (Respondent 1)

All the community optometrists from across the locality were invited to express interest in participating in the project. While not being “overwhelmed” with replies, the response was viewed as satisfactory. The multiples declined to participate. The respondents were assessed against clinical criteria, geographical spread, and the suitability of premises and equipment. The training consisted of a core introductory session of two and half hours in which the project, glaucoma and the protocols to be used were described. In addition, the optometrists were required to undertake competency based training within the WEEU:

“we … have already got what we call a competency framework which is full of standards for doing key skills and we expected them to book in sessions with both the Glaucoma unit and … [the project’s clinical lead], who is our ophthalmologist and learn, so that they can get these competences. And once they have met them they can be signed off and … [the project’s clinical lead] does the overall signing off. Once he is happy with them then they can be happy to go live.” (Respondent 2)

“Our criteria for allowing them [the COSIs] to continue has been that they had to meet certain key skills, including accurate pressure measurement and competent use of the equipment such as the visual field testing, … and demonstrating the ability to fill in the paperwork. By definition the people who have applied have generally been keen, well motivated, able people.” (Respondent 1)

The training was provided by the ophthalmology clinical lead and the head specialist nurse. Two of the COSIs described the head specialist nurse as “fantastic” in this role:

“[the glaucoma nurse] has been one of the lynchpins of the whole thing. She has been the person to keep the whole thing together from the point of view of us in the eye unit because she is obviously the chief glaucoma technician and is very competent also very helpful and a fantastic person to have around. You can phone up and ask and so on and she has been a great support.” (Respondent 4)

The training undertaken by two of the COSIs is summarised in box 2. 

The competency approach to training appeared to have been regarded as having worked well, with six of the seven optometrists who went through the process being passed. One of the COSIs commented on the training:

“I certainly had all the basics. I think my first clinic session was a four hour session I had six patients at the end of the four hours I was significantly behind and I had a lot of questions at the end. How any training session could have prepared me for the first one I don’t think it could have completely, there was too many small things that come up, especially working in a brand new clinic.” (Respondent 3)

The optometry clinical lead set up an email forum so that questions and answers between the COSIs and the WEEU staff could be readily shared. The financial outlook of the optometrists was viewed as having influenced the project’s approach to the training:

“The whole process of getting them into training is markedly curtailed by their reluctance to give up – or inability to give up – their fee paying sessions in the community. Generally they’re self-employed and need to be seeing patients to pay for their premises or keep their salary going.”

Box 2 East Devon project: training reported by two of the COSIs

Month
COSI A
COSI B

September 2004
Consultant in his glaucoma clinic (4 hrs)
Theory training session at WEEU (2.5 hrs)

October 2004
Consultant in his glaucoma clinic (4 hrs)



Specialist nurse in her glaucoma follow-up clinic (4 hrs)


November 2004
Specialist nurse in her glaucoma follow-up clinic (8 hrs)
Practical training session at WEEU (3 hrs)


Consultant in his glaucoma clinic (4 hrs)
Practical training session with consultant in his clinic (3.5 hrs)



Training session with specialist nurse and our receptionists at WEEU (approx 2.5 hrs)

June 2005

Theory and training for HRT2 (5 hrs)

July 2005

Specialist nurse came to our practice for a joint session examining patients on HRT2

One of the participants expressed the view that if the training had been extended, then the need for telephone and email support and site visits by the specialist nurse would have been reduced, along with fewer patients being referred back to the WEEU. Several of the COSIs reported that interaction between community optometrists and the WEEU glaucoma unit had strengthened since the project started:

“We have had a lot more communication than we ever had before and that has made us realise we can talk easily with each other.” (Respondent 3) 

“… shared care … improves one’s communications with the hospital and you get to know the consultants and all the other staff much better and that is really nice, because then you are in a position where, sometimes if you are not quite sure about patients, you can phone up and speak to them and it is much easier than it would otherwise have been.” (Respondent 4)

By August 2005, there appeared to be a consensus that the assessments were taking longer than anticipated, although by July 2006 there were mixed reports. The appointment slots varied between COSIs from 30 minutes to 40 minutes (table 25). One COSI who used 30 minute slots confirmed that there had not been any change in the time it took to see patients, while another COSI using 40 minute slots reported that it was taking less time to complete assessments compared to when the COSI started.

The project has held annual review sessions with the COSIs in which they have assessed volunteer patients in the WEEU and reviewed identified problems. One COSI described the November 2005 event as “very good, … very positive”. 

As noted above, the key distinction between the specialist nurse clinic practitioners and the COSIs is that the practical circumstances of the COSIs made clinical supervision more difficult:

“… the nursing staff who run these clinics and who go out into the community in our other areas all work as part of our team and they do several sessions within the hospital as well as outside the hospital and they’re constantly dipping in and out of clinic and asking about things and having really ongoing training and if there’s a problem they’ve got very easy access to having it sorted out whereas optometrists by definition work in isolation in the community and when they’re doing these sorts of sessions there’s no-one along the corridor or round the corner to ask.” (Respondent 1) 

Clearly the role of clinical audit is important, and there are steps that could be taken to strengthen integration. Nevertheless, the COSIs were positive about their experience: 

“I have developed my knowledge and techniques in the respect of glaucoma, which is what I hoped would happen, so that’s been very worthwhile.” 

In July 2006, two additional optometrists were reported to be in training for the COSI role, and one member of the project team described their training as being “much more robust”.

Patients’ views

At the beginning of the project, patients were written to and asked for consent to be included in the shared care scheme:

“I suppose in that way we were going round the roundabouts about seeking their views, and in actual fact all them wanted to go out to East Devon. And the next stage of the project is to go back … and talk about the patients that have been seen out there and actually evaluate how it has been for them. But obviously we haven’t been able to do that, we knew that patients were unhappy with our service, just because I collect complaints and all of these things, we didn’t need to talk to them.” (Respondent 2)

The project recruited two patients to its project board, but they were unable to participate due to time constraints. The COSIs have reported positive feedback from patients on being seen locally and not having to travel to the WEEU in Exeter:

“… as far as the patient is concerned it is far easier and made a big difference. I get comments all the time when I am doing my hospital session [about] how much they appreciate not having to go into Exeter.” (Respondent 3)

“[Patients] see it as a great step forward not having to go up to the hospital, seeing somebody locally and they can pop in to see if they are worried about anything. That is pretty important part of the project too …” (respondent 4)

Project management

The project was unable to recruit a project manager, and so the matron and service manager for the WEEU agreed to take on the part-time role with some of her existing duties ‘back-filled’. By May 2005, the arrangements for cover had fallen through, and the de facto project manager wished to pass on the project management role. 

In June 2005, it was reported that there had been three PCT leads for the project. This lack of continuity was not viewed as problematic, although support from the PCT had been needed for issues such as payment arrangements for the COSIs. At that time, the then project manager reported that the project’s decision-making processes had initially been weak, with the contribution of several stakeholders being viewed as problematic. In response, the project started using the Prince II project management methodology, which was advocated by the eye care services programme, and facilitated a more structured approach to defining participants’ roles and the decision-making processes. This change was seen as positive; it “definitely helped, and the project then leapt forward”. Nevertheless, there was also recognition that a price had been paid, as some participants “still do feel slightly isolated and slightly less empowered”.

A member of the acute Trust’s service improvement team was appointed project manager in September 2005, although the experience was reported to be unsatisfactory: “nobody accepts responsibility”. The matron and service manager of the eye unit had a mentor role with this project manager, who commenced maternity leave in March 2006, and was replaced by a PCT project manager. Although two of the COSIs met with this project manager in order to negotiate the increase in practice-based assessment fee to £50, by July it was evident that there had been very little contact between stakeholders, and project team meetings had not taken place for some time. In theory, adherence to Prince II would have lessened the negative impact of the changes in project manager. In practice, the potential of Prince II was dependent on the views and experience of the project manager in post, rather than having an overarching impact on the project. 

Although the project manager role has been problematic, it was useful to have the matron and service manager of the eye unit closely engaged with the development of the project, at least in its early stages. With hindsight, it would probably have been more satisfactory to have given the head specialist nurse an explicit project manager role, although it would have been necessary to back-fill some of her clinical commitments. This arrangement may yet prove to be necessary if the specialist software is purchased, because its successful implementation will be a major undertaking.

The role of the eye care programme

The provision of funding, and specifically funding to equip the COSIs, was seen as a key benefit of the programme. Funding of the COSIs’ fees was also viewed as important, as they allowed the new pathway to become established before the PCT would be required to fund the extra capacity. The initial project manager also valued networking with the other project managers and the support of the programme director and particularly the clinical lead in dealing with the project’s initial decision-making challenges. The absence of engagement by the programme with clinicians in the projects was viewed as a “wasted opportunity”. By July 2006, the programme leaders were taking a particular interest in how the project was being taken forward. 

1.2.7
Conclusion

The project succeeded in introducing a COSI service to facilitate a new follow-up pathway for patients with diagnosed glaucoma or ocular hypertension from East Devon PCT, which built on an existing specialist nurse clinics at the WEEU. 

Between December 2004 and May 2005, six COSIs, who were trained as part of the project, started seeing patients at four sites in three locations across the PCT. A seventh optometrist started seeing patients in November 2005, and a sixth site went live in August 2006. The COSIs saw patients in both community hospitals and optometry practices.

By August 2006, the project’s assessment dataset was not up to date. However, the available data indicate that between January 2005 and July 2006, 641 assessments were recorded for 357 patients. On average, the six COSIs for whom some data were available undertook 8.3 assessments per month worked during this period. Comparison of the activity of the COSIs and the specialist nurse clinics indicate that they were similar in terms of characteristics such as the mean time between assessments, the percentage of assessments resulting in a referral to a consultant clinic, and the salary-related costs per assessment. The COSI service has promoted better access through the provision of choice of location for follow-up appointments. An estimate of the impact of providing COSI assessments in Sidmouth and Exmouth was that on average patients had to travel 23 miles less per assessment, compared to attending WEEU in Exeter.

The project was led from WEEU and had a favourable local context due to the clinical leadership provided by the lead ophthalmology consultant, and the head specialist nurse both in demonstrating a non-medical follow-up pathway and her practical support of the COSIs. Although the project has increased capacity for follow-up assessments, further steps will be required before patients are routinely seen at the scheduled intervals. In this context, the COSI role could make a greater contribution, as part of a multi-PCT collaboration with WEEU. However, there are a number of issues to be addressed. These include: identifying the overhead costs of the community hospitals; assessing the capacity of the community hospitals and WEEU, including working arrangements for both COSI and specialist nurse clinics, against current and forecast requirements; reviewing the management role for the service as a whole and the potential impact of the introduction of specialist software; and taking steps to achieve closer clinical integration between the COSI and the specialist nurse clinic teams, supported by robust clinical governance arrangements.

Overall, the project made considerable progress towards achieving its aims, and, by October 2006, was in the process of transition to becoming mainstreamed across East Devon, albeit with some uncertainty about its medium-term configuration.

1.3
The Waltham Forest project (glaucoma pathway)

1.3.1
Introduction

The project sought to introduce a new pathway for screening suspected glaucoma cases, diagnosis and treatment of simple glaucoma, and follow-up of stable glaucoma or ocular hypertensive patients in community settings using an optometrist with a special interest (OSI) role. The project planned to train and introduce three OSIs, each working in one of three localities covering Waltham Forest PCT. 

One optometrist was accredited as an OSI without training because he had already been trained to a higher than required standard by the lead consultant ophthalmologist, and had worked with the clinical lead for two years. This OSI started seeing patients in May 2005. A second OSI was trained by the lead consultant ophthalmologist and started seeing patients in another locality-based community clinic in January 2006. The decision to initiate the third OSI post was postponed until a local evaluation of the project, which, by November 2006, had not been completed. 

1.3.2
Aims and objectives

The project aimed to introduce a new pathway for screening suspected glaucoma cases, diagnosis and treatment of simple glaucoma, and undertaking follow-up of patients with stable glaucoma or ocular hypertension using a locally developed OSI role. The project planned to train three OSIs who would each work from a community clinic premises in each of the PCT’s three localities. The objectives were:

· To enhance the role and skills of community optometrists by providing an accreditation/education programme

· To improve patient access by implementing a new pathway for glaucoma;

· To increase capacity and ensure effective use of resources.

1.3.3
Outcomes

To enhance the role and skills of community optometrists by providing an accreditation/education programme

Two optometrists were identified for the OSI role following an interview process. One of the optometrists had worked in a part-time voluntary capacity at Whipps Cross University NHS Trust with the glaucoma project’s lead consultant ophthalmologist for two years. This optometrist was viewed as having already received more than the required level of training in glaucoma, and was assessed and accredited as an OSI without further training. This OSI started seeing patients in May 2005. The second optometrist received a training package including one session per week over a 12 week period with project’s ophthalmology clinical lead. The optometrist passed an assessment following the training and was accredited. This OSI started seeing patients at the project’s second site in January 2006. 

In addition, an orthoptist also undertook the training package, which was not viewed as providing a sufficient basis for the orthoptist to undertake the same role as the OSI. Nevertheless, the orthoptist role was viewed as having considerable potential to support the OSIs’ clinics in the future. In October 2005, the project was reported to be considering advertising for an optometrist to be trained for the post in the PCT’s third locality. However, by July 2006, this decision was on hold pending a local evaluation of the project.

The lead consultant ophthalmologist was funded by the project for one session a month in order to provide clinical supervision. Initially this was provided by the consultant being present with the first OSI for several hours during every other weekly session in the community setting. Since the introduction of the second OSI, the clinical lead has maintained supervisory support by being present at one clinic held by each OSI each month. 

To improve patient access by implementing a new pathway for glaucoma

The activity data available for the OSI service were incomplete for several reasons. Data were reported to have not been collected for clinics held between 13 May and 10 June 2005. From 10 June 2005, data were reported to have been recorded for the first assessment undertaken by an OSI for each patient seen. The available data recorded 164 assessments by the OSIs between June 2005 and July 2006. It was reported that subsequent follow-up assessments were not recorded, apart from in the community health centres’ PAS software and the patients’ notes. These data were not available to the evaluation. The available data included the hospital number for 97% (159/164) of assessments, and these indicate that 9% (15/159) of the assessments included in the dataset were OSI follow-ups. Nevertheless, it can be assumed that data for most of the OSI follow-up assessments were not included in the available dataset. In addition, the project's lead consultant ophthalmologist saw some patients seen by the OSIs as follow-ups during the OSI clinics (see below). These patients would have been asked by the OSI to attend for a follow-up on a date on which the clinical lead would be present. These appointments were reported by the first OSI to have not been booked using the centre’s PAS, and the only record of the attendance would be an entry in the patient’s notes. This practice of having some patients seen by the clinical lead during an OSI clinic meant that referrals to Whipps Cross Hospital were avoided. Overall, the lack of available data on OSI follow-up assessments and additional assessments undertaken by the ophthalmology clinical lead meant that the available insight into the OSI pathway was constrained.

The assessment date and hospital number were recorded for 93% (152/164) of the assessments included in the dataset between June 2005 and July 2006. Figure 15 shows this activity divided into first assessments and follow-up assessments. On average, 10.3 new patients per month were assessed during the 12 months to June 2006.

Figure 15 Waltham Forest project: number of OSI assessments by type during the 13 months to July 2006
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Seventy-two percent (104/144) of the patients seen were recorded as ‘new’ referrals (referred by a community optometrist or GP), 22% (31/144) were referred by Whipps Cross University Hospital, 3% (4/144) were referred by Moorfields Eye Hospital, and 2% (3/144) were recorded as being follow-ups.

Fourteen percent (20/144) of the new patients were discharged. Fifty-one percent (63/124) of the new patients who were not discharged were identified as requiring medication to be initiated or continued. In those cases where medication was initiated, the patient was given a letter by the OSI to take to their GP requesting a specified medication be prescribed. Hence, patients requiring treatment were started on medication without their notes being reviewed by the lead consultant ophthalmologist. Of the remainder, 47% (58/124) were recorded as suspect glaucoma or ocular hypertensive or not requiring treatment, and 2% (3/124) were recorded as being referred to hospital, which in one case was to A&E for “immediate investigation”. 

Waiting time data were recorded for 88% (91/104) of the patients recorded as ‘new’ referrals, and 85% (34/40) of patients referred by the hospitals. The waiting time experience is summarised in table 35. The mean waiting time for patients referred by community optometrists or GPs was 6.4 weeks, compared to a waiting time of 12 to 13 weeks reported for outpatient appointments at Whipps Cross University Hospital. Hence, patients referred to the OSI pathway experienced shorter waiting times than patients referred to HES.

Table 35 Waltham Forest project: waiting times from referral to OSI assessment *

Source of referral
Number of patients
Mean
Median
Minimum
Maximum
SD

Community optometrist/GP
91
6.4 weeks
6 weeks
0 weeks
20 weeks
4.2 weeks

Hospital
34
7.1 weeks
7 weeks
1 week
26 weeks
5.0 weeks

* using patient-level data stating the waiting time in weeks

51 percent (73/144) of patients came from Chingford, compared to 21% (30/144) from Walthamstow, 15% (21/144) from Leyton/Leytonstone, and 14% (20/144) from other localities. 

The project’s lead consultant ophthalmologist usually attended each OSI’s clinic once a month (every fourth clinic). At each of these supervisory sessions, the clinical lead typically reviewed the notes of three or four patients and saw three patients previously seen by the OSI. The notes and patients seen by the ophthalmologist would be identified by the OSI and either be the subject of a query by the OSI or require assessment by the consultant for having fallen outside the protocol for the treatment of “simple” glaucoma by the OSI. This level of audit equates to approximately a quarter of the cases seen by the first OSI, and a higher proportion of the second OSI’s activity, given the lower level of activity seen. The clinical lead reported that no differences in outcome between the clinicians had been identified by this audit activity, and expressed a high level of confidence in the OSIs’ abilities. 

To increase capacity and ensure effective use of resources 

Each of the OSIs was due to undertake one session per week at premises provided by the project. Excluding the follow-up assessments for which data were not available, the first OSI undertook 142 assessments between June 2005 and July 2006 (3.1 assessments on average per clinic, assuming there were no clinics at which no patients were seen). The second OSI undertook 21 assessments between January and July 2006 (1.8 assessments on average per clinic, assuming there were no clinics at which no patients were seen). 

1.3.4
Activity levels and costs

In November 2006, the lead consultant ophthalmologist reported that the project had experienced an ongoing administrative problem with processing referrals for the second OSI’s clinics. The small number of recorded assessments (21 over seven months) was not viewed as reflecting the volume of referrals made to the clinic. The first OSI had taken steps to secure informal and voluntary support from pre-registration optometrists for his clinics to undertake visual field tests. This arrangement was not available for the second OSI’s clinics. The need to improve the staffing arrangements and administrative support for the OSI clinics was viewed by the lead consultant ophthalmologist as a key step towards the OSI pathway achieving its potential. 

Overall, a focus on taking efficient use of the second existing OSIs’ clinics in particular was viewed by the lead consultant ophthalmologist as a key step before considering expansion to a third clinic site. By November 2006, the OSI pathway had made only limited impact on the management of glaucoma for the PCT residents.

The project agreed a sessional OSI fee of £175. Costs relating to the community clinic premises were not available, and it was not possible to estimate costs per assessment on the basis of the available activity data.

1.3.5
Themes

Project pre-history; the context for innovation

The project benefited from the lead consultant ophthalmologist’s advocacy of the project’s objectives to transfer activity to community settings:

“Our hope is that as it rolls out and we have the three centres it should take the majority of the routine referrals and hopefully it will make life easier here… routine chronic lifetime glaucoma follow-up is not particularly well suited to being sited in acute general hospital.” (Respondent 1)

In addition, the availability of an optometrist with a strong interest in glaucoma, and an established working relationship with the clinical lead, enabled the project to take the first step in implementing the new pathway, without having to first train an OSI. 

The development of the project over time

The project was subject to delays. One factor was the absence of the lead consultant ophthalmologist for several months in the spring of 2005 due to sick leave. Another constraint was a delay in the completion of building refurbishment. However, taking account of these setbacks, the project still did not fulfil its expectations about when the OSIs would start seeing patients. In April 2005, it was expected that by September 2005 all three glaucoma clinics would be running. In early October 2005, it was reported that the second OSI would be starting later that month, while the actual first clinic was held in January 2006. By July 2006, the decision to initiate the third OSI post had been postponed until a local evaluation of the project had been undertaken in the Autumn, which had not been completed by October 2006. The delay in developing the third OSI clinic appeared to reflect a need to better establish the second OSI clinic before further expansion, and the impact of wider PCT reconfiguration and financial pressures. By November 2006, it remained to be seen whether or how the OSI pathway will be developed following the local evaluation.

Clinical pathways

The Waltham Forest pathway allowed the OSI to instigate treatment for glaucoma via a letter taken by the patient to their GP, without the patient’s notes first being reviewed by a consultant ophthalmologist. This arrangement was facilitated by the high level of trust between the lead consultant ophthalmologist and the two OSIs. The on-site supervisory support provided by the lead consultant ophthalmologist has facilitated a close working relationship between the clinicians.

One of the anticipated benefits was that the OSIs would be able to spend enough time with patients to increase medication compliance.

Clinical collaboration

The project’s lead consultant ophthalmologist viewed his involvement as limited to clinical support, “available to consult on clinical issues and … for the optoms to consult with me on how we manage patients.” The project kept local optometrists in touch with its progress through regular meeting updates, and believed that the PCT had a positive basis on which to build:

“I think we have really good relationships with our optoms locally … we're probably meeting with them … on a bi-monthly basis for various education programmes, so … I'm going to all those educational programmes, although they're not about the chronic eye disease and … at the beginning and the end of those I say “okay, this is the update of the chronic eye disease pathway, this is how the pathway's going to work”. So whilst I think we've got a lot of work to do in terms of … advising people how to refer and all the rest of it, I think we're one step ahead of the game because of the good relationships we've got with our optoms.” (Respondent 4)

Nevertheless, by April 2005, the project acknowledged that communication with local optometrists and GPs needed to be strengthened in order to implement the new pathways. In July 2006, it was reported that the project had succeeded in increasing referrals direct from optometrists, but that it had proved more difficult to ‘repatriate’ referrals from secondary care:

“… in some respects that is becoming increasingly difficult as time has come on, and that’s very much because of the pressures on the whole of the health economy in terms of payment by results, and with regard to hospitals having real national pressure on monitoring their activity. ... Whilst individually the consultants are signed up …, in reality that remains a problem for me to get as many referrals as I would like out of the secondary care setting.” (Respondent 4)

More generally there appeared to be a lack of consensus about the reasons for the limited activity experienced.

Recruiting and training the OSIs

As noted above, the recruitment of an optometrist with a strong interest in glaucoma and an established working relationship with the ophthalmology clinical lead, enabled the project to implement the new pathway, without having to first train a OSI. The training provided by the project for the second OSI was viewed as having worked well by the lead consultant ophthalmologist.

Patients’ views

The project’s steering board had an active patient representative. Patients attending the glaucoma clinics were reported to be given a patient experience survey, and data from 121 questionnaires were available relating to attendances between June 2005 and July 2006. Table 36 summarises the questionnaire responses.

Table 36 Waltham Forest project: summary of patient survey findings 

Question
Total number of respondents
Respondents answering "yes"

% (Number)
Respondents answering "no"

% (Number)
Number of respondents not answering the question

Were staff welcoming and able to answer initial questions
120
100% (120)
0 (0)
1% (1)

Clinic Easy to find
120
98% (118)
2% (2)
1% (1)

Was the clinic clean and tidy
119
98% (117)
2% (2)
2% (2)

Did you received a full explanation of your diagnosis
102
97% (99)
3% (3)
16% (19)

Did you received a patient leaflet
108
70% (76)
30% (32)
11% (13)

If you've not been discharged from this clinic are you clear about why
45
49% (22)
51% (23)
63% (76)

Were you an existing glaucoma patient
119
34% (41)
66% (78)
2% (2)

Have you been given a letter to hand in to your Dr's practice
90
33% (30)
6%7 (60)
26% (31)

If it's clinically appropriate - Are you happy to continue your treatment/appointments with the community clinic
108
99% (107)
1% (1)
11% (13)

Twenty-six percent (31/121) of the respondents gave free-text comments about their experience of the clinic. Patients commented on the convenience of the clinic compared to attending Whipps Cross Hospital: 

· “Quite happy to come here in the future. Very thorough, easier access than Whipps Cross”

· “This is very convenient as it is easy to park and therefore easier for my mother to access entrance, following a mild stroke.”

· “As a Chingford resident this suits me fine”

In addition to improved access, patients commented positively on the clinic’s atmosphere, including waiting times:

· “A nice relaxed atmosphere away from the "hub-bub" of Whipps. Seating area is a bit awkward but the age of the building makes that so.”

· “Nice and quick and not crowded.”

· “No waiting. So very good. Explanation good.”

· “Staff are very friendly, also a relaxing atmosphere.”

Positive views on the staff formed a strong theme of the comments: 

· “Excellent (illegible) very pleasant people”

· “Excellent explanation of diagnosis and answers to my questions. Very friendly and reassuring. “Excellent equipment. Bigger signs are needed, when looking for the clinic tried across the road 1st.”

· “People really did put me at ease and very friendly”

· “The receptionist was extremely helpful and efficient”

· “Very happy with the courtesy and generous amount of time spent on my visit.”

· “Everyone was very sociable. Dr's put patients at ease.”

The last of the above quotations raises the issue of whether patients understood that the COSI was not a doctor, although the consultant ophthalmologist and clinical lead may have been present. The only negative comments related to décor and signposting:

· “Although clean and tidy the centre is in urgent need of modernisation and redecoration.”

· “Clinic a bit tatty.”

· “Waiting area outside the clinic were "tatty" (illegible)”

· “The entrance could be better sign posted and weeds at front should be removed and maybe some plants put in.”

Project management

The project’s project initiation document (PID) was written by the project’s optometry clinical lead, who was the PCT’s PEC optometry lead, and an assistant director of the PCT. Views on the project’s objectives across all three pathways were mixed, although the expectation was that not all the pathways would be funded. However, having received funding for all three pathways, the PCT team members appeared to appreciate the scale of the challenge they faced to deliver the intended outcomes, but at the same time underestimate the consequent project management role. The PCT’s assistant director for primary care responsible for ophthalmology and optometry took responsibility for the then submitted bid on appointment in January 2004. A project support officer was appointed in August 2004, and then promoted to the role of project manager. Hence, project management arrangements evolved over time and both staff were at a disadvantage in not having participated in writing the project’s PID, or having experience of eye services. The project manager noted that the Prince II project management methodology was ‘excellent’, but that she had not been able to undertake training in its use until December 2004:

“with hindsight … maybe at the beginning I would have done things differently. It wasn’t started with … the Prince foundation in place, so we had to do things in retrospect. But it all worked out in the end, just took a little bit longer to get there.” (Respondent 2)

The project’s optometry clinical lead took two months’ compassionate leave at the end of 2004. The project found the bureaucracy associated with ordering the equipment challenging and experienced delays. Moreover, in general, the project’s development was hindered by a lack of effective communication between participating managers and clinicians about roles and responsibilities and limited empathy.

In general, across the three pathways being developed by the Waltham Forest project, stronger management arrangements and more effective communication between managerial and clinical participants would have facilitated more rapid progress. The following comments made in July 2006 illustrate the project's circumstances:

“… anything that could ever happen in a project has happened in our project”

“It’s formally finished as far as the modernisation agency or whatever format they are now. What we haven’t done is one, our final evaluation to sign off with the modernisation agency and two, to establish how we take it forward.” 

The role of the eye care programme

In addition to the funding, the programme leaders were viewed as having provided ‘invaluable’ support to the project manager. The programme leaders were aware that this project, with its three pathways, was the most complex of the eight projects, and faced considerable challenges. 

1.3.6
Conclusion

The project introduced a new pathway for glaucoma patients in community settings using an OSI role. The approach was ambitious as the instigation of medication for patients diagnosed with glaucoma by the OSI (via a letter for the patient’s GP), without referral to or review by a consultant ophthalmologist, represents a substantial role in clinical decision making. 

The project planned to train and introduce three OSIs, each working in one of three localities covering the PCT. The first OSI started seeing patients in May 2005, and the second OSI started seeing patients in January 2006. The activity data available for the OSI service were incomplete. However, the available data recorded 164 assessments by the OSIs between June 2005 and July 2006. The available activity and cost data relating to the OSI service were limited, such that insight into the OSI pathway was constrained. 

The clinical lead reported that no differences in outcome between the clinicians had been identified by his audit activity. A high level of trust between the lead consultant ophthalmologist and the two OSIs was reported. The on-site supervisory support provided by the lead consultant ophthalmologist has facilitated a close working relationship between the clinicians.

The postponement of developing the third OSI clinic appeared to reflect a need to better establish the second OSI clinic before further expansion, and the impact of wider PCT reconfiguration and financial pressures. By November 2006, it remained to be seen whether or how the OSI pathway will be developed following a local evaluation.

1.4
The Birmingham project

1.4.1
Introduction

The project aimed to develop and introduce a community optometrist with special interest (COSI) role to facilitate new glaucoma pathways for patients from North Birmingham PCT. The PCT-led project initially sought to work with the ophthalmology department of Good Hope NHS Trust. Although the project’s ophthalmology clinical lead has maintained involvement in the project, the Good Hope NHS Trust withdrew its support, and the project reconfigured itself in partnership with the ophthalmology department of Heart of England NHS Foundation Trust. The project experienced delays relating to the training of optometrists, which to some extent was a consequence of the wider challenges faced by the project which culminated in its reconfiguration in the early Summer of 2005. 

During the six months from October 2005, five COSIs piloted a shared-care pathway in conjunction with the Heart of England NHS Foundation Trust. By November 2006, two more optometrists were due to complete COSI training relating to screening of suspect glaucoma referrals by December 2006. 

1.4.2
Aims and objectives

The project aimed to introduce new pathways related to glaucoma using a locally developed COSI role, in three phases. Phase 1 would introduce screening of suspected glaucoma cases by the COSIs in order to reduce the proportion of inappropriate referrals to the ophthalmology department. Phase 2 would introduce shared care for patients with established pathology of a sufficiently low risk of an adverse event occurring. These cases would be co-managed by COSIs and the hospital service.

Phase 3 would entail the transfer of patients with suspected glaucoma who had been followed up in the hospital service to the COSIs for monitoring. These patients did not have definite disease, but were sufficiently suspicious to warrant long-term monitoring. The objectives were:

· To enhance the role and skills of community optometrists by providing an accreditation/education programme.

· To improve patient access by implementing new pathways for glaucoma in three phases.

· To increase capacity in primary care and release capacity in the hospital service.

1.4.3
Outcomes

To enhance the role and skills of community optometrists by providing an accreditation/education programme

Thirteen community optometrists entered a training programme devised and delivered by the project’s ophthalmology clinical lead. The training included 20 lectures over a 12 month period and culminated in multifaceted examinations in December 2004. Two optometrists dropped out of the training, three decided not to take the examinations, eight took the examination, and two passed. It emerged that further training was required in order for the optometrists to gain satisfactory practical skills, and access to patients and suitable training opportunities proved difficult to arrange. Following the major changes in the delivery of the project agreed in the early summer of 2005 (see below), additional arrangements for training were implemented. Five of the optometrists who undertook the initial training programme, received additional training which focused on the skills required for undertaking shared-care follow-up assessments. This training was provided by a consultant ophthalmologist from Heart of England NHS Foundation Trust, and was completed by September 2005. 

Four of the other optometrists who undertook the initial training programme (including the two who passed the December 2004 examinations), commenced additional training which focused on the skills required for undertaking referral refinement or screening of patients with suspected glaucoma. A research optometrist trained by the project’s ophthalmology clinical lead had a central role in providing sessional training, which in October 2005 was due to be completed by the end of 2005. By June 2006, two of these four optometrists had withdrawn from the training, which was due to be completed by September. By November, both the remaining optometrists were expected to be accredited in December 2006.

To improve patient access by implementing new pathways for glaucoma in three phases

The project’s initial plan was to introduce shared care for patients from North Birmingham PCT being treated for stable glaucoma at the ophthalmology department of Good Hope Hospital NHS Trust. However, due to a number of factors (see below), this plan was abandoned when Good Hope Hospital withdrew support for the new pathway in May 2005. The project subsequently developed a new plan with Heart of England NHS Foundation Trust to pilot a shared care scheme. This entailed use of the Midland Eye Institute, an independent facility in Solihull, as a venue for COSI clinics. The notes of each follow-up assessment by a COSI were to be reviewed by a consultant ophthalmologist in order to determine the treatment plan. Hence the COSI role was equivalent to a technician-led service already established at Solihull Hospital (part of Heart of England NHS Foundation Trust). The COSI service was piloted for six months from October 2005, with the five accredited COSIs participating in a rota to provide three sessions per week. Each session had four patient slots, giving a weekly capacity of 12 follow-up assessments. The review of patients’ notes was undertaken by a consultant ophthalmologist at the Heart of England NHS Foundation Trust. The project reported that 233 patients were seen by the COSIs. In general, the performance of the COSIs was viewed positively by the consultant ophthalmologist, and feedback was provided to the COSIs. However, the costings for the pilot were not viewed as viable beyond a limited period. It was reported that the high DNA rate of 17% (39/233) may have been linked to the requirement for patients to travel further to an unfamiliar clinic.

Nevertheless, the pilot allowed the COSIs to put into practice the skills they developed during the training they undertook as part of the project. The project subsequent initiated dialogue with these COSIs about their views on how to take the COSI role forward. 

By November 2006, the project had not reached conclusions about how the two COSIs about to be accredited for screening new patients should be utilised. The potential development of both COSI roles will be influenced by the proposed merger of the Good Hope NHS Trust and the Heart of England NHS Foundation Trust in early 2007.

1.4.4
Themes

Project pre-history; the context for innovation

The project was led by the PCT, and with hindsight the choice of Good Hope Hospital as a secondary care partner was unfortunate. The ophthalmology department was described as being in crisis, with long waiting times for patients. Although the project appeared to win support from several of the consultant ophthalmologists, in practice, the project failed to secure sufficient buy-in for its objectives from these key stakeholders. These factors together resulted in an unreceptive context for the project, despite a commitment on the part of the project’s ophthalmology clinical lead to research and innovation. 

The development of the project over time

The project experienced ongoing delays relating to the training of optometrists. Initially, they were to some extent was a consequence of the wider challenges faced by the project which culminated in its reconfiguration in the early summer of 2005. The major setbacks experienced in 2005 were followed by a complete change in PCT project management staff, in part due to the merger of local PCTs in June 2006, and maternity leave commenced by the project manager. Further structural change resulting from the proposed merger of the Good Hope NHS Trust and the Heart of England NHS Foundation Trust in early 2007, also contributed to an unreceptive context for developing the COSI roles in 2006. However, by November 2006, the new Birmingham North and East PCT remained committed to exploring the potential of the COSI roles.

Clinical pathways

The project found it impossible to build a consensus for its initial plan for shared care. The extent to which this was due to purely clinical considerations or a consequence of a range of tangentially related issues was not clear. The piloted shared care pathway provided a more limited role for the COSIs than initially intended. Nevertheless, it marked a step towards greater involvement of specially trained optometrists with the management of glaucoma patients. With hindsight, it may have been beneficial to have pursued COSI screening of referrals before introducing shared care, because there was strong senior clinical support for this option. 

Funding and costs

The COSI sessional fee for the shared care clinic pilot was £200, plus a £100 for the use of the premises. The support provided by the lead ophthalmologist was funded by the project, along with the training for the screening COSIs. 

Project management

The contribution made by the project's first project manager was widely recognised as valuable. However, the limited early progress of the project was largely determined by factors outside the project manager’s control. At times, communication and perceived empathy between stakeholders across the primary and secondary sectors was limited. The nature of glaucoma care is such that changes in pathways require strong support from ophthalmology clinicians. In this situation, especially when the ophthalmology service is under pressure, project management located in primary care will be disadvantaged.

The project has experienced a complete change in PCT staff and this has, at least, enabled a fresh perspective to be taken on how best to take the initiative forward. 

The role of the eye care programme

In addition to the funding, the project’s first project manager valued the networking opportunities with the other project managers working on the glaucoma pathway. The programme leaders were also appreciated as a source of support and guidance during the project’s development.

1.4.5
Conclusion

The project aimed to develop and introduce a COSI role to facilitate new glaucoma pathways for patients from North Birmingham PCT. The project was led by the PCT, and the choice of Good Hope Hospital as a secondary care partner proved to be problematic. The ophthalmology department was described as being in crisis, with long waiting times for patients. Although the project appeared to win support from several of the consultant ophthalmologists, in practice, the project failed to secure sufficient buy-in for its objectives from these key stakeholders. 

Although the project’s ophthalmology clinical lead has maintained involvement in the project, the Good Hope NHS Trust withdrew its support, and the project reconfigured itself in partnership with the ophthalmology department of Heart of England NHS Foundation Trust. The project experienced delays relating to the training of optometrists, which, at least initially, was to some extent a consequence of the wider challenges faced by the project which culminated in its reconfiguration in the early summer of 2005. 

During the six months from October 2005, five COSIs piloted a shared-care pathway in conjunction with the Heart of England NHS Foundation Trust. By November 2006, two more optometrists were due to complete COSI training relating to screening of suspect glaucoma referrals by December 2006. Once these optometrists are accredited as COSIs, the project plans to explore how to use this new resource, as well as pursue discussions with the five COSIs who participated in the shared-care pilot about how to develop their role. In addition to a change in PCT project management staff, in part due to the merger of local PCTs in June 2006, the potential development of the COSI roles will be influenced by the proposed merger of the Good Hope NHS Trust and the Heart of England NHS Foundation Trust in early 2007.

2 Appendix: the Low Vision projects

This appendix provides accounts of the four projects that have worked on new low vision

2.1 The Gateshead project

2.1.1 Introduction

The project introduced a new care pathway for people with low vision in the Gateshead locality, based on a high level of partnership working across multiple organisations spanning voluntary, health and social care services. The new integrated pathway enables users to receive greater contact time with low vision optometrists and rehabilitation workers who provide joint initial assessment, followed up by a domiciliary visit by the rehabilitation worker. The combination of a pre-existing local voluntary organisation (Sight Service) which hosts the project on the site of Bensham Hospital, and expertise provided by RNIB, provided a strong basis for the project. 

The project went live in January 2005, and rapidly attracted enough referrals to fill the capacity it introduced. During the first 18 months, the project undertook 460 clinic-based assessments (25.6 per month on average), 18 domiciliary assessments and 355 domiciliary follow-up visits. The project succeeded in mainstreaming its piloted pathway from April 2006, with funding from Gateshead PCT for Sight Service to continue to run the low vision service. The low vision service has a gained a respected status in the local area, and has received a number of awards. The project was characterised by its determination to provide a ‘gold standard’ service for clients, and its key characteristics, such as two hour assessment slots and routine domiciliary follow-up visits, have been maintained during the transfer to mainstream status.

2.1.2
Aims and objectives

The project aimed to promote and support independence for people with low vision, by providing an holistic response to the needs of people, including those with special needs. Objectives of the project included:

· To improve choice and accessibility to low vision services for the people of Gateshead, including follow-up care.

· To reduce waiting times for patients to low vision and rehabilitation services.

2.1.3
Outcomes 

To improve choice and accessibility to low vision services for the people of Gateshead, including follow-up care

Four optometrists were recruited to the project via a training event in low vision services led by RNIB. Intensive training continued prior to the service going live and continued throughout the pilot period. A rehabilitation worker was funded by social services in support of the project and two rehabilitation workers employed by Sight Service were provided to the project. There has been significant continuity in terms of project staff, with only the rehabilitation worker appointed by social services leaving post in February 2005. A technical assistant was provided by social services in lieu of the rehabilitation officer and has remained with the project throughout. 

The new patient pathway and integrated low vision service was launched in January 2005. Clients first meet a rehabilitation worker and are then given a full low vision eye examination by a low vision optometrist. A care package is then put together with the rehabilitation worker who discusses aids and other practical issues. Signposting to other support services can also be provided, and for this purpose the project’s use of Sight Service’s premises for assessments was viewed as a particular strength. The total appointment slot for this combined assessment by an optometrist and rehabilitation worker is two hours, which was compared to the 20 minutes reported to be available for low vision assessment at the Newcastle Royal Infirmary. The objective to increase access has been met through the provision of the service in Gateshead, which represents a new local service, compared to the alternative of travelling to Newcastle, which remained an option.

During the first 18 months, the project undertook 460 integrated low vision assessments in clinics at Sight Service (25.6 per month on average) (figure 16). The project initially reported a planned capacity of 32 assessments per month, and in practice the capacity was 27.8 assessments per month on average during this period. The project’s experience of being able to utilise 92% (460/510) of available clinic capacity suggests that it has benefited from Sight Service being one of its main partners because it was a key established source of contact with local people with low vision. In addition, the project undertook 19 domiciliary assessments during this period.

Approximately six weeks after the initial assessment, most clients were visited by the rehabilitation worker in their living environment to see that aids and adaptations are being used effectively. The project undertook 355 domiciliary follow-up visits by June 2006 (19.7 per month on average) (figure 16). The follow-up element of the patient pathway was seen as providing added value:

"Going on the home visits to see them in their home environment and to give them advice about lighting and things like that in their home environment is much better than doing it here in this clinical environment." (Respondent 5)

Figure 16 Gateshead project: number of integrated low vision assessments undertaken in clinics and domiciliary settings and follow-up domiciliary visits during 18 months to June 2006
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Clients can self-refer and can be referred to the service from any agency, and figure 17 shows a range of referrers. The pattern of referrals has changed over time (figure 17). During the first nine months, Sight Service accounted for 42% (96/228) of referrals, compared to 7% (16/229) during the subsequent nine months. The proportion of self referrals remained constant between these periods at 21% (47/228 and 49/229). The proportion of referrals from social services, the hospital eye service (HES), optometrists and GPs increased from 32% (74/228) to 55% (127/229), and at the level of individual referral types, the increases experienced by HES and optometrists were statistically significant. This experience illustrates the extent to which the project benefited from its association with Sight Service, which in the project’s first months provided a key source of referrals.

Figure 17 Gateshead project: source of referral between January 2005 and June 2006
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Figure 17 suggests that the project made progress towards addressing the concern, expressed in May 2005, about the referral levels, particularly from the acute Trust: 

"We are getting referrals now from local optometrists, we are getting referrals – not as many – from GPs as well. And of course, because we are based within the Sight Service we are getting referrals from there as well from people who have been registered for quite a long time and were told belligerently by the hospital ‘that’s as much as we can do, don’t come back’ so when there is a deterioration they are coming here instead. But … one of the problems that we are having is that we are really not getting a lot of referrals from the hospital." (Respondent 2)

In order to channel referrals to the most appropriate points the PCT and local authority co-finance an eye-clinic liaison officer (ECLO) at the acute hospital. With the consent of the service user, the ECLO re-directs any Gateshead referrals to the hospital low vision services to Sight Service. However, although the ECLO may be able to influence some degree of referral, it was recognised that changing the referral patterns of the consultants would take time, and that it remained an issue. In July 2006, one respondent suggested that giving a presentation to consultants explaining the service in detail may assist this referral shift:

“I think basically the consultants do need to go along to Bensham Hospital and see this working but obviously there’s time issues here because I think I did get some sort of feedback … that basically the consultants saw it as possibly second rate because it was … low vision aids being issued by a voluntary organisation… I think in their minds – I haven’t had any hard and fast evidence of this – but in their minds they were looking on it as people taking magnifiers of a shelf and not realising that it’s a sort of development throughout the country following these pathways and that it actually has very strict rules to adhere to …” 

There was also some concern that there was little information on the number of people receiving low vision assessments from the RVI, and therefore the overall demand for low vision services within Gateshead. 

The project started initiatives to proactively encourage referrals from people with special needs. For example, early progress was made with people who are deaf or deafened (table 37). Engaging with some groups representing people with potential special needs had proved difficult, and so the project was seeking to work through liaison routes already established by the local PCT.

Table 37 Gateshead project: clients with special needs between January 2005 and June 2006

Special needs
% (Number)

Number clients with physical disabilities
47% (215/460)

Number of clients that are deaf or deafened
26% (120/460)

Number of clients with cognitive impairment/dementia/learning Disabilities
4% (19/460)

Number of Black and Ethnic Minorities attending 
1% (4/460)

The project recorded the client’s age in bands as shown in table 38. In total, 70% (326/460) of clients were aged 75 or more. While the proportion of clients in the most common age band (age 75-89) remained almost unchanged, the proportion of clients age 90 and over increased significantly from 9% (20/229) during the first nine months to 16% (37/231) during the subsequent nine months (table 38).

Table 38 Gateshead project: clients by age band and time period

Age band
Clients in the first 9 months

% (Number)
Clients in the Subsequent 9 months

% (Number)
Total

% (Number)

17 and under
1% (2)
2% (4)
1% (6)

18 - 59
14% (31)
9% (20)
11% (51)

60 - 74
18% (41)
16% (74)
17% (77)

75 -89

59% (135)
58% (134)
58% (269)

90 and over
9% (20)
16% (37)
12% (57)

Total
100% (229)
100% (231)
100% (460)

The project’s records show that ARMD was the most common eye disease, which was experienced by nearly two thirds of the clients (table 39). One third of the clients had more than one eye disease (table 39).

Table 39 Gateshead project: clients with special needs between January 2005 and June 2006

Disease
% (Number)

ARMD
63% (288/460)

Cataract
19% (86/460)

Glaucoma
16% (75/460)

Diabetic retinopathy 
7% (33/460)

Other
35% (162/460)

Clients presenting with more than one eye condition
34% (157/460)

To reduce waiting times for patients to low vision and rehabilitation services 

The project reported that it has maintained waiting times of no more than 28 days from referral to assessment. Initially, this was reported to have been achieved, in part, by maintaining a ‘ghost’ waiting list of individuals identified through Sight Service as being appropriate for assessment but not yet contacted. The project did not maintain a client-level dataset including waiting times and it is not possible to quantify waiting time performance over time.

2.1.4
Activity levels and costs

The capacity requirement identified in the project’s PID was assessed on the basis of the demographics of the Gateshead PCT, the number of people registered, and account of individuals who were not registered but would need the service. The PID noted that there were 965 people registered as blind or partially sighted in the locality in 2003 (Department of Health, 2003). In addition, approximately 110 people were newly registered as blind or partially sighted in the locality each year, and the PID estimated that an additional 50% of those who were eligible would not be registered but would have sight problems which would benefit from low vision services. The PID forecast activity as 630 low vision assessments needed per annum (100 assessments for additions to the registered visually impaired population, 50 unregistered cases who would benefit from the service, and 480 assessments for present service users identified by review procedures). 

The balance of new assessments and reviews will change over time. Demand for the service may increase as historical referral practices change, while at the same time, an increasing proportion of the service’s total activity will focus on reviewing existing clients. 

The estimated costs of providing the low vision service during the year to June 2006 are summarised in table 40. During this period the project’s activity was: scheduled clinic assessment capacity of 338, 320 actual clinic-based assessments, 18 domiciliary assessments, and 274 follow-up domiciliary visits. The costs figures are based on data supplied by the project, activity during the 12 months to June 2006, and a number of assumptions, which are recorded in the footnotes to table 40. The estimated total cost per client is £295. 

Table 40 Gateshead project: estimated costs


Estimated total costs for the year to June 2006

Optometrist (assessment) (see note 1)
£18,630

Rehabilitation worker (assessment) (see note 2)
£12,166

Travel for client (assessment) (see note 3)
£296

Low vision aids (assessment) (see note 4)
£10,316

Overheads (assessment) (see note 5)
£49,626

Assessment Total 
£91,035

Rehabilitation worker (domiciliary visit) (see note 6)
£8,246

Travel for rehabilitation worker (domiciliary visit) (see note 7)
£528

Total (domiciliary visit) 
£8,774

Total for assessments and domiciliary visit
£99,809

Average total cost per client
£295

Notes:

1. Based on a sessional fee of £90, with two assessment appointments per session. The total number of sessions was 207 (169 planned clinic capacity, plus for 18 domiciliary assessments, and 20 for peer review and team meetings (4 optometrists each attending 10 meetings). 

2. An sessional cost of £56.05 is assumed to apply to the two rehabilitation workers employed by Sight Service and is based on a full-time salary of £20,500 (mid point of the range £16,000 to £25,000 for a rehabilitation worker (visual impairment) noted at www.lgcareers.com/career-descriptions/career-profile/266.htm), plus non-London multiplier of 0.93, plus employers’ NI, plus 14% for employers’ contribution to superannuation, assuming a capacity of 10 sessions per week and 42 weeks worked per year (see Curtis and Netten, 2005, p143). A sessional cost of £68.65 is assumed to apply to the technical assistant employed by Social Services and is based on the maximum salary in the range noted above. It is assumed that each of these three individuals undertakes a third of the sessions and attends all the staff meetings as recorded in note 1.

3. Based on the reported travel expenses claimed during the year to June 2006.

4. Based on the reported cost of low vision aids during the year to June 2006. 

5. These include monthly costs of £3,667 for the nine months to March 2006 (comprising accommodation £667, administration/management costs £2,500, support costs £500, and depreciation of equipment £500) and monthly costs of £5,542 for the three months to June 2006 (comprising accommodation £833, administration/management costs £4,208, support costs £500, and depreciation of equipment £500).

6. Based on 274 follow-up visits taking on average two hours at a cost of half the sessional rate described in note 2. 

7. Based on the reported travel expenses claimed during the year to June 2006.

The increase in overheads from April 2006 (footnote 5 of table 40), was largely accounted for by an increase in administration/management costs of 68% £4,208 per month. From April 2006, this cost included 75% of the service manager’s salary and 50% of an administrative assistant’s salary. This change was reported to more accurately reflect the service’s costs compared to the previously reported levels. Over a 12 month period, the higher level of overheads would result in an estimated total cost per client of £345, compared to the £295 estimated in table 40.

2.1.5
Themes

Partnership and working relationships

Hosting the service in a pre-existing voluntary organisation which was well respected within the community was cited as a key factor in the project’s success. For the statutory partners involved, having Sight Service as a ‘neutral’ intermediary seemed to be useful as no one statutory partner was seen as trying to ‘take over’ the project. The voluntary sector was also regarded as being much more flexible, and having the ability to be more innovative and less bogged down in bureaucracy than the public sector. 

"We have been very lucky that we have Sight Service as a basis for the scheme because obviously they have got experienced rehab … and the set up is really already very well established: information supply and supplying non-optical visual aids, and I think that’s been a bonus rather than setting up cold with nothing like that already there." (Respondent 4)

Bensham Hospital was also cited as being a beneficial site for the service; its recent development as a community hospital facilitated many useful links with other services, predominantly for older people such as the diabetes clinic. Nevertheless, the hospital is not well serviced by public transport, and Sight Service recruited a number of volunteer drivers to bring service users to the organisation. 

Integrated service provision was a key element of the project and one which relied on successful partnership working across organisational boundaries:

"I think this is an example of a true partnership. We have a good relationship with the PCT and with the local council and we are all working together. We get a lot of referrals from social services as well. So we are all working to make it happen." (Respondent 2)

"We have got four partners and it is the success of really involving those people and making them feel that they have got ownership has really been a strength to the project. The partners are not going to let us down because they all feel equal ownership and they are all equally proud of it and that is good." (Respondent 3)

Communication was cited as a key enabler of the project, which was proactively facilitated. In particular, a joint process mapping exercise was seen as having facilitated both communication and increased understanding of roles between the partner agencies and individuals. This contributed to team working which was also cited as an important factor. For example, one of the rehabilitation workers commented:

"… the work we do with the optoms is great, I mean we work like a very close knit team and they can occasionally sit in on us or we can occasionally sit in on theirs, just to get a feel for how it all works. So all in all it is really good."

Good communication to wider partners was also seen as imperative, for example offering low vision training to all local optometrists in Gateshead at the start of the project so nobody felt left out. Furthermore, all GPs, consultants and optometrists who referred people to the low vision services were sent a follow-up letter outlining the attendance of the service user, and what assessment and recommendations were made for their information. 

Patients’ views

Opportunities to consult with users were seen as plentiful and highly valuable:

"We have a very good service user implementation group, because they are very active at Sight Service. There are always users in the building so if you are actually developing something like a leaflet … you have access to a user immediately." (Respondent 1)

Project staff reported positive comments from users, and user focus groups were held in July 2005, which also generated positive feedback.

The development of the project over time

The project went live later than anticipated due to delays in receiving the equipment required for the service. Early on the project lost the rehabilitation worker provided by Social Services, and was unable to recruit another rehabilitation worker due to a recruitment freeze. Although this meant some capacity was initially lost, the technical officer who was recruited was perceived to have been a great asset to the team. The project was seen as requiring new ways of working that might be threatening to rehabilitation workers used to a more traditional approach. In May 2005, the vulnerability of rehabilitation staff was referred to as a potential threat to the project. However, the optometrist and rehabilitation team has remained together. 

By October 2005, discussions were underway about the continuation of the service with PCT funding from April 2006. The project’s plans were implemented, with the project manager discontinuing direct involvement, and the Sight Service’s team manager continuing as the low vision services co-ordinator. The agreed level of funding (£120,000) for 2006/07 was to maintain the existing level of activity based on the level of expenditure by the service in the first year, less the initial start-up costs. The statutory partners seemed to have high levels of trust in the voluntary sector, given the funding levels and commissioning process, although it was indicated by one participant that perhaps the PCT could be more systematic in its approach to the services. There was also some indication that although the service was operating in a positive way in itself, that since being mainstreamed it may require some further alignment with existing local authority and PCT services.

At the end of 2006, the service will start reviewing service users as they approach the two year anniversary of their assessment. Clients will be invited back for a further assessment, although it was undecided whether these would require the full two hour process used for first assessments. 

Sight Service covers both Gateshead and South Tyneside and was in discussions with the PCT and local authority about expanding to South Tyneside. 

The service was also still in discussions, predominantly with learning disabilities, dementia and BME service user groups to reach out more into the community. Sight Service was trying to uncover the barriers for such groups in accessing the low vision services, although it was recognised that this was a challenge being faced by the entire local area and not just in low vision services. There was also mention of Sight Service contracting with Social Services so that it will become the standard low vision assessor within the Gateshead area. The low vision service has a gained a respected status in the local area, and has received a number of awards, including one from the strategic health authority. 

Project Management

The project employed part-time an experienced RNIB manager with a background in health services management who had also worked for and was known to the project's stakeholders. In addition, a manager from Sight Service was funded by the project for two days a week to be on site during the actual clinics as the project’s team manager. This arrangement allowed the project manager to focus on strategy while the team manager led on the day-to-day running of the project. Both managers commented that two days a week for each role was felt to be insufficient, especially in the project’s early stages. Utilisation of Prince II methodology in the management and control of the project was seen as a key driver of the project’s success:

· "I think it probably stops blunders happening because you would spot them before." (Respondent 1)

· "I thought it was a pain in the neck at the start, but actually when you are doing a project description and then the work package it is really good for focusing your mind, and if you forget what it is you have agreed you can go back and have a look at it. So I suppose it is fairly useful." (Respondent 2

· "I can actually see an enormous benefit in using [Prince II] In actual fact we are learning as an organisation about that methodology and perhaps looking to use it in other work that we do as well because it is a very neat way of designing a model and working through a process and I believe that it is that system that has enabled us to have the excellent outcomes that we are getting." (Respondent 3) 

The importance of understanding the methodology prior to project implementation was emphasised, and for this reason training in Prince II was highly valued. 

The support of the project board was viewed positively by participants. For example, PCT representation was seen as sufficiently senior to be both authoritative and retain an active interest in the project. This has been further aided by the on-site presence of the Sight Service’s chief executive. In particular, these senior managers brought experience of previous service improvement initiatives to bear on the project. 

The mainstreamed service includes a programme of 10 team and review meetings per year for the optometrists and rehabilitation workers.

The role of the national programme 

Most respondents highlighted the Prince methodology as being the main advantage of the national programme, although the legitimacy and prestige of being a pilot as part of a national programme was also indicated to be useful. The funding provided for the project was considered crucial and involvement in the national programme was seen as providing support and healthy competition, particularly for the project manager. Further benefit was seen as accruing in terms of the profile of the national programme:

· "It is good that it is national because we get … a lot of recognition and when we had the grand opening we were able to get the media involved on the basis that this was quite a coup for Gateshead." (Respondent 2) 

· "There is a lot to be learnt from the other pilots as well, sharing the information, sharing the headaches as well I suppose. There is a lot of advantage in being a national pilot, the credibility is rather nice, but it has raised the profile of our organisation which is good. Yes I think there are lots of benefits really, apart from the money." (Respondent 3)

· "It is finding out how other places are doing it, how they are structuring it. Is there anything that they have thought of that we haven’t thought of? Are they doing something that we have found wouldn’t work for us and why? So it is just like a review process, it is a continuous review just to see how everyone else is doing it." (Respondent 5)

The monthly reporting process was also seen as providing benefits to the project team. Apart from these factors, most suggested that the national programme had somewhat of a light-touch, although they thought this was appropriate as the project was deemed successful. 

2.1.6
Conclusion

The project succeeded in introducing a new care pathway enabling users to receive greater contact time with service providers, and the project team was confident that the overall quality of service had improved. User satisfaction has been positively assessed via user focus groups, and the project reported involvement of a service user group in its development. The project represented a high level of partnership working across multiple organisations spanning voluntary, health and social care services. In particular, the combination of the pre-existing Sight Service, which hosted the project on a community hospital site, and expertise provided by RNIB provided a strong basis for the project. The management of the project was also viewed as a strength, although it took longer than anticipated to implement the new pathway. 

The project went live in January 2005, and largely due to its association with Sight Service, it rapidly attracted enough referrals to fill the capacity it has introduced, although over time the contribution of Sight Service as a source of referrals has decreased. The project succeeded in mainstreaming its piloted pathway from April 2006, with funding from Gateshead PCT for Sight Service to continue to run the low vision service. The project was characterised by its determination to provide a ‘gold standard’ service for clients, and its key characteristics, such as two hour assessment slots and routine domiciliary follow-up visits, have been maintained during the transfer to mainstream status. Demand for the service may increase as historical referral practices change, while at the same time, an increasing proportion of the service’s total activity will focus on reviewing existing clients. It remains to be seen whether the evolving pattern of activity will put pressure on the initiative to increase capacity or compromise on its ‘gold standard’ approach to service delivery.

All involved in the project believed it a success, and were particularly proud and took high-levels of ownership over the service that was being delivered to the local community. Success was viewed not only in terms of providing a high standard of care to a group who previously had a high level of unmet need, but also because it ‘ticks a lot of the current political imperative boxes’. The service is a good example of a partnership working together well, whilst engaging with the voluntary sector, giving service users choice, moving services from an acute to a community setting and involving service users in the process, all of which are key objectives of recent policy. Hence, although the perceived success of the service was indicative of a better quality low vision service within Gateshead, it was also held up by many in the locality as an illustration of future progression. 

2.2
 The Sutton and Merton, Wandsworth project

2.2.1
Introduction

The project sought to develop a small-scale pilot low vision service, which had been launched in Sutton and Merton in 1997, by expanding and extending the service across the boroughs of Sutton, Merton and Wandsworth. The project built on pre-existing collaboration facilitated by a Low Vision Services Committee (LVSC) representing the two PCTs covering these boroughs, local Social Services and voluntary organisations. The project piloted two pathways for accessing low vision services. Clients could have a low vision assessment at a participating optometrist’s practice with follow-up contact from a rehabilitation worker. Alternatively, they could attend a clinic based in a voluntary organisation’s premises for combined assessment by an optometrist specialising in low vision and a rehabilitation worker. Both pathways included a domiciliary visit from a rehabilitation worker in order to undertake a home assessment where this was required.

The project went live across the three boroughs between March and June 2005, and continued to offer both pathways until the end of March 2006, when the pilot period ended. Following an option appraisal, the project board decided to cease offering the practice-based assessment pathway in March 2006, but decided to continue to fund a lower level of capacity for clinics in the three voluntary centres. By moving from weekly to monthly clinics, and increasing the number of slots per clinic, the project has responded to the requirement to improve its utilisation of resources. A trend for the services within each of the three localities to reflect the preferences and capacities of the host voluntary organisations and the circumstances of local social services may increase over time. Similarly, the extent to which the new pathway is embedded in each locality appeared to vary. 

2.2.2
Aims and objectives

The project sought to build on the experience of a small-scale pilot low vision service, involving five optometric practices in Sutton and Merton, which was set up in 1997 by the project’s clinical lead. The aim was “to develop integrated and accessible eye-care services making best use of the available personnel from across agencies, in order to enable independence to be maintained for vulnerable people with low vision”. The objectives were:

· To develop a patient focused community-based multi-disciplinary low vision service, which provides the patient with greater access and a choice of service provider within the participating boroughs.

· To test the patient-held record as the means of linking with other services as appropriate and communicating patient information across the organisations.

· To identify and share good organisational practice within low vision services.

2.2.3
Outcomes

To develop a community-based multi-disciplinary low vision service, providing greater accessibility and a choice of patient pathway and service provider within the participating boroughs

Optometrists were recruited to undertake a pre-referral assessment and refer suitable patients to the project for low vision assessment. The project started accepting referrals in February 2005, initially within Sutton and Merton PCT, before being rolled out to Wandsworth PCT in June. Between February and November 2005, the number of optometry practices referring patients to the project increased from 11 to 33. This comprised 14 practices in Sutton, seven practices in Merton and 11 practices in Wandsworth, and one practice providing domiciliary services across the boroughs. 

Between March 2005 and March 2006, 241 low vision assessments were carried out by the project (figure 18). The project’s final report (April 2006) noted that 5% (13/241) of these assessments were domiciliary. Fifty-four percent (129/241) of the assessments were undertaken in Sutton, compared to 28% (66/241) in Merton and 19% (45/241) in Wandsworth. In addition, eight follow-up assessments were undertaken during this period.

Figure 18 Sutton and Merton, Wandsworth project: number of LV assessments by locality between March 2005 and March 2006
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The project introduced alternative pathways for accessing low vision services. Clients could have a low vision assessment at the practice of one of 10 participating optometrists, followed by a telephone assessment by a rehabilitation worker. Alternatively, clients could attend one of three voluntary organisations’ premises for combined assessment by a low vision optometrist and rehabilitation worker. Both pathways included a domiciliary visit by a rehabilitation worker to undertake a home assessment, when viewed as appropriate by the rehabilitation worker and patient. Data on the number of domiciliary visits were not recorded by the project, although one of the rehabilitation workers estimated that two out of seven assessments (approximately 30%) resulted in a domiciliary visit.

A voluntary organisation in each of the three boroughs provided accommodation for low vision assessments, and 56% (135/241) of the assessments were undertaken in one of these three centres. This activity is managed on a sessional basis, with four assessment slots available in each clinic during the pilot period. Until April 2006, the clinics were held on a weekly basis in each centre. During the 13 months to March 2006, the project used 28% (141/504) of the available voluntary centre capacity (table 41).

Table 41 Merton and Sutton and Wandsworth project: assessments and follow-ups undertaken in the voluntary centres to March 2006

Location of voluntary centre
Number of assessment clinics
Total assessment capacity
Number of assessments
Number of follow-ups
Percentage of available capacity used

Sutton
38
152
55
2
38%

Merton
51
204
38
4
21%

Wandsworth
37
148
42
0
28%

Total
126
504
135
6
25%

Seventy-one % (75/106) of the assessments undertaken in an optometrist’s practice were located in Sutton, with Merton and Wandsworth accounting for 25% (27/106) and 4% (4/106) of the practice-based activity, respectively.

The project anticipated that most patients would be referred by optometrists, and the project’s final report (April 2006) stated that “50% of the patients assessed were referred through the anticipated pathway with 50% from a range of other sources, social services, voluntary organisations and self-referrals.” Client-level data for the seven months to September 2005 included the source of referral for 80% (110/137) of referrals. These data suggest that 13% (14/110) of referrals were self-referrals and 8% were from Social Services. In one case the self referral was initiated through a talking newspaper. 

On average, two low vision aids were supplied to each client (475/233) in the year ending March 2006. At the level of each locality, the average number of aids varied from 1.9 per client in Sutton and Merton (241/124 and 121/64, respectively) to 2.5 per client in Wandsworth (114/45).

Dates of referral and low vision assessment were recorded for 48% (59/124) of assessments undertaken between March and September 2005. The median waiting time from referral to assessment for these cases was seven days, and the mean waiting time was 17 days (range 0 to 179 days, SD 31). Five patients were reported to have been telephoned by the project to remind them to book into one of the assessment centres, including the patient who waited 179 days, having not realised so much time had elapsed from when they were referred. The project reported that during the pilot period low vision assessments could be booked within seven days of referral or request in all three centres.

Seventy-seven percent (53/69) of the assessments completed in the voluntary sector centres between March and September 2005 did not enter the pathway by a direct referral from a participating optometrist. These patients had had a sight test within the previous 12 months and were assessed without the initial pre-referral information and a formal referral (and hence without a recorded referral date). 

The dates of the low vision assessment and subsequent telephone assessment by the rehabilitation worker were recorded for 69% (38/55) of the cases having the low vision assessment at an optometrist’s practice between March and September 2005. The median waiting time between these assessments was 10 days, and the mean waiting time was 15 days (range 0 to 41 days, SD 13).

Information obtained from social services and included in the project’s final report (April 2006) stated that of those clients having a low vision assessment in an optometrist’s practice

“Sutton patients were assessed by social services within 30 days from receipt of the low vision assessment form. Merton there is no up-to-date information available, although it was confirmed the wait time would be longer than the 30 days achieved in Sutton. Wandsworth there is no up-to-date information available although it was confirmed the current wait time within the borough is approximately 3 months.”

The age of the client was recorded for 97% (120/124) of assessments undertaken between March and September 2005, and 74% (89/120) were aged 75 and over. During this period, the client’s age and eye disease were recorded for 77% (95/124) of assessments. ARMD was the most common eye disease, accounting for 44% (42/95) of all clients as a single eye disease (table 42), and 70% (16/23) of clients with more than one eye disease.

Table 42 Merton and Sutton and Wandsworth project: clients by age band and eye disease

Disease
Clients aged 90 or over

% (Number)
Clients aged 75-89

% (Number)
Clients aged 60-74

% (Number)
Clients aged 18-59

% (Number)
All ages

% (Number)

ARMD (see note 1)
53% (9)
51% (27)
27% (4)
20% (2)
44% (42)

DR (see note 2)
18% (3)
8% (4)
0
0
7% (7)

Cataracts
0
6% (3)
0
10% (1)
4% (4)

Glaucoma
6% (1)
0
0
0
1% (1)

Other
12% (2)
11% (6)
27% (4)
60% (6)
19% (18)

People with 2 or more eye diseases
12% (2)
25% (13)
47% (7)
10% (1)
24% (23)

Total
100% (17)
100% (53)
100% (15)
100 (10)
100 (95)

Notes:

1. ARMD = Age related macular degeneration

2. DR = Diabetic retinopathy

Data on patients’ ethnicity was recorded for 96% (119/124) of cases between March and September 2005, and these data suggest that 9% (11/119) of patients were from an ethnic minority group. 

Following a project review in December 2005, the pathway using optometrists’ practices for assessing clients was stopped from April 2006, and the number of clinics was reduced to one per month in each voluntary centre. The number of assessment slots per clinic was also increased. The project reported that this was possible because a proportion of assessment would be annual follow up appointments which take less time. At the Sutton and Merton centres, the number of slots was increased in April from four to seven and six, respectively. At the Wandsworth centre, the number of slots was going to be increased to six from November. The increase in the number of assessments per clinic was being achieved by reducing the duration of overall slots, and staggering clients. This means that the low vision optometrist and rehabilitation worker would often be with different clients at the same time. From November, the centres’ capacity will be 228 assessments per year, which would almost cover the total 234 assessments undertaken during the year to March 2006, assuming all the clinics were fully utilised.

The change in the quarterly activity levels and clinic capacity are summarised in table 43. In the short term, clinic capacity was reported to be variable, with clients in Sutton being required to wait two clinics (months) for an available slot, while the Wandsworth clinic used only seven of the 12 available assessment slots during the quarter ending June 2006.

Table 43 Merton and Sutton, and Wandsworth project: activity and capacity by quarter between April 2005 and June 2006


Quarter ending Apr-Jun 2005
Quarter ending Jul-Sept 2005
Quarter ending Oct-Dec 2005
Quarter ending Jan-Mar 2006
Quarter ending Apr-Jun 2006

Number of assessments in practices
23
29
23
24
0

Number of assessments in voluntary centres (see note 1)
32
37
30
36
30

Number of annual follow-ups in voluntary centres
0
3
1
2
8

Number of domiciliary (see note 2) assessments
n/a
n/a
n/a
n/a
6

Number of voluntary centre clinics
27
35
26
33
9

Percentage of voluntary centre clinics’ capacity used
30% (32/108)
29% (40/140)
30% (31/104)
29% (38/132)
75% (38/51)

Notes:

1. 13 domiciliary assessments were reported between March 2005 and March 2006 and are included here.

2. See note 1 for the period to March 2006

Given that the two pathways no longer exist, the increase in choice in patient pathway has been constrained as the funding governing rehabilitation services means that the patient can only be seen in the Voluntary Association of the borough where they live, although the service still offers a community-based alternative to the hospital services. In Sutton, the voluntary sector organisation was able to provide taxis to service users for transportation to assessments free of charge, and the Merton site had a number of minibuses which were also used to transport users to their centre. 

To test the patient held record as the means of linking with other services as appropriate and communicating patient information across the organisations

Patients were provided with a patient-held record, in which they were encouraged to note any questions or issues to be raised at the next point of contact. Patients were also encouraged to keep the record somewhere safe. Although it is early days for this element of the service, seven of the eight clients seen at annual follow-up during the quarter ending June 2006 were reported to have had their patient-held record at the follow-up assessment. 

The patient-held record was also perceived to have been a good way of engaging both the user and their family within the care of the service user. It may be a way of cutting down on multiple low vision aids being issued and not being used, as accurate follow-ups can be made which could facilitate the return of any unused equipment and ensure that each service provider knew what other aids had been tried. 

To identify and share good organisational practice within low vision services

The project took steps to promote information-sharing with stakeholders. This included regular reporting to the local low vision services committee and the South West London ophthalmology network, updates in the LOC newsletters and information on the PCT and chronic eye care services programme websites. Since the project was mainstreamed in April 2006, the project manager has not been involved to the same degree, and the low vision services were being run more independently from the three centres. The Sutton and Merton sites shared a PCT and had rather more contact with each other than with the Wandsworth site. A concerted effort to keep the sites in touch was reported, and to invite all sites to relevant meetings, but the turnover of personnel at the Wandsworth site, social services and the PCT was reported to have inhibited continuity. 

2.2.4
Activity levels and costs 

The project initially estimated that the number of assessments it would provide would increase from 450 in its first year to 900 in its second year. However, the project sought to meet unmet need and the potential demand was unclear: 

“… we don’t know how many patients are out there not accessing any healthcare services, for whatever reason. So … [the project] is to look and find those patients and give them the help and support they need …” 

Despite considerable efforts to publicise the new service, by October 2005 the level of activity was still lower than anticipated, and much of the available capacity at the voluntary centres was unused (table 43). It was apparent that it would take time to change historical referral practices in response to the new pathways, and raise awareness with potential clients. Initially it had been thought that the pilot would run for two years, but there were delays with the DH announcing the pilot sites and subsequently further delays whilst management systems were set up, a project manager recruited and Prince II trained. It was felt that referral patterns would have been given an opportunity to change had the pilot been run for 18 to 24 months, rather than 11 months. 

Since the decision was taken to reduce the number of clinics to a monthly basis there has been a varied response across the three areas to demands made on the clinics; in July, the Sutton clinics were booked up for the next two sessions. The Merton situation was similar. Wandsworth, however, had not filled its available capacity and it remained the locality seeing least clients. Following the reduction in clinic capacity and the ending of practice-based assessments, it remains to be seen whether the available capacity will prove sufficient over the longer term. The PCTs were reported to be continuously monitoring the situation. 

The project agreed a fee of £20 for the initial work-up by an optometrist prior to the referral of a client to the project, and a fee of £60 per client for a low vision assessment by an optometrist in their practice. The sessional fee for a low vision optometrist at one of the voluntary associations was £100, and the average sessional cost of hiring the premises and administrative support was £229 during the year to March 2006. 

On average, the cost per client of low vision aids supplied was £43.39 during the year to March 2006. At the level of each locality, the average cost per client of low vision aids supplied was £36.27 in Sutton, £41.34 in Merton and £65.91 in Wandsworth.

The estimated costs of providing the low vision service, in terms of assessments and domiciliary visits, are summarised for the years ending March 2006 and March 2007 in table 44. The figures are based on data supplied by the project, activity during the 12 months to March 2006 (see table footnotes), and a number of assumptions, which are recorded in the footnotes to table 44. 

The changes introduced from April 2006, including the ending of practice-based assessments, the reduction in clinics and the increase in assessments per clinic, result in the total estimated cost falling from £334 per client, for the 234 clients assessed during the year to March 2006, to £175 per client, for the 210 clients estimated to be assessed during the year to March 2007 (table 44).

The project reported an estimated cost to the PCT of £100 per client, assuming full utilisation of capacity, and excluding the cost of rehabilitation services funded through social services.

Table 44 Merton and Sutton and Wandsworth project: estimated costs 

Stage
Cost
Estimated costs for the year to March 2006
Estimated costs for the year to March 2007

Referral stage
Optometrist (referral)
£1,260 (see note 1)
£1,120 (see note 10)

Assessment stage
Optometrist (practice)
£5,940 (see note 2)


Assessment stage
Optometrist (clinic)
£12,100 (see note 3)
£3,600 (see note 11)

Assessment stage
Rehabilitation worker (see note 4)
£7,828 (see note 5)
£2,329 (see note 12)

Assessment stage
Low vision aids
£10,110 (see note 6)
£9,073 (see note 13)

Assessment stage
Overheads
£38,095 (see note 7)
£18,672 (see note 14)

Assessment stage
Total cost
£70,490
£34,794

Domiciliary visit
Rehabilitation worker
£2,620 (see note 8)
£1,941 (see note 15)

Domiciliary visit
Rehabilitation worker (travel) (see note 9)
£162
£120

Domiciliary visit
Total 
£2,782
£2,061

Overall
Total 
£78,115
£36,855

Overall
Average total cost per client
£334
£175

Notes:

1. Based on a fee of £20 per referral and 63 referrals (27% of all assessments) paid for during the year to March 2006.

2. Based on a fee of £60 per assessment and 99 practice-based assessments during the year to March 2006.

3. Based on a sessional cost of £100, and 121 sessions funded during the year to March 2006.

4. The cost of the rehabilitation worker was not included by the project as a cost. A sessional cost of £64.69 is based on a full-time salary of £20,500 (mid point of the range £16,000 to £25,000 for a rehabilitation worker (visual impairment) noted at www.lgcareers.com/career-descriptions/career-profile/266.htm), plus London multiplier of 1.07, plus employers’ NI, plus 14% for employers’ contribution to superannuation, assuming a capacity of 10 sessions per week and 42 weeks worked per year (see Curtis and Netten, 2005, p143). 

5. The cost of clinic assessments is based on the sessional cost of £64.69 (see note 4) and 121 sessions funded during the year to March 2006. It is assumed that telephone assessment of clients having a practice-based assessment would take on average 30 minutes at a cost of £8.09 per assessment (based on the sessional fee being 4 hours) multiplied by the 99 practice-based assessments undertaken during the year to March 2006.

6. On average, the cost per client of low vision aids supplied was £43.39 during the year to March 2006.

7. This includes an average sessional cost of hiring the premises and administrative support for clinic sessions of £229 during the year to March 2006, plus overheads estimated in the project’s PID; training (annual review, and new contractors) £3,482, annual audit £1,741, updating low vision kits £1,741, and ongoing management and IT maintenance £3,482.

8. Based on the assumption of a domiciliary visit taking a total of 2 hours on average including travel time (i.e. half the sessional cost £32.35. It is estimated that 2 out of 7 clinic assessments result in a domiciliary visit, and assumed that 3 out of seven telephone assessments result in a domiciliary visit (i.e. 81 domiciliary visits in total during the year ending March 2006).

9. Based on an estimated average cost of £2 per domiciliary assessment.

10. The total number of clinics is forecast to be 36, with a maximum capacity of 228 assessment slots. It is assumed that 92% of this capacity will be utilised (i.e. 210 assessments undertaken in total). It is assumed that the same proportion of clients will be referred by optometrists as before (27%). The cost is therefore £20 multiplied by 56 referrals.

11. It is assumed that the sessional cost remains £100.

12. It is assumed that the sessional cost remains £64.69.

13. It is assumed that the average per client of low vision aids supplied remains £43.39.

14. It is assumed that the average sessional cost remains £229.

15. It is assumed that the average cost per domiciliary visit remains £32.35 and that 2 out of 7 clinic assessments result in a domiciliary visit.

2.2.5
Themes

Project pre-history; the context for innovation

The project’s clinical lead led the long-established small-scale pilot low vision service in Sutton and Merton. The clinical lead is also the optometric advisor for the Sutton and Merton PCT and set up and chairs the multi-agency LVSC. The LVSC has facilitated close co-operation between health and social services, which is manifest, for example, in the funding of rehabilitation worker time by social services in support of the project. 

The project also benefited from a pre-existing ophthalmology network, which facilitated communication between local acute Trusts and PCTs, and other service improvement activity. For example, a local cataract initiative went live in September 2004 involving four acute Trusts and five PCTs, which sought to introduce direct referrals from optometrists and patient choice at referral, which was managed by the project’s project manager. The history of multi-organisational collaboration, and long-standing interest in low vision services, provided a receptive local context for this project and was paramount in its being able to meet the deadline of launching the service in February 2005. The members of the LVSC were also proactive in the development of the pathway with most members being part of either the project board or project teams.

“This particular project has worked exceptionally well because … it has grown out of the low vision services committee which already were partners, so everybody around the table wasn’t new to each other anyway” 

Holistic approach

The collaboration between health, social services and the voluntary sector was viewed as working well, particularly when clients were assessed at one of the three voluntary centres. Use of the voluntary centres provided an opportunity for clients, if they wished, “to enter the world of the voluntary sector which is very warm”. The three local voluntary organisations were Merton Vision, Sutton Association for the Blind, and the Pocklington Trust. 

Clients referred to the project’s low vision service receive a quality of life questionnaire, which formed the basis for setting vision-related goals with either the optometrist, if assessed in a practice, or rehabilitation worker, if assessed at a voluntary centre. This allowed the assessment to be based specifically around what the clients want to be able to achieve, and so were more closely related to their everyday needs than a generic assessment would be. 

A down-side of the project was that the practices in Sutton and Merton which had been involved with the original low vision service since the 1990s, are no longer providing funded low vision assessments because of the way the service had been mainstreamed. However, these practices were reported to support the services by continuing to refer patients. 

Patients’ views

The project undertook a postal survey of all patients seen by the end of September 2005. The response rate was 39% (48/124), and respondents included 38 patients and 10 patient representatives. The views of the majority of respondents on the service provided by the project were very positive. For example, the survey asked respondents to rate the level of satisfaction with the overall service received on a scale of 1 to 4. Sixty-seven percent (32/48) gave a rating of 4 ‘completely satisfied’, 13% (6/48) gave a rating of 3, 4% (2/48) gave a rating of 2, 6% (3/48), gave a rating of 1 ‘not satisfied’, and 10% (5/48) did not answer the question. A similar range of responses was provided when asked about satisfaction with advice and guidance given: 60% (29/48) gave a rating of 4 ‘completely satisfied’, 13% (6/48) gave a rating of 3, 10% (5/48) gave a rating of 2, 6% (3/48), gave a rating of 1 ‘not satisfied’, and 10% (5/48) did not answer the question.

The issue of satisfaction with magnifiers loaned generated the most mixed responses: 56% (27/48) gave a rating of 4 ‘completely satisfied’, 17% (8/48) gave a rating of 3, 13% (6/48) gave a rating of 2, and 15% (7/48), gave a rating of 1 ‘not satisfied’. However, in response to the open question “What aspects of the service have been the most valuable to you?”, one of the most cited responses was “Magnifiers” (25%, 10/40) along with “Equipment & Visual Aids” (25%, 10/40), and “Personal Contact” (20%, 8/40).

Staff survey

The project undertook a postal survey of all participating optometrists by September 2005. All three of the optometrists undertaking assessments in the voluntary centres responded, and 80% (8/10) of the optometrists referring and undertaking assessments in their practices responded. Only 27% (6/22) of the referring-only optometrists responded, and one of these respondents had not referred any patients, and so did not complete the form.

The participants were commonly positive about a range of issues, including ease of following the pathway, and patient information. With one exception, the referring optometrists reported that less than 10% of people they felt were suitable for low vision assessment decided that they did not want to be referred. The most common suggestion for improvement raised by the respondents was for simpler paperwork for both patients and particularly optometrists.

Project management

The project manager had considerable commercial sector experience before joining the NHS in 2003. The project manager was employed by Merton and Sutton PCT, and good working relationships were reported between the project manager, the project manager’s line manager who was the PCT’s service improvement manager, one of the PCT’s executive directors, and the project’s clinical lead. The use of Prince II project management methodology was viewed as beneficial, particularly in terms of helping to maintain the project’s focus on key objectives. 

The project sought to explicitly incorporate lessons from the initial, small-scale pilot. These included an appreciation of the benefit of having a project manager, and the need for better communication between existing care providers; optometrists, social services and the voluntary sector. The departure of the rehabilitation worker from Wandsworth Social Services, who had been actively engaged with the initial preparations, led to the postponement of the project’s launch in Wandsworth until June 2005. With hindsight, this decision was viewed as sensible, allowing the project manager to concentrate on launching the project initially in Sutton and Merton, before spreading to Wandsworth. 

Since the pilot period ended in March 2006, the project manager has had less direct input into the low vision services, but remained a point of contact for stakeholders. In addition, the project’s clinical lead remained committed to promoting the implemented low vision pathway.

The role of the national programme 

The national programme has been identified as being useful in a number of ways, particularly affording it a certain degree of legitimacy as it is Department of Health backed. The project has therefore had a high profile, and the funding has enabled the services to offer training across all service providers. There has also been some information sharing between projects. The opportunity for the project manager to network with the other project managers was viewed as a “massive benefit”, over issues including contracts, equipment and patient information. Although the project had not needed to seek support from the programme’s leaders, their availability for support was appreciated. The Prince II methodology was also perceived as being very useful.

2.2.6
Conclusion 

The project piloted new pathways for accessing low vision assessment, either at a participating optometrist’s practice, or combined assessment by a low vision therapist and rehabilitation worker at a voluntary organisation’s premises. The project drew on previous local experience of a small-scale pilot low vision service, and successfully built on pre-existing multi-organisational collaboration. The project went live across the three participating boroughs between March and June 2005. By the end of the pilot period in March 2006, 241 assessments had been undertaken (19.4 per month on average during the year to March 2006). The distribution of the assessments across the localities varied considerably, from 54% (129/241) in Sutton, to 28% in Merton and 19% in Wandsworth. The level of assessment activity was lower than the funded capacity during the pilot period. Following an option appraisal by the project board, the project responded to the requirement to improve its utilisation of resources by ceasing the practice-based assessment pathway, reducing the number of clinics in the three voluntary centres, and increasing the number of slots per clinic. Hence, the services mainstreamed from April 2006 are distinctly different for those piloted in certain respects. The changes in practice are forecast to result in a substantial reduction in the estimated cost per client to £175.

Reported feedback from service users who had accessed low vision services during the pilot also suggested that having a one-stop assessment was a favoured option, rather than having an assessment with an optician and then later seeing a rehabilitation worker. A trend for the services within each of the three localities to reflect the preferences and capacities of the host voluntary organisations and circumstances of local social services, may increase over time, as management functions are devolved. The extent to which the new pathway is being embedded in each locality appeared to vary, and Merton and Sutton have made most progress in building on their long-standing experience of promoting community-based low vision services. The Wandsworth locality was the last to go live and accounted for just four assessments per month on average between June 2005 and June 2006. The Wandsworth service, in particular, will require ongoing support in order for it to build momentum and fulfil its potential.

2.3
The Waltham Forest project (low vision pathway)

2.3.1
Introduction

The project initially sought to introduce a new pathway for low vision services in community settings using assessments by an optometrist with a special interest (OSI). The project planned to train and introduce three OSIs, each working in a PCT premises in one of three localities covering Waltham Forest PCT. During the project’s early development, it was decided to broaden its scope to include assessment by a rehabilitation worker at the same time as the optometrist’s low vision assessment. Accordingly, as part of the project, the PCT and local Social Services jointly recruited a rehabilitation worker to operate across all three sites. The low vision assessment service went live in one locality in September 2005, with the intention that it would be rolled out across the remaining sites at a later stage. The second clinic was set up in early 2006 but operating out of the same clinic, before moving to a new site in May. The third site is still to be established. 

2.3.2
Aims and objectives

The project developed its initial aims to introduce a new pathway for community-based low vision services to include a locally developed OSI role combined with assessment by a rehabilitation worker. Once a care plan has been agreed following assessment, the aim was for the patients to be managed by their local optometrist. The project aimed to increase patient access to low vision assessment, in order to provide an earlier diagnosis, when, for example, the use of magnifiers may be helpful. The involvement of social services through the joint assessment by a rehabilitation worker was also viewed as increasing access. The project aimed to reduce waiting times for clients referred for low vision assessment. The project planned to train three OSIs who would each work from a premises provided by the project in each of the PCT’s three localities. The specific objectives were:

· To introduce a community-based low vision assessment service, providing assessments by both OSIs and a rehabilitation worker

· To provide education relating to low vision services for a range of stakeholder groups.

2.3.3
Outcomes

To introduce a community-based low vision assessment service, providing assessments by both OSIs and a rehabilitation worker

The low vision assessment service went live in one of the three localities (Comely Bank Clinic) in September 2005, with assessments being undertaken by an OSI and a rehabilitation worker. A second OSI started seeing clients in January 2006, initially at the same clinic before moving to the second locality (Langthorne Health Centre) in May 2006, once the premises was ready. The second OSI was also the optometry clinical lead for the low vision element of the project, and both OSIs had experience of low vision work through their sessional activity at Whipps Cross Hospital. 

The project's low vision clinics were held weekly and initially had capacity for three assessments over a four hour period. Each assessment was reported to take between an hour and an hour and a half. Between September 2005 and May 2006, 72 assessments were recorded (8 per month on average) and one of these was undertaken as a domiciliary visit (figure 19). Figure 19 shows a total of 50 clinics. This number of clinics assumes that OSI A did not have any clinics arranged without any clients booked. Fifty-four percent (13/24) of OSI B’s clinics between January and May 2006 did not have any clients booked. This experience represented a significant ‘teething problem’ with management arrangements for the second clinic. Although it was reported that this problem had been addressed in July, by October, staff reported that the issue of bookings not being made was ongoing.

In May 2006, at the suggestion of a newly appointed rehabilitation worker, the maximum number of assessments was increased to four per clinic. However, in practice, because of the problems with booking patients into the clinics, it was reported that very few clinics had included four assessments. Between September 2005 and May 2006, the mean number of assessments per clinic, at which at least one client attended, was 2. Thirty-one percent (11/35) of the clinics with at least one client included three assessments. The DNA rate was 8% (6/72). 

Figure 19 Waltham Forest project: low vision clinics and assessments by OSI between September 2005 and May 2006
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The most common source of referrals was Social Services (47%, 34/72) followed by GPs (18%, 13/72), optometrists (15%, 11/72), and self-referrals (11%, 8/72) (figure 20).

Figure 20 Waltham Forest project: source of referral to the low vision clinics
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On average, 1.1 low vision aids were issued per assessment; 35% (25/72) of assessments resulted in no aids being issued, one aid was issued in 38% (27/72) of assessments, two aids in 14% (10/72), three aids in 11% (8/72) and four aids in 3% (2/72) of assessments. 

Sixty percent (43/72) of the clients were aged 75 and over. Data on client age and eye disease were available for 89% (64/72) of clients (table 45). ARMD was the most common eye disease, accounting for 39% (25/64) of all clients as a single eye disease (table 41), and 50% (6/12) of clients with more than one eye disease.

Table 45 Waltham Forest project: clients by age band and eye disease

Disease
Clients aged over 85+

% (Number)
Clients aged 75-85

% (Number)
Clients aged 65-74

% (Number)
Clients aged 18-64

% (Number)
All ages

% (Number)

ARMD
42% (8)
68% (15)
13% (1)
7% (1)
39% (25)

Diabetic Retinopathy
0 (0)
0 (0)
13% (1)
27% (4)
8% (5)

Cataracts
16% (3)
0 (0)
50% (4)
7% (1)
13% (8)

Glaucoma
11% (2)
9% (2)
0 (0)
0 (0)
6% (4)

Other
0 (0)
9% (2)
0 (0)
53% (8)
16% (10)

2 eye diseases
32% (6)
14% (3)
25% (2)
7% (1)
19% (12)

Total
100% (19)
100% (22)
100% (8)
100% (15)
100% (64)

Table 46 shows the distribution of clients by sight registration and age band. Overall, 55% (39/72) of clients were known to be registered blind or partially sighted.

Table 46 Waltham Forest project: clients by age band and sight registration 

Disease
Clients aged 85+

% (Number)
Clients aged 75-85

% (Number)
Clients aged 65-74

% (Number)
Clients aged 18-64

% (Number)
All ages

% (Number)

Blind
29% (6)
14% (3)
18% (2)
33% (6)
24% (17)

Partially sighted
33% (7)
32% (7)
18% (2)
33% (6)
31% (22)

Not registered
14% (3) 
18% (4)
27% (3)
11% (2)
17% (12)

Not known
24% (5)
36% (8)
36% (4)
22% (4)
29% (21)

Total
100% (21)
100% (22)
100% (11)
100% (18)
100% (72)

Clients’ ethnicity was recorded for 78% (56/72) of assessments. Eighty percent (45/56) of clients were White, 11% (6/56) Black, 7% (4/72) Asian, and 2% (1/72) were recorded as ‘other’.

To provide education relating to low vision services for a range of stakeholder groups

In October 2005, the project held two educational events. One was for community optometrists, which explained the new pathway and raised awareness about the low vision aids and their availability. The other event was for voluntary groups, the social care network and patients, and similarly aimed to raise awareness. An event for GPs was subsequently held. 

2.3.4
Activity levels and costs

The project’s project initiation document (PID) noted that the Waltham Forest PCT’s

“population is the 12th most diverse borough in England with an ethnic mix of 65% White, 15% Asian and 15% Black people. There are areas of considerable deprivation in Waltham Forest and the Jarman Index ranks the borough as the 12th most deprived area in London. Almost 16% of the population is over 60 years of age and of these, 5% are diagnosed as diabetic. 

There are 300 people registered blind or partially sighted using the BD8 forms each year…Based on RNIB research it is thought that only 50% of those eligible to be registered blind or partially sighted are, which suggests that there are over 400 people and carers in the area who would benefit from well informed, trained and equipped multidisciplinary centres with LVAs and lighting being supplied at cost.”

At the end of March 2003, there were 810 people registered as blind or partially sighted in the Waltham Forest borough, and 100 of these individuals were newly registered during the year to March 2003 (Department of Health, 2003b). 

The PID did not explicitly forecast low vision assessment activity. However, the objective was to run a weekly clinic in each of three localities, with an initial capacity of three assessments per clinic, which suggested a total capacity of 405 assessments per year, or about 34 per month on average (assuming each clinic was held 45 times per year). (The PID’s provisional budget included funding for three OSIs to be paid £175 per session for 45 sessions each per year. However, this provisional budget covered the whole project, which also included a similar objective to establish weekly clinics for OSIs undertaking glaucoma screening and shared-care in three localities. Hence, it is not clear how may low vision clinics were intended to be funded from the provision budget.)

A senior PCT manager reported that an evaluation of the project would be completed in September 2006, and this would include an assessment of costs. By early October 2006, the project's evaluation was not available, and data relating to costs are limited. As noted above, the OSI sessional fee was £175. The cost of the rehabilitation worker was funded by the project, with a view that the role would subsequently be joint funded by the PCT and social services. For the purpose of comparison, a sessional cost of £64.69 for the rehabilitation worker can be assumed. A sessional cost of £64.69 for the rehabilitation worker is based on a full-time salary of £20,500 (mid point of the range £16,000 to £25,000 for a rehabilitation worker (visual impairment) noted at www.lgcareers.com/career-descriptions/career-profile/266.htm), plus London multiplier of 1.07, plus employers’ NI, plus 14% for employers’ contribution to superannuation, assuming a capacity of 10 sessions per week and 42 weeks worked per year (see Curtis and Netten, 2005, p143). Based on this assumption, and excluding the 13 clinics of OSI B for which no patients attended noted above, the average combined OSI and rehabilitation worker cost per assessment was £116.52 (72 assessments in 35 clinics). 

The change in practice to book a maximum of four, rather than three, patients per clinic increases the maximum capacity for assessments. If the clinics could achieve a high level of utilisation, such as 92%, the average combined OSI and rehabilitation worker cost per assessment would fall to £65.13.

2.3.5
Themes

Development of the project over time

The Waltham Forest project was unique in covering all three pathways being piloted by the programme. The other seven projects all focused on one pathway only. In general, across the three pathways being piloted by the Waltham Forest project, stronger management arrangements and more effective communication between managerial and practitioner participants would have facilitated more rapid progress (see project management below).

The project was subject to delays in going live. One reason for this was the project’s decision to broaden its scope to include low vision assessment by a rehabilitation worker at the same time as the optometrist’s low vision assessment, because it took time to agree funding and recruit a rehabilitation worker in association with local social services. There were also delays relating to the refurbishment of the premises to be used for the locality-based assessments, and the recruitment of OSIs. 

The original rehabilitation worker then left the post in March 2006, and a new rehabilitation worker was appointed in May 2006. This change in personnel caused some discontinuity to the project and no assessments were recorded as having been undertaken in April 2006. There was also some concern that low vision training was not offered at this point to the new rehabilitation worker, who was employed through an agency and line-managed through social services. 

The new rehabilitation worker has changed a number of aspects of the pilot such as introducing a maximum of four assessment slots in one clinic rather than the previous three. This means that service users could be seen for slightly less time than before but it was felt that, particularly with older people over the summer months, users were becoming very tired during the session and it was a little long. Some of the paperwork has also been changed, to make it more accessible to both users and professionals, and users now receive a typed copy of this after their session, rather than a hand-written one. 

By July 2006, there was some uncertainty about when the clinic in the third PCT locality would be launched: 

“it’s equipped and it’s ready to go but because of the changes in the PCT and all the rest of it I don’t know what the progress is going to be on that.”

As for the glaucoma third clinic, a decision about expanding the low vision service to the third locality was overshadowed by wider PCT reorganisation, and by the end of September, no change was immanent. While the two running weekly clinics were being continued, it appeared that the service was being rolled on and was subject to a review of PCT service delivery which had yet to be concluded. 

Project management

The project’s PID was written by the project’s optometry clinical lead, who was then the PCT’s PEC optometry lead, and an assistant director of the PCT. Views on the project’s objectives across all three pathways were mixed, although the expectation was that not all the pathways would be funded. However, having received funding for all three pathways, the PCT team members appeared to appreciate the scale of the challenge they faced to deliver the intended outcomes, but at the same time underestimate the consequent project management role. The PCT’s assistant director for primary care responsible for ophthalmology and optometry took responsibility for the then submitted bid on appointment in January 2004. A project support officer was appointed in August 2004, and then promoted to the role of project manager. Hence, project management arrangements evolved over time and both staff were at a disadvantage in not having participated in writing the project’s PID, or having experience of eye services. In April 2005, the project manager noted that the Prince II project management methodology was "excellent", but that she had not been able to undertake training in its use until December 2004, which had inhibited progress. 

The project’s overall optometry clinical lead took two months’ compassionate leave at the end of 2004, and resigned from the project towards the end of 2005. This role was not replaced. The project found the bureaucracy associated with ordering the equipment challenging and experienced delays. 

In February 2006, the project manager was seconded to a primary care management post within the PCT, but continued her project role with a reduced time commitment, which was compensated for to some extent by the provision of some additional administrative support. Hence, the shared managerial function between the PCT’s assistant director for primary care responsible for ophthalmology and optometry and the project manager continued. In July 2006, the project manager commented on the decision-making process:

“… I think it still works the same sort of way, you know, I still go to … [the assistant director] for anything that I think is out of my remit and … [the assistant director] would still pass things back to me if she thought it was something that I should be dealing with in the same way.”

Despite the project manager’s ongoing role, by July 2006, some participants suggested that she had left some time ago, and since this point there had no longer been a specific person left with ‘steering capacity’. This had sometimes proved frustrating for those undertaking the assessments as there was no one person perceived to have overall strategic control. In general, the project’s development was hindered by a lack of effective communication between participating managers and clinicians about roles and responsibilities and limited empathy. In September 2006, another manager in the PCT was assigned the project manager role. 

Clinical pathway

One of the issues raised about the hospital low vision services was a lack of contact with social services. Respondents suggested that although patients may get a low vision assessment at the hospital they were more often than not, not referred on to a rehabilitation worker within social services. The hospital service was often perceived to be limited in terms of medical intervention, and respondents felt that some of the social needs of patients may therefore be neglected. Often patient’s first contact with social services was reported to be at the point of registration; one of the aims of the low vision services was to be able to intervene earlier:

“In a way we are hoping we get people at an earlier stage, so that we can build the ground work. I think what I find a bit disheartening with the hospital service, is that I often get people whose diagnosis comes as a bit of a shock. They have struggled for a long time and they have in a way struggled for so long and find it difficult to cope with magnifiers. I would like to see the person much earlier, so that you could get them to start using magnifiers. You could start offering them help, information, things they can do for themselves, so they have a more secure grounding. If that is offered they are much better long term. It seems when I see those people, they are lost, depressed as well. When the diagnoses is so late and they are left so long are often incredibly devastated…..”

The low vision project had direct contact with the HES at Whipps Cross Hospital, as both the low vision OSIs undertook sessions at the acute department. This was viewed as providing an opportunity to generate referrals for the low vision clinics, although the number of such referrals by May 2006 was very small (figure 20).

In addition to supporting the low vision clinics, the project’s first rehabilitation worker was reported to have undertaken much work with community forums, such as an Asian blind society, which had generated referrals. The rehabilitation worker also ran a course on living skills for the visually impaired, which was due to be repeated. 

The booking of clients into the low vision clinics was undertaken by the PCT clinic administrative staff, and a number of participants suggested that it was quite a frustrating process. No one specific person had been tasked with this role, which had impeded continuity. It was suggested that some of the unused capacity may have been due to difficulties with the booking procedure, and greater coherence could have been achieved had the team doing the assessments had more contact with the administrators. Although in July 2006, it was reported that improvements in the management of bookings had recently been made, by October it was reported that this booking issue remained an ongoing problem.

Partnership working

Partnership working was raised as an issue during several of the interviews in July and August 2006, with some team members suggesting there had been some difficulties encountered. For example, there was uncertainty as to when the pilot was actually due to finish, and interviewees expressed concern that they had not had a meeting of all the partners together since January 2006.

There was a suggestion that a relationship with a voluntary sector organisation was perhaps missing within the partnership. However, there was no large voluntary organisation within the local area who could naturally take on such a role, and despite efforts of the previous rehabilitation worker, a strong relationship had not yet been formed. It was suggested that such a relationship would be useful in encouraging a greater number of self-referrals than the low vision service had received. 

Patients’ views

All the patients were reported to be given a questionnaire to complete with a stamped addressed envelope. Comments from 17 patients, who attended a low vision clinic between January and June 2006, were available and shown in box 3. The comments share a theme of positive feedback on the friendliness and helpfulness of staff, and the suitability of the premises. 

It was suggested that it would be useful to have an administrator role for promoting a higher response rate from patients. There were plans to contact all those who have had an assessment in the past year as part of a review process, and seek some feedback about the pilot. However, capacity was an issue here, and interviewees suggested this could be assisted by using an administrator for this process. 

Box 3 Waltham Forest project: reported comments from patients seen in the low vision clinics

Well lit, with helpful staff and well defined stairs.

It's very comforting to know that we have a clinic in our area such as this where people are prepared to help people like myself.

Very friendly staff but would have liked seating inside main doors, to use while waiting for the car.

Could not wish for a better service myself and husband were very very impressed with all round service.

By the friendly, kind and personal attention I was made to feel welcome. Excellent in every respect.

Clean bright receptionist was helpful. Staffs approach were kind, friendly and very helpful.

Bright clear premises.

Inside I found it bright, modern, calm a nice clinic. The Staff were pleasant, took a lot of time to explain and answer questions. All good, very useful, very helpful.

I could find no fault, it was clean and well lit. Very well done.

A well lit entrance, many direction signs inside and staff ready to answer questions.

I was made to feel at ease, friendly staff.

The staff were friendly and helpful. When I arrived there is not big signs to tell you that you are in the right place, which is unnerving when you are not sure.

Found the clinic very useful. I got lots of magnifiers that have helped me enjoy TV viewing again! Also reading large print is now possible.

Thoughtful communicating. I am from Redbridge so WHX sent me here by mistake, but still got advice needed. Prefer if it was near tube.

The clinic was clean and the staff were helpful and patient.

Found the staff to be kind and considerate, but didn't like their patience. It would be helpful if transport can be organised for attending clinic and if drinking water was available.

Found the staff to be helpful and friendly.

Friendly staff.

2.3.6
Conclusion 

The project introduced a new community-based pathway for low vision services in two of three localities covering Waltham Forest PCT. The new pathway included low vision assessment by an OSI and assessment by a rehabilitation worker at the same time. The first clinic started in September 2005. By May 2006, eight assessments per month had been undertaken on average. The project did not progress as quickly or extensively as originally envisaged. It appeared that indications given in the summer of 2006 that activity would increase, in part through improvements in booking arrangements, and by increasing the maximum number of assessment slots per clinic from three to four, had not been fulfilled. Feedback available to the project suggested that patients were very happy with the assessment clinic. 

The project demonstrated partnership working between the PCT and social services, with more limited engagement with the voluntary sector. Overall, the project’s development was hindered by a lack of effective communication between participating managers and clinicians about roles and responsibilities and limited empathy. While the two running weekly clinics were being continued, it appeared that the service was being rolled on and was subject to a review of PCT service delivery which had yet to be concluded. A decision about expanding the low vision service to the third locality as originally intended had been overshadowed by wider PCT reorganisation, and by the end of September, no change was immanent. 

2.4
 The Havering, Barking and Dagenham project

2.4.1
Introduction

The project sought to develop low vision services across two London boroughs, each covered by a separate PCT and social services department: Barking and Dagenham, and Havering. The initial plans arose from recommendations put forward by the Barking and Havering low vision services committee, in response to a desire to incorporate user groups and facilities with improved ways of working for the current low vision service and the rehabilitation teams. In addition to the involvement of the local PCTs and social services departments, the project was managed by a project manager from the RNIB, which also provided other expert support. 

The project introduced combined low vision therapist and optometrist assessment for clients at Yew Tree Lodge, a site just outside Romford town centre in the Havering locality which is shared with Havering social services, local societies and service users. The project went live later than intended in February 2005, suffered a lack of continuity in staffing, and saw fewer patients than anticipated. In addition, the wider challenges of partnership working between health and social services across the two boroughs provided a difficult context for the project’s development. 

The project’s low vision service at Yew Tree Lodge was closed at the end of September 2006, and it was reported that this was due to a lack of consensus between the stakeholders about its continued funding in Havering. Although the project was not pursued as intended, it was reported that there were plans to re-establish the service in the Barking and Dagenham borough in the future. 

2.4.2
Aims and objectives 

The project aimed to provide an integrated, multi-disciplinary, centre-based low vision and rehabilitation service for people with sight problems. The project sought to empower service users as partners and decision makers in their own care. The main objectives include:

· To bring optometric assessment and rehabilitation work into one client assessment

· To improve rehabilitation waiting times and provide equity of access

· To increase the number of domiciliary visits

· To supply optical equipment to properly address user’s needs.

It was anticipated that the impact of the project would:

· Proactively encourage integration and partnership working across traditional boundaries, thereby enabling professional groups to work together to meet the needs of their clients.

· Increase the awareness and understanding of low vision issues amongst professional groups.

· Enable a shift of services from secondary care to community settings, thereby releasing secondary care services to meet more specialist needs.

· Reduce inequality for clients who cannot access low vision and rehabilitation services.

2.4.3
Outcomes

To bring optometric assessment and rehabilitation work into one client assessment 

The project started seeing patients in February 2005, following delays in going live mainly due to the refurbishment of the building being used for the low vision assessments running behind schedule and problems with staff recruitment.

Initially, one optometrist provided one clinic per week with a capacity to see four patients. Subsequently a second optometrist was recruited through links with the RNIB, allowing for one extra clinic per week, giving a total capacity of 34 assessments per month on average (408 assessments per year). The project reported that during its first year, 126 assessments were undertaken, and this increased to 200 over the first 17 months or 11.8 per month on average (figure 21). Havering accounted for 71.5% (143/200) of all assessments compared to 28.5% (57/200) from Barking and Dagenham (figure 21). 

The assessment sessions involved both a low vision therapist (LVT) and an optometrist, with the LVT following up the appointment in approximately two weeks to determine whether the service user required a domiciliary visit. The project was not able to provide data on the number of domiciliary visits undertaken. Following the appointment of a regular optometrist, a number of joint optometrist-LVT domiciliary visits were undertaken for those who were unable to attend the centre for assessment due to mobility difficulties.

Figure 21 Havering, Barking and Dagenham project: number of patients seen per month
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Across both localities, the most common source of referral was social services (53%, 132/250) followed by self-referral (45%, 113/250) and other (2%, 2/250). However, figure 22 shows that the majority of Havering clients were self referrals. These data confirm that access to the project’s low vision services was easier for clients in Havering compared to those from parts of Barking and Dagenham:

“Issues with the taxi cabs - I know that if you are registered you get a badge and the taxis only go a certain distance and so some patients from Barking and Dagenham have to pay for some of their travel.” (Respondent 2) 

The fact that social services and the low vision services in Havering were provided under one roof facilitated good working relationships between staff and patient access. 

Figure 22 Havering, Barking and Dagenham project: source of referral
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The project recorded the clients’ age in three bands; 18 to 59, 60 to 74 and 75 and over. Sixty-eight percent (133/196) of the clients were aged 75 and over (table 47). ARMD was the most common eye disease, accounting for 45% (88/196) of all clients as a single eye disease, and 67% (38/57) of clients with more than one eye disease (table 47).

Table 47 Havering, Barking and Dagenham project: clients by age band and eye disease

Disease
Clients aged 75+

% (Number)
Clients aged 60-74

% (Number)
Clients aged 18-59

% (Number)
All ages

% (Number)

ARMD
53% (70)
40% (14)
14% (4)
45% (88)

DR
2% (2)
6% (2)
14% (4)
4% (8)

Cataracts
2% (2)
0 (0)
7% (2)
2% (4)

Glaucoma
1% (1)
3% (1)
0 (0)
1% (2)

Other
11% (15)
26% (9)
46% (13)
19% (37)

Two eye diseases
27% (36)
26% (9)
18% (5)
26% (50)

Three eye diseases
5% (7)
0 (0)
0 (0)
4% (7)

Total
100% (133)
100% (35) 
100% (28)
100% (196)

On average, two low vision aids were supplied to each client, and the range was: no aids to 1% (2/200) of clients, one aid to 70% (140/200) of clients, two aids to 25% (51/200) of clients and three aids to 3% (7/200) of clients.

The project supplied data on waiting times for 92% (183/200) of the assessments undertaken to June 2006, and the overall mean waiting time from referral to assessment was 6.7 weeks. Figures 23 and 24 show the change in mean waiting time and moving range, respectively, for consecutive subgroups of four clients for which data were available. The project’s project initiation document (PID) noted that waiting time for the low vision service at Harold Wood Hospital was around 12 weeks. (The PID recorded that the service is dispensing-optician-led, and includes advice on making the best use of remaining sight, as well as issuing of aids and devices, but does not include assessment for eye health and aspects of visual function such as visual fields and contrast sensitivity.) The project’s PID also noted that there was a waiting period of up to 24 months for social services assessment, unless there was an identified high priority need. 

Figure 23 Havering, Barking and Dagenham project: mean waiting time for consecutive groups of four client assessments between April 2005 and June 2006 (x control chart)
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Figure 24 Havering, Barking and Dagenham project: moving range for consecutive groups of four client assessments between April 2005 and June 2006 (R control chart)
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Table 48 uses the Automobile Association’s ‘route planner’ software (www.theaa.com) to estimate the impact on client distance travelled and travel time resulting from the introduction of the project’s clinic at Yew Tree Lodge compared to the existing low vision service at Harold Wood Hospital. Based on the locality of residence postcodes shown in table 48, and the use of the Automobile Association’s measurement of distance and travel time for the purpose of comparison, the total average reduction in client travelling distance per assessment was 4 miles (saving 16 minutes in travelling time).

Table 48 Havering, Barking and Dagenham project: comparison of distance and travel time for clients attending Yew Tree Lodge compared to Harold Wood Hospital

Locality
Distance and travel time between locality and Yew Tree Lodge (YTL)

Miles (minutes)
Distance and travel time between locality and Harold Wood Hospital (HWH)

Miles (minutes)
Difference in distance and travel time between locality and YTL compared to HWH

Miles (minutes)
Number of referrals
Difference in distance and travel time between locality and YTL compared to HWH multiplied by the number of referrals

Miles (minutes)

Romford RM7
0.7 miles (3 minutes)
4.2 miles (19 minutes)
-3.5 miles (-16 minutes)
14
-98 miles

(-7.5 minutes)

Romford RM1
1.2 miles (9 minutes)
4.5 miles (21 minutes)
-3.3 miles (-12.0 minutes)
17
-112.2 miles (-6.8 minutes)

Romford RM2
1.2 miles (9 minutes)
4.5 miles (21 minutes)
-3.3 miles (-12.0 minutes)
10
-66 miles 
(-4.0 minutes)

Romford RM5
1.2 miles (9 minutes)
4.5 miles (21 minutes)
-3.3 miles

(-12.0 minutes)
16
-105.6 miles

(-6.4 minutes)

Romford RM6
1.2 miles (9 minutes)
4.5 miles (21 minutes)
-3.3 miles (-12.0 minutes)
12
-79.2 miles (-4.8 minutes)

Dagenham RM9
2.5 miles (11 minutes)
5.7 miles (24 minutes)
-3.2 miles (-13.0 minutes)
20
-128 miles (-8.7 minutes)

Hornchurch RM12
2.6 miles (12 minutes)
3.1 miles (17 minutes)
-0.5 miles (-5.0 minutes)
28
-28 miles 

(-4.7 minutes)

Hornchurch RM11
2.7 miles (12 minutes)
2.9 miles (16 minutes)
-0.2 miles (-4.0 minutes)
18
-7.2 miles

(-2.4 minutes)

Dagenham RM8
3.1 miles (12 minutes)
7.1 miles (25 minutes)
-4.0 miles (-13.0 minutes)
11
-88 miles 

(-4.8 minutes)

Dagenham RM10
3.1 miles (13 minutes)
7.2 miles (25 minutes)
-4.1 miles (-12.0 minutes)
22
180.4 miles (-8.8 minutes)

Romford RM3
3.7 miles (15 minutes)
2.4 miles (13 minutes)
1.3 miles (2.0 minutes)
39
101.4 miles (2.6 minutes)

Upminster RM14
4.3 miles (19 minutes)
4.6 miles (19 minutes)
-0.3 miles (0.0 minutes)
18
-10.8 miles (0.0 minutes)

Rainham RM13
5.1 miles (22 minutes)
8.4 miles (34 minutes)
-3.3 miles (-12.0 minutes)
12
-79.2 miles (-4.8 minutes)

Barking IG11
6 miles 

(24 minutes)
10.1 miles (37 minutes)
-4.1 miles (-13.0 minutes)
13
-106.6 miles (-5.6 minutes)

2.4.4
Activity levels and costs 

The capacity requirement identified in the project’s PID was assessed on the basis of the demographics of the two boroughs, the number of people registered or eligible in the two boroughs, and account of individuals who are not registered but will need the service. The PID cited Department of Health (2003) when noting that there were 3,693 people registered as blind or partially sighted in the two boroughs in 2003, and that approximately 220 people were newly registered as blind or partially sighted in the two boroughs each year. The data reported in Department of Health (2003) are shown in tables 49a and 49b, which suggests that the prevalence of registered people was over estimated.

Table 49a Havering, Barking and Dagenham project: number of people registered blind or partially sighted in the boroughs at the end of March 2003

Type of registration
Havering
Barking and Dagenham
Total

Blind
535
375
910

Partially sighted
905
405
1,310

Both (blind and partially sighted)
1,440
780
2,220

Table 49b Havering, Barking and Dagenham project: registered as new cases during the year to March 2003

Type of registration
Havering
Barking and Dagenham
Total

Blind
45
40
85

Partially sighted
65
30
95

Both (blind and partially sighted)
110
70
180

Source: Department of Health (2003)

The project’s PID estimated that an additional 50% of those who were registered would not be registered but would have sight problems which would benefit from low vision services. The PID forecast activity as:

“Initially there will be 600 assessments per annum, building to 900 per annum, which would cover Barking & Dagenham / Havering requirements for both new patients and people having re-assessments every two years.”

Several respondents suggested that the PID projections were not realistic and had not taken into account the length of time it would take to publicise the services and change referral patterns. In 2005, the project manager suggested that around 400 patients per annum, including patient follow-ups, would be assessed in the project’s second year of operation. The project’s experience of undertaking 200 assessments over 17 months suggests that activity estimates remained over optimistic.

Data on cost per assessment were not available, although a tentative indication was reported to be about £300 per assessment. Given that a number of the project staff were employed through employment agencies for part of the project, it was suggested that any costings produced would give an inaccurate reflection of true cost due to inflated staffing costs and capital outlays. The project's PID forecast a net cost per user of £159 in the first year based on total expenditure of £106,700 and 600 patients. The net cost per user was forecast to fall to £121 in the second based on total expenditure of £126,290 and 900 patients.

2.4.5
Themes

The development of the patient pathway over time

The centre was due to be finished by the middle of November 2004 but was postponed until the middle of December, and finally completed in January 2005. There were ongoing issues with the building and, for example, by April 2005 there was no internet or adequate telephone access.

The patient pathway outlined in the PID was developed during the pilot. The initial process was for patients to see the low vision therapist (LVT) and then the optometrist who would prescribe their low vision aids. The patient would have a second appointment with the LVT on the same day, who would check suitability of aids and give further practical advice with using magnifiers. However, some patients found the sessions too long and became fatigued. Although most patients continued on the same pathway, the times with each practitioner were not strictly bounded and could run over or under dependent on the specific need of the patient. When appropriate, i.e. where patients have become fatigued during the assessment or may be having difficulty using the aids, the LVT will go out to the patient’s home. The visits had the added advantage of allowing consideration of the lighting in patients’ homes, which is often different to that at the centre.

The domiciliary care element of the pathway, where the LVT made home visits (seeing around four patients in one day) took place at various points throughout the project. This element of the service increased patient choice and offered easier access to services for patients, especially in Barking and Dagenham, who may have had more difficulty accessing services. The late start-up of this element of the project meant that there was initially a backlog of patients requiring home visits. However, running the domiciliary visits one day per week for a few months cleared up this backlog and meant that they took place only once a month, or once every three weeks as required. The domiciliary visits were also affected by a period when locum optometrists were being used for the assessments, which is explored further in the next section. Towards the end of the pilot period, the review process started, where patients returned either as they felt them appropriate due to some change in their condition, or a year after their initial assessment. 

Activity-related data

The project experienced difficulty in gaining access to patient data, in particular through the SWIFT system, which social services use to store patient information. Without these data, work and services to patients were reported to be often duplicated. This has been less of a problem for Havering clients due to the fact that the low vision service is in the same building as social services, which meant that the information could be readily accessed. There was, however, a referral form which was used by both social services departments which gave the essential information on each service user so as to avoid duplication. 

Project management

The RNIB provided project management for the project based from its London head office. The project manager who oversaw the commissioning of the new pathway left post and was replaced in March 2006. By July 2006, our interviews suggested that the effectiveness of the project management function, which was provided at arms length from the local organisations, was constrained in the absence of strong local leadership with ownership of the strategic direction of the project. In this project, where the relationships were broken through staff turnover, the project manager – project relationship was disjointed and there was a lack of linkage with local ownership of the services.

Staff recruitment and training

The project initially employed a receptionist and an LVT through an employment agency, and two optometrists. Social services were not involved in providing the staff for the project, except for providing cover when the LVT is unable to run the clinic (i.e. during sickness or during holiday). There has been a significant level of staff turnover within the pilot; three project managers, a number of optometrists (including locums), two LVTs and two co-ordinators. There has also been quite a high-turnover in staff members from social service teams in the two boroughs, all of which have been challenging. The optometrist is now regular to the pilot and is paid on a sessional basis. The service co-ordinator and LVT were brought in via employment agencies, but are now employed on contracts with the RNIB. 

“We have unfortunately had a fairly high turnover of people involved. Not anybody’s particular fault, it has not been to do with anybody’s negative reaction to the project so much as other things that were happening in their lives but that has caused a number of … hiccoughs in making the whole project flow and moving from the first part of the project to the second part and so on…that’s led to some difficulty in maintaining the level of commitment because obviously on a kind of personal level the people that were initially involved with it … had a fair amount of ownership of the project, but people who have come in later on perhaps haven’t shared that ownership because they weren’t in it from the beginning and although that shouldn’t influence the way something goes I think when you are doing something new, something of a sort of pilot, experimental nature, I think something goes out of it when you lose that original group of enthusiasts.”

Links with the RNIB brought training opportunities, and the LVT attended regular meetings with other rehabilitation workers from London. Some of the optometrists have attended courses at the RNIB and one attended a City University course for low vision services. The coordinator for the service has also made use of the established service already running at the RNIB for training on procedures and protocols.

The project experienced difficulty with staff recruitment, with the demand for rehabilitation workers and optometrists outstripping supply. This led to the two boroughs actively competing for staff. This issue of staff recruitment seems to have further fuelled existing tensions between the boroughs, especially within the social services department. Staffing issues were reported to have contributed to Barking and Dagenham being further behind than Havering in terms of service improvement. There were suggestions that progress was also hindered by ongoing tensions between social services and primary care. 

Engagement with primary care and social services

The project seemed to have had little involvement with primary care and social services in the day to day running throughout its lifetime, with their involvement tending to be at a more strategic level. There may have been some tensions with social services due to the LVT role within the pilot, and the fact that this overlapped slightly with the rehabilitation workers in the social services teams, although continued communication attempts were being used to overcome this tension. By July 2006, the service was still trying to establish its niche in relation to these and other services, and seemed to be making efforts to be viewed as an additional resource as opposed to a substitute for the existing low vision service at Harold’s Wood Hospital. 

Some respondents also suggested that the voluntary sector organisation sharing the premises was instrumental in directing a number of self-referrals to the low vision pilot. In addition, a number of informants suggested the importance of patients’ perceptions of services being close to home not only in a geographical but psychological sense. Participants suggested that, historically, there had been differences between the boroughs and that this sometimes inhibited patients in Barking and Dagenham from travelling to Havering. 

Engagement with secondary care

The PID was quite clear about resources moving from secondary into primary care, following low vision services into the community. However, the main secondary care provider (Harold’s Wood Hospital) was not named as a stakeholder within the PID, and there seems to have been limited involvement of secondary care partners with the project. There were plans for the hospital to move site in the future, and a number of team members suggested that this may provide the creative space for a number of the services currently provided by secondary care to be shifted into the community. Respondents suggested that if they could demonstrate the effectiveness of the low vision service, this would provide an opportunity to bring the services more fully in to the community. 

“We have had some through from the hospitals, it is always going to be a time thing with that I think because you are effecting fundamental change and the whole pathway and you are asking them to change quite embedded working practices. So I think you have to really work hard to engage them and I think over time that will be better…Whereas at the moment it is still seen as like – the hospital service is still there and it is operating a very different kind of service but it is still there so they have the choice of hospital or us and obviously the hospital is the one they know so I would imagine that the majority of them are still referring there primarily and what we need to do is to swing them so that they are referring more and more people into our service. But I can understand why people, consultants particularly, might be hesitant in doing that because they are not used to working with community based services and think that’s just going to be an ongoing point for the work really” 

Patients’ views

After assessment all patients are sent an anonymous questionnaire to comment on the services. Two reports have been compiled so far (January and April 2006) with the views returned, and both have been extremely positive about the services. A total of 57 replies were received from the 65 questionnaires sent out and most patients from both boroughs were pleased with the service that they received. Patients seemed particularly pleased by the ‘friendliness’ and ‘kindness’ of staff, and the opportunity to sit down and have time to discuss their condition. Service user representatives indicated that the potential loss of the low vision service would be a massive blow to confidence built up in the local health and social care services. 

Long term sustainability

In July 2006, a number of issues were voiced by the project participants in relation to the long term sustainability of the services. The project was still having to contend with tension between the two boroughs, both historical and contemporary. Most interviewees thought the service was sustainable, and from a service user perspective the services were viewed as invaluable, but that the then current form might need to be altered. Ease of access in particular was raised as a concern, and it was proposed that a clinic should perhaps take place in Barking and Dagenham once a week. In July 2006, a number of participants raised concerns about the Havering partners being able to commit funds to the project in the longer term. By September 2006, the decision had been taken to halt the low vision service, and it was reported that this was due to a lack of consensus between the stakeholders about its continued funding in Havering. However, it was also reported in September that there were plans to re-establish the service in the Barking and Dagenham borough in the future, although a site has yet to been identified. 

In July 2006, there were also plans to extend the reach of the services to additional client groups, including people with learning disabilities. Some respondents suggested that the existing configuration was too limited, and unless further expansion could be made to cover other groups or other eye-related conditions the services might prove too small to be viable. The Havering site was well setup in this respect with a number of voluntary sector agencies present in the same premises. The idea of an outreach service in Dagenham, whilst keeping the project together as a whole, seemed to be the preferred option; there was concern that by not maintaining a sufficient demand there would be insufficient economies of scale and staff members would have to be part-time rather than full-time. 

2.4.6
Conclusions

The project piloted a new low vision service for residents across the boroughs of Barking and Dagenham, and Havering. The project provided combined LVT and optometrist assessment for clients at a site in the Havering locality, which is shared with Havering social services and service users. The project went live later than intended in February 2005, and has subsequently seen fewer patients than anticipated (11.8 per month on average during the 17 months to June 2006). 

The project faced challenges in promoting effective partnership working between health and social care providers, due, in part, to historical tension. The context contributed to staffing problems, which included a high turnover of staff, such that all the front-line practitioners and support staff changed during the period in which the service ran. Project management was provided by the RNIB, which also provided other expert support. 

The project found it difficult to change referral patterns and get secondary care to refer patients to the low vision pilot. However, this may also have been compounded by the fact the there were no stakeholders from the local hospital involved in the project. Referrals from optometrists and GPs were largely absent. The involvement of social services and the local PCTs seems to have remained largely at a strategic level, although social services was a key source of referral to the project. 

The project’s low vision service at Yew Tree Lodge was closed at the end of September 2006, and it was reported that this was due to a lack of consensus between the stakeholders about its continued funding in Havering. Although the project was not pursued as intended, it was reported that there were plans to re-establish the service in the Barking and Dagenham borough in the future. 

Our account of the project in November 2005 concluded that “the main issue for the project relates to increasing activity to the expected level, and responding to the emerging challenge to increase access to the new service for residents of Barking and Dagenham in particular.” This issue could possibly have been addressed, in part, by using existing project staff to pilot the provision of an additional clinic in Dagenham. In practice, the turnover in staff, lack of consistent leadership, and the challenging context for partnership working, all contributed to what proved to be insufficient progress towards establishing the new pathway.

3
Appendix: the AMD projects

This appendix provides accounts of the two projects that have worked on new AMD pathways: Brighton and Waltham Forest.

3.1
The Brighton project

3.1.1
Introduction

The project sought to develop and test a new referral and care pathway for patients with suspected AMD based on a COSI role in primary care. The assessment of patients with suspected AMD by a COSI was intended to facilitate rapid access to secondary care for those with treatable wet AMD. The project was led by the Brighton and Hove City PCT in partnership with Brighton and Sussex University Hospitals NHS Trust, local Social Services and voluntary organisations including the RNIB. 

The project trained and accredited four volunteer optometrists as COSIs in AMD, and the new pathway went live in January 2005. During the 19 months of its pilot period, 157 patients with suspected AMD were assessed by the four COSIs. On the basis of this small volume of patients, the project achieved improved access to treatment, with a mean time of 12 days from referral to a COSI to treatment, for the nine patients treated for wet AMD for whom the treatment was recorded. 

From August 2006, the number of COSIs was reduced from four to two in response to the lower than anticipated level of referrals. At the same time, the project introduced criteria for the COSI diagnosis to triage patients, such that all patients would no longer be referred by the COSIs to the fast-track doctor-led assessment clinic. The triage criteria are due to be reviewed in November 2006. The clinical audit of the COSIs’ diagnoses suggests that there will be an ongoing requirement for a fast-track doctor-led clinic to confirm the diagnosis, and, given the small volume of patients referred for AMD, the appropriateness of the COSI role in the pathway is debatable. 

The project has also promoted more rapid access to low vision services for patients with AMD, and with funding as an associate low vision project, it has developed a one-stop low vision service. Partnership working between stakeholder organisations was viewed as a particular strength of the project. 

3.1.2
Aims and objectives

The project aimed to develop and test a new referral and care pathway for patients with suspected AMD based on a COSI role in primary care. The project sought to reduce pressure on secondary services and promote clinical and support networks across professional and health, statutory and voluntary sector organisational boundaries. The objectives include:

· To train COSIs with diagnostic skills relating to AMD

· To introduce a COSI role in community settings to triage referrals for suspected AMD and fast track patients diagnosed as having treatable wet AMD to treatment

· To reduce delays in assessment, rehabilitation and follow-ups and increase awareness of the support services available 

3.1.3
Outcomes 

To train COSIs with diagnostic skills relating to AMD

Optometrists were invited to attend a presentation on the project which was followed by an invitation to participate by training to become a COSI. Starting in September 2004, training consisted of two further lecture-based sessions about AMD facilitated by the project’s clinical lead, a consultant ophthalmologist, and attendance at clinical sessions in November and December 2004. 

Although had been initially intended to use six COSIs, by December 2004 the project team was content to proceed with the four that were initially recruited. This was seen as sufficient to meet demand and to subject the four COSIs to adequate instances of AMD to develop and maintain diagnostic skill levels. 

The level of training required for optometrists to be able to diagnose wet AMD was viewed as contentious by the consultant ophthalmologists (see below). In consequence, the project decided to undertake a clinical audit of all the COSI assessments, by having all patients seen by a consultant ophthalmologist. As a result of the early findings, additional training was provided for the four COSIs in July, and there was recognition that the approach to training needed to evolve:

“The training element … is going to be the crunch issue I think. How much training is required to produce what we want? We didn’t really know before … but it’s becoming clearer that you need a more team approach to the establishing of those skills.” (Respondent 5)

To introduce a COSI role in community settings to triage referrals for suspected AMD and fast track patients diagnosed as having treatable wet AMD to treatment 

The new pathway and service went live in January 2005. Local optometrists were requested to refer patients with suspected AMD to one of the four COSIs, who then assessed patients in their practices. All patients were then referred to a fast-track doctor-led clinic to confirm the diagnosis and determine treatment plans. The fast-track doctor-led clinic was set up by the project team, but funded through the department’s participation in a multi-centre PDT trial (See www.lshtm.ac.uk/hsru/vpdt/index.html). As part of the trial, the department became a treatment centre for PDT, and consequently “set up a system to receive referrals from other consultants and other hospitals to assess patients who might go onto a PDT”.

The project’s pilot period lasted to July 2006, and during these 19 months 157 patients with suspected AMD were assessed by the four COSIs. The total number of assessments varied between two and 14 per month, and the average was 8.3 per month (figure 25). The number of assessments undertaken by each COSI varied considerably; COSIs A and B each undertook about a third of the assessments (32%, 51/157 and 35%, 55/157, respectively), COSI C undertook 24% (37/157), and COSI D 9% (14/157) of the assessments. 

Figure 25 Brighton project: number of patients assessed by a COSI for suspected AMD
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In August 2006, the number of COSIs was reduced from four to two, in response to fewer than anticipated referrals. The two COSIs to cease participating were those who had seen least patients (COSIs C and D). This meant that the Brighton and Hove localities were each served by one COSI.

The COSIs diagnosed 60% (94/157) of the cases as having suspected or actual wet AMD. All the COSI assessments were subject to clinical audit by an ophthalmologist. Seventy-four percent (28/38) of the patients diagnosed by a COSI as having wet AMD and 36% (20/56) suspected of wet AMD were found by this ophthalmologist to be true positives. In addition, 3% (5/157) of assessments which had diagnosed dry AMD, were found to be false negatives. 

Although the overall number of assessments was small, the data suggest that the diagnostic performance of the COSIs improved over time. Between the first nine months of the project and the subsequent 10 months, the proportion of true positives increased significantly from 23% (21/90) to 40% (27/67) (table 50). In addition, all of the false negatives occurred during the initial nine months. The improvement in performance was attributed to additional training which was provided in July 2005, in response to concern raised about the performance of the COSIs following an audit of the first months’ data.

Table 50 Brighton project: clinical audit findings for AMD diagnoses by COSIs by period


First 9 months: January to September 2005

% (Number)
Subsequent 10 months: October 2005 to July 2006

% (Number)
Total

% (Number)

True positive
23% (21)
40% (27)
31% (48)

False positive
37% (33)
24% (16)
31% (49)

True negative
34% (31)
36% (24)
35% (55)

False negative
6% (5)
0 (0)
3% (5)

Total
100% (90)
100% (67)
100% (157)

Table 51 summarises the overall experience of each COSI.

Table 51 Brighton project: clinical audit findings for AMD diagnosis to July 2006 for each COSI


True positive

% (Number)
False positive

% (Number)
True negative

% (Number)
False negative

% (Number)

COSI A
43% (22/51)
35% (18/51)
20% (10/51)
2% (1/51)

COSI B
24% (13/55)
25% (14/55)
49% (27/55)
2% (1/55)

COSI C
32% (12/37)
35% (13/37)
27% (10/37)
5% (2/37)

COSI D
7% (1/14)
29% (4/14)
57% (8/14)
7% (1/14)

Total
31% (48/157)
31% (49/157)
35% (55/157)
3% (5/157)

The project collected data on the diagnosis made by the referrer to the COSI, which was typically a community optometrist, although seven cases were recorded as referred by a GP or the eye hospital. During the period from October 2005 to July 2006, data on the referrers’ diagnoses and the clinical audit results were available for 90% (60/67) of the cases. Excluding the 15% (9/60) of these assessments which were recorded as having been referred by the COSI, tables 52a, 52b and 52c compare the clinical audit findings for COSIs and other referrers. Tables 52a, 52b and 52c that the COSIs gave a diagnosis of wet AMD to a larger proportion of cases than the referrers (31%, 16/51 and 12%, 6/51 respectively). Conversely, the COSIs gave a diagnosis of suspect wet AMD to a smaller proportion of cases than the referrers (29%, 15/51 and 59%, 30/51 respectively). However, the difference in the proportion of diagnoses found to be true positives was not significant (COSIs 43%, 22/51; referrers 33%, 17/51). 

Table 52 Brighton project: comparison of clinical audit findings for AMD diagnoses by COSIs and COs between October 2005 and July 2006

Table 52a

Diagnosis
Patients
True positive
COSI Number
Patients
True positive
Referrer
Number
Patients
False positive
COSI Number
Patients
False positive
Referrer
Number
COSI
Total
Referrer
Total

Wet
15
6
1
0
16
6

Suspect wet
7
11
8
17
15
28

Dry
0
0
2
1
2
1

AMC
0
0
0
0
0
0

None
0
0
0
0
0
0

Total
22
17
11
18
33
35

Table 52b

Diagnosis
Patients
True negative
COSI Number
Patients
True negative
Referrer
Number
Patients
False negative
COSI Number
Patients
False negative
Referrer
Number
COSI
Total
Referrer
Total

Wet
0
0
0
0
0
0

Suspect wet
0
2
0
0
0
2

Dry
12
9
0
5
12
14

AMC
4
0
0
0
4
0

None
2
0
0
0
2
0

Total
18
11
0
5
18
16

Table 52c
Diagnosis
Patients
Positive
COSI
Total
Patients
Positive
Referrer
Total
Patients
Negative
COSI
Total
Patients
Negative
Referrer
Total
COSI
Total
Referrer
Total

Wet
16
6
0
0
16
6

Suspect wet
15
28
0
2
15
30

Dry
2
1
12
14
14
15

AMC
0
0
4
0
4
0

None
0
0
2
0
2
0

Total
33
35
18
16
51
51

The COSIs have had a greater impact on specificity than sensitivity compared to the original referrers. However, on basis of the small number of patients seen, the experience indicates that it remained necessary for patients to be assessed by a doctor in order to confirm the diagnosis, particularly for those cases where the COSI categorised the patient as ‘suspect wet’ AMD. 

From August 2006, the project introduced criteria for the COSI diagnosis to triage patients. Patients with wet or suspected wet AMD were to be forwarded for fast-track assessment at the doctor-led clinic. Patients diagnosed with dry AMD and visual acuity of worse than ‘6/18’ were also referred for assessment at the doctor-led clinic, while those with better visual acuity were invited to attend the low vision clinic. Patients not wishing to attend the low vision clinic were referred for 12 month follow-up by the COSI. Hence, from August, not all patients have been referred on to the HES by the COSIs. The project’s dataset to July 2006 did not include data on visual acuity, but assuming, for example, half the cases diagnosed by the COSIs as dry AMD were not referred on to HES, in addition to those diagnosed as not having AMD, then 23% (36/157) of cases would not have been referred to HES to July 2006. In terms of the pathway for patients from Brighton and Hove PCT, this represents a reduction in the monthly referrals for fast-track assessment at the doctor-led clinic from 8.3 to 6.4 (or from 1.9 to 1.5 patients per weekly clinic). This change in practice from August was to be reviewed after three months. (If only cases diagnosed by the COSIs as wet or suspect wet AMD were referred on to HES, then 41% of cases would not have been referred to HES to July 2006, a reduction from 8.3 to 4.9 per month, or 1.9 to 1.1 per week).

Thirty-four percent (53/157) of the cases had a confirmed diagnosis of wet AMD. Data on treatment were recorded for all but three of these cases, and 20% (10/50) were treatable. In two cases the treatment was with a laser, the other eight received PDT. 

Twenty-two percent (34/157) of the cases were recorded as being referred by the COSI, and of these patients 71% (24/34) were assessed on the day of referral, and the other 10 were seen within six days (mean 1 day, medium 0 days, range 0 to 6 days). Data on referral and assessment dates were recorded for all but three of the other referrals, and 35% (42/120) of these were assessed on the day of referral. Fifty-five percent (66/120) of the remainder were seen within seven days, and 10% were assessed in between eight and 45 days (mean 3.1 days, medium 1 day, range 0 to 45 days). This experience compares to waiting times of six or seven weeks for assessment in the hospital service:

“… the main thing behind this is for the patients who have macular degeneration, instead of sitting for months and months on a waiting list - normally they go through an optometrist, then they go to the doctor and then they get referred here to the hospital, that can take a matter of months and months, whereas this project is very quick…” (Respondent 2)

The mean time from COSI assessment to the patient being seen in the fast-track doctor-led clinic was 12 days (median 9 days, range 3 to 105 days). Of the six patients taking longer than 50 days for HES assessment, comments were recorded for four cases, and delays for three were due to the patients failing to attend or being away, and one was attributed to the referral being lost.

The mean time from referral to a COSI to treatment, for the nine patients treated for wet AMD for whom the treatment was recorded, was 12 days (median 8 days, range 5 to 25 days). Hence, on the basis of the small volume of patients, the project achieved improved access to treatment. 

Nevertheless, the question of whether the COSI pathway is appropriate is debatable, given the small volume of patients and that the available data indicate an ongoing requirement for a fast-track doctor-led clinic to confirm the diagnosis (see below).

To reduce delays in assessment, rehabilitation and follow-ups and increase awareness of the support services available 

All patients assessed by a COSI were invited to attend the low vision clinic. Twenty-seven percent (34/145) of patients with relevant data recorded attended the low vision clinic, and 55% (80/145) declined the invitation. It was reported that patients might not have a significant reading problem, or it could take time for patients to decide to access low vision support having reached the stage of receiving a diagnosis. 

The one-stop clinic moved during the project from one community-based location to another as a result of competing demands upon the building. This change was viewed as having improved the service. Participants were unanimous in emphasising the positive impact of the new pathway. In the main, comments focussed on the speedier patient pathway, but there was also reference made to increased support for patients and a more efficient use of resources. The creation of an eye clinic liaison officer role was viewed as particularly helpful in providing an opportunity to proactively engage with patients attending the weekly fast-track doctor-led assessment clinic and AMD treatment clinic. In addition to explaining to patients the role of the low vision service, and initiating bookings to it, the co-ordinator could take on a patient advocate role and liaise with social services. Although the co-ordinator’s role was wider than AMD patients, this patient group provided a focus for her work. The role was funded on the basis of supporting local PCT residents, and this resulted in a distinction being made about the amount of time the co-ordinator could devote to patients from outside Brighton and Hove PCT. 

3.1.4
Activity levels and costs 

At the end of March 2003, there were 1,430 people registered as blind or partially sighted in Brighton and Hove, and 115 of these individuals were newly registered during the year to March 2003 (Department of Health, 2003). The project team were unable to collect baseline data on AMD referrals prior to implementation of the new pathway and did not report estimated referral numbers. In addition, comprehensive data on the number of patients with an AMD diagnosis were not available, although some data were collected through participation in the PDT trial. Nevertheless, the number of referrals to the COSI pathway was less than expected. By April 2005, the project manager had initiated action to increase compliance with the pathway. For example, a problem of locum optometrists unfamiliar with the new service was addressed via visits to practices, whereby optometry practice managers were provided with information about the project to pass on to locums as needed. Project participants indicated that this lack of awareness might also be compounded by a reluctance to refer:

“I think we could see an awful lot more people but I think it's hard to get the optometrists that aren't the COSI ones to refer their patients to another optometrist from what I hear.” (Respondent 2)

“We've had a problem with fellow colleagues thinking ‘why should we refer the patients and not them? Why should we know more than they do?’ which we don't. I feel that where this project lacked initially was … that people didn't understand it. We're taking four practitioners, so those four can fast track the patients in provided you send them to those four practitioners. It's not a case of the four of us knowing more than anyone else, it's just the case that to try and fast track these patients they have to funnel them through four people. The problem we've had and we still do have is this fear of colleagues, they feel ‘we know as much as you do, why should you be able to fast track and us not?’’ (Respondent 3)

“It’s a change of culture for one optometrist to be referring to another and the impact in terms of competition. It seems to me that there aren’t a lot of other referrals from optometry, not as many as I was expecting …” (Respondent 5)

The concern here was that the new pathway could result in non-COSI optometrists ‘losing’ their patients. It was hoped that ongoing awareness-raising visits and the realisation that COSI practices would not permanently take on referred patients would allay these fears. Those involved with the project expressed frustration at the persistent use of other referral pathways, albeit for an apparently small number of patients. There were mechanisms to address this. If a patient presented with AMD through the traditional route the project manager would write to the optometrist reminding them of the new pathway, followed by a personal visit. Patients coming through via their GP would be referred to the dedicated fast-track assessment clinic. 

Despite the efforts of the project team, referrals to the COSI did not increase during the lifetime of the project (10 patients per month on average during the first nine months compared to 7.4 during the subsequent 10 months). With this volume of activity, the role of the COSI pathway in relation to the weekly fast-track doctor-led clinic was key. 

This HES clinic was funded through participation in a multi-centre trial of PDT, and it has facilitated the clinical audit of the COSIs’ referrals, as well as providing the AMD diagnosis on which treatment decisions were made. This fast-track clinic was not restricted to patients from Brighton and Hove PCT, and approximately 10 patients with suspected AMD were reported to be seen at each weekly clinic on average (of which two patients would be from the COSI pathway, on average). Since the fast-track clinic was instigated, it has probably provided non-Brighton and Hove PCT residents with an advantage because these suspect AMD cases have been referred to the fast-track clinic without having to be seen by a COSI first. Clearly, the COSI role offers the potential to screen out some patients who do not need to be assessed by a doctor. However, the limited data from the project suggest that the proportion of these patients is small, and given the small number of referrals, the impact of the COSI intervention on the number of fast-track clinic assessments is likely to be marginal. Even if all the local PCTs funded the COSI role, it would still be necessary to run a weekly fast-track HES clinic in order to confirm the diagnoses and determine treatment plans. 

Data on the costs of the fast-track doctor-led assessment clinic were not available, and the cost per COSI assessment was £45. Assuming for simplicity that the triage criteria introduced from August meant that only patients diagnosed as having wet or suspect wet AMD were referred to HES by the COSIs, the cost to the Brighton and Hove PCT of the COSI pathway would still be greater than direct referral of all patients to the fast-track clinic. (As noted above, if only cases diagnosed as wet or suspect wet AMD by the COSIs were referred on to HES, then 41% of cases would not have been referred to HES to July 2006. In this scenario, the PCT cost of the COSI pathway would be £122 per patient (157 patients multiplied by £45 (COSI fee) plus 93 patients multiplied by £100 (national tariff). The cost of referring all patients to HES would be £100 per patient, the national tariff.) In practice, the actual average cost per assessment at the rapid access clinic is probably less than £100, which would make the COSI pathway relatively more expensive. From the HES perspective, however, it would not necessarily be straightforward to fund the fast-track clinic, in the absence of funding through the PDT trial, because it would entail reallocating resources away from existing clinics. Nevertheless, the project manager reported that the traditional pathway involved an initial outpatient appointment and then a subsequent appointment with a consultant in order to give a diagnosis. In comparison, the fast-track clinic entails only one appointment and is led by a clinical fellow, rather than a consultant. These factors, when combined with the clinical imperative to assess patients rapidly, suggest that resources should be allocated to this end. Leaving aside the efficacy of current treatment options, it is anticipated that a greater proportion of patients will benefit from new treatments in the future if they can be rapidly diagnosed.

In September 2006, the project's view of the cost of the COSI pathway was described as follows:

“… we realised that it’s not cost effective at all for the number of patients we cater for, but realising the benefits you bring about, the PCT have submitted the funding of this project as part of their LDP, local development plan. …This project, at the moment, is funded not by the saving itself, but rather funded by the saving from other projects that the PCT is participating in [including glaucoma and cataract pathways]. … AMD doesn’t bring about any savings …, in fact it’s very expensive, we’ve found that out..”

3.1.5
Themes

Prior experience of service improvement 

The core project team members had little prior experience of service improvement initiatives, although the project’s clinical lead had been involved in a previous pilot study. The identified budget holder and member of the project steering committee from within the PCT had been involved in previous service improvements. This was the main form of PCT involvement and it was felt that this experience and authority had been important in resolving management issues arising during the project. Prior experience such as it was, was valued: 

“There’s a lot of bits and pieces like finance which the team get more used to sorting out. I think the more of these things you’re involved with, the more everyone gets on board. The nursing staff were a bit disgruntled when we started doing this treatment because there’s a lot of work required by the nursing team, but once there’s a bit of finance to employ nurses and that sort of thing, and we’ve got used to it and got more efficient that all works a lot more smoothly. So there was a process of change in actually delivering that treatment.” (Respondent 5)

Recent implementation of changes to the cataract referral pathway had helped to create a receptive context for the innovation in AMD. 

“Prior to this project running we also set up the direct cataract referral pathway with the optoms in the community. So that initiative actually overcame a lot of the obstacles for us and they lay the ground for this. When we came round the optoms all knew already about direct referral and we came on the back of this direct referral path which was great.”

The clinical pathway and training the COSIs

The level of training required for optometrists to be able to diagnose wet AMD was viewed as contentious by the consultant ophthalmologists, particularly given the constraint of the programme to accredit the COSIs within a short timeframe: 

“There were obstacles at the development stage. The consultants have their concerns which were understandable because we are training up optometrists to diagnose ARMD. They are not quite happy in view of the time. I mean it took them six, seven, ten years to obtain the expertise to diagnose accurately and we want to train them in matter of a few months.” (Respondent 1)

This concern was also expressed in terms of a difference in perspective between clinicians and managers:

“… My feeling is that there is a misplaced feeling from the management side that optometrists can do it. You just say ‘here are the rules, follow those and away we go’. Clinical practice is just not like that.” (Respondent 5)

The extent of the clinical challenge was acknowledged by the COSIs in April 2005:

“Personally the difficulty that I've encountered is the identification of the norm from the abnorm, and it's the grey area in between that I find very difficult to master. It's the suspect patient that is very difficult to master.” (Respondent 3)

In response to these concerns, as noted above, the project team implemented clinical audit of all COSI assessments and in consequence provided additional training. The results to July 2006 suggest that the COSIs did become more accurate in their new role. However, the number of referrals seen by each COSI remained small, and this led to two of the four COSIs ceasing to participate from August 2006. One of the two remaining COSIs regularly attended the weekly AMD treatment clinic, in a voluntary capacity, in order to further develop his diagnostic skills in this area of particular clinical interest. All the COSIs were invited to attend this clinic once a month, in order to assess and discuss cases. Attendance at the treatment clinics was highly valued as a training opportunity:

“From a learning curve it’s been unbelievable, that’s all I can say. I have learnt an incredible amount because you’re in a teaching situation here and you can ask the clinical consultants questions and it’s just been a phenomenal learning curve.”

From August 2006, the project was piloting criteria for triaging patients, such that not all patients would be referred to HES by the remaining COSIs. From a clinical perspective, the criteria for the cut off point for patients not having to come into the hospital was viewed as being a matter for negotiation, informed by the data from the three month pilot. However, it appeared from the experience to July 2006, that the role of a doctor-led assessment to confirm the diagnosis and determine the treatment plan would remain indispensable. 

From a clinical perspective, the key innovation in the patient pathway to the point of determining treatment options, was arguably the project's introduction of the fast-track assessment clinic, rather than the introduction of the COSI role. Furthermore, the success of the pathway in securing faster treatment times, was also due to the work of the project in raising awareness, both in primary and secondary, about AMD and the availability of the new pathway. In this respect, the role of the project manager has been very important in strengthening communication between pathway stakeholders. It was recognised that the need to remind referrers and HES staff about the fast-track AMD pathway would be ongoing.

The project’s clinical lead emphasised the challenge of educating community optometrists to consider AMD:

“… so what happens to the patient with macular degeneration who sees an optometrist who doesn’t think about the macular, or doesn’t see there’s a problem with the macular, and then they get referred on the cataract pathway; they’ve arrived three months later with a macular problem, three months lost, and … this pathway relies on them saying, “well it might be a macular, let’s ask the COSI”. They don’t even think that, so that’s where most of our loss is going now. It is actually just failure by the average optometrist to even recognise it, because that represents a whole other level of education trying to … get them up to another level …”

Another team member commented:

“I think some … [optometrists] are embarrassed, they might be scared, ‘should I/shouldn’t I? Do I/don’t I? Do I know this condition or don’t I?’”

Hence, the task of promoting use of the AMD pathway by community optometrists remained a key stage of the overall pathway. The role of the COSI in this context is problematic. On the one hand, if community optometrists could be encouraged to refer more patients to the AMD pathway, it is likely that there would be greater scope for a COSI role to beneficially triage patients. On the other hand, the perceived reluctance of community optometrists to potentially lose business to a COSI by referring to them, may itself inhibit the desired practice. (Although the project manager estimated that only about one patient per month was referred by a community optometrist direct to HES rather than via the COSI route, and that these referrals were typically from locum optometrists.) 

One option for developing the COSI role was to combine it with a doctor-led assessment clinic held in a community setting. Community optometrists may not feel inhibited from referring patients, because it would be to a doctor-led clinic. The presence of a doctor would facilitate confirmation of diagnosis. A community setting would promote the policy objective of moving activity out of acute hospitals. Whether this approach would be practical to consider at PCT-level is not clear, given the current rate of two referrals on average per week.

Partnership and working relationships

A key feature of the project was the implementation of close joint working between health, social services and voluntary agencies. As part of the project, social services and the local PCT jointly funded an eye clinic liaison officer through the RNIB. This role has provided an explicit link between the hospital eye service and community services for people with low vision. The post-holder had previously worked in a similar part-time role funded by social services. Voluntary sector agencies were involved in an expert advisory capacity on the ‘low vision committee’. 

Successful partnership working was made possible by the early involvement of all partners and the active support of the relevant service managers. The project therefore benefited from, but also contributed to, this integrated approach:

“In terms of improving working relationships it’s been excellent. It has really kind of forged a common link.” (Respondent 4)

“That has improved the lead time to patients getting that sort of care. That’s much improved.” (Respondent 5)

This was one aspect of a general theme of working relationships that was referred to by all respondents as being critical to the project’s successful implementation. Two major driving factors in fostering these close working relationships are co-location and effective communication. In both cases a prior history of joint working contributed to bringing this about:

“I think is important to have a really supportive team. The project team that we’ve selected are all very supportive. We have very close co-operation with our lead clinician here and also we have a good partnership with our social services support. And we are very fortunate because they have an office in part of our hospital building here. That helps tremendously because we work with them on other issues already. So the relationship already exists. So when we compose this new project they can see the benefit of it all and they are very happy to come on board … Another thing I find very important is to keep the line of communication open with all players within the pathway from the COSI to the nurse who sees the patients.” (Respondent 1)

The project manager routinely attended the clinic to help keep these lines of communication open. This also reflected a feeling that the project required substantial and ongoing organisation due its multi-site and multi agency nature:

“It's quite difficult to arrange to get all these different people together, because you've got the people over in Social Services and we're in the Daily Living Centre in Hove … and to actually coordinate all these people who are all very busy, in order to get the patients through the door which is the main thing, yes, I think it's gone well.” (Respondent 2)

Developing the low vision service

The project benefited from the low vision service being developed through funding as an associate low vision project in the eye care services programme. Although the low vision service had a wider remit than supporting AMD cases, the AMD pathway was acknowledged as a key focus. The initial low vision optician left the project and a replacement was successfully recruited. 

Patients have a 20 minute appointment with the low vision optician and Brighton and Hove residents can also see a rehabilitation officer and their specialist workers for people with sight problems. In addition to providing aids, the centre has a training kitchen and, for example:

“lots of CCTV equipment that we have managed to procure from businesses who sell them so that we can display them and people can just get a taste of what's available.” 

One team member described the potential of the low vision pathway to make a wide ranging contribution to health outcomes:

“I think what some people don’t appreciate is the ripple effect and as far as I see it a typical patient might be somebody who has had no contact with any other service but through coming here they have fast tracked to meet … [the eye clinic liaison officer], they might end up with a low vision assessment, be in touch with the sensory team, … [the eye clinic liaison officer] might refer them on to audiology when they have never had hearing aids before, … [or] suggested that they approach their GP about being referred to the falls clinic and get an assessment about their mobility and things like that, because otherwise what happens is Mrs Jones, losing her sight and until she is about to be registered blind …, she has had no contact and she had a fall because of her vision and her bad hips, she has had a hip operation, costs a fortune, goes there and gets a UTI whilst she is in hospital, … I have seen it, again you say ‘right’ and actually … the appropriate intervention and that support there early on, you can try and minimise all these risks. I … sometimes … feel that people … managing big budgets don’t see the bigger picture of how much money we can actually save by getting in there and getting the right support, and I think this project really highlights that. It may all seem like little things but if you add them all together and you … help someone from getting depressed, housebound, isolated, losing their confidence going out, having falls ...”

In September 2006, the project manager noted that the low vision service was facing a problem relating to funding arrangements for low vision aids. Historically, the budget for aids had been held by the hospital. The provision of the low vision service and low vision aids had been contracted out, with the hospital being invoiced for the cost of the low vision aids plus a mark-up to cover the cost of the assessments. The available budget had been overspent, and it appeared that the link from the AMD pathway to the low vision service would be disrupted for several months until the new financial year.

Patients’ views

Participants were confident that patients valued the rapid access to diagnosis and treatment:

"I think a lot of [the patients] are very pleased that they are being fast tracked, and I think that they're speechless at the fact that they've been treated so quickly." (Respondent 3)

By September 2006, the reported views of patients remained strongly positive:

“… patients coming … through this pathway now have a fantastic service from opticians to secondary care to low vision support, without this project we wouldn’t have a streamlined service at the hospital at the moment, so the hospital as a whole has benefited, a lot of patients also benefited because with this streamlined … [pathway] we have better low vision service support.” 

Another participant noted that they had had to be sensitive to how patients could be affected by the speed with which their circumstances could change:

“… I would say it [the AMD pathway] has been really successful, … the feedback generally I get from patients is that they are really impressed. Occasionally I think people felt it has almost been too quick – the referral, psychologically for some people, they may well have just felt they had something funny going on with their eye, gone to the optician and then within the week they have been sent to a specialist optician, they have come here for an appointment, they have had information about macular degeneration which has frightened the life out of them and they have tests and they are having treatment. Potentially within a week or two that could all have happened and they have got a potentially sight threatening, serious sight threatening eye problem, and some people have said ‘I was quite frightened, I felt it had been too quick’.”

A patient questionnaire was designed with the support of the acute Trust’s clinical effectiveness support unit, and in September 2006, it was reported that the majority of patients viewed the service they had received as good and fast.

Project management

The role of the project manager was viewed as having been crucial to the project’s progress and was characterised as promoting communication and problem solving. The project manager had worked previously in a research capacity within the hospital: 

“I know a lot about the disease and I know a lot about the personnel in the hospital. That’s why I was offered the job …I was already known to the management here and the lead consultant. So when they were drafting up the protocol and the application for the bid they identified myself to be the project manager.” (Project Manager)

Training in Prince II project management methodology was specifically highlighted as valuable by the project manager and was generally seen as fundamental in driving the project forward and preventing its derailment.

“It is actually very, very useful although to start off with very tedious. You have to set up so many different things to start the project. But the benefit of it is very clear after that. You have a structure that you just work under, and that structure will ensure that if the project hits any problems it will never go off the cliff, as it were. It’s always within a manageable structure.” 

By September 2006, the plan was for the project manager’s funded input to end at the end of 2006. One of the final tasks will be to audit the piloted COSI triage criteria in November. Although the project manager has worked to make his role dispensable, some concern was expressed that in the future the service would lack a single contact with oversight of the entire pathway. It was acknowledged that the project’s activity dataset would not be maintained, and so it would not be as easy for the clinical lead to monitor the AMD pathway. In September 2006, the project manager noted that the suitability of existing indemnity insurance cover for community optometrists referring to COSIs was still being investigated, given the historical requirement for suspected AMD cases to be referred to a doctor. Resolution of this issue would facilitate additional measures to promote the COSI pathway to optometrists.

The role of the national programme 

Participants identified the funding provided for the initiative as being of importance and involvement in the national programme was seen as having provided added value to the project. In particular, the support provided to the project manager was valued, in addition to the networking opportunities:

“It is nice to know that the problems I face here in this project are also faced by other areas. …I think if they had just given us the money and didn’t give us the rest of it then I don’t think it would work as well as it has. We’d probably struggle to set it up and we probably would have to learn by our mistakes.” 

However, it was also noted that the short-term funding provided by the programme was associated with uncertainty about the medium term:

“The hospital hasn’t gained that much financially when it comes down to it. The chronic eye disease bid is only 18 months and then there is a bit of a hole after that so there is a bit of insecurity built into relying on that.” (Respondent 5)

3.1.6
Conclusion

The project succeeded in launching its COSI-based pathway for AMD in January 2005. During the 19 months of its pilot period, 157 patients with suspected AMD were assessed by the four COSIs, and 60% (94/157) of the patients were diagnosed as having suspected or actual wet AMD. These diagnoses were subject to clinical audit by an ophthalmologist at a fast-track assessment clinic set up by the project. Fifty-one percent (48/94) of the patients diagnosed by a COSI as having suspected or actual wet AMD were found to be true positives. In addition, 3% (5/157) of assessments were found to be false negatives. Of the 34% (53/157) of cases with a confirmed diagnosis of wet AMD, 20% (10/50) of those with data on treatment were treatable. The mean time from referral to a COSI to treatment was 12 days (median 8 days, range 5 to 25 days), for the nine patients treated for wet AMD for whom the treatment was recorded. Hence, on the basis of the small volume of patients, the project achieved improved access to treatment. 

From August 2006, the number of COSIs was reduced from four to two in response to the lower than anticipated level of referrals (7.4 per month on average during the 10 months to July 2006). At the same time, the project introduced criteria for the COSI diagnosis to triage patients, such that all patients would no longer be referred by the COSIs to the rapid-access doctor-led assessment clinic. The triage criteria are due to be reviewed in November 2006. 

The clinical audit of the COSIs’ diagnoses suggests that there will be an ongoing requirement for a fast-track doctor-led clinic to confirm the diagnosis, and, given the small volume of patients referred for AMD, the appropriateness of the COSI role in the pathway is debatable. The limited available data indicate that the COSI role adds to overall costs for the PCT, while the impact on HES costs, in the absence of external funding for the fast-track clinic, would depend on whether existing resources could be reallocated.

Whatever the outcome of review of COSI triage criteria, the need to more effectively engage local community optometrists with recognising and referring patients with suspected AMD will remain as a key issue.

The project has also promoted more rapid access to low vision services for patients with AMD, and with funding as an associate low vision project, it has developed a one-stop low vision service. Partnership working between stakeholder organisations was viewed as a particular strength of the project. 

3.2
The Waltham Forest project (AMD pathway)

3.2.1
Introduction

The project planned to introduce a community optometrist with a special interest (COSI) role for assessing patients with suspected age-related macular degeneration (AMD) and triggering rapid access to secondary care for those diagnosed with treatable exudative or ‘wet’ AMD. However, it was subsequently decided that this option would introduce an extra step, which could be avoided if community optometrists assessed patients themselves and then initiated direct rapid-access referrals. In March 2005, the project introduced a fast-track referral route for patients identified with suspected wet AMD by community optometrists in the Waltham Forest PCT direct to the project’s AMD clinical lead, a consultant ophthalmologist at the Whipps Cross University NHS Trust. 

A number of training sessions were provided for optometrists in order to increase their diagnostic skills relating to AMD and to raise awareness of the new pathway. Web-based educational material was made available to the local optometrists, along with a fax referral form for accessing rapid assessment by the ophthalmology clinical lead.

3.2.2
Aims and objectives

The project’s project initiation document (PID) planned to introduce a COSI role for assessing patients with suspected AMD and triggering rapid access to secondary care for those diagnosed with treatable wet AMD. However, it was subsequently decided that this option would introduce an extra step, which could be avoided if community optometrists assessed patients themselves and then initiated direct rapid-access referrals. Hence, the project sought to engage with optometrists in order to minimise delay in accessing treatment. The objectives were:

· To provide an education programme in order to improve the diagnostic skills of community optometrists relating to AMD

· To introduce a rapid-access fax-based referral route with which community optometrists could access assessment by a specialist ophthalmologist for patients with suspected treatable wet AMD.

3.2.3
Outcomes

To provide an education programme in order to improve the diagnostic skills of community optometrists relating to AMD

Regular meetings have been held with the local optometrists on a range of topics including macular degeneration. A ‘refresher’ or ‘reinforcing’ session on macular degeneration was also held in early 2005, which focused on differential diagnosis of wet and atrophic or ‘dry’ AMD and grading of dry AMD using templates provided by the AMD clinical lead. Powerpoint presentations were disseminated to the optometrists who attended as teaching material. Web-based educational material was also made available to the local optometrists via the North East London Eye Partnership, which includes the Whipps Cross University NHS Trust (www.nelep.org.uk/AMD.htm). The project considered providing a financial incentive for optometrists to attend training on AMD, but it was decided that the incentive of Continuing Education and Training (CET) points was sufficient. However, the limitation of communication via these meetings was acknowledged:

“Those who are motivated to attend the meetings are on the whole the better optometrists, the poorer ones don’t come to meetings and don’t assist us. We want to make sure everyone is educated to the same level. People’s interests are just different.” (Respondent 1) 

It was also recognised that progress could be made by focusing on those optometrists who were actively engaged with the issue:

“What our previous work with Action On Cataracts was that on the whole there is a good cohort of interested optometrists, the GPs know who these people are so that rather than going to the GP who can’t make headway with the decision, other than sending to an eye clinic, they can see an optometrist, who can clearly [identify the type of AMD].” (Respondent 1) 

It was also clear that the goal of the training needed to be viewed in context:

“The problem is that it is a relatively uncommon condition and the optometrist is really acting as a filter to try to get to the patients most at risk. We are not expecting to be 100% sensitive in giving diagnosis.” (Respondent 1) 

Nevertheless, increasing the skills of optometrists would have benefits for patients with dry AMD, such as through the provision of information. For example:

“[particular] vitamins … are very effective in reducing the risk of progression, by 25%. That is the story very few people know about. Certainly older patients don’t know anything about it, so there is quite a lot of information in terms of passing that on for those people who can’t be helped therapeutically. They can begin to kick start those things like registration if that is appropriate, they can begin to improve social support and information. A lot of information people get needs to be repeated.” (Respondent 1) 

To introduce a rapid-access fax-based referral route with which community optometrists could access assessment by a specialist ophthalmologist for patients with suspected treatable wet AMD

The new fax-based referral route was launched at a presentation for optometrists in March 2005. On receipt of the referral by the Whipps Cross Hospital ophthalmology department, assessment in a consultant-led clinic or a dedicated associate specialist AMD clinic would be arranged within one week.

The number of AMD patients that were referred through the new pathway was unclear. In April 2005, the AMD clinical lead noted:

“… we have had a relatively small number of referrals so far because it is a sporadic disease and suddenly you will get clusters of people, … five people suddenly appearing and then [for] several weeks, even months, you may not get many acute referrals.” 

In October 2005, the AMD clinical lead was reported to have indicated that six patients had been referred using the new pathway between March and September 2005, and that none of these patients were treated with photodynamic therapy (PDT). The project manager reported knowledge of four AMD referrals made between July and September. Three of these four referrals were reported to be from one optometrist. The project’s optometrist clinical lead also reported that she had referred one patient in April, and that an ophthalmologist had also referred a patient. 

The project’s optometrist clinical lead reported that the small number of known referrals had been investigated, and a number of issues had been identified. One was that when the Whipps Cross ophthalmology department moved premises, the fax number assigned to the AMD referrals was transferred to another department without the project team’s knowledge. Another issue was that although the referral form indicated that patients should be seen by the ophthalmology clinical lead for the AMD pathway, it appeared that some patients had been seen by other ophthalmology consultants. When checking to see how many payments had been made to optometrists for referring patients with suspected wet AMD, it emerged that the payment forms looked similar to the forms used for diabetic screening payments and some had been sent to the wrong PCT finance office. The project’s optometrist clinical lead suggested that it would be necessary to ask the optometrists for data on referrals in order to establish how many referrals had been made. 

No data on the time from referral to assessment were available. The traditional referral route was reported to take three to four weeks.

In July 2006, the PCT assistant director for primary care leading the project reported that the number of patients who had come through the AMD pathway had continued to be “really small”: “we really have struggled with this”. It was reported that work had been undertaken to check whether patients were “slipping through somewhere else, … [but] they just don’t seem to be there”. 

The PCT assistant director reported that in line with the glaucoma and low vision pathways developed by the project, the AMD pathway would be subject to local evaluation. However, it was reported that it would be unlikely for the educational work for optometrists to be “mainstreamed”, or for the payment to optometrists for referrals to be maintained at the level introduced by the project.

3.2.4
Activity levels and costs

Web-based information about the AMD pathway (a launch letter pdf that can be accessed from www.nelep.org.uk/AMD, last accessed October 2006) forecast approximately 350 wet AMD cases per year across the PCT, of which approximately 5% would be amenable to treatment. 

In October 2005, the project’s optometrist clinical lead reported that an attempt had been made to establish how many patients had been treated with PDT. Moorfield Eye Hospital reported that six patients had been referred from Whipps Cross University Hospital and treated with PDT during the first nine months of 2005. It is likely that these patients would have come from Waltham Forest PCT and neighbouring PCTs. Hence, the overall volume of wet AMD activity appeared to be small, and this may in part be due to the ethnicity of the local population. While the objective to fast-track referrals for suspected wet AMD remained important, the impact of the project in this area was unclear. The number of reported referrals was considerably lower than initially expected:

“… we reckon … the worst case scenario is that we would have two or three patients per week. We were not expecting big numbers. We could work and cope with a patient a day, [which] in a working year is 200 patients, which we felt was more than was likely, probably nearer about 100 would be the reality.” 

Nevertheless, it was also suggested that the impact on referral numbers of the training programme was unpredictable because:

“in fact patients who might have been sent in as acute patients [before] would almost certainly … not now be sent in.” (Respondent 1)

The project’s optometrist clinical lead reported in October 2005 that the project planned to hold a meeting with optometrists in order to review a range of issues including early signs of AMD. 

The optometrists were paid £40 per referral for using the new pathway.

3.2.5
Themes

Project pre-history; the context for innovation

In common with the other pathways developed by the project, it was felt that the experience of previous service improvements within the locality had strengthened working relationships, and promoted a receptive local context for further innovation:

“Action On Cataract, a few years ago, was a stimulus for us to work much more closely with local optometrists. We already had good relationships but developed, through them a model of direct referral, which has been the model used for choice in this sector of London for cataracts and it’s improved relationships with optometrists.” (Respondent 1)

Furthermore, the AMD clinical lead had experience of leading quality improvement initiatives and was enthusiastic about the potential for changing historical practices.

Promotion of the new pathway

While there was recognition that communication with optometrists about the new pathway was necessary in order to trigger rapid assessment by an ophthalmologist, the action to engage optometrists was largely confined to presentations at the existing regular meetings for local optometrists. This approach was viewed as having limited potential, because the enthusiastic optometrists who attend these meetings, would be able to recognise patients requiring rapid assessment:

“… the good … [optometrists] will find ways for the patient to get in; they recognise it [wet AMD] and send him in acutely. As they have done in the past, they send for the GP to send them in acutely. What we are trying to do is to try to improve the overall level of understanding on the timescale that is required …” (respondent 1)

The limited use of the pathway suggests that a much greater effort to promote its use was required. The lack of a sustained programme of activity may in part have been due to the non-replacement of the project's optometrist clinical lead who resigned towards the end of 2005.

Project management

The Waltham Forest project was unique in the eye care services programme for being funded to develop pathways for all three diseases. The PCT project team members appeared to appreciate the scale of the challenge they faced to deliver the intended outcomes, while at the same time underestimating the consequent project management role. Overall, it appeared that greater management attention had been paid to the glaucoma and low vision pathways than the AMD pathway. The project’s management of the new pathway appeared to have been weak, with no individual ensuring that the intended changes in practice were adequately implemented. 

3.2.6
Conclusion

The project sought to introduce a fast-track referral route for patients identified with suspected wet AMD by community optometrists in the Waltham Forest PCT direct to a consultant ophthalmologist at the Whipps Cross University NHS Trust. As part of the project, the AMD clinical lead provided a number of training sessions for optometrists in order to increase their diagnostic skills relating to AMD and to raise awareness of the new pathway. Web-based educational material was made available to the local optometrists, along with a fax referral form for accessing rapid assessment.

The new pathway was reported to have been launched in March 2005, and by October 2005, about six referrals were reported to have been received. The smaller than expected number of referrals was reported to have continued in 2006. By July 2006, it appeared that the pathway was not being actively pursued by the PCT, and that greater attention was being paid to the other pathways developed by the project. Nevertheless, the need to promote rapid assessment of patients with suspected wet AMD remains. The extent that this requires optometrists to initiate referral of patients with suspected AMD for assessment by an ophthalmologist, the project's experience suggests that further substantial effort to effectively engage optometrists would be required in order to achieve timely assessment of patients.

Figure Descriptions

Figure 1 The glaucoma pathway proposed by the NECSSG

The figure is a flow diagram representing the glaucoma pathway proposed by the NECSSG. The steps in the diagram are as follows:

Step 1 - Patient attends community optometrist (CO)

· Sight test, IOP over 21 (applanation tonometry and/or visual field defect and/or excavated discs.

· Patient/optometrist makes appointment with optometrist with special interest in glaucoma (OSI) or OMP.

Go to step 2

Step 2 - Patient attends OSI or OMP

· Full history and assessment carried out according to protocol.
· Decision taken as to whether patient has ocular hypertension (OSUI/OMP review) or can be discharged (return to CO) or has glaucoma (treat or refer to HES)
· Patient given information and further appropriate appointments are made if needed.
Go to step 3

Step 3 - OSI/OMP relays data to HES

· HES reviews data, advises OSI/OMP regarding management and sets up review at HES if needed

Go to step 4

Step 4 - OSI/OMP manages patient in community setting

· Regular reviews set in place.

· OSI/OMP relay data to hospital if significant progression for HES review if needed.

Source: Department of Health (2003a)

Return to main text
Figure 2 The low vision pathway proposed by the NECSSG

The figure is a flow diagram representing the low vision pathway proposed by the NECSSG. The steps in the diagram are as follows:

Step 1 - Patient referred to Low Vision Service (LVS)

· Referral may be from secondary care, GP, social worker, rehabilitation officer, community nurse, OT etc or may be self referral.
· Patient may have an LVI, RVI or CVI
· All patients are contacted by LVS within 10 working days.
Go to step 2

Step 2 - Patient attends LVS

· Service is seamless across health, social care and the voluntary sector.

· A full sight test forms part of the assessment.

· Patient is given information on eye condition, entitlements etc as well as local services.

· Counselling and advice on employment or education is available.

· Spectacles, LV aids, advice (especially lighting, contrast and size) and home adaptations are discussed and made available as appropriate.

· Referral to other areas of health and social care as needed, including certification.

Go to step 3

Step 3 - Patient has follow up appointments as needed

· Visits may take place in the patient's home or elsewhere.

· Visits will be by appropriate member of the LV team.

Go to step 4

Step 4 - Finish or service enables re-access

· Possible return to step 3.

Source: Department of Health (2003a)
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Figure 3 The AMD pathway proposed by NECSSG

The figure is a flow diagram representing the AMD pathway proposed by the NECSSG. The steps in the diagram are as follows:

Step 1 - Patient attends optometrist with special interest.

· Differential diagnostic assessment, including full history, clinical examination, biomicroscopy and macular function is completed.
Outcome: Patient has non-neovascular AMD (go to step 4)

Outcome: Patient has neovascular AMD. OSI refers directly to HES (go to step 2)

Step 2 - Patient attends HES

· Outpatient appointment with ophthalmologist for a flourescien angiography and further investigation.
Outcome: AMD untreatable (go to step 4)

Outcome: AMD treatable (go to step 3)
Step 3 - Patient attends HES
· Access to treatment
· Advice and information available for patient
Go to step 4

Step 4 Fast access to integrated low vision services such as:

· optical low vision services
· advice and information
· counselling
· social service support
· rehabilitation
· possible certification (CVI)
Source: Department of Health (2003a)
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Figure 4 - Peterborough project: number of SOG assessments per month

The figure is a bar chart representing the number of SOG assessments per month in the Peterborough project between January 2005 and August 2006. The number of first, second, third and fourth assessments are shown against the month in which the assessments took place. The data in table format are as follows:

Month
Number of first assessments
Number of second assessments
Number of third assessments
Number of fourth assessments

January 2005
1
0
0
0

February 2005
20
0
0
0

March 2005
35
0
0
0

April 2005
41
0
0
0

May 2005
40
0
0
0

June 2005
29
4
0
0

July 2005
38
8
0
0

August 2005
40
5
0
0

September 2005
43
11
1
0

October 2005
67
7
0
0

November 2005
93
7
0
0

December 2005
73
7
0
0

January 2006
72
14
1
0

February 2006
77
33
0
0

March 2006
80
37
2
1

April 2006
72
28
4
0

May 2006
75
47
2
0

June 2006
89
41
5
0

July 2006
56
38
8
0

August 2006
32
47
13
0

September 2006
42
63
11
0
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Figure 5 - Peterborough project: waiting time from referral by GPs to SOG assessment; mean waiting time for consecutive groups of 4 patients during the 12 months to September 2006 (x control chart)

This control chart represents the mean waiting time from referral by GPs to SOG assessment for consecutive groups of 4 patients during the 12 months to September 2006 (x control chart) for the Peterborough project. The overall mean waiting time during this period was 11.4 weeks. The mean waiting time for each subgroup is as follows:

Subgroup number
Mean waiting time

Subgroup 1
7 weeks

Subgroup 2
9 weeks

Subgroup 3
9 weeks

Subgroup 4
12 weeks

Subgroup 5
16 weeks

Subgroup 6
15 weeks

Subgroup 7
16 weeks

Subgroup 8
7 weeks

Subgroup 9
19 weeks

Subgroup 10
7 weeks

Subgroup 11
9 weeks

Subgroup 12
15 weeks

Subgroup 13
6 weeks

Subgroup 14
11 weeks

Subgroup 15
9 weeks

Subgroup 16
25 weeks

Subgroup 17
11 weeks

Subgroup 18
9 weeks

Subgroup 19
6 weeks

Subgroup 20
8 weeks

Subgroup 21
5 weeks

Subgroup 22
7 weeks

Subgroup 23
12 weeks

Subgroup 24
8 weeks

Subgroup 25
9 weeks

Subgroup 26
10 weeks

Subgroup 27
17 weeks

Subgroup 28
9 weeks

Subgroup 29
27 weeks

Subgroup 30
14 weeks

Subgroup 31
12 weeks

Subgroup 32
9 weeks

The upper and lower control limits were 19.9 weeks and 2.8 weeks, respectively. All the subgroups, except for subgroups 16 and 29, were within the control limits.
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Figure 6 - Peterborough project: waiting time from referral by GPs to SOG assessment; moving range for consecutive groups of 4 patients during the 12 months to September 2006 (R control chart)

This control chart represents the moving range from referral by GPs to SOG assessment for consecutive groups of 4 patients during the 12 months to September 2006 (r control chart) for the Peterborough project. The overall mean of the moving range for the 32 groups during this period was 12 weeks. The moving range for each subgroup is as follows:

Subgroup number
Moving range

Subgroup 1
3 weeks

Subgroup 2
14 weeks

Subgroup 3
2 weeks

Subgroup 4
17 weeks

Subgroup 5
20 weeks

Subgroup 6
20 weeks

Subgroup 7
9 weeks

Subgroup 8
4 weeks

Subgroup 9
31 weeks

Subgroup 10
7 weeks

Subgroup 11
3 weeks

Subgroup 12
7 weeks

Subgroup 13
2 weeks

Subgroup 14
2 weeks

Subgroup 15
11 weeks

Subgroup 16
59 weeks

Subgroup 17
8 weeks

Subgroup 18
8 weeks

Subgroup 19
3 weeks

Subgroup 20
3 weeks

Subgroup 21
6 weeks

Subgroup 22
1 week

Subgroup 23
7 weeks

Subgroup 24
5 weeks

Subgroup 25
4 weeks

Subgroup 26
4 weeks

Subgroup 27
27 weeks

Subgroup 28
7 weeks

Subgroup 29
55 weeks

Subgroup 30
6 weeks

Subgroup 31
13 weeks

Subgroup 32
5 weeks

The upper and lower control limits were 26.7 weeks and 0 weeks, respectively. All the subgroups, except for subgroups 9, 16, 27 and 29, were within the control limits.
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Figure 7 - Peterborough project: waiting time from referral by community optometrists to SOG assessment; mean waiting time for consecutive groups of 4 patients during the 12 months to September 2006 (x control chart)

This control chart represents the mean waiting time from referral by community optometrists to SOG assessment for consecutive groups of 4 patients during the 12 months to September 2006 (x control chart) for the Peterborough project. The overall mean waiting time during this period was 11.3 weeks. The mean waiting time for each subgroup is as follows:

Subgroup number
Mean waiting time

Subgroup 1
10 weeks

Subgroup 2
7 weeks

Subgroup 3
10 weeks

Subgroup 4
10 weeks

Subgroup 5
12 weeks

Subgroup 6
14 weeks

Subgroup 7
12 weeks

Subgroup 8
10 weeks

Subgroup 9
13 weeks

Subgroup 10
12 weeks

Subgroup 11
8 weeks

Subgroup 12
10 weeks

Subgroup 13
9 weeks

Subgroup 14
11 weeks

Subgroup 15
16 weeks

Subgroup 16
13 weeks

Subgroup 17
11 weeks

Subgroup 18
12 weeks

Subgroup 19
11 weeks

Subgroup 20
8 weeks

Subgroup 21
9 weeks

Subgroup 22
21 weeks

Subgroup 23
6 weeks

Subgroup 24
25 weeks

Subgroup 25
10 weeks

Subgroup 26
14 weeks

Subgroup 27
6 weeks

Subgroup 28
8 weeks

The upper and lower control limits were 19 weeks and 3 weeks, respectively. All the subgroups, except for subgroups 22 and 24, were within the control limits.
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Figure 8 - Peterborough project: waiting time from referral by community optometrists to SOG assessment; moving range for consecutive groups of 4 patients during the 12 months to September 2006 (R control chart)

This control chart represents the moving range from referral by community optometrists to SOG assessment for consecutive groups of 4 patients during the 12 months to September 2006 (r control chart) for the Peterborough project. The overall mean of the moving range for the 28 groups during this period was 11 weeks. The moving range for each subgroup is as follows:

Subgroup number
Moving range

Subgroup 1
14 weeks

Subgroup 2
3 weeks

Subgroup 3
5 weeks

Subgroup 4
3 weeks

Subgroup 5
9 weeks

Subgroup 6
14 weeks

Subgroup 7
6 weeks

Subgroup 8
7 weeks

Subgroup 9
10 weeks

Subgroup 10
5 weeks

Subgroup 11
12 weeks

Subgroup 12
11 weeks

Subgroup 13
3 weeks

Subgroup 14
6 weeks

Subgroup 15
8 weeks

Subgroup 16
8 weeks

Subgroup 17
9 weeks

Subgroup 18
12 weeks

Subgroup 19
11 weeks

Subgroup 20
5 weeks

Subgroup 21
6 weeks

Subgroup 22
43 weeks

Subgroup 23
1 weeks

Subgroup 24
69 weeks

Subgroup 25
5 weeks

Subgroup 26
15 weeks

Subgroup 27
4 weeks

Subgroup 28
6 weeks

The upper and lower control limits were 25 weeks and 0 weeks, respectively. All the subgroups, except for subgroups 22 and 24, were within the control limits.
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Figure 9 - Peterborough project: consultant ophthalmologist’s audit of SOGs’ reported outcomes for first assessments to September 2006

This bar chart represents the consultant ophthalmologist’s audit of SOGs’ reported outcomes for first assessments to September 2006 as part of the Peterborough project. The percentage of outcomes found to be in "In agreement", or having a "non-significant agreement" or "significant agreement" are shown for each SOG. The data in table format are as follows:

SOG
"In agreement" with outcome
"Non-significant agreement" with outcome
"Significant agreement" with outcome

A
71%
18%
12%

B
52%
18%
30%

C
49%
44%
6%

D
42%
22%
36%

E
44%
27%
30%

F
54%
19%
27%

G
54%
29%
17%

H
65%
21%
13%

I
55%
32%
13%
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Figure 10 - East Devon project: the number of assessments by COSI and month recorded in the project’s dataset to July 2006

This bar chart shows the number of assessments per month for each COSI recorded in the project’s dataset to July 2006 as part of the East Devon project. The data in table format are as follows:

Month
COSI A
COSI B
COSI C
COSI D
COSI E
COSI F

January 2005
2
5
0
0
3
0

February 2005
7
2
0
0
3
0

March 2005
2
11
0
0
5
0

April 2005
14
0
0
4
5
0

May 2005
10
1
0
9
6
0

June 2005
7
0
0
14
4
0

July 2005
14
5
0
0
6
3

August 2005
9
0
0
0
6
0

September 2005
24
5
0
11
11
0

October 2005
12
0
8
11
11
0

November 2005
12
9
10
6
11
0

December 2005
10
3
11
10
10
6

January 2006
13
0
10
0
9
5

February 2006
15
3
0
6
10
6

March 2006
19
3
5
11
9
0

April 2006
11
3
12
6
12
6

May 2006
18
1
10
0
11
5

June 2006
7
6
0
11
10
0

July 2006
16
2
0
11
0
6
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Figure 11 - East Devon project: the number of assessments undertaken by COSI A to July 2006

This bar chart shows the number of assessments undertaken by COSI A to July 2006 as part of the East Devon project. The number of first, second, third and fourth assessments per month are shown for January 2005 to July 2006. The data in table format are as follows:

Month
Number of first assessments
Number of second assessments
Number of third assessments
Number of fourth assessments

January 2005
2
0
0
0

February 2005
7
0
0
0

March 2005
1
1
0
0

April 2005
14
0
0
0

May 2005
10
0
0
0

June 2005
6
0
0
0

July 2005
10
4
0
0

August 2005
4
5
0
0

September 2005
22
1
1
0

October 2005
4
8
0
0

November 2005
3
9
0
0

December 2005
5
4
1
0

January 2006
4
8
1
0

February 2006
3
7
5
0

March 2006
4
14
1
0

April 2006
3
4
4
0

May 2006
4
4
10
0

June 2006
2
1
2
2

July 2006
2
6
6
2
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Figure 12 - East Devon project: screening and follow-up appointments seen in the specialist nurse clinics, January 2005 to June 2006

This bar chart shows the number of screening and follow-up appointments in the specialist nurse clinics as part of the East Devon project. The number of screening and follow up appointments per month are shown for January 2005 to June 2006. The data in table format are as follows:

Month
Number of screening appointments
Number of follow up appointments

January 2005
57
143

February 2005
39
92

March 2005
78
134

April 2005
78
225

May 2005
59
203

June 2005
48
182

July 2005
46
164

August 2005
51
150

September 2005
76
175

October 2005
63
192

November 2005
59
231

December 2005
61
196

January 2006
102
219

February 2006
73
221

March 2006
81
226

April 2006
62
238

May 2006
75
228

June 2006
88
222
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Figure 13 - East Devon project: time in bands to the next scheduled assessment for new patients both screened and assigned to follow-up in the specialist nurse clinics

This bar chart shows the number of patients in each of five time bands, where the time is to the next scheduled assessment, for new patients both screened and assigned to follow-up in the specialist nurse clinics at the West of England Eye Unit. The time bands to the next scheduled assessment are less than 2 months, 2 months, between 2 and 6 months, 6 months and more than 6 months.  The number of patients in each time band is shown separately for the 1st, 2nd, 3rd, 4th and 5th assessments. The data in table format are as follows:

Assessment
Less than 2 months
2 months
Between 2 and 6 months
6 months
More than 6 months

First assessment
27
94
46
170
75

Second assessment
3
23
3
51
2

Third assessment
0
12
1
19
0

Fourth assessment
0
2
0
10
0

Fifth assessment
0
1
0
0
0
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Figure 14 - East Devon project: delays in follow-up appointments for patients seen in the specialist nurse clinics

This bar chart shows the delay in follow-up appointments for patients seen in the specialist nurse clinics at the West of England Eye Unit. The percentage of appointments for which data were available is shown against the number of months of delay. Results for June to September 2005 and March to June 2006 are displayed. The data in table format are as follows:

Number of months delay
Percentage of appointments affected during June to September 2005 (for which data were available)
Percentage of appointments affected during March to June 2006 (for which data were available)

0
30
38

1 month
15
11

2 months
14
18

3 months
13
15

4 months
8
5

5 months
5
3

6 months
4
2

7 months
4
2

8 months
2
2

9 months
1
1

10 months
2
1

11 months
0
0

12 months
1
1

More than 12 months
2
2
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Figure 15 - Waltham Forest project: number of OSI assessments by type during the 13 months to July 2006

This bar chart shows the number of first assessments and follow-up assessments undertaken by OSIs each month during the 13 months to July 2006 as part of the Waltham Forest project. The data in table format are as follows:

Month
Number of first assessments
Number of follow up assessments

June 2005
13
0

July 2005
12
3

August 2005
12
0

September 2005
13
1

October 2005
14
0

November 2005
11
0

December 2005
5
0

January 2006
9
4

February 2006
2
0

March 2006
4
1

April 2006
12
0

May 2006
15
0

June 2006
15
1

July 2006
3
2
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Figure 16 - Gateshead project: number of integrated low vision assessments undertaken in clinics and domiciliary settings and follow-up domiciliary visits during 18 months to June 2006

This bar chart shows the number of integrated low vision assessments undertaken each month in clinics and domiciliary settings, and follow-up domiciliary visits, during 18 months to June 2006 as part of the Gateshead project. The data in table format are as follows:

Month
Number of assessments in clinics
Number of follow-up domiciliary visits
Number of domiciliary assessments

January 2005
17
1
0

February 2005
22
5
0

March 2005
21
16
0

April 2005
19
17
0

May 2005
28
20
0

June 2005
33
22
1

July 2005
31
23
1

August 2005
27
24
0

September 2005
31
27
0

October 2005
30
24
0

November 2005
33
32
0

December 2005
9
17
7

January 2006
24
17
0

February 2006
28
17
1

March 2006
35
36
1

April 2006
14
18
1

May 2006
33
22
2

June 2006
25
17
5
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Figure 17 - Gateshead project: source of referral between January 2005 and June 2006

This bar chart shows the number of clients referred in each of eight referral categories between January 2005 and June 2006 for the Gateshead project. Referrals for the first nine months (January to September 2005) and the subsequent 9 months (October 2005 to June 2006) are displayed. The data in table format are as follows:

Source of referral
Number of patients referred by the source during January to September 2005
Number of patients referred by the source during October 2005 to June 2006

Sight Service
96
16

Self Referrals
47
49

Social Services
27
39

HES
23
40

Optometrists
18
37

GPs
6
11

Other hospital services
3
8

Other
8
29
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Figure 18 - Sutton and Merton, Wandsworth project: number of LV assessments by locality between March 2005 and March 2006

This bar chart shows the number of LV assessments by locality each month between March 2005 and March 2006 as part of the Sutton and Merton and Wandsworth project. The data in table format are as follows:

Month in which assessment took place
Number of LV assessments in Sutton
Number of LV assessments in Merton
Number of LV assessments in Wandsworth

March 2005
5
2
0

April 2005
11
2
0

May 2005
11
7
0

June 2005
10
11
3

July 2005
13
9
5

August 2005
8
4
5

September 2005
12
6
4

October 2005
14
1
6

November 2005
14
3
6

December 2005
4
2
2

January 2006
10
5
3

February 2006
5
9
3

March 2006
12
5
8
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Figure 19 - Waltham Forest project: low vision clinics and assessments by OSI between September 2005 and May 2006

This bar chart shows the number of low vision clinics and assessments undertaken by each OSI in each month between September 2005 and May 2006 as part of the Waltham Forest Project. The data in table format are as follows:

Month in which the clinic or assessment took place
Number of OSI A Clinics
Number of OSI A Assessments
Number of OSI B Clinics
Number of OSI B Assessments

September 2005
1
2
0
0

October 2005
5
12
0
0

November 2005
4
10
0
0

December 2005
3
6
0
0

January 2006
5
10
5
2

February 2006
3
5
4
2

March 2006
3
4
5
5

April 2006
0
0
5
0

May 2006
2
4
5
10
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Figure 20 - Waltham Forest project: source of referral to the low vision clinics

This bar chart shows the number of clients referred in each of six referral categories to the low vision clinics as part of the Waltham Forest project. The data in table format are as follows:

Source of Referral
Number of patients referred

Social Services
34

GPs
13

Optometrists
11

Self referral
8

HES
1

Other
5
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Figure 21 - Havering, Barking and Dagenham project: number of patients seen per month

This bar chart shows the number of patients seen per month from Havering and from Barking and Dagenham during the period February 2005 to June 2006, as part of the Havering, Barking and Dagenham project. The data in table format are as follows:

Month
Number of patients seen in Havering
Number of patients seen in Barking and Dagenham

February 2005
2
0

March 2005
0
1

April 2005
11
0

May 2005
14
4

June 2005
12
4

July 2005
9
1

August 2005
8
0

September 2005
9
6

October 2005
18
2

November 2005
5
4

December 2005
6
1

January 2006
5
4

February 2006
9
4

March 2006
11
2

April 2006
11
6

May 2006
5
7

June 2006
8
11
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Figure 22 - Havering, Barking and Dagenham project: source of referral

This bar chart shows the number of clients referred in each of three referral categories to the low vision clinics as part of the Havering, Barking and Dagenham project. The number of clients from Havering and Barking and Dagenham are shown in the following table:

Source of referral
Number of clients referred in Havering
Number of clients referred in Barking and Dagenham

Social Services
77
55

Self referral
94
19

Other
4
1
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Figure 23 - Havering, Barking and Dagenham project: mean waiting time for consecutive groups of four client assessments between April 2005 and June 2006 (x control chart)

This control chart represents the mean waiting time for consecutive groups of four client assessments between April 2005 and June 2006 (x control chart) for the Havering, Barking and Dagenham project. The overall mean waiting time during this period was 6.8 weeks. The mean waiting time for each subgroup is as follows:

Subgroup number
Mean waiting time

Subgroup 1
4 weeks

Subgroup 2
4 weeks

Subgroup 3
6 weeks

Subgroup 4
6 weeks

Subgroup 5
7 weeks

Subgroup 6
10 weeks

Subgroup 7
6 weeks

Subgroup 8
7 weeks

Subgroup 9
10 weeks

Subgroup 10
6 weeks

Subgroup 11
10 weeks

Subgroup 12
8 weeks

Subgroup 13
10 weeks

Subgroup 14
13 weeks

Subgroup 15
10 weeks

Subgroup 16
10 weeks

Subgroup 17
8 weeks

Subgroup 18
7 weeks

Subgroup 19
3 weeks

Subgroup 20
2 weeks

Subgroup 21
7 weeks

Subgroup 22
5 weeks

Subgroup 23
4 weeks

Subgroup 24
5 weeks

Subgroup 25
8 weeks

Subgroup 26
9 weeks

Subgroup 27
5 weeks

Subgroup 28
9 weeks

Subgroup 29
7 weeks

Subgroup 30
8 weeks

Subgroup 31
4 weeks

Subgroup 32
7 weeks

Subgroup 33
5 weeks

Subgroup 34
4 weeks

Subgroup 35
5 weeks

Subgroup 36
4 weeks

Subgroup 37
4 weeks

Subgroup 38
3 weeks

Subgroup 39
7 weeks

Subgroup 40
4 weeks

Subgroup 41
10 weeks

Subgroup 42
9 weeks

Subgroup 43
5 weeks

Subgroup 44
18 weeks

Subgroup 45
4 weeks

The upper and lower control limits were 12.4 weeks and 1 week, respectively. All the subgroups, except for subgroups 14 and 44, were within the control limits.
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Figure 24 - Havering, Barking and Dagenham project: moving range for consecutive groups of four client assessments between April 2005 and June 2006 (R control chart)

This control chart represents the moving for consecutive groups of four client assessments between April 2005 and June 2006 (r control chart) for the Havering, Barking and Dagenham project. The overall mean of the moving range for the 45 groups during this period was 8 weeks. The moving range for each subgroup is as follows:

Subgroup number
Moving range

Subgroup 1
3 weeks

Subgroup 2
6 weeks

Subgroup 3
5 weeks

Subgroup 4
5 weeks

Subgroup 5
5 weeks

Subgroup 6
12 weeks

Subgroup 7
5 weeks

Subgroup 8
8 weeks

Subgroup 9
6 weeks

Subgroup 10
4 weeks

Subgroup 11
1 week

Subgroup 12
7 weeks

Subgroup 13
9 weeks

Subgroup 14
23 weeks

Subgroup 15
11 weeks

Subgroup 16
9 weeks

Subgroup 17
6 weeks

Subgroup 18
8 weeks

Subgroup 19
6 weeks

Subgroup 20
4 weeks

Subgroup 21
11 weeks

Subgroup 22
3 weeks

Subgroup 23
3 weeks

Subgroup 24
2 weeks

Subgroup 25
6 weeks

Subgroup 26
11 weeks

Subgroup 27
7 weeks

Subgroup 28
1 week

Subgroup 29
5 weeks

Subgroup 30
3 weeks

Subgroup 31
7 weeks

Subgroup 32
2 weeks

Subgroup 33
9 weeks

Subgroup 34
3 weeks

Subgroup 35
6 weeks

Subgroup 36
2 weeks

Subgroup 37
3 weeks

Subgroup 38
8 weeks

Subgroup 39
15 weeks

Subgroup 40
5 weeks

Subgroup 41
26 weeks

Subgroup 42
26 weeks

Subgroup 43
8 weeks

Subgroup 44
31 weeks

Subgroup 45
3 weeks

The upper and lower control limits were 17.6 weeks and 0 weeks, respectively. All the subgroups, except for subgroups 14, 41, 42 and 44, were within the control limits.
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Figure 25 - Brighton project: number of patients assessed by a COSI for suspected AMD

This bar chart shows the number of patients assessed each month during the period January 2005 to July 2006for suspected AMD by each of the COSIs as part of the Brighton project. The data in table format are as follows:

Month
Number of patients assessed by COSI A
Number of patients assessed by COSI B
Number of patients assessed by COSI C
Number of patients assessed by COSI D

January 2005
5
3
4
0

February 2005
1
5
2
0

March 2005
2
2
3
1

April 2005
4
1
2
0

May 2005
7
6
1
0

June 2005
3
6
4
0

July 2005
1
4
3
2

August 2005
5
0
2
4

September 2005
4
2
1
0

October 2005
3
4
0
2

November 2005
1
5
5
2

December 2005
0
2
0
1

January 2006
1
4
4
2

February 2006
2
4
0
0

March 2006
1
2
1
0

April 2006
5
3
0
0

May 2006
1
0
2
0

June 2006
4
1
3
0

July 2006
1
1
0
0
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