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SCHEDULE 2 – THE SERVICES

1. [bookmark: _Toc2681126][bookmark: _Toc343591382]Service Specification


This service specification outlines a COVID-19 Urgent Eyecare Service delivered from a network of optical practices, acting as urgent eye care hubs, to support the immediate and recovery phase of Coronavirus Pandemic.

Future service development
Stockport CCG currently commissions the Covid Urgent Eyecare Service (CUES) in response to the COVID pandemic. This service has temporarily replaced the Minor Eye Conditions Service. The core delivery of the CUES aligns with the Minor Eye Conditions Service but several enhancements have been introduced to support hospital ophthalmology and primary care. An evaluation of the CUES may identify areas of development for the future of the Minor Eye Conditions / CUES pathway. 

	Service Specification No.
	

	Service
	COVID-19 Urgent Eyecare Service - CUES.  (NHS England Publication approval reference: 001559) 

	Commissioner Lead
	NHS Stockport CCG

	Provider Lead
	

	Period
	

	Date of Review
	



	1.	Population Needs

	
0. 	National/local context and evidence base

In response to the coronavirus (COVID-19) pandemic, NHS England/Improvement has set out that as routine sight testing has ceased(NHS England Publication approval reference: 001559), COVID-19 urgent and emergency eye care will need to be commissioned and delivered through a contract with local commissioners (ICSs/STPs and CCGs).  

NHSE/I regional teams will work with appropriate commissioners, health systems and optical practices to ensure the availability of appropriate and adequate levels of urgent eye care which will: 
  
· safely deliver urgent eye care in the community  
· deliver remote triage and consultations (by telephone or video) to minimise face-to-face appointments. 
·  make use of technology to reduce patient – practitioner contact time 
· reduce the expected burden on the rest of primary care (GP practices) and reduce  pressures on ophthalmology departments within secondary care 
·  maintain local access to quality eyecare services for local populations.  
 
All routine sight testing has ceased, and essential General Ophthalmic Services is not an urgent or emergency service.  In response to national COVID-19 guidance hospital ophthalmology departments have reduced all routine out-patient and surgical activity, providing services only for high risk patients and emergency care.  As a consequence, there is a risk that patients with urgent eye health issues will find it difficult to access care, with potential implications for their sight and long term eye health
Primary eye care providers within optical practice teams have a role to play in supporting hospital ophthalmology and primary care teams in the immediate response to the pandemic.
There is evidence at a regional and local level that where  Minor Eye Conditions services are already commissioned by CCGs, services are being changed to support the delivery of urgent eye care from optical practices.  For clarification,Covid-19 Urgent Eye Care Service (CUES) is not a  Minor Eye Conditions Service (MECS).
In order to support CCG areas where no contracts exist with optical practices, and to ensure equitable provision, urgent eye care service should be established where possible across an ICS/STP footprint (rather than at CCG level) in England, to manage presenting patients for which essential GOS is inappropriate (NHS England  Publication approval reference: 001559). 
Through a network of optical practices, and utilisation of technology, patients will be able to gain prompt access to a remote consultation and, in most cases, a care plan for the patient to either self-manage their ocular condition (with access to appropriate topical medications where appropriate), be managed by their optometrist with advice, guidance and remote prescribing as necessary by hospital eye service or be appropriately referred to ophthalmology services.
This will reduce the burden on patients physically visiting GP surgeries, pharmacies and secondary care facilities. The use of technology will allow virtual consultations allowing many people to receive their consultation from their home. 
It will also help to both support the public health agenda (to stay at home), whilst ensuring that patients who are in the high-risk vulnerable category, or patients who are self-isolating can access urgent and emergency eyecare appointments appropriately.
The service specification outlines a COVID-19 urgent eye care service (referred to hereafter as the Service) delivered from optical practices.  It was developed by NHS England, LOCSU and the Clinical Council for Eye Health Commissioning.



	2.	Outcomes

	

2.1	NHS Outcomes Framework Domains & Indicators

	Domain 1

	Preventing people from dying prematurely

	X

	Domain 2
	Enhancing quality of life for people with long-term conditions
	

	Domain 3
	Helping people to recover from episodes of ill-health or following injury
	X

	Domain 4

	Ensuring people have a positive experience of care

	X

	Domain 5
	Treating and caring for people in safe environment and protecting them from avoidable harm
	X




2.2	Local defined outcomes
The expected benefits of the Service include:  
  
· Reduction in the number of ophthalmology attendances (an essential outcome in response to the COVID-19 due to limited staff and numbers of clinicians redeployed to assist patients requiring critical care. 
· Reduction in the number of eye-related GP appointments 
· Release hospital workforce for more complex ophthalmic care and potential for front-line COVID-19 response
· Reduce coronavirus infection risk by minimising patient travel and patient – practitioner contact time
· Provide a rapid, safe access, high quality service for patients   
· Reduce the total number of patient face to face appointments  
· Improve the quality of referrals and referral pathway
· Care closer to home and in a lower risk setting  
· Direction to self-care; e.g. patient leaflets, websites, online symptom checker
· Improve quality of life  
· Provide accurate data about outcomes and patient satisfaction across multiple providers   
· Provide outcome data to providers to enable quality improvement    



	3.	Scope

	
3.1	Aims and objectives of service

The primary aim of the Service is to ensure people can access urgent eyecare within primary care, utilising the established trained workforce in optical practices.
 
This is essential to reduce demand on primary care including general practice and pharmacy, and the pressures on the hospital eye services during the coronavirus (Covid-19) pandemic, and inform the requirements for service development for the recovery phase that will follow 

The service objectives are to: 
 
· Deliver a COVID-19 urgent eye care service to people, from optical practices, acting as urgent eye care hubs, in the community as set out in NHS England Publication approval reference: 001559. 
· Improve access to local timely care for patients with urgent ocular presentations, reducing the need to travel to the hospital 
· Identify at risk and confirmed people with COVID-19 and, where patient needs aren’t met by remote consultation within the service, refer to appropriate services with advice on restrictions to access.
· Deliver clinical triage, assessment, treatment and advice by telephone or video to reduce the need for face-to-face contact, where appropriate, avoiding the need for many patients to leave their home. 
· Provide face to face consultations where required in some optical practices,
· Apply appropriate social distancing and infection control measures where a face-to-face consultation is required.  
· Facilitate urgent and emergency eye referrals, where necessary, following local referral protocols (Alerting where the patient reports symptoms of Covid-19, or is in an at-risk group)
· Ensure the knowledge and skills of the optical practice workforce (Optometrists, Dispensing Opticians and Contact lens Opticians) are utilised as primary health care providers. 
· Provide an equivalent remote service to people who are house-bound or shielding during the period of COVID-19.
· Provide access to specialist ophthalmic advice and guidance and remote prescribing when required to support practitioner clinical decision making and treatment. 
· Support compliance with COVID-19 control measures and follow best practice PPE guidance relating to infection control (Service policies and protocols will be regularly updated in line with national Public Health England (PHE) guidance ) 
· Consider a single point of access (SPoA) when required to ensure patients are directed to the most suitable care setting/service with the appropriate level of urgency.  


3.2	Service description/care pathway

The Service will provide initial contact, telephone triage, remote consultations and where necessary face to face assessments and management of recent onset symptomatic or urgent ocular presentations.

The Service will maintain a minimum number of face to face patient interactions by:

· adopting remote consultation by the most appropriate clinician
· triage to the most appropriate clinician if a face to face appointment is necessary
· optimising each consultation with ophthalmologist, or optometrist with independent prescribing advice & guidance, where appropriate.

Initial telephone contact and access to clinical triage – access to the Service is restricted to telephone booking only, to:

· identify people with Covid-19 symptoms, at risk /self-isolating people to signpost to appropriate services. 
· offer telephone/ video consultation and selfcare advice or provide signed orders remotely, where appropriate
· offer face to face appointments with optometrist following telephone/video consultations for those who are presenting with urgent and higher risk symptoms (observing PPE guidance and social distancing advice)
· Signpost to emergency services, as appropriate.

Urgent Eye Care – see Patient Pathway and Service Risk Stratification, Conditions and Pathway documents. The Service might typically include people presenting with a red or painful eye, foreign body, sudden change in vision, or flashes and floaters which might suggest retinal detachment, who would otherwise present to general practice, hospital services and A&E.  

Patients can self-present (by telephone) or be referred / redirected from other services for clinical assessment and management.

· The Service will utilise current clinical capability within optical practice 
· Should a local optical practice be closed, a recorded telephone message will redirect the caller to the nearest optical practice, acting as an urgent eyecare hub. 
· By accepting redirected referrals from the Hospital Eye Service for assessment / continued care
· The Service will recognise that where available, optometrists with higher qualifications (independent prescribing and higher qualifications from the College of Optometrists e.g. glaucoma qualifications) will be able to manage a broader scope of eye conditions, initiate treatment and deliver care as necessary, as well as supporting other practitioners with advice and guidance as required. 
·  Optometrists without  higher qualifications can be supported in decision making and providing treatment through advice, guidance and remote prescribing from the hospital eye service
· It is accepted that in many areas, referrals to ophthalmology may require clinical discussion first (or by email if not urgent) with an ophthalmologist to explore alternative management options thereby reducing the need to attend hospital, provide additional advice and guidance, determine the appropriate timing for attendance or agree a collaborative approach for patient management.


Implementation

The main priority is to address the need for the rapid commissioning, and implementation of, an accessible urgent eye care service in areas without an existing CCG commissioned primary eye care pathway for the duration of the coronavirus (COVID-19) pandemic as outlined in NHS England Publication approval reference: 001559. 

The Service should be commissioned as a minimum on an ICS/STP footprint using existing commissioning relationships and mechanisms. Where appropriate, larger regional groupings may wish to commission at a larger scale.  In health communities where a prime provider is already involved in the delivery of locally commissioned optometric services, commissioners should expect to continue using this mechanism to deliver and manage the CUES service. Commissioners without such relationships should consider their use to deliver the CUES service.

Across England, many CCGs hold primary eye care service contracts for the delivery of Minor Eye Conditions (MECS). Some CCGs and primary eye care services have already agreed amended service delivery specifications to use the skills of primary eye care practitioners to triage, manage and prioritise patients presenting with an urgent eye condition. This Service specification is not intended to interfere with locally agreed arrangements to manage the COVID-19 pandemic, where they are working well. However, the patient pathway, and the risk stratification / service pathway may serve as a guide to optimise existing services to the standards laid out in the service specification.
 

Clinical leadership

Any service requires clinical leadership in enabling and assuring the delivery of high-quality care. The Service will therefore provide effective clinical leadership using the principles of multidisciplinary and organisational collaboration, training, clinical governance and clinical audit.  

A locally based clinical lead optometrist will oversee the implementation and performance management of the Service, and will work in partnership with the Trust clinical lead ophthalmologist to agree local pathways; revisions to local ophthalmology triage guidelines, joint care protocols and support responsive service co-developments, as required. 


Service innovation and development 
 
Emergent pandemics are times of high uncertainty, the commissioners and service provider and local ophthalmology department will need to work collaboratively to adapt and develop the service to best meet the immediate and intermediate needs of the local health care system, for the duration of the pandemic. 

Working in an integrated way with local ophthalmology teams the Service has the potential to provide a basis for offering further support during the recovery of routine hospital eye services:

For discussion, the following could include (but should not be limited to):
 
· Ophthalmology (or single point of) advice and guidance (may not be available from service implementation).  A dedicated advice & guidance phone line with rapid access to senior clinician/decision maker and prescriber would support collaborative management.
· Single Point of Access – to support signposting / transfer of patients between secondary and primary care - this could include redirected referrals following triage by HES urgent care / A&E.  
· Post-operative care – delivered from optical practice following a hospital-initiated management plan 
· Support for ongoing HES follow up care - data gathering to support HES virtual assessments (visual acuity / IOP / wound healing / imaging / OCT) 
· Telemedicine could be explored to further develop the offer in optical practice.  



The detailed Service delivery model and supporting documents are provided in the table below: 

  
	CUES : Urgent Eye Care Service  - detailed service delivery model
	


	CUES:  Patient pathway 
	
 

	CUES : Risk Stratification, Conditions and Service Pathway Table 
	


	Formulary – an example
	


	Written Order Form – an example
	


	Single Point Of Access to Advice (SPoA) Diagram -  an example
	



  

3.3	Population covered / geographic coverage/boundaries  

The Service will be accessible to all adult and child patients presenting with an urgent eye condition, although it is envisaged that the majority of users will be registered with a GP within the relevant ICS/STP boundary. 

The Service will accommodate those who are not registered with any GP but are resident and eligible for NHS care e.g. members of travelling communities, homeless people.  
  

3.4	Any acceptance and exclusion criteria and thresholds

Acceptance:

People self-presenting with an urgent eye condition requiring consultation (Closed door policies apply with telephone booking only)

Patients referred to the Service by another health care provider (e.g. GP or following hospital triage).

Exclusion:

People with a minor eye condition or long-term condition who already have an appropriate management plan.

People with an eyecare need that is best met within essential GOS services

Note - People identified with Covid-19 symptoms, confirmed Covid-19 infection or in one of the at-risk groups must be managed by remote consultation or referral, as they will not be offered a face-to-face consultation within the service. 

3.5	Interdependence with other services/providers
· Ophthalmology providers  
· Local Optical Committees  
· GPs and their practice staff 
· Pharmacy practice staff 
· Primary optical practice staff 

3.6.  Data Protection - All Providers are expected to maintain secure patient records, and when required, cooperate and securely share (e.g. NHS mail) information with others involved in a patients’ clinical care, treatment and support while having regard to the patients’ right to confidentiality.

3.7. Registration - Health professionals delivering services must be registered with the regulatory body (General Optical Council) as appropriate to their profession and must adhere to the professional standards and codes of practice set out by that body. 
  

	4.	Applicable Service Standards

	
4.1	Service Standards. The Provider will ensure all aspects of the service are delivered where applicable within: 

•	NICE Guidelines
•	The College of Optometrists Guidance for Professional Practice  
     https://guidance.college-optometrists.org/home/
· The College of Optometrists Clinical Management Guidelines.  https://www.college-optometrists.org/guidance/clinical-management-guidelines.html
· Local guidelines between optometrists and ophthalmology with a reasonably comprehensive list of conditions /urgency/setting for care (NB guidelines will need to be agreed for the service and not for each and every local Trust).

4.2   Governance: The provider will demonstrate that there are clear organisation governance systems and structures, with clear lines of accountability and responsibility. The provider will ensure clinical and corporate governance processes are in place to include:

•   Full recording of clinical notes   	
· Incident reporting (jointly, where appropriate)
•	Infection control
•	Serious Incidents (SIs) reporting & investigation 
•	Quality assurance
· Patient confidentiality 
•	Clear policies to manage risk and procedures to identify and remedy poor professional performance
· Clear mechanisms for where joint reporting/management of incidents/complaints/SIs, clinical audit and learning shared across whole pathway including optometrists and HES (as rapid reporting and learning will be required for such a new and rapidly implemented service).
· Escalation routes are set out clearly with problems being solved as early as possible 
•	Communication and sharing information take place with all partners at the appropriate level 

4.3   Leadership: There will be a locally based clinical lead optometrist for the Service who will support local implementation of the service pathway working closely with the Trust clinical lead ophthalmologist, as necessary. The clinical lead optometrist and the clinical lead ophthalmologist will also act as their respective service clinical governance leads.  Working collaboratively across the system, as governance leads, they should review and recommend updates to the service specification, subject to CCG approval, in light of performance and clinical governance data and to manage safety issues detected after initial implementation. If there are multiple Trust clinical leads for ophthalmology, wherever practicable, one will act as the single lead ophthalmologist to liaise with the service clinical lead optometrist and facilitate interactions with, and support from, other  Trust ophthalmology leads to any clinical details and clinical governance for the service.


4.4   Learning: Once the service is in place, there should be remote updates to provide a learning forum for all practitioners delivering urgent care. This could be organised by the clinical leads and delivered by senior /HQ/IP optometrists, local ophthalmologists via webinar. Provider to consider email groups or regular telecalls to support learning and anonymised case discussions, feedback learning on good practice, incidents etc. 

4.5   Clinical Audit: Audit and performance measures to be agreed between optometric and ophthalmic leads and any other regional leads. 

        Essential data collection 
•    Numbers of patients seen, and in which type of care delivery
· Every clinical interaction and outcome must be recorded by optical practices
•	Adherence to local clinical protocols
•	Serious Incidents and incidents of inappropriate care
· Other audits as requested by the commissioner

Retrospective audit

•	Number of patients diverted from HES because of alternative provision
· Total number of appointments by type (remote & face to face)
•	Number of follow up appointments by type (remote & face to face) 
•	Number ofF2F in optical practice 
•	Audit of HES referrals received 
· HES delays in treatment and impact on patient outcomes
•	Overall patient experience/satisfaction


4.6 Other applicable national standards

Clinical Council for Eye Health Commissioning (CCEHC) System and Assurance Framework for Eye-health (SAFE) – Emergency and Urgent Care. Published November 2018. https://www.college-optometrists.org/uploads/assets/e827d379-9165-4656-9458c83b0e33da79/SAFE-Emergency-and-Urgent-Care.pdf
NICE Guideline Age-related macular degeneration [NG82] published January 2018. https://www.nice.org.uk/guidance/ng82/evidence/full-guideline-pdf-170036251098
Royal College of Ophthalmologists, The Way Forward - Emergency Eye Care 2017.  https://www.rcophth.ac.uk/wp-content/uploads/2015/10/RCOphth-The-Way-Forward-Emergency-Eye-Care-Summary-300117.pdf
Clinical Council for Eye Health Commissioning (CCEHC) SAFE: Quality Indicators for Commissioning.  Published March 2018.  https://www.college-optometrists.org/uploads/assets/29af6c37-788f-490b-9a371d64146b84e1/SAFE-Quality-Indicators-for-Commissioning.pdf
Clinical Council for Eye Health Commissioning - Primary Eye Care Framework (2018).  https://www.college-optometrists.org/uploads/assets/8a93d228-ac28-4e6e-98af94c62c0f8442/Primary-Eye-Care-Framework-for-first-contact-care.pdf

 4.7 COVID-19 guidance – ensure to check for updates.

Guidance is subject to regular update, the following websites are regularly updated 

· NHS England: A new guidance webpage for primary care - contains all COVID-19 resources for primary care, including the optical SOP. 

· UK Government: https://www.gov.uk/government/topical-events/coronavirus-covid-19-uk-government-response

· The College of Optometrists - COVID guidance and updates for practice – 
https://www.college-optometrists.org/the-college/media-hub/news-listing/coronavirus2019-advice-for-optometrists.html

· ABDO advice to members can be found: https://www.abdo.org.uk/coronavirus/

· RCOphth guidance  - COVID guidance COVID-19 clinical guidance for ophthalmologists (from a HES perspective) https://www.rcophth.ac.uk/2020/03/covid-19-update-and-resources-for-ophthalmologists/

· Protecting Patients, Protecting Staff :   https://www.rcophth.ac.uk/wp-content/uploads/2020/03/Protecting-Patients-Protecting-Staff-UPDATED-300320.pdf

· Association of Optometrist guidance relating to COVID -19
https://www.aop.org.uk/coronavirus-updates


4.8	Applicable local standards

Consider inclusion in the development of local referral protocols



	5.	Applicable quality requirements and CQUIN goals

	
0. Applicable Quality Requirements (See Schedule 4A-C)   None

0. Applicable CQUIN goals (See Schedule 4D)   None


	6.	Location of Provider Premises

	
The service must be delivered from suitable premises in Stockport. Service locations should be accessible by car and within reasonable access of public transport routes. 

If a domiciliary service is requested, these can be offered at the Provider’s discretion. Domiciliary visits should only be offered if the patient can be examined fully as their symptoms require. There will be no additional payment to the Provider for domiciliary provision.





SCHEDULE 2 – THE SERVICES

A. Service Specifications

Future service development
Stockport CCG currently commissions the Covid Urgent Eyecare Service (CUES) in response to the COVID pandemic. This service has temporarily replaced the Minor Eye Conditions Service. The core delivery of the CUES aligns with the Minor Eye Conditions Service but several enhancements have been introduced to support hospital ophthalmology and primary care. An evaluation of the CUES may identify areas of development for the future of the Minor Eye Conditions / CUES pathway. 

Mandatory headings 1 – 4: mandatory but detail for local determination and agreement
Optional headings 5-7: optional to use, detail for local determination and agreement.

All subheadings for local determination and agreement

	Service Specification No.
	

	Service
	Minor Eye Conditions Service


	Commissioner Lead
	Stockport CCG

	Provider Lead
	

	Period
	

	Date of Review
	



	1.	Population Needs

	
0.1 	National/local context and evidence base

A 40% increase in demand for eye services is predicted from 2018 – 2038 (Royal College Ophthalmologists 2018) and the overall economic burden of sight loss is estimated to be £28bn in the UK.
Ophthalmology is the highest volume outpatient speciality and in 2018/19 (NHS Digital) accounted for:
· 7.8million attendances
· 1.97 million 1st outpatient attendances 
· 10% of all outpatient appointments
· Cataract, glaucoma, medical retina and urgent care together account for 60-70% of all ophthalmology activity. 
The Greater Manchester Eye Health Plan highlights that the older you are the higher your chance of sight loss and those aged 85 and over are most at risk of eye disorders which cause vision impairment. It also highlights other groups who are more vulnerable than the general population: people on low income, people from black and minority ethnic communities, people with diabetes, people who are obese, people who smoke. 1 

In Stockport, the latest Joint Strategic Needs Assessment  highlighted that: 
· the local population is expected to grow by 14,700 people (5.1%) by 2025 with over two-thirds of the increase coming from those aged 65 or over. Of the older population, those aged 75-84 and 85 and over are expected to rise by 29% and 35% respectively;
· 14% of the population live in the 20% most deprived areas nationally;
· The population is likely to increase in diversity;
· 15,700 people are diabetic.
· 22% of the population are obese;
· 16% of adults smoke. 2

Primary Care Extended Optometry Services support the ethos of delivering care in the community to provide early and effective intervention of eye disorders. They are intended to manage low risk conditions, improve the quality of referrals to specialist services and reduce unnecessary referrals / appointments / attendances to Hospital Eye Services, General Practice and Eye Casualty. 

The Minor Eye Conditions Service has been in operation in Stockport since 2013. The purpose of a Minor Eye Conditions’ Service is to allow the assessment and management of recent onset minor eye conditions within the primary care setting. In 19/20, the service managed 83% of accepted referrals exclusively with around 10% of patients being referred onward to secondary care. Feedback from patients indicated that most would have visited their GP (64%) or attended eye casualty (20%).  

Key national / regional  drivers are as follows:

· UK Vision Strategy 2013-2018 (2013)
· England Vision Strategy (2015)
· The NHS Long Term Plan (2019)
· The Clinical Council for Eye Health Commissioning – Priorities for Delivering the NHS Long Term  Plan for Eye Health (2019)
· Healthy Eyes, Healthy Lives – A Vision Strategy for Greater Manchester (2013) 
· Greater Manchester Eye Health Plan (2017)
· Clinical Council for Eye Health Commissioning - Primary Eye Care Framework (2018).  

References
1. GMCA Delivering Improved Eye Health across Greater Manchester 2017-2021
2. Stockport Joint Strategic Needs Assessment 2016. Online: http://www.stockportjsna.org.uk/2016-jsna-analysis/demographics/

	2.	Outcomes

	
2.1	NHS Outcomes Framework Domains & Indicators

	Domain 1
	Preventing people from dying prematurely
	

	Domain 2
	Enhancing quality of life for people with long-term conditions
	

	Domain 3
	Helping people to recover from episodes of ill-health or following injury
	x

	Domain 4
	Ensuring people have a positive experience of care
	x

	Domain 5
	Treating and caring for people in safe environment and protecting them from avoidable harm
	x



The expected outcomes of the Minor Eye Conditions Service are:

· Reduction in unnecessary referrals to eye casualty clinics thus supporting local  Eye Hospital Services  to manage ophthalmology capacity 
· More cost-effective care 
· Speedier access to care 
· Care closer to home in a more convenient setting 
· Easier access for patients through self-referral
· Retention of patients in primary care where possible 
· Reduction in antibiotic prescribing
· Improvement in eye health due to earlier intervention and advice


	3.	Scope

	
3.1 Aims and objectives of service
Background and overview
NHS Stockport CCG is working with local Hospital Eye Services to improve ophthalmology services across primary and secondary care and reduce demand on hospital eye service.   
The purpose of a Minor Eye Conditions’ Service is to allow the assessment and management of recent onset minor eye conditions within the primary care setting. The aim is to provide high-quality eye care to patients, with quick access to advice and treatment from suitably qualified clinicians in a safe, convenient and appropriate environment.
Management of the patient will be maintained, where possible, within this primary care service in order to reduce the demand for urgent hospital appointments, releasing capacity for eye conditions requiring a full ophthalmology hospital service. 
Minor Eye Conditions’ Services have been operating successfully across the UK for some time, including across the whole of Wales. MEC Services are delivered by suitably trained, qualified and experienced eye care health professionals, with suitably equipped premises, who manage patients appropriately and safely. Where patient referral to secondary care is required, this is within agreed protocols to a suitable specialist with appropriate urgency. All referrals should be made in line with GM EUR policies and procedures.
The service described in this service specification is an NHS funded service chargeable to Stockport CCG as per the arrangements in Schedule 3 – Payment. Patients should not be charged for any part of this service or any other diagnostic service delivered by the provider unless the patient has made a fully informed choice to have private treatment. A fully informed choice is defined as demonstrable awareness and understanding before the treatment has taken place of their right to NHS funded treatment at no charge, the parity of this treatment to any private treatment offered, and the costs of opting for private treatment.

3.2	Service description/care pathway
3.2.1 Pathway of care
In summary, the service will provide the following pathway of care:
· Advice and guidance for referring clinicians 
· Telephone Triage and booking to ensure patients are suitable for the MEC service and to assess urgency
· Patient advice and education
· Full diagnostic service and management of the results
· Appropriate treatment for the clinical condition
· One stop shop approach where appropriate 
· Timely onward referrals when clinically necessary
· Planned discharge with ongoing care planning where appropriate and feedback to referring clinician where necessary
· Follow up where clinically necessary
· Prescription for medication where clinically necessary

3.2.2 Access to care
Providers will need to adhere to the responsibilities set out in the NHS Authority’s Access Policy as appropriate to the service. See http://stockportccg.org/you-your-health/access-to-care-our-responsibility-to-you/access-to-care-our-pledges/

Response time and prioritisation for appointments
3.2.3 First appointments
On booking patient appointments, providers will be expected to assess the eligibility and suitability of the patient for the MEC service by telephone triage. Providers will be expected to keep a separate record of telephone triage including patient name, date of birth, postcode, advice given and outcome of triage. For all patients booked appointments with the service or deflected, the Provider must record the patient name, address, contact telephone number, referrer, date and time of call on the MEC Service Performance and Payment Tool.
For symptoms which are not urgent (non-sight threatening eye conditions), the provider will deflect patients to pharmacy or to self care. If a patient presents after being sign posted to pharmacy, the provider will be expected, within reason, to provide a patient with an appointment within 2 working days of contacting the service.
In the instance of symptoms which may require urgent attention (potentially sight-threatening conditions), the provider will be expected to see the patient within 24 hours of contacting the service or where necessary advise attendance at A&E or a hospital eye clinic in accordance with the agreed protocols.
Patients must be advised about the probable length of their appointment and that they will not be able to drive home if they require pupil dilation.
Time scales for all appointments are excluding weekends and bank holidays. 
Where patients are not eligible for treatment by the MEC service, the provider should advise the patient of the most suitable urgent or routine service to meet their needs and organise onward referral as per 3.7.Patients should normally be offered the first available appointment.  On occasion, patients may need to be prioritised on the basis of clinical need; this will be left to the discretion of the provider. 
Each MEC Service Provider is responsible to meet the Key Performance Indicator of 90% of all appointments booked with the Provider within 24 hours/ 5 working days of the patient contacting the Provider. In the event that an appointment cannot be offered within the timescales described above, the Provider will be responsible for contacting other MEC service providers to book an appointment for the patient within 24 hours/ 5 working days as clinically appropriate, unless the patient expresses a wish to do this themselves. 
3.2.5 Follow-up appointments
Only where clinically necessary, patients will be offered a follow-up appointment by the service. It is expected the majority of patients seen by the MEC Service will not need a follow-up appointment.
Where follow-up is needed, the provider will be expected to use their clinical judgement to book the appointment within an appropriate timescale for the condition being treated. Where possible, the follow-up appointment will be booked before the patient leaves their first appointment. Telephone follow ups or face to face may be used. Any follow-up appointment should occur within 3 months of the initial appointment. If the patient is seen by the service for the same condition after this timeframe then a new episode can be invoiced.
3.2.6 Cancelled appointments
If a patient cancels an appointment, within reasonable notice, the Provider must arrange an alternative appointment at least once. This must be within a reasonable time frame in terms of clinical appropriateness and patient experience.
3.2.7 Waiting times
On arrival at the service for an appointment, patients must be seen as near to as possible as their appointment time with a wait of no more than 30 minutes to see the MEC accredited clinician.
3.2.8 Management of DNAs
Should a patient fail to arrive for their appointment (first appointment or follow-up), the provider will be expected to contact the patient by telephone within 24 hours informing them that they have missed their appointment, giving them appropriate advice and asking them to rearrange if they still have symptoms. If this is not possible, a letter should be sent and if not response any referring clinician should be notified. A separate record of these instances should be kept for quality monitoring purposes. 
3.2.9 Examination and treatment
The level of examination should be appropriate to the reason for the referral. 
Minor eye conditions are expected to be managed within the professional competencies and guidance of each clinician’s professional governing body including the General Optical Council, College of Optometrists, The Royal College of Ophthalmologists and The Royal College of General Practitioners and also in accordance with the WOPEC/LOCSU PEARS accreditation.
3.2.10 Supply and use of medicines
3.2.11 Supply of medicines

The MEC Service provider will need to be able to arrange the supply of the following medicines:

Updated MEC formulary list to be added.

The provider will work with the CCG medicines management team from time to time, as required, to ensure the formulary adheres to the current GMMMG prescribing policy and ensure effective use of resources at all times during prescribing.

The CCG will work with the provider to ensure practitioners are informed of the most cost effective preparations recommended for each preparation and will request to use this preparation during the course of prescribing wherever possible.  


In making the supply of therapy to the patient the provider must ensure:

· Sufficient medical history is obtained to ensure that the chosen therapy is not contra-indicated in the patient
· The patient must be counselled on how, when to use the medicines for what duration and supplied with supporting written information about this to take away. The patients understanding of this advice should be checked.
· Any adverse reactions to medications used or supplied should be reported to the GP and via the national reporting system. 

3.2.12 The use of medicines
Providers will be expected to:
· Maintain their skills and knowledge with regards the use of drugs
· Demonstrate continuous professional development in line with their professional requirements
· Inform patients of the any possible adverse reactions prior to application and provide them with the appropriate information
· Record all batch numbers and expiry dates of drugs used during consultations in the patients notes
· Follow guidance K1.10 in relation to the use of diagnostic drugs
· Ensure that all drugs are stored according to the manufacturer’s instructions.
· Issued with medication with a sufficiently long expiry date for the treatment to be completed. 
3.2.13 Outcomes resulting from consultation
Outcomes resulting from the consultation will fall into one of the following categories: 
· MEC accredited clinician manages the condition, and offers advice and/or prescribes/recommends medication. A follow up consultation may be necessary
· MEC accredited clinician carries out a minor clinical procedure e.g. eyelash removal or foreign body removal.  A follow up consultation may be necessary
· MEC accredited clinician diagnoses the condition and suggests an appropriate medication 
· MEC accredited clinician diagnoses of the condition and refers the patient in line with the referral guidelines
· MEC accredited clinician discusses the outcome with the patient, provides self-care information, reassures the patient and discharges them
It may be that as a result of the consultation that the MEC accredited clinician feels that the patient’s overall eye health would benefit from a standard eye examination and recommends an eye test (NHS/private).

3.3	Population covered
The service is available to patients registered with a Stockport GP (registered patients). The service must also accommodate those who are not registered with any GP but are resident within Stockport Metropolitan Borough Council boundaries and eligible for NHS Care eg. members of travelling communities, homeless people.
Patients who live in Stockport but are registered with a GP out of area (ie. registered with a GP who is outside of the boundaries of Stockport Metropolitan Borough Council) are not eligible for this service. 
The service is for both adults and children; there is no age limit for the service. Children under 16 who attend the service must be accompanied to their appointment by a responsible adult.
3.4 Location(s) of service delivery
The service must be delivered from practices registered with the provider in the Stockport area. Service locations should be accessible by car and within reasonable access of public transport routes in the Stockport area. 
If a domiciliary service is requested, these can be offered at the Provider’s discretion. Domiciliary visits should only be offered if the patient can be examined fully as their symptoms require. Otherwise they should not be seen by this service but directed to secondary care. There will be no additional payment to the Provider for domiciliary provision.
3.5 Patients eligible for Patient Transport Services
The Provider must ensure that patients are made aware of Patient Transport Services designed to help them get to their appointment.  
The Patient Transport Services (PTS) are provided for those patients whose medical condition means they cannot get to their appointment any other way. Patients are assessed on their suitability for PTS using a short and simple series of questions when booking. Bookings are made via the North West Ambulance Service Call Centre on 0161 947 0770 or 0800 092 4020. Hours Mon – Fri 8:00am-6:00pm. More information can be found in the leaflet below.


3.6 Days and hours of operation 
Appointments must be offered 6 days of the week Monday to Saturday.  It is expected the majority of appointments will be between the hours of 9am and 5pm, ideally with some evening appointments offered to meet patient demand.  
3.7 Equality and diversity
The Provider shall ensure that it has adequate support mechanisms for patients, and where appropriate their guardians or carers, who do not speak adequate English to effectively communicate and understand information given in appointments. This includes people whose first language is not English, people who are deaf and people who cannot read English. The Provider shall ensure that such arrangements are in place to support patients accessing services and accessing associated support and information.
Where patients make a specific request to see a member of staff of a particular gender, the Provider should try and accommodate this, but only using MEC accredited clinicians.
3.8	Any acceptance and exclusion criteria and thresholds
- Inclusion criteria
The inclusion criteria for the service are as follows:
· Loss of vision including transient loss
· Ocular pain
· Differential diagnosis of  red eye
· Foreign body and emergency contact lens removal (not by the fitting practitioner)
· Dry eye
· Blepharitis
· Epiphora
· Trichiasis 
· Differential diagnosis of lumps and bumps in the vicinity of the eye
· Flashes/floaters
· Patient reported field defects

Providers must be able to assess and treat all of these conditions. Where patients give signs or symptoms of a non-ocular condition or illness they should be directed with appropriate urgency to a medical practitioner.

3.8.1 Exclusion criteria
The following cases will not be treated by the service. 
· Patients identified to have severe eye conditions which need hospital attention eg. orbital cellulitis, temporal arteritis
· Eye problems related to herpes zoster
· Adult squints, long standing diplopia
· Removal of suture
· Patient’s reported symptoms indicate that a sight test is more appropriate than this service
· Repeat field tests to aid diagnosis following an eye examination
· Suspected cancers of the eye
· Age related macular degeneration

Patients cannot be treated by the MEC service if their signs or symptoms indicate they are more suitable for the following locally enhanced services:
· Direct referral for cataract and post-operative cataract care
· Intra-ocular pressure service 
· Diabetic retinopathy

It is recognised that as patients are self-referring it is possible that they may attend the service with a condition which is excluded for treatment but requires assessment and onward referral to an appropriate eye service. This patient assessment by the MEC Service is classed as an episode of care and payment will be made.

3.9 Interdependence with other services/providers

The successful implementation and operation of the Minor Eye Conditions Service is dependent on the implementation of a ‘whole pathway approach’ across primary and secondary care. The care pathway for minor eye conditions has been developed and agreed in partnership with local Hospital Eye Services. The provider is expected to work closely with all local eye care providers.
The Commissioner is responsible for leading the development and review of the care pathway and in addition is responsible for communicating changes to the Ophthalmology Pathway to primary care health professionals who may refer/signpost patients to the service. The Commissioner is also responsible for marketing the MEC service to the general public. Each MEC service Provider is responsible for making the service known and accessible to patients, through notices on provider web-sites, premises’ windows, patient leaflets etc. 
3.10 WORKFORCE REQUIREMENTS
3.10.1 EXPECTED SKILLS AND COMPETENCIES
Providers offering the MEC Service must have the core competencies as defined by the General Optical Council and the Royal College of Ophthalmologists appropriate to their profession. 
All clinicians providing the service must have and provide confirmation of their professional registration and confirmation of indemnity cover.
The MEC Service can be delivered by suitably qualified and experienced Optometrists, Ophthalmologists or GPwSI Ophthalmology (GPs with special interest in ophthalmology). 
· Where the MEC service is delivered by Optometrists, they will be expected to complete the Wales Optometry Postgraduate Education Centre (WOPEC)/LOCSU PEARS training programme and evidence appropriate accreditation, or demonstrate an accredited equivalent or higher level of skills and experience. The WOPEC/PEARS training consists of: seven online training modules each taking 2-3 hours to complete and a practice skills demonstration/ accreditation.  See  www.wopec.co.uk/

· Optometrists must be registered with the GOC and be on a UK Performer’s List.

· Where the MEC service is delivered by ophthalmologists, they will be expected to evidence documented appropriate qualifications and registration.

· Where a service is delivered by GPwSI Ophthalmology, they will be expected to evidence documented appropriate qualifications and registration.

A register of individual clinicians accredited to offer the Minor Eye Service will be kept by the Commissioner and only accredited clinicians within the agreed provider(s) will be eligible to assess and treat patients and to receive NHS remuneration.
Providers of the service will be responsible for ensuring clinicians keep their knowledge and skills up to date. All clinicians offering the service must complete safeguarding training to a level and frequency defined by Stockport CCG’s Safeguarding policy. 
3.7.2 Human resources policies and procedures
Providers are expected to have HR policies and procedures in place to ensure legal compliance and effective management.
3.8 PREMISES AND EQUIPMENT REQUIRED

3.8.1 Premises 
All participating practices need to be providers of General Ophthalmic Services.  As such, they are required to complete the “Quality in Optometry” toolkit  https://www.qualityinoptometry.co.uk/ which includes: 
· Taking steps to improve accessibility for people with disabilities  
· Providing a safe, secure, clean & warm environment which protects patients, staff, visitors and their property; and the physical assets of the organisation 
· Ensuring patient privacy and confidentiality, protecting patient details (written and on the computer) are not accessible to members of the public  
· Conducting patient consultations in private and ensuring any diagnostic tests, performed outside of the consultation room are not undertaken within the view of other patients 
· Ensuring that cleanliness levels in clinical and non-clinical areas meet NHS standards for clean premises; and that staff are aware of correct handwashing procedures 
· Meeting requirements for safety of equipment and disinfection  

This ‘Quality in Optometry’ clinical governance toolkit will be the benchmark used for the service.  Each participating practitioner must adhere to the core standards as set out in the toolkit and be able to provide evidence of this to the CCG if requested to do so.  
 https://www.qualityinoptometry.co.uk/  
All locations delivering the service are subject approval by the Commissioners in advance of service commencement and should include the following:  
· Enclosed reception and/or waiting facilities (provision of seating as a minimum)  
· Suitable private room for assessment and treatment  


3.8.2 Equipment required
Service providers need to provide the following equipment, in working order and regularly calibrated and serviced as appropriate, to manufacturers’ specifications:
· Access to the internet (for data reporting and referral system)
· Access to NHS.net
· Means of indirect ophthalmoscopy (Volk/headset indirect ophthalmoscope)
· Slit lamp
· Applanation Tonometer
· Distance test chart (Snellen/logmar)
· Near test type
· Equipment for epilation
· Threshold controlled electronic fields equipment to produce a printed report
· Amsler chart
· Equipment for foreign body removal
· Appropriate diagnostic ophthalmic drugs
· Mydriatic
· Anaesthetic
· Staining agent

It is the responsibility of the Provider to purchase, maintain to a high standard and replace all relevant equipment required to provide the service.
3.8.3 Disposal of clinical waste
This is the responsibility of the provider and should meet legal requirements. 

3.8.4 Patient information 
At the end of the consultation the practitioner will summarise and discuss their findings and recommendations with the patient.   Information, relevant to their condition, will be provided in order to promote their active participation in care and self-management. 
A copy of the consultation report will be forwarded to the patient’s GP within 48 hours.  Where applicable, a copy will be sent to the original referrer and offered to the patient. 
The patient will be provided with both oral and written information and offered a copy of any letters between healthcare professionals regarding their care (ideally by email, alternatively by post).
The primary source of information to support patients with their self-care and understanding will be College of Optometrist resources: 
https://lookafteryoureyes.org/eye-conditions/
The Provider is responsible for supplying patient information. Examples of patient information leaflets that should be available from the service provider and will be handed to patients as appropriate are:
· Mydriatric drops
· Tear dysfunction/dry eye
· Blepharitis
· Conjunctivitis
· Trichiasis
· Epiphora
· Sub-conjunctival haemorrhage
· Flashes & floaters
· Age-related macular degeneration
· Glaucoma

Where appropriate, providers will also be expected to provide relevant public health information eg.
· Smoking cessation
· Nutrition and vision
· Weight management 
· Alcohol abuse


3.9 INFORMATION AND DATA COLLECTION REQUIREMENTS
Information Technology
The provider must have systems that are compatible with NHS  systems to minimise the number manual processes eg access to the NHS spine system and the NHS E-referral system. 

3.9.1 Patient records

Complete and accurate records will be held for each patient to include clinical information by the provider in either paper or electronic format and stored securely. Information within records should be processed with regard to the principles expressed in the Data Protection Act 1998. 
Providers will also be required to complete the national Data Security and Protection Toolkit and have robust policies around consent, IG and data sharing. 

3.9.2 Secure NHS mail
Providers will be expected to use NHS.net email for the secure transfer of patient information.
3.9.3 Patient experience feedback
The provider will be expected to provide each patient with a simple patient experience questionnaire following each episode of care with the service. A short patient experience questionnaire provided by the Commissioner can be found below; an online response will be encouraged.  The Provider will be performance monitored on recorded recommendations of patients in line with the friends and family test satisfaction with the service provided based on a 40% response. 
Updated policy required
The provider(s) will be expected to display information on complaints procedures and make them available to patients and to manage patient complaints in accordance with NHS complaints procedures. www.dh.gov.uk/health/contact-dh/complaints
3.9.4 Equality monitoring
Under the requirements of the Equality Act 2010 a legal obligation exists to monitor all protected characteristics that are covered for NHS service provision. Therefore the provider will be expected to monitor the following: 

1.       Age
2.       Disability
3.       Ethnicity
4.       Gender
5.       Gender identity
6.       Pregnancy / maternity
7.       Religion or belief
8.       Sexual orientation

The provider will be expected to ask patients to complete an equality monitoring questionnaire. It is recommended that the Provider do this at the beginning or end of each episode of care, and present this collated information in an annual report. The Equality Monitoring Questionnaire will also need to be completed with the patient experience questionnaire to allow for analysis by each protected characteristic if required. 
3.9.5 Service Evaluation and Audit 
The provider lead organisation will ensure all practices and practitioners meet the requirements and provide assurance to the commissioner of this.  
A secure IT web-based platform will be used to provide the data required to demonstrate performance against the service KPIs and to facilitate regular audit.   
The provider will ensure that all contract performance management requirements are met and will attend performance monitoring meetings with the CCG contract manager, as necessary. The Provider is expected to undertake regular internal clinical audit and review and to take action to implement any learning acquired during this process. The key findings of the clinical audit and actions taken from learning must be reported to the commissioner.
 Where it is identified that the service is not delivering the anticipated activity levels and/or the service outcomes, then the provider will work with the CCG to identify, and address, the root cause. 
The single provider organisation will report to the commissioner regarding quality and performance of the service at regular intervals as agreed with the commissioners.
3.9.6 SafeguardingThe Provider must comply with Stockport CCG’s Safeguarding policy.



	4.	Applicable Service Standards

	4.1	Applicable local standards

Ongoing Registration with Quality in Optometry (QiO)
NICE Guidelines
•	The College of Optometrists Guidance for Professional Practice  
     https://guidance.college-optometrists.org/home/
· The College of Optometrists Clinical Management Guidelines.  https://www.college-optometrists.org/guidance/clinical-management-guidelines.html
· Local guidelines between optometrists and ophthalmology with a reasonably comprehensive list of conditions /urgency/setting for care 


	5.	Applicable quality requirements and CQUIN goals

	
0.2 Applicable Quality Requirements (See Schedule 4A-C)

0.3 Applicable CQUIN goals – Not applicable


	6.	Location of Provider Premises

	6.1 The Provider’s Premises are located at: Multiple Locations

The service must be delivered from suitable premises in Stockport. Service locations should be accessible by car and within reasonable access of public transport routes. 
If a domiciliary service is requested, these can be offered at the Provider’s discretion. Domiciliary visits should only be offered if the patient can be examined fully as their symptoms require. There will be no additional payment to the Provider for domiciliary provision.
 

	7.	Individual Service User Placement

	






SCHEDULE 2 – THE SERVICES

A. Service Specifications

Mandatory headings 1 – 4: mandatory but detail for local determination and agreement
Optional headings 5-7: optional to use, detail for local determination and agreement.

All subheadings for local determination and agreement


	Service Specification No.
	

	Service
	Pre & Post Cataract Assessment Service 

	Commissioner Lead
	Stockport CCG

	Provider Lead
	

	Period
	

	Date of Review
	



	1.	Population Needs

		
0.2 	National/local context and evidence base
A 40% increase in demand for eye services is predicted from 2018 – 2038 (Royal College Ophthalmologists 2018) and the overall economic burden of sight loss is estimated to be £28bn in the UK.
Ophthalmology is the highest volume outpatient speciality and in 2018/19 (NHS Digital) accounted for:
· 7.8million attendances
· 1.97 million 1st outpatient attendances 
· 10% of all outpatient appointments
· Cataract, glaucoma, medical retina and urgent care together account for 60-70% of all ophthalmology activity. 
The Greater Manchester Eye Health Plan highlights that the older you are the higher your chance of sight loss and those aged 85 and over are most at risk of eye disorders which cause vision impairment. It also highlights other groups who are more vulnerable than the general population: people on low income, people from black and minority ethnic communities, people with diabetes, obesity, people who smoke. 1 

In Stockport, the latest Joint Strategic Needs Assessment  highlighted that: 
· the local population is expected to grow by 14,700 people (5.1%) by 2025 with over two-thirds of the increase coming from those aged 65 or over. Of the older population, those aged 75-84 and 85 and over are expected to rise by 29% and 35% respectively;
· 14% of the population live in the 20% most deprived areas nationally;
· The population is likely to increase in diversity;
· 15,700 people are diabetic.
· 22% of the population are obese;
· 16% of adults smoke. 2

Cataract operations are the most common operation in the NHS with over 300,000 per year, three times as many as the next common (hip replacement). Risks of complications are low and outcomes are good.  It is a very cost effective treatment with large improvement in quality of life, retaining independence and reduction in falls risk. 

Primary Care Extended Optometry Services support the ethos of delivering care in the community to provide early and effective intervention of eye disorders. Primary Care Extended Optometry Services are intended to manage low risk conditions, improve the quality of referrals to specialist services and reduce unnecessary referrals / appointments / attendances to Hospital Eye Services, General Practice and Eye Casualty. 

The Pre & Post Cataract pathway has been in operation in Stockport since 2014. It is an evidence based service and uses best practice guidance to improve the patient journey and clinical and cost effectiveness. It also captures quality and performance information across multiple providers of cataract surgery.  This should lead to a reduction in unnecessary referrals releasing much needed secondary care appointments, ensuring patients are fit for surgery at point of referral and shift of some parts of the pathway into primary care closer to the patient. The pathway is also compliant with the Greater Manchester EUR policy for Cataract Surgery. In 19/20, the service managed 3300 pre and post-operative assessments.

The service eliminates the requirement for a visit to the GP and also provides a comparable service for people who are unable to leave their home unaccompanied but who are able to attend for surgery.

Key National and regional drivers for the Pre & Post Cataract Assessment Service are as follows: 
· NICE Guidance  NG77 Cataracts in Adults: Management (2017) 
· UK Vision Strategy 2013-2018 (2013)
· England Vision Strategy (2015)
· The NHS Long Term Plan (2019)
· The Clinical Council for Eye Health Commissioning – Priorities for Delivering the NHS Long Term  Plan for Eye Health (2019)
· Healthy Eyes, Healthy Lives – A Vision Strategy for Greater Manchester (2013) 
· Greater Manchester Eye Health Plan (2017)

	2.	Outcomes

	
2.1	NHS Outcomes Framework Domains & Indicators

	Domain 1
	Preventing people from dying prematurely
	

	Domain 2
	Enhancing quality of life for people with long-term conditions
	

	Domain 3
	Helping people to recover from episodes of ill-health or following injury
	· 

	Domain 4
	Ensuring people have a positive experience of care
	· 

	Domain 5
	Treating and caring for people in safe environment and protecting them from avoidable harm
	· 



· The service will be monitored to ensure people receive 

2.2	Local defined outcome

The expected outcomes of the Pre and Post Cataract services are:

For the patient & commissioners
· Provide a rapid access, high quality service to patients with cataract
· Ensure equity of service including provision to housebound individuals
· Reduce the total number of patient visits
· Reduce the number of visits the patient makes to secondary care
· Reduce waiting lists by ensuring only patients willing to be listed are seen at HES rather than all patients with cataract. 
· Improve the quality of referrals and EUR policies followed
· Improve access to and uptake of surgery for people with learning disabilities
· Reduce the incidence of preventable blindness due to cataract in line with the Vision 2020 strategy
· Support care closer to home 
· Improve quality of life in line with World Class Commissioning vision
· Provide accurate data about outcomes and patient satisfaction across multiple providers of surgery
· Provide outcome data to providers to enable quality improvement and revalidation 
· A positive experience of care, including the use of the NHS Friends and Family test.


	3.	Scope

	
3.1	Aims and objectives of service

The pre and post - operative cataract pathway is evidence based and uses best practice guidance to improve the patient journey and clinical and cost effectiveness. It will also capture quality and performance information across multiple providers of cataract surgery.  This should lead to a reduction in unnecessary referrals releasing much needed secondary care appointments, ensuring patients are fit for surgery at point of referral and shift of some parts of the pathway into primary care. The pathway needs to be compliant with the Greater Manchester EUR policy for cataract surgery.

3.2	Service description/care pathway

3.2.1 Description: Pre Op Service
The accredited eye health practitioner will conduct this service.

3.2.2 Stage one 
A routine NHS or private sight test will reveal the presence of cataract and, as now, the examining practitioner will discuss this with the patient. If the cataract is not presenting any significant visual or lifestyle difficulties, then they will continue to be reviewed by the optometrist in the normal way. If however the patient wishes to consider surgery and other causes of the drop in vision have been excluded, then the optometrist will discuss this and if the patient wishes to proceed the practitioner will provide a self-assessment health questionnaire, which will help to establish suitability for surgery by highlighting other health problems and possible contra-indications. 

The service to enable them to consider the possibility of referral and subsequent discussion will be carried out at this time if:

- the practitioner is accredited in the service 
- if time permits and 
- the patient agrees

Where necessary a patient will be given a further appointment 

If the examining practitioner is not accredited to deliver this service then the patient will be referred to an optometrist participating in the service either at the same or another practice.

3.2.3 Stage two
Information which will assist secondary care facilities to ensure patients receive the most appropriate treatment and care will be gathered. This will include:
Identify and discuss any co-existing ocular disorders in addition to the cataract which would require different/separate referral or potentially impact the outcome of cataract surgery. This service does not mandate pupil dilation but it is expected that the practitioner should have followed college guidance and used their professional judgement with regards to the sight test requirement to detect diseases of the eye.
Discussion of the health questionnaire and any outstanding issues dealt with prior to referral. If necessary the GP should be consulted prior to direct referral to assure fitness for surgery. 
The practitioner should be aware of the current referral criteria for each provider of cataract surgery and ensure patients are referred to a suitable provider for their needs.
Communicating the relative risks and benefits of cataract extraction
Ascertaining the patient’s willingness for surgery and choice of provider.

Clinical guidelines and a patient self-assessment questionnaire will support the participating optometrist to differentiate between:

Cataract patients who are not currently appropriate for referral for NHS treatment either because the patient chooses not to be considered for cataract surgery or because the patient has chosen to be referred privately.
Cataract patients who are suitable for direct referral to the hospital.  In this case, the supporting information provided with the referral will allow the hospital to determine whether the patient is likely to be suitable for a direct access clinic or a traditional clinic due to their more complex health needs.


It will be the practitioner’s responsibility to establish the patient’s eligibility. 
They should therefore only assess and refer patients under this service who are NOT already under the care of an NHS Trust ophthalmologist for another active ocular condition.

N.B. A letter to the consultant explaining the patient’s current visual difficulties is appropriate for patients under the care of an NHS Trust consultant ophthalmologist for another active ocular condition. 

Patients not requiring NHS referral:
As stated in the exclusion criteria (section xx) patients who indicate at the sight test that they definitely wish for referral to a private provider for surgery should be referred directly or via GP to their chosen provider and not assessed within this service. 

Some cataract patients will not require a referral to the hospital for NHS treatment. These will be those that:
having been counselled on the risks and benefits of cataract extraction, choose not to proceed with surgery
have been assessed under the service but have later chosen to be referred for private treatment rather than NHS surgery – these should be referred directly to a named consultant

In these cases the GP should be informed and the fee claimed.

3.2.4 Stage Three
If the patient is willing to undergo surgery and the practitioner considers that they are suitable, then the referral form will be completed electronically and the practitioner will, in accordance with the local protocol:

Provide the patient with the choice of treatment centres and the IT platform will send the referral and self-assessment health questionnaire to this centre. 
The practitioner will make every effort to ascertain the suitability of the patient for direct referral at their chosen provider and their willingness to undergo surgery. 

Patients who fail to confirm or attend their secondary care appointment

Initial outpatient appointment, pre-operative assessment or day of surgery – if the patient fails to attend their initial outpatient appointment, the pre-operative assessment appointment or their day of surgery they will be classified by the hospital as a DNA (Did Not Attend). Patients that DNA are often automatically discharged and a letter should be issued to the referring optometrist advising them of this.

In either of these cases the optometrist should contact the patient and identify whether he/she is still interested in surgery and should notify the hospital or GP as appropriate.


3.2.5 Domiciliary Patients

In order to qualify for a domiciliary GOS sight test, the patient must fall into one of the NHS eligibility categories and be unable to leave home unaccompanied. In order to qualify for a domiciliary cataract assessment under the service, the patient must be able to travel to the treatment centre for treatment if suitable transport can be provided, and be able to co-operate with the procedure. Generally the assessment will be carried out in their home and at the same time where possible and the self-assessment health questionnaire will be issued. 

If the sight test is carried out by a non-participating optometrist, the patient will be referred via the traditional route using a GOS 18 to the GP.

The pathway then follows stages 2 and 3 of the normal pathway but in the patient’s home. In some cases it may be possible for part of the assessment to be carried out by telephone, where it has not been possible to provide the full assessment at the time of the initial visit, e.g. discussion of the health self-assessment questionnaire. 



	
3.2.6 Description: Post-op Service 
Following day case cataract surgery at the Treatment centre the patient is discharged with appropriate instructions and medication. If the patient experiences a red or painful eye in the weeks following the operation they are instructed to seek help immediately from the treatment centre.

If all is well the patient will be instructed to visit the referring practitioner after around 4 weeks for the final post-op examination and refraction. In the rare circumstance that the patient is not eligible for a GOS sight test the patient must not be charged privately for a sight test.

Outcomes
If the patient is happy and there is no complication found, the optometrist will:
· Complete the IT reporting form and the platform will send appropriate information to the treatment centre and GP including PROMs. 
· Refer to the treatment centre for second eye op if appropriate. 
· Discharge the patient and advise on the interval before next routine GOS ST.

If there any signs of post-operative complications the optometrist will refer back to the treatment centre with the appropriate urgency.




3.3	Population covered

3.3.1 Geographic coverage/boundaries

The service is available to patients registered with a Stockport CCG GP. The service must also accommodate those who are not registered with any GP but are resident within the Borough Council(s) boundaries and eligible for NHS Care e.g. members of travelling communities, homeless people.

Patients who live in Stockport area but are registered with a GP out of area (i.e. registered with a GP who is outside of the boundaries of Stockport CCG) are not eligible for this service.

3.3.2 Age limits

The service is for adults. Persons under 18 are not suitable for this service.

3.4	Any acceptance and exclusion criteria and thresholds

3.4.1 Inclusion criteria
The inclusion criteria for the service are as follows:

Pre Op:
If referral for cataract surgery is likely on initial assessment at a sight test or if a patient has had a sight test within the past few months and has now decided they wish to be referred. 


Post Op:
Any patient sent to the service by the operating surgeon following cataract surgery or a patient who has recently (less than 8 weeks) had NHS cataract surgery unless under treatment for complications.     

3.4.2 Exclusion criteria
Any patient who will have (i.e. decided to have prior to assessment) or has had private treatment for their cataract 
Any patient already under ophthalmologist care

3.4.3 Referral sources
Referrals to the service can come from the following sources:
Pre-op
 Self-referral of own patients 

Post –op
By provider of surgery or GP
Patient self-referring within 8 weeks of surgery (if provider had omitted to refer)


3.5	Interdependence with other services/providers
· Stockport NHS Foundation Trust
· Optegra
· Manchester Royal Eye Hospital
· Macclesfield District General Hospital
· Cataract Surgery Providers
· Stockport Local Optical Committee
· NHS Stockport CCG GPs
· Optometrists

The successful implementation and operation of the Pre & Post Cataract Service is dependent on the implementation of a ‘whole pathway approach’ across primary and secondary care. The care pathway for minor eye conditions has been developed and agreed in partnership with local Hospital Eye Services. The provider is expected to work closely with all local eye care providers.
The Commissioner is responsible for leading the development and review of the care pathway and in addition is responsible for communicating changes to the Ophthalmology Pathway to primary care health professionals who may refer/signpost patients to the service. The Commissioner is also responsible for marketing the MEC service to the general public. Each MEC service Provider is responsible for making the service known and accessible to patients, through notices on provider web-sites, premises’ windows, patient leaflets etc. 


	4.	Applicable Service Standards

	
4.1	Applicable national standards (e.g. NICE)


4.2	Applicable standards set out in Guidance and/or issued by a competent body (e.g. Royal Colleges) 
		
· LOCSU Pre & Post Cataract Pathway 
· Royal College of Optometrist’s Guidelines on Cataract Surgery and Minimum Data Sets
 

4.3	Applicable local standards
NICE Guidelines
•	The College of Optometrists Guidance for Professional Practice  
     https://guidance.college-optometrists.org/home/
· The College of Optometrists Clinical Management Guidelines.  https://www.college-optometrists.org/guidance/clinical-management-guidelines.html

· Local guidelines between optometrists and ophthalmology with a reasonably comprehensive list of conditions /urgency/setting for care 

Regular review of the clinical pathway will be undertaken to consider any potential changes to the pathway based on the latest applicable guidance.

4.4 WORKFORCE REQUIREMENTS

4.4.1 EXPECTED SKILLS AND COMPETENCIES

Providers offering the Pre and Post Cataract Services must have the core competencies as defined by the General Optical Council.

All clinicians providing the service must have and provide confirmation of their professional registration and confirmation of indemnity cover.

Additionally all practitioner must have successfully completed the LOCSU/WOPEC cataract accreditation and have evidence of this available.  They must also complete any future reaccreditation process agreed by the LOC and NHS Stockport CCG. Practitioner must also complete relevant Adult and Child Safeguarding training.

Providers of the service will be responsible for ensuring clinicians keep their knowledge and skills up to date.

4.5 PREMISES AND EQUIPMENT REQUIRED
4.5.1 Premises 
All participating practices need to be providers of General Ophthalmic Services.  As such, they are required to complete the “Quality in Optometry” toolkit  https://www.qualityinoptometry.co.uk/ which includes: 
· Taking steps to improve accessibility for people with disabilities  
· Providing a safe, secure, clean & warm environment which protects patients, staff, visitors and their property; and the physical assets of the organisation 
· Ensuring patient privacy and confidentiality, protecting patient details (written and on the computer) are not accessible to members of the public  
· Conducting patient consultations in private and ensuring any diagnostic tests, performed outside of the consultation room are not undertaken within the view of other patients 
· Ensuring that cleanliness levels in clinical and non-clinical areas meet NHS standards for clean premises; and that staff are aware of correct handwashing procedures 
· Meeting requirements for safety of equipment and disinfection  

This ‘Quality in Optometry’ clinical governance toolkit will be the benchmark used for the service.  Each participating practitioner must adhere to the core standards as set out in the toolkit and be able to provide evidence of this to the CCG if requested to do so.  
 https://www.qualityinoptometry.co.uk/  
All locations delivering the service are subject approval by the Commissioners in advance of service commencement and should include the following:  
· Enclosed reception and/or waiting facilities (provision of seating as a minimum)  
· Suitable private room for assessment and treatment  

4.5.2 Equipment required

Service providers need to provide the following equipment, in working order and regularly calibrated and serviced as appropriate, to manufacturers’ specifications:

- Access to the internet (for data reporting and referral system)
· Access to NHS.net email
· Means of direct and indirect ophthalmoscopy 
· Slit lamp and Volk lens
· Tonometer
· Distance and Near chart and refraction equipment
· Appropriate diagnostic ophthalmic drugs to include staining, and mydriatic agents tonometer

It is the responsibility of the Provider to purchase, maintain to a high standard and replace all relevant equipment required to provide the service.
4.5.3 Disposal of clinical waste
This is the responsibility of the provider and should meet legal requirements. 
4.5.4 Patient information 
At the end of the consultation the practitioner will summarise and discuss their findings and recommendations with the patient.   Information, relevant to their condition, will be provided in order to promote their active participation in care and self-management. 
A copy of the consultation report will be forwarded to the patient’s GP within 48 hours.  Where applicable, a copy will be sent to the original referrer and offered to the patient. 
The patient will be provided with both oral and written information and offered a copy of any letters between healthcare professionals regarding their care (ideally by email, alternatively by post).
The primary source of information to support patients with their self-care and understanding will be College of Optometrist resources: 
https://lookafteryoureyes.org/eye-conditions/
The Provider is responsible for supplying patient information. Examples of patient information leaflets that should be available from the service provider and will be handed to patients as appropriate are:

Information on cataract surgery
Service Information

Where appropriate, providers will also be expected to provide relevant public health information and signposting e.g.
Smoking cessation
Nutrition and vision
Weight management 
Alcohol abuse

4.6 INFORMATION AND DATA COLLECTION REQUIREMENTS
Information Technology
The provider must have systems that are compatible with NHS systems to minimise the number manual processes eg access to the NHS spine system and the NHS E-referral system. 

4.6.1 Patient records

Complete and accurate records will be held for each patient to include clinical information by the provider in either paper or electronic format and stored securely. Information within records should be processed with regard to the principles expressed in the Data Protection Act 1998. 

Providers will be required to complete the national Data Security and Protection Toolkit to connect to Greater Manchester infrastructure and systems and have robust policies around consent, IG and data sharing. 

4.6.2 Secure NHS Email 
Providers will be expected to use NHS.net email for the secure transfer of patient information.
 
4.6.2 Patient experience feedback

For the pre-operative assessment, each patient will be asked if they felt well informed before proceeding with cataract surgery. The provider will also be expected to provide each patient with a simple patient experience questionnaire (Friends and Family Test) following post-operative assessment. The Provider will be performance monitored on recorded satisfaction. 

The provider(s) will be expected to display information on complaints procedures and make them available to patients and to manage patient complaints in accordance with NHS complaints procedures. www.dh.gov.uk/health/contact-dh/complaints

4.7 QUALITY AND CLINICAL GOVERNANCE STANDARDS
4.7.1 Clinical governance

In order to demonstrate appropriate standards are met for provision of the Pre & Post cataract Services, providers must hold a GOS contract with NHS England and meet the current community services Level of the online England Contractor Checklist for Quality in Optometry every three years. Providers who do not currently have an account with Quality in Optometry will need to create an account online to use this service.
The Provider(s) is also expected to comply to a satisfactory standard with the infection control audits contained in QiO. 
The provider lead organisation will ensure all practices and practitioners meet the requirements and provide assurance to the commissioner of this.  
A secure IT web-based platform will be used to provide the data required to demonstrate performance against the service KPIs and to facilitate regular audit.   
The provider will ensure that all contract performance management requirements are met and will attend performance monitoring meetings with the CCG contract manager, as necessary. The Provider is expected to undertake regular internal clinical audit and review and to take action to implement any learning acquired during this process. The key findings of the clinical audit and actions taken from learning must be reported to the commissioner.
 Where it is identified that the service is not delivering the anticipated activity levels and/or the service outcomes, then the provider will work with the CCG to identify, and address, the root cause. 
The single provider organisation will report to the commissioner regarding quality and performance of the service at regular intervals as agreed with the commissioners.  

4.7.2 Safeguarding

The Provider must comply with Stockport CCG’s Safeguarding policy.

4.7.3 Clinical audit and assurance process
The provider lead organisation will ensure all practices and practitioners meet the requirements and provide assurance to the commissioner of this.  
A secure IT web-based platform will be used to provide the data required to demonstrate performance against the service KPIs and to facilitate regular audit.   
The provider will ensure that all contract performance management requirements are met and will attend performance monitoring meetings with the CCG contract manager, as necessary. The Provider is expected to undertake regular internal clinical audit and review and to take action to implement any learning acquired during this process. The key findings of the clinical audit and actions taken from learning must be reported to the commissioner.
 Where it is identified that the service is not delivering the anticipated activity levels and/or the service outcomes, then the provider will work with the CCG to identify, and address, the root cause. 
The single provider organisation will report to the commissioner regarding quality and performance of the service at regular intervals as agreed with the commissioners.  

4.7.4 Equality and diversity

The Provider shall ensure that it has adequate support mechanisms for patients, and where appropriate their guardians or carers, who do not speak adequate English to effectively communicate and understand information given in appointments. This includes people whose first language is not English, people who are deaf and people who cannot read English. The Provider shall ensure that such arrangements are in place to support patients accessing services and accessing associated support and information. This will be as a minimum - additional time available for such examinations. 
The provider would use the CCG’s services to provide translation and interpretation where required. 

Where patients make a specific request to see a member of staff of a particular gender, the Provider should try and accommodate this.


	5.	Applicable quality requirements and CQUIN goals

	
0.4 Applicable Quality Requirements (See Schedule 4 Parts [A-D])

0.5 Applicable CQUIN goals – Not applicable



	6.	Location of Provider Premises

	
6.1 The Provider’s Premises are located at: Multiple Locations

The service must be delivered from suitable premises in Stockport. Service locations should be accessible by car and within reasonable access of public transport routes. 

If a domiciliary service is requested, these can be offered at the Provider’s discretion. Domiciliary visits should only be offered if the patient can be examined fully as their symptoms require. There will be no additional payment to the Provider for domiciliary provision.








SCHEDULE 2 – THE SERVICES

A. Service Specifications

Mandatory headings 1 – 4: mandatory but detail for local determination and agreement
Optional headings 5-7: optional to use, detail for local determination and agreement.

All subheadings for local determination and agreement


	Service Specification No.
	

	Service
	Glaucoma Repeat Readings

	Commissioner Lead
	Stockport CCG

	Provider Lead
	

	Period
	[bookmark: _GoBack]

	Date of Review
	



	1.	Population Needs

		
0.3 	National/local context and evidence base
A 40% increase in demand for eye services is predicted from 2018 – 2038 (Royal College Ophthalmologists 2018) and the overall economic burden of sight loss is estimated to be £28bn in the UK.
Ophthalmology is the highest volume outpatient speciality and in 2018/19 (NHS Digital) accounted for:
· 7.8million attendances
· 1.97 million 1st outpatient attendances 
· 10% of all outpatient appointments
· Cataract, glaucoma, medical retina and urgent care together account for 60-70% of all ophthalmology activity. 
The Greater Manchester Eye Health Plan highlights that the older you are the higher your chance of sight loss and those aged 85 and over are most at risk of eye disorders which cause vision impairment. It also highlights other groups who are more vulnerable than the general population: people on low income, people from black and minority ethnic communities, people with diabetes, obesity, people who smoke. 1 

In Stockport, the latest Joint Strategic Needs Assessment  highlighted that: 
· the local population is expected to grow by 14,700 people (5.1%) by 2025 with over two-thirds of the increase coming from those aged 65 or over. Of the older population, those aged 75-84 and 85 and over are expected to rise by 29% and 35% respectively;
· 14% of the population live in the 20% most deprived areas nationally;
· The population is likely to increase in diversity;
· 15,700 people are diabetic.
· 22% of the population are obese;
· 16% of adults smoke. 2

Affecting an estimated 480,000 people in England, Chronic Open Angle Glaucoma (COAG) is a common condition involving optic nerve damage and loss of the visual field that can lead to blindness if not diagnosed early and treated promptly. Around 14% of UK blindness registrations are due to glaucoma. However many people won’t know that their eyesight is at risk – there are usually no symptoms until the later stages when their vision is already seriously damaged. OHT (raised pressure in the eye) is a major risk factor for developing COAG, although COAG can occur with or without raised eye pressure. Glaucoma is more common with increasing age, and people of African descent or with a family history of glaucoma may be at greater risk of developing the condition. With changes in population demographics the number of people affected by the condition is expected to rise. Once glaucoma is diagnosed lifelong treatment and monitoring is required. 

Primary Care Extended Optometry Services support the ethos of delivering care in the community to provide early and effective intervention of eye disorders. At current the NHS England funded sight test provides one appointment with a minimum recall interval but a referral onto secondary care might often be based on a single atypical result. Primary Care Extended Optometry Services are intended to manage low risk conditions, improve the quality of referrals to specialist services and reduce unnecessary referrals / appointments / attendances to Hospital Eye Services, General Practice and Eye Casualty.
The glaucoma repeat readings pathway has been in operation in Stockport since 2014. The purpose of the service is to reduce false positive referrals to the hospital eye service, reducing patient anxiety and increasing capacity within overburdened hospital glaucoma clinics. This should provide a more cost-effective service with a greater number of patients managed within the primary care setting. In 19/20, the service retained 80% of activity, avoiding at least 181 hospital outpatient attendances. 

	2.	Outcomes

	
2.1	NHS Outcomes Framework Domains & Indicators

	Domain 1
	Preventing people from dying prematurely
	

	Domain 2
	Enhancing quality of life for people with long-term conditions
	x

	Domain 3
	Helping people to recover from episodes of ill-health or following injury
	

	Domain 4
	Ensuring people have a positive experience of care
	x

	Domain 5
	Treating and caring for people in safe environment and protecting them from avoidable harm
	x



2.2	Local defined outcome
The expected benefits of the Glaucoma Repeat Reading Service are:

For the patient & commissioners
· Avoid referral to secondary care when no disease is present reducing costs and patient anxiety
· Speedier access to care
· Care closer to home in a more convenient setting 
· Less travel time, time off work and related costs 
· More time for questions and answers
· Improved quality/accuracy of referrals for suspected glaucoma/OHT
· Direct referral reduces GP practice workload 
· Consequent reduction in hospital follow-ups 
· Reduced inappropriate use of secondary care 
· More Cost effective care

	3.	Scope

	3.1	Aims and objectives of service
The aim of this glaucoma repeat readings pathway is to reduce false positive referrals to the hospital eye service, reducing patient anxiety and increasing capacity within the overburdened hospital glaucoma clinics. This should provide a more cost-effective service with a greater number of patients managed within the primary care setting.


3.2	Service description/care pathway

Only levels 1a and 1c of the service specification below will be provided. Level 1b is not currently commissioned. If the contract exceeds the expected annual value of £145,000 then the CCG may serve one month’s notice to terminate the service Level C: Patients from non-participating practices
3.2.1 Level A: Goldmann style applanation tonometry repeat readings

A first level enhanced service for IOP refinement where other signs of glaucoma are not present (i.e. normal optic discs, visual fields and anterior angles) will reduce unnecessary referrals to the hospital eye service, reducing patient anxiety and release capacity within hospital glaucoma clinics. The service will be cost effective with a greater number of patients managed within the primary care setting at lower cost than a secondary care referral.

Level A (Part 1)

Patients who are identified as having IOP > 23 mmHg and no other signs of glaucoma during a GOS or private sight test will have immediate slit lamp GAT or equivalent goldmann style portable tonometer assuming the optometrist is contracted to provide the service. This service falls within core competencies for optometrists.
Outcomes

There are four possible outcomes from this first repeat of pressures:
1. All patients with IOP > 31mmHg should be referred for OHT diagnosis without further IOP refinement
2. Other patients with a pressure of 24 - 31 need to proceed to Part 2 (2nd repeat pressure)
3. Pressures which differ between the eyes by 5 mmHg or more should proceed to Part 2 (2nd repeat pressure)
4. All other IOP results are within normal limits and the patient can be discharged to routine sight tests.

At risk groups should be monitored at appropriate intervals.

Level A (Part 2)

Patient attends for repeat Goldman or equivalent goldmann style portable tonometer on a separate occasion.

There are four possible outcomes from repeating this test:

- Patients with IOP > 23mmHg would be referred as suspect OHT with the practitioner having discretion to allow for referral guidance from RCO and College of Optometrist.
- Where repeat applanation measurements show a consistent difference in pressure of 5mmHg or more, practitioners may wish to consider whether referral may be appropriate, or whether there is a reasonable explanation (e.g. surgery to one eye).
- The results are within normal limits and the patient can be discharged to routine sight tests. At risk groups should be monitored at appropriate intervals (i.e. family history of glaucoma).

3.2.2 Level B: Visual field repeat readings

Patients who are identified as having visual fields suspicious of glaucoma during a GOS or private sight test will have visual fields repeated on a separate occasion assuming the optometrist is contracted to provide the service. This service falls within core competencies for optometrists.

Outcomes

There are three possible outcomes from these tests:
1. The results are within normal limits and the patient can be discharged. At risk groups should be monitored annually under GOS. (This would include the case where there is a defect on the repeat but NOT in the same areas of the visual field as the original defect. Such inconsistent defects are usually due to the patient finding the test difficult and should not, as a rule, lead to referral and further repeats/monitoring may well just add further confusion.)
2. Visual field is suspicious and requires monitoring at appropriate intervals
3. Visual field defect is confirmed and the patient is referred to consultant ophthalmologist.

(Where a patient has raised intraocular pressure and a suspicious visual field then the intraocular pressure would be refined in the first instance and if after refinement appears to be normal the visual fields maybe refined. This will ensure that those that need referral after intra ocular pressure refinement do not go ahead and have visual field refinement unnecessarily.)

3.2.3 Level C: Patients from non-participating practices

It is anticipated that the majority of optometrists will participate in the Level 1a or 1b. Referral refinement for patients from non-participating or out-of-area practices can be provided by those practices that are providing the service.

In this case it should be emphasised that the second optometrist assumes clinical responsibility for the detection of the patient suffering from glaucoma or ocular hypertension. Therefore assessment of the optic disc, anterior angle and threshold controlled visual fields is necessary. This is reflected in a higher level of funding. 

The criteria for inclusion of patients in level 1c
- IOP > 23 mmHg as measured at the sight test following College of Optometrist guidance on technique where is used (4 readings) or there is a suspect visual field no other signs of glaucoma are present and requires further investigation.

NB: Glaucoma is a very slow developing disease and there is very little risk to the patient in delaying the repeat tests. The reason for repeating the tests on a different occasion is to ensure that factors that may have influenced the patient responses the first time round, particularly in the fields test, will be different.


These services will be undertaken by accredited optometrists within suitably equipped premises who will manage the patient appropriately and safely. Any delegated diagnostics tests must be carried out by suitably trained staff under the supervision of a clinician accredited for this service.

Management will be maintained within the primary care setting, as is appropriate, for as many patients as possible, thus avoiding unnecessary referrals to hospital services.

Where referral to secondary care is required, it will be to a suitable specialist with comprehensive information provided by the accredited optometrist. Where any other systemic or ocular disease it detected the patient will be advised and referred to the appropriate service. The patient will be offered choice of provider by the referring optometrist or OMP.

For this purpose of referral refinement, equivalent goldman style portable tonometer as well as Goldmann will be acceptable forms of applanation tonometry. This will enable housebound patients to be access this service as the Perkins tonometer is portable.

3.2.4 Appendix 1 – Care Pathway (Level 1a & 1b) 





3.2.5 Appendix 2. Care Pathway (Level 1c) 





3.3	Population covered

3.3.1 Geographic coverage/boundaries

The service is available to patients registered with a Stockport GP (registered patients). The service must also accommodate those who are not registered with any GP but are resident within Stockport Metropolitan Borough Council boundaries and eligible for NHS Care eg. members of travelling communities, homeless people.
Patients who live in Stockport but are registered with a GP out of area (ie. registered with a GP who is outside of the boundaries of Stockport Metropolitan Borough Council) are not eligible for this service. 

The service is available to patients registered with a Stockport CCG GP (registered patients). The service must also accommodate those who are not registered with any GP but are resident within the Borough Council(s) boundaries and eligible for NHS Care e.g. members of travelling communities, homeless people.

3.3.2 Age limits

The service is for adults. Persons under 18 are not suitable for this service.

3.4	Any acceptance and exclusion criteria and thresholds

3.4.1 Inclusion criteria
The inclusion criteria for the service are as follows:

Patients with IOP >23mmHg at primary examination and no other sign suggestive of glaucoma

3.4.2 Exclusion criteria
The following cases will not be suitable for the service.

Patients presenting with IOP <24mmHg
Patients with a longstanding field defect
Patients under the management of the hospital eye service or private ophthalmologist for OHT, suspect COAG, COAG and other related conditions.
Patients already being referred for other conditions
Patients under 18yrs.


3.4.3 Referral sources
Referrals to the service can come from the following sources
Referral of own patients who present at sight test within inclusion criteria
Non-participating optometric practices
GP’s or paper triage of ophthalmology referrals


3.5	Interdependence with other services/providers
· Stockport NHS Foundation Trust
· Manchester Royal Eye Hospital
· Stockport Local Optical Committee
· NHS Stockport GPs
· Optometrists

The successful implementation and operation of the Glaucoma Repeat Reading Service is dependent on the implementation of a ‘whole pathway approach’ across primary and secondary care. The care pathway for minor eye conditions has been developed and agreed in partnership with local Hospital Eye Services. The provider is expected to work closely with all local eye care providers.
The Commissioner is responsible for leading the development and review of the care pathway and in addition is responsible for communicating changes to the Ophthalmology Pathway to primary care health professionals who may refer/signpost patients to the service. The Commissioner is also responsible for marketing the MEC service to the general public. Each MEC service Provider is responsible for making the service known and accessible to patients, through notices on provider web-sites, premises’ windows, patient leaflets etc. 


	4.	Applicable Service Standards

	
4.1	Applicable national standards (e.g. NICE)

· NICE Clinical Guideline 81
· NICE Quality Standards: Glaucoma 

4.2	Applicable standards set out in Guidance and/or issued by a competent body (e.g. Royal Colleges) 

· Guidance on the referral of Glaucoma suspects by community optometrists Issued by The College of Optometrists and The Royal College of Ophthalmologists December 2010

4.3	Applicable local standards
NICE Guidelines
•	The College of Optometrists Guidance for Professional Practice  
     https://guidance.college-optometrists.org/home/
· The College of Optometrists Clinical Management Guidelines.  https://www.college-optometrists.org/guidance/clinical-management-guidelines.html
· Local guidelines between optometrists and ophthalmology with a reasonably comprehensive list of conditions /urgency/setting for care 

Regular review of the clinical pathway will be undertaken to consider any potential future development for this service. 


4.4 WORKFORCE REQUIREMENTS

4.4.1 EXPECTED SKILLS AND COMPETENCIES

Practitioners offering the Glaucoma Repeat Reading Service must have the core competencies as defined by the General Optical Council.

Each practitioner providing this enhanced service will have undergone a defined training and accreditation process provided by Cardiff University and the Local Optical Committee Support Unit. This is made up of a distance learning component (Glaucoma Level 1). Refresher training in Goldmann style tonometry will be offered and provided where necessary.

All clinicians providing the service must have and provide confirmation of their professional registration and confirmation of indemnity cover.

Providers of the service will be responsible for ensuring clinicians keep their knowledge and skills up to date and are trained in adult safeguarding.

4.5 PREMISES AND EQUIPMENT REQUIRED
4.5.1 Premises 
All participating practices need to be providers of General Ophthalmic Services.  As such, they are required to complete the “Quality in Optometry” toolkit  https://www.qualityinoptometry.co.uk/ which includes: 
· Taking steps to improve accessibility for people with disabilities  
· Providing a safe, secure, clean & warm environment which protects patients, staff, visitors and their property; and the physical assets of the organisation 
· Ensuring patient privacy and confidentiality, protecting patient details (written and on the computer) are not accessible to members of the public  
· Conducting patient consultations in private and ensuring any diagnostic tests, performed outside of the consultation room are not undertaken within the view of other patients 
· Ensuring that cleanliness levels in clinical and non-clinical areas meet NHS standards for clean premises; and that staff are aware of correct handwashing procedures 
· Meeting requirements for safety of equipment and disinfection  

This ‘Quality in Optometry’ clinical governance toolkit will be the benchmark used for the service.  Each participating practitioner must adhere to the core standards as set out in the toolkit and be able to provide evidence of this to the CCG if requested to do so.  
 https://www.qualityinoptometry.co.uk/  
All locations delivering the service are subject approval by the Commissioners in advance of service commencement and should include the following:  
· Enclosed reception and/or waiting facilities (provision of seating as a minimum)  
· Suitable private room for assessment and treatment  

4.5.2 Equipment required

Service providers need to provide the following equipment, in working order and regularly calibrated and serviced as appropriate, to manufacturers’ specifications:
Access to the internet (for data reporting and referral system)
Means of direct and indirect ophthalmoscopy 
Slit lamp
Applanation Tonometer (Goldmann equivalent style portable tonometer) using disposable tonometer probes
Supra Threshold electronic fields equipment to produce a printed report (excluding FDT equipment)  for Level 1b – for Level 1a & c any electronic threshold controlled fields screener capable of printed report is allowable
Appropriate diagnostic ophthalmic drugs:
- Mydriatic
- Anaesthetic
- Staining agent

It is the responsibility of the Provider to purchase, maintain to a high standard and replace all relevant equipment required to provide the service.

4.5.3 Disposal of clinical waste
This is the responsibility of the provider and should meet legal requirements. 
4.5.4 Patient information 

At the end of the consultation the practitioner will summarise and discuss their findings and recommendations with the patient.   Information, relevant to their condition, will be provided in order to promote their active participation in care and self-management. 
A copy of the consultation report will be forwarded to the patient’s GP within 48 hours.  Where applicable, a copy will be sent to the original referrer and offered to the patient. 
The patient will be provided with both oral and written information and offered a copy of any letters between healthcare professionals regarding their care (ideally by email, alternatively by post).
The primary source of information to support patients with their self-care and understanding will be College of Optometrist resources: 
https://lookafteryoureyes.org/eye-conditions/
The Provider is responsible for supplying patient information. Examples of patient information leaflets that should be available from the service provider and will be handed to patients as appropriate are:

Mydriatic drops
Service Information

Where appropriate, providers will also be expected to provide relevant public health information and signposting e.g.
Smoking cessation
Nutrition and vision
Weight management 
Alcohol abuse


4.6 INFORMATION AND DATA COLLECTION REQUIREMENTS
Information Technology
The provider must have systems that are compatible with NHS systems to minimise the number manual processes eg access to the NHS spine system and the NHS E-referral system. 

4.6.1 Patient records

Complete and accurate records will be held for each patient to include clinical information by the provider in either paper or electronic format and stored securely. Information within records should be processed with regard to the principles expressed in the Data Protection Act 1998. 

Providers will be required to complete the national Data Security and Protection Toolkit to connect to Greater Manchester infrastructure and systems and have robust policies around consent, IG and data sharing. 

4.6.2 Secure NHS mail
Providers will be expected to use NHS.net email for the secure transfer of patient information
 
4.6.3 Patient experience feedback

The provider will be expected to provide each patient with a simple patient experience questionnaire (Friends and Family Test) following each episode of care with the service.  The Provider will be performance monitored on recorded satisfaction. 

The provider(s) will be expected to display information on complaints procedures and make them available to patients and to manage patient complaints in accordance with NHS complaints procedures. www.dh.gov.uk/health/contact-dh/complaints

4.7 QUALITY AND CLINICAL GOVERNANCE STANDARDS

4.7.1 Clinical governance

In order to demonstrate appropriate standards are met for provision of the glaucoma repeat reading service, providers must hold a GOS contract with NHS England and meet the current community services Level of the online England Contractor Checklist for Quality in Optometry (QIO). This is to be completed annually. Providers who do not currently have an account with Quality in Optometry will need to create an account online to use this service.

The Provider(s) is also expected to comply to a satisfactory standard with the infection control and Information Audits contained in QiO. 

Safeguarding

The Provider must comply with Stockport CCG’s Safeguarding policy.

4.7.2 Clinical audit and assurance process

The provider lead organisation will ensure all practices and practitioners meet the requirements and provide assurance to the commissioner of this.  
A secure IT web-based platform will be used to provide the data required to demonstrate performance against the service KPIs and to facilitate regular audit.   
The provider will ensure that all contract performance management requirements are met and will attend performance monitoring meetings with the CCG contract manager, as necessary. The Provider is expected to undertake regular internal clinical audit and review and to take action to implement any learning acquired during this process. The key findings of the clinical audit and actions taken from learning must be reported to the commissioner.
 Where it is identified that the service is not delivering the anticipated activity levels and/or the service outcomes, then the provider will work with the CCG to identify, and address, the root cause. 
The single provider organisation will report to the commissioner regarding quality and performance of the service at regular intervals as agreed with the commissioners.  

4.7.3 Equality and diversity

The Provider shall ensure that it has adequate support mechanisms for patients, and where appropriate their guardians or carers, who do not speak adequate English to effectively communicate and understand information given in appointments. This includes people whose first language is not English, people who are deaf and people who cannot read English. The Provider shall ensure that such arrangements are in place to support patients accessing services and accessing associated support and information. This will be as a minimum - additional time available for such examinations. 
The provider would use the CCG’s services to provide translation and interpretation where required. 

Where patients make a specific request to see a member of staff of a particular gender, the Provider should try and accommodate this.


	5.	Applicable quality requirements and CQUIN goals

	
0.6 Applicable Quality Requirements (See Schedule 4 Parts [A-D])

0.7 Applicable CQUIN goals – Not applicable


	6.	Location of Provider Premises

	
6.1 The Provider’s Premises are located at: Multiple Locations

The service must be delivered from suitable premises in Stockport. Service locations should be accessible by car and within reasonable access of public transport routes. 
If a domiciliary service is requested, these can be offered at the Provider’s discretion. Domiciliary visits should only be offered if the patient can be examined fully as their symptoms require. There will be no additional payment to the Provider for domiciliary provision.
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CUES: COVID-19 Urgent Eye Care Service – 

Temporary service to support NHS care during Coronavirus (COVID -19) Pandemic



3.2 Service description/ care pathway

To populate 3.2 of the service specification schedule 2

1. Scope

1.1 Service outline

The service will provide telephone triage, remote consultation and where necessary assessment and management of recent onset symptomatic / urgent ocular presentations.

The service will maintain a minimum number of face to face patient interactions by:

· adopting remote consultation by the most appropriate clinician

· triage to the most appropriate clinician if a face to face appointment is necessary

· optimising each consultation with ophthalmologist, or optometrist with independent prescribing advice & guidance, where appropriate.



Initial telephone contact and access to clinical triage – access to the service is restricted to telephone booking only, to:

· identify people with Covid-19 symptoms, at risk /self-isolating people to signpost to appropriate services. 

· offer telephone/ video consultation and selfcare advice or provide signed orders remotely, where appropriate

· offer face to face appointments with optometrist following telephone/video consultations for those who are presenting with urgent and higher risk symptoms (observing PPE guidance and social distancing advice)

· Signpost to emergency services, as appropriate.



Urgent Eye Care – see CUES Risk Stratification, Conditions and Service Pathway Table. The service might typically include people presenting with a red or painful eye, foreign body, sudden change in vision, or flashes and floaters which might suggest retinal detachment, who would otherwise present to general practice, hospital services and A&E.  



Patients can self-present (by telephone) or be referred / redirected from other services for clinical assessment and management.



· The service will utilise current clinical capability within optical practice 

· Should a local optical practice be closed, a recorded telephone message will redirect the caller to the nearest optical practice, acting as an urgent eyecare hub. 

· By accepting redirected referrals from HES for assessment / continued care

· The service will recognise that where available, optometrists with higher qualifications (independent prescribing and glaucoma qualifications) will be able to manage a broader scope of eye conditions, initiate treatment and deliver care as necessary, as well as supporting other practitioners with advice and guidance as required. 

· It is accepted that in some areas, referrals to ophthalmology may require clinical discussion first (or by email if not urgent) with an ophthalmologist to explore alternative management options thereby reducing the need to attend hospital, provide additional advice and guidance, or agree a collaborative approach for patient management.



1.1.2 Inclusion criteria 

People presenting with recent onset / urgent eye conditions and for advice to support self-management of a less complex eye conditions.

Presenting symptoms typically include: loss of vision (Sudden or Transient) / Visual distortion / Painful eye / Flashes and floaters / Red eye / Double vision 

CUES Risk Stratification, Conditions and Service Pathway Table:





2. Care pathway

See CUES Patients Pathway flow diagram: 





2.1 Referrals / entry points

· Patient telephones the practice directly (This will be the majority of referrals and telephone triage occurs immediately)

· Referral from GP, care navigator or local referral management service /triage

· Referral from Pharmacy deflection

· Referral from A&E / MIU / HES deflection

· Patient redirected by another ophthalmic practice, or allied health professional

· Signposting by NHS111



2.2 Telephone triage - Short initial telephone assessment to identify: service eligibility criteria,  screen for COVID-19, potential red flag check list, and understand if the patient is already under the hospital eye service.

Where the patient calls the practice directly, the telephone triage occurs immediately. 

Where the referral is received in any other way (e.g. email from GP; telephone from HES transferring care) telephone triage will usually be delivered by the practitioner to allow for remote consultation to occur concurrently, if necessary.  A call to the patient will be made within 2 hours of the referral being received by the practice.

Where the practitioner is delivering the telephone triage, and identifies the need for a remote consultation, it is expected that this will be offered at the same time. Where a team member is delivering the telephone triage, and identifies the need for a remote consultation and the practitioner is available, the remote consultation will be offered immediately. 

Outcomes of telephone triage:

· Identify people with COVID -19 symptoms, at risk /self-isolating people and signpost to appropriate service (or offer a remote consultation if appropriate) 

· Identify patients calling for other reasons and address appropriately (i.e. trying to book a routine sight test or for advice following a postponed outpatient appointment)

· Identify patients who are eligible for a sight test under GOS essential care and offer an appointment (as set out in NHS England  Publication approval reference: 001559)

· Identify patients who have an urgent eye care need, offer and book a telephone/ video consultation with an optometrist / suitable team member (may result in the offer of a face to face appointment)

· Identify “red flag” symptoms and signpost to emergency services, as appropriate (It may be necessary to first speak with an Optometrist and / or book an immediate remote consultation).



Where the remote consultation is separate to the telephone triage, an appointment is booked, and email or SMS confirmation is sent to the patient which includes time and date of the consultation and includes the link to the video conferencing facility and/ or confirming the telephone number the practitioner will call on.



2.3 Consultation

2.3.1 Remote consultation

The service aims to deliver care safely and remotely wherever possible, avoiding the need for the patient to leave their home / place of isolation. 

The consultation will be delivered in line with College of Optometrists Remote consultations during COVID-19 pandemic guidance https://www.college-optometrists.org/the-college/media-hub/news-listing/remote-consultations-during-covid-19-pandemic.html 

The appointment will be delivered by telephone and/or video link and risk-prioritised on the basis of clinical need. Same day appointments will be offered if the patient reports symptoms suggestive of a sight threatening condition that would require an urgent referral.

All remote consultations will occur within 48hours of telephone triage.  

For people who are hard of hearing or have communication needs, the patient should be able to nominate a support person/advocate who can also be invited to the consultation to support the patient.  

The remote consultation will include the following, as appropriate: 

1. Confirm with the patient that the consultation will only be able to discuss symptomatic urgent eye care needs and ensure that the patient happy to proceed on this basis. 

2. Complete full online consultation, which will likely include (but is not limited to) capturing patient details, presenting symptoms and recent history, current medication, current health and past ocular history.

3. If appropriate, use video-conferencing facility to permit a gross external examination of the eye (as far as practicable). 

4. Analyse findings and discuss and share the working diagnosis with the patient. 

i. Where available, it might be necessary to seek advice and guidance from an ophthalmologist / optometrist with higher qualifications, who will be able to support with decision making relating to both diagnosis and the establishment of an appropriate management plan. 

5. Discuss and agree a management plan with the patient which may include self-care advice, therapeutic recommendation, face to face consultation (identifying the optical practice hub with the appropriate equipment and practitioner available), or urgent referral to the Hospital Eye Services as per local protocols. Verify patient’s understanding of management plan.

i. If a face to face appointment is offered, as much clinical detail as possible will be gathered during the remote consultation to minimise the face to face contact time. 

ii. The appointment will be booked with an Optometrist with the appropriate level of qualification and equipment and/ or access to ophthalmology A&G to help ensure the patient is fully managed within the service.

6. Where a ‘virtual care and management plan’ or ‘self-care’ plan has been agreed, a follow-up consultation may be arranged with the patient where appropriate and required. 

7. Provide patient information by SMS, email and/or post, to support the individual management plan. This will include information on how to contact the service and/or other services if the condition fails to improve. 

8. Ensure that the patient’s clinical records are completed/updated as appropriate, and update the patients GP and original referrer by email / post (A copy should be offered to the patient). 

2.3.2 Face to face consultation

Appointments will be prioritised on the basis of clinical need. Same day appointments will be offered if the patient reports symptoms suggestive of a sight threatening / urgent condition.

Practitioners will follow general advice from NHS England & NHS Improvement, Public Health England and Department of Health and Social Care on appropriate COVID-19 measures. 

Practitioners will also follow advice from the College of Optometrists (and where appropriate RCOphth) on measures for restricting clinical activity in all eye care services, and for appropriate use of Personal Protective Equipment (PPE); mitigating risk of infection to patients and staff.

People who are vulnerable / house bound / shielding should not be offered a face to face consultation (Case-by-case basis. It is unlikely the risk of sight loss outweighs the risk to general health – seek consultant advice if uncertain).  https://www.gov.uk/government/publications/guidance-on-shielding-and-protecting-extremely-vulnerable-persons-from-covid-19

The level of examination should be appropriate to the reason for referral. 

Contact time with the patient should be kept to a minimum and performed by a single practitioner. (e.g., reduce practitioner-patient contact time by making use of Imaging and OCT in place of direct ophthalmoscopy and slit-lamp bio microscopy (with shield), where appropriate, and discussing the outcome remotely following the consultation). 

All procedures are at the discretion of the practitioner and undertaken as deemed clinically necessary after assessment of the patient’s History and Symptoms, appropriately mitigating for risk of infection.  

Practitioners will work within their own competency and experience.  Where available, they may  seek advice and guidance (A&G) from an ophthalmologist / optometrist with higher qualifications, who will be able to support with decision making relating to both diagnosis and the establishment of an appropriate management plan.

Depending on availability, A&G may be delivered at the time of the consultation (by video link) or a later time (by NHSmail or telephone) and the outcome communicated to the patient remotely (telephone or video call).



2.3.3 Consultation outcome

It is expected that the patient will have one of the following outcomes following consultation:

· The practitioner decides to manage the condition and offers the patient advice and/or prescribes/recommends medication. Management may include a minor clinical procedure e.g. foreign body removal. A remote follow-up consultation may be necessary.



· The practitioner refers the patient for an eye casualty / emergency consultation at the local hospital eye service, contacting the service in advance of referral to confirm appropriate referral management and booking if accepted.



· The practitioner determines the condition (and subsequent referral) is non-urgent and can be safely delayed until following the pandemic. A further appointment is recommended e.g. 4-6 months.



· The practitioner has concerns that the patient may have a systemic condition and makes a referral to their GP. 



· The practitioner refers the patient non-urgently for further investigation and/or treatment in line with local referral pathways and protocols. Managing the patient expectations relating to appointment availability in the current pandemic. 



· [bookmark: _Hlk36661442]Where appropriate, the patient should also be directed to the College of Optometrist resources to help patients with their self-care and understanding. 

https://lookafteryoureyes.org/eye-conditions/



2.3.4 Access to treatment

Supply & Use of Medicines following consultation: 

· Where a medicine is required, this will normally be supplied or prescribed by the optometrist, as part of the consultation, through the issue of a signed order for supply by the community pharmacist of the patient’s choice; or by directly supplying or selling (where appropriate), “Pharmacy only” (P) medicines and General Sales List (GSL) medicines, and the following POMs: chloramphenicol, cyclopentolate hydrochloride, fusidic acid and tropicamide.   

· Independent optometrist prescribers will ideally have access to FP10 prescription, for dispensing by a community pharmacist. 

An approved list of medicines will be agreed.  All participating clinicians will only prescribe, supply or issue signed orders for medicines  included on the approved formulary, unless there is a clinical reason not to do so.   

Example Formulary:





Where patients are eligible for free NHS prescriptions a written order with a pro forma claim form will be provided to the patient to take to the pharmacy to have dispensed and the Pharmacy will claim their fees from the commissioner.  

Example Written order template:



[bookmark: _MON_1647517900] 



It should be noted that many recommended therapeutic drugs will be available over the counter (OTC) and in line with NHS England Guidance should be purchased where appropriate. However, it should be noted some preparations such as Chloramphenicol maybe a POM classification for conditions other than bacterial conjunctivitis and as such cannot be purchased OTC and a written order or FP10 is required for patient access from pharmacy.  

Some OTC recommended products will be available for purchase by the patient from the optical practice acting as the urgent eye care hub – thus minimising onward contacts with other healthcare settings where possible.  

Where an optometrist has independent prescriber (IP) status the commissioner will enable them to receive an FP10 prescribing pad and assign an additional prescribing budget for IP optometrists to enable greater care to be delivered in primary care within this service.  

The clinical lead Optometrist and ophthalmologist will work together with pharmacy colleagues to explore routes to remote prescribing locally. 

The use of medicines  

Providers will be expected to:  

· Maintain their skills and knowledge with regards the use of drugs  

· Demonstrate continuous professional development in line with their professional requirements  

· Inform patients of the any adverse reactions prior to application and provide them with the appropriate information  

· Record all batch numbers and expiry dates of drugs in the patients notes  

· Ensure that all drugs are stored according to the manufacturer’s instructions.  



3. Days and hours of operation   

The service will be available across the week from across a network of optical practices, acting as urgent eye care hubs. It is expected the majority of appointments locally will be between the hours of 9am and 5pm.  Same day appointments will be available which will include evening and weekend provision to meet patient needs following telephone triage - subject to current COVID-19  related challenges, changes in workforce and/or government strategy. 

4.  Records & Patient information  

4.1 Record keeping  

Complete and accurate records will be held for each patient to include clinical information by the provider in either paper or electronic format and stored securely. Information within records should be processed with regard to the principles expressed in the Data Protection Act 2018.   

Records will clearly state where a remote consultation (telephone or video consultation) has occurred (as appropriate) because of the COVID-19 pandemic.  

The Information Commissioner’s office has stated that practitioners need to consider the same kinds of security measures for home working that would be in use in normal circumstances https://ico.org.uk/for-organisations/data-protection-and-coronavirus/



4.2 Patient information

At the end of the consultation the practitioner will summarise and discuss their findings and recommendations with the patient.   Information, relevant to their condition, will be provided in order to promote their active participation in care and self-management. 

A copy of the consultation report will be forwarded to the patient’s GP within 48 hours.  Where applicable, a copy will be sent to the original referrer and offered to the patient. 

The patient will be provided with both oral and written information and offered a copy of any letters between healthcare professionals regarding their care (ideally by email, alternatively by post).

The primary source of information to support patients with their self-care and understanding will be College of Optometrist resources: 

https://lookafteryoureyes.org/eye-conditions/

5. Clinical Governance

5.1 Workforce

The service should have effective clinical leadership with principles of training, clinical governance and clinical audit central to this.  

The service will recognise current capability in optical practice and will not require any additional accreditation for service delivery.  

The initial telephone triage may be delivered by optical practice staff, working to an agreed protocol, under the supervision of an optometrist. 

Remote consultation, and/or face to face consultation will be delivered by appropriately trained Practitioners, who have:

· Registered with the General Optical Council (GOC)

· Registered on the NHS England Performers List (Optometrist only)

· Have an enhanced DBS check (or application in progress)

· Have completed Safeguarding Level 2 (Adults), and Safeguarding Level 2 (Children)

· Appropriate levels of Indemnity (including Medical Negligence insurance) 

· Have completed GOC continuing education and training requirements to demonstrate up to date competency. 



For optometrists, existing accreditation processes enable the optometrist to revisit core learning and demonstrate that their core skills are up to date. At this current time, all practical skills assessments have stopped. For the purposes of this proposal, optometrists who haven’t already completed the accreditation process will be able to deliver the service, but will be expected to self- assess.  All Optometrists will be expected to: 

· Recognise their own learning needs and identify appropriate resources to meet these needs.  All DOCET / WOPEC distance learning is still available.  

· Work within their own competency and experience. 

· If required, on a case-by-case basis, make use of the mentorship and guidance available within the network of local primary care optical practice and through advice and guidance processes delivered by optometrists with higher qualifications. 

· Make use of Ophthalmology advice and guidance, on a case-by-case basis, where available



For CLOs, the MECs accreditation process delivers new learning beyond core competency. CLOs without MECs accreditation can still deliver care within a MEC service if supervision is provided by a MECs accredited Optometrist.   

The service will utilise Optometrists with higher qualifications, where available. 

5.2 Premises and Equipment

5.2.1 Premises   

All participating practices need to be providers of General Ophthalmic Services.  As such, they are required to complete the “Quality in Optometry” toolkit  https://www.qualityinoptometry.co.uk/ which includes: 

· Taking steps to improve accessibility for people with disabilities  

· Providing a safe, secure, clean & warm environment which protects patients, staff, visitors and their property; and the physical assets of the organisation 

· Ensuring patient privacy and confidentiality, protecting patient details (written and on the computer) are not accessible to members of the public  

· Conducting patient consultations in private and ensuring any diagnostic tests, performed outside of the consultation room are not undertaken within the view of other patients 

· Ensuring that cleanliness levels in clinical and non-clinical areas meet NHS standards for clean premises; and that staff are aware of correct handwashing procedures 

· Meeting requirements for safety of equipment and disinfection  



This ‘Quality in Optometry’ clinical governance toolkit will be the benchmark used for the service.  Each participating practitioner must adhere to the core standards as set out in the toolkit and be able to provide evidence of this to the CCG if requested to do so.  

 https://www.qualityinoptometry.co.uk/  

All locations delivering the service are subject approval by the Commissioners in advance of service commencement and should include the following:  

· Enclosed reception and/or waiting facilities (provision of seating as a minimum)  

· Suitable private room for assessment and treatment  

 

5.2.2 Equipment required  

Providers delivering the service will be expected to have appropriate equipment available for the safe and effective delivery of the service.  This should be used, maintained, calibrated and cleaned in line with industry standards and up to date infection control requirements that will continue to be updated throughout the COVID-19 pandemic. 

In addition to equipment already available for the delivery of GOS services, this should include:

· Access to the internet (for data reporting and referral system)  

· Access to NHS.net

· Access to telephone/video consultation functionality  

· Slit lamp BIO or indirect 

· Slit lamp breath shields 

· Applanation Tonometer (Goldmann or Perkins)  or Icare

· Appropriate diagnostic ophthalmic drugs  

· Mydriatic  

· Anaesthetic  

· Staining agent  

· Access to imaging / OCT

· Suitable Personal Protective equipment (PPE)

· Equipment for foreign body removal

 

It is the responsibility of the Provider to make available, maintain to a high standard and replace all relevant equipment required to provide the service.  

5.3 Policies and procedures

Participating practices and practitioners will follow all relevant CCG policies and procedures as required.  As a minimum, these will include: 

· Serious untoward incidents  

· Clinical audit 

· Information governance  



5.3.3 Infection control

Service delivery must use robust infection control procedures, including: 

• Using a breath guard on slit lamps. The Royal College of Ophthalmologists has advice on how temporary breath guards can be made  

• Wiping clinical equipment and door handles after every patient, as well as other surfaces that may have been contaminated with body fluids using a suitable disinfectant such as an alcohol wipe. All surfaces must be clean before they are disinfected

• Sanitising frames before patients try them on. If a focimeter needs to be used on patients’ spectacles, the patient should be asked to take them off and should be provided with a wipe to sanitise their frames before these are touched by the professional

• Supporting good tissue practice (catch it, kill it, bin it) for patients and staff by having tissues and covered bins readily available

• Ensuring that thorough hand washing techniques are adhered to.

Personal Protective Equipment (PPE) – national PPE guidance:

· COVID-19 Infection Prevention and Control (update 12 April 2020) https://www.gov.uk/government/publications/wuhan-novel-coronavirus-infection-prevention-and-control

· COVID-19 Infection Prevention and Control (update 12 April 2020)- Table 2 (primary care settings – possible or confirmed case) https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/878750/T2_poster_Recommended_PPE_for_primary__outpatient__community_and_social_care_by_setting.pdf

· COVID-19 Infection Prevention and Control (update 12 April 2020)- Table 4 (any setting – currently not a possible or confirmed case): https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/879111/T4_poster_Recommended_PPE_additional_considerations_of_COVID-19.pdf

5.3.2 Disposal of clinical waste

This is the responsibility of the provider and should meet legal requirements. 




5.3.2 Patient Complaints and Compliments

Practices will be expected to display information on complaints procedures and make them available to patients and to manage patient complaints in accordance with NHS complaints procedures. www.dh.gov.uk/health/contact-dh/complaints   

Patient compliments and feedback will be encouraged. To minimise contact collection of feedback should be facilitated remotely.  



5.4 Service Evaluation and Audit 

The single provider lead organisation will ensure all practices and practitioners meet the requirements and provide assurance to the commissioner of this.  

A secure IT web-based platform will be used to provide the data required to demonstrate performance against the service KPIs and to facilitate regular audit.   

The provider will ensure that all contract performance management requirements are met and will attend virtual performance monitoring meetings with the CCG contract manager as, as necessary. The Provider is expected to undertake regular internal clinical audit and review and to take action to implement any learning acquired during this process. The key findings of the clinical audit and actions taken from learning must be reported to the commissioner.

 Where it is identified that the service is not delivering the anticipated activity levels and/or the service outcomes, then the provider will work with the CCG to identify, and address, the root cause. 

The single provider organisation will report to the commissioner regarding quality and performance of the service at regular intervals as agreed with the commissioners – supported by a network of local and regional leads.  
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Covid-19 Urgent Eyecare Service (CUES): Risk Stratification, Conditions and Service Pathway 



RISK STRATFICATION  SERVICE PATHWAY 



RISK 
Category 



Possible 
SYMPTOMS 



Possible  



CONDITIONS 
Patient  



Telephones CUES 
optical practice 



REMOTE 
Telephone / Video   



consultation 



F2F CONSULTATION 
(access via 



telephone/ video  
triage, use PPE ) 



REFERRAL to 
Ophthalmology 



Service /eye 
casualty 



COLLABORATIVE 
management  



options 



The service pathway provides a structure for 
practitioners to use their professional judgement, 
considering local referral guidance, accessibility to 
ophthalmology/secondary care and jointly agreed 
local protocol arrangements. 
 



It does not remove from practitioners their 
professional responsibility to each patient, who 
should be dealt with on an individual basis.  
PATIENTS WITH ONLY ONE EYE OR THOSE WHO 
HAVE MULTIPLE OCULAR CO-MORBIDITY IN AN 
ONLY EYE MAY CONSTITUTE A HIGHER RISK. 
 



Patients with suspected/likely COVID +ve not to be 
seen face to face (deferred) until safe to do so 
unless emergency in which case discuss with HES. 



Receptionist takes 
call. Short initial 
telephone 
assessment to 
identify: eligibility 
criteria, screen for 
COVID-19, potential 
red flag check list, 
and if patient already 
under HES. Direct 
clinical concerns to 
most appropriate 
practitioner. Signpost 
to relevant patient 
information and 
support where 
possible with no 
further input. 



Telephone (combined 
with initial call if 
clinician answers) 
and video where 
necessary to ensure 
the patient is triaged 
appropriately and 
gather information to 
minimise F2F and 
ensure a fully 
informed referral (if 
F2F delivered by 
another primary care 
network clinician). 
May seek advice and 
guidance by video 
call as part of the 
consultation. 



Face to face 
consultation by 
CUES optometrist if 
deemed essential 
following 
telephone/video 
review. 
 
 
  



Decision to refer. 
Optometrist contacts 
local ophthalmology 
service (may be with 
or without patient 
present depending on 
remote or F2F) to 
discuss case and 
arrange appointment 
if necessary. Referral 
information sent via 
NHS.net where 
possible or alternative 
means. 
NB This requires direct 
communication links 
between primary care 
and HES to be 
established. 



Ophthalmologist and 
Optometrist discuss to 
arrange specific 
investigations or support 
care and prescribing if 
possible, and where 
helpful use virtual 
assessment of images.  
OR Collaborative 
management with 
optometrist with 
independent prescribing/ 



higher qualifications† 



Results / outcomes of 
management  to be 
communicated via 
NHS.net or similar secure 
route. 



    



MINOR EYE 



CARE  
 



(LOW RISK) 
 
 
 
 
 
 
 
 



Typical 
symptoms: dry 
eye, gritty eye, 
red eye (when 
isolated 
symptom), 
mildly blurry 
vision, non-
specific 
irritation, 
watery eye,  



Examples: dry eye / stye/ 
blocked tear duct / red 
eye / conjunctival cyst / 
chalazion /subconjunctival 
haemorrhage /pinguecula/ 
pterygia / concretions / 
allergies / vitreous floater/ 
conjunctivitis / blepharitis/ 
meibomian gland 
dysfunction / entropion/ 
ectropion / episcleritis /  
molluscum contagiosum /  
early cataract / ocular 
migraine /  physiological 
pupil defects.  



S  Options: 
1. Exclude high risk 
conditions   
2. Provide self-care or 
management advice  
3. Provide 
reassurance and 
advice. 
4.. Signpost to 
relevant patient 
information and 
support  
 
 



Not required  Not required Not required 



If required 



 



 











RISK STRATFICATION SERVICE PATHWAY 



RISK 
Category 



 
 



Possible  



SYMPTOMS 
Possible  



CONDITIONS 
Patient 



Telephones CUES 
optical practice 



REMOTE 
Telephone / Video   



consultation 



F2F CONSULTATION 
(access via 



telephone/ video  
triage, use PPE ) 



REFERRAL  to 
Ophthalmology 



Service  /eye 
casualty 



COLLABORATIVE 
management  



options 



URGENT  
EYE CARE  
 



(MEDIUM 



RISK) 



Typical 
symptoms:  
Red eye with 
pain/ 
photophobia , 
painful eye, 
flashes & new 
floaters, blurry 
vision, diplopia, 
distorted vision, 
sudden loss of 
vision, mild 
trauma 
(superficial , 
blunt, non-
penetrating 
injuries) 



Required primary care 
review for differential 
diagnosis 



Possible high risk but 
uncertain Examples: 
contact lens keratitis, 
headache possibly GCA / 
symptomatic PVD possible 
retinal breaks or 
detachment / suspect 
uveitis / suspect wet AMD 
/ intermittent diplopia /  
episcleritis / occlusive 
disease / worsening  
diabetic retinopathy/ 
BRVO (NB referral is 
unlikely to be seen for at 
least 4 months).  



YES  
 
 
 
 
 
 
 
 
 
 
 



YES 
If likely high-risk 
diagnosis refer 
patient to eye 
casualty.  
 
If uncertain arrange 
primary care 
consultation for 
differential diagnosis 
and treatment  



NO 
 
 
 
 
 
YES  
Provide 
reassurance (eg 
PVD), provide care 
or medications (e.g. 
uveitis) (written 
order, IP or via HES) 
Book review via 
face to face or 
video as clinically 
required. Advise 
patient to get back 
in contact 
immediately if 
symptoms worsen. 



YES  
 
 
 
 
 
Optometrist phones 
through (with or without 
patient present) to 
discuss case with 
ophthalmology (+ share 
images where 
appropriate) and arrange 
prescription or 
appointment if 
necessary. If required, 
referral is sent via 
NHS.net   
 
 
OR 
 
Collaborative 
management with 
optometrist with 
independent 
prescribing/ higher 



qualifications † 



HES supported 
optometric treatment 
Examples:  corneal foreign 
body /  mild microbial 
keratitis / anterior uveitis / 
herpetic keratitis / 
episcleritis  /mild chemical 
injury/ mild-moderate 
blunt trauma  / mild-
moderate preseptal 
cellulitis / suspicious 
disc/vernal and atopic 
keratoconjunctivitis  



 YES 
 
If likely medium risk  
diagnosis is one of 
these conditions  
gather information 
via telephone / video 
to minimise F2F and 
arrange primary care 
consultation for 
differential diagnosis 
or treatment   
 



YES  
Provide 
reassurance, 
provide care (eg FB 
removal) or 
medications 
(written order, IP or 
via HES).  Book 
review via face to 
face or video as 
clinically required. 
Advise patient to 
get back in contact  
  immediately if 
symptoms worsen. 
 



NO 
  











 



RISK STRATFICATION SERVICE PATHWAY 



RISK 
Category 



 
 



Possible 
SYMPTOMS 



Possible 
CONDITIONS 



Patient 
Telephones CUES 
optical practice 



REMOTE  
Telephone /Video   



consultation 
 



F2F Consultation 
(access via T 



telephone/ video  
triage, use PPE )  



REFERRAL to 
Ophthalmology 



Service  /eye 
casualty 



COLLABORATIVE 
management options 



EMERGENCY 



EYE CARE  
 



(HIGH RISK) 



Typical Red Flag 
symptoms:  
sudden onset of 
red and painful 
eye which may 
be associated 
with 
photophobia  or 
nausea , severe 
reduction or 
loss of vision,  
recent onset of 
shadows or 
‘curtaining’ in 
the field of 
vision,  sudden 
onset ptosis and 
diplopia. 



Examples: acute angle 
closure glaucoma,  
proliferative retinopathy 
(any cause), wet AMD, 
anterior ischaemic optic 
neuropathy / orbital 
cellulitis / serious chemical 
Injury /  severe keratitis/  
CRVO/ CRAO<4 hours old / 
endophthalmitis / 
hypopyon /  definite 
papilloedema / 
penetrating injuries /  
third nerve palsy (acute) 
with pain / vitreous 
haemorrhage / white pupil 
in a child / retinal 
detachment/severe blunt 
trauma - hyphaema with 
high IOP/giant cell arteritis 
/central retinal vein 
occlusions. 
 



YES YES if receptionist receives initial call, 
optometrist may request urgent telephone / 
video call with patient if uncertainty from 
reported symptoms 



YES   



Acute 
worsening 
of existing/ 
known 
condition   
of patient 
already 
under HES 
 



  YES  
Check if HES have  
made arrangements 
for this patient 
scenario with help-
lines and contact 
details for advice and 
support. 
If patient unable to 
make contact, refer 
to secondary care 
with discussion if 
new symptoms. 



NO 
 
 
 
 
                                          
 



YES 



YES  
Possible co-management 
- optometrist and 
ophthalmologist -
arranged on a case by 
case basis.  
 











†  Should an optometrist with independent prescribing work beyond their competence, they should seek advice from the hospital eye service following the principles in the 
Joint Colleges’ document Ophthalmology and Optometry Patient Management during the COVID-19 Pandemic https://www.rcophth.ac.uk/2020/04/ophthalmology-and-
optometry-patient-management-during-the-covid-19-pandemic/  and https://www.college-optometrists.org/the-college/media-hub/news-listing/patient-management-during-the-
covid-19-pandemic.html   
 



Other relevant guidance: please check for updates  



• College of Optometrists Clinical Management Guidelines https://www.college-optometrists.org/guidance/clinical-management-guidelines.html 



• College of Optometrists: Coronavirus pandemic: Guidance for optometrists https://www.college-optometrists.org/the-college/media-hub/news-listing/coronavirus-
covid-19-guidance-for-optometrists.html 



• College of Optometrists: Remote consultations during the COVID-19 pandemic https://www.college-optometrists.org/the-college/media-hub/news-listing/remote-
consultations-during-covid-19-pandemic.html  



• College of Optometrists clinical telephone/video review record https://www.college-optometrists.org/uploads/assets/0d35dcdd-2d56-4bd1-
a56fd53189cd429a/Clinical-telephone-review-form-1-April-2020.pdf  



• Royal College of Ophthalmologists COVID guidance  https://rcophth.ac.uk/2020/04/covid-19-update-and-resources-for-ophthalmologists/ 
https://www.rcophth.ac.uk/wp-content/uploads/2017/08/Emergency-eye-care-in-hospital-eye-units-and-secondary-care.pdf 
https://www.rcophth.ac.uk/wp-content/uploads/2019/02/Primary-Eye-Care-Community-Ophthalmology-and-General-Ophthalmology-2019.pdf   



• Royal College of Ophthalmologists Ophthalmic clinical guidelines: https://rcophth.ac.uk/standards-publications-research/clinical-guidelines/ 



• Royal College of Ophthalmologists Quality standards https://rcophth.ac.uk/standards-publications-research/quality-and-safety/quality-standards/ 



• COVID-19 Infection Prevention and Control (update 12 April 2020) https://www.gov.uk/government/publications/wuhan-novel-coronavirus-infection-prevention-
and-control 



• COVID-19 Infection Prevention and Control (update 12 April 2020)- Table 2 (primary care settings – possible or confirmed case):  
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/878750/T2_poster_Recommended_PPE_for_primary__outpat
ient__community_and_social_care_by_setting.pdf 



• COVID-19 Infection Prevention and Control (update 12 April 2020)- Table 4 (any setting – currently not a possible or confirmed case): 
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/879111/T4_poster_Recommended_PPE_additional_considera
tions_of_COVID-19.pdf 



 



      



  Developed by: NHS England, Local Optical Committee 



Support Unit, the Clinical Council for Eye Health 



Commissioning, The College of Optometrists, and The 



Royal College of Ophthalmologists 



Clinically endorsed by: The College of Optometrists and The 



Royal College of Ophthalmologists 
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CUES: COVID -19 Urgent Eye Care Service: Patient Pathway 
 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



 



  



 



 



 



 



 



 



 



 



 



 



 



 



 
 



 



Face-to-Face Consultation 



optical practice acting as urgent care hub 
assessment and management (use PPE) 



+/- remote advice from Optometrist with higher 



qualification or Ophthalmologist 



+/- remote prescribing 



+/- follow-up (ideally remote) 



 



 



Developed by: NHS England, Local Optical 



Committee Support Unit, and the Clinical Council 



for Eye Health Commissioning 



GP Referral 
General health 



care  



(e.g. blood tests) 



Remote Telephone and /or video consultation 
Follow College of Optometrists remote consultations during COVID-19 pandemic guidance   



assessment and management 



 +/- remote advice from Optometrist with higher qualification or Ophthalmologist 



 +/- remote prescribing 



+/- remote follow-up 



Patient telephones CUES optical practice – (assumes non-clinical management) 
Short discussion/review to identify: eligibility criteria, COVID-19 screen, potential red flags, patient already under HES 



 



 



Not eligible / 



Asymptomatic  
Offer advice / manage 



appropriately / defer 



routine appointment 



 



 



Suitable for 



Essential GOS 
Explore remote 



provision and offer 



an appointment by 



exception only. 



PPE as per national 



guidance. 



 



 



Red Flags   - 
Likely high risk 



discuss immediately 



with Optometrist, if 



unsure 



 



Offer Remote 



Consultation 
Meets eligibility 



criteria for service. 



(See clinical 



assessment table) 



 



Discharge  
Patient self-



care and 



information 



 



 



Referral to HES - 



Emergency Make 



contact in advance  



May request optometric 



consultation first if not 



already done or advise 



remote treatment. 



follow local protocols 



. 



follow local protocols 



 



Referral to HES – 



Non-emergency  



Manage patient 



expectations regarding 



first appointment & 



follow local protocols 



 



Defer 



referral 
Referral can be 



safely delayed.  



Reassess in 4-6 



months 



 



 



Patient signposted to CUES  



e.g. Pharmacy, GP, Care navigator, HES or A&E triage, NHS111, closed optical practice, 



provider recorded messages and website 



 



Clinically endorsed by: The College of Optometrists 



and The Royal College of Ophthalmologists 
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Medication Form Strength Quantity 



Chloramphenicol Eye drops* 0.5% 10ml 



Chloramphenicol Eye ointment* 1% 4g 



Fusidic Acid Eye drops 1% 5g 



Hypromellose Eye drops 0.5% 10ml 



Carbomer 980 Eye gel 0.2% 10g 



Liquid paraffin 
and white soft 



Eye ointment  3.5 g 



paraffin    



(Lacri-Lube)    



Antazoline and 
Xylometazoline 



Eye drops 0.5%/0.05% 10ml 



(Otrivine-antistin)    



Sodium Eye drops 2% 10ml 
Cromoglycate    



Sodium 
Hyaluronate 



Preservative 
Free 



0.15% 10ml 



* if provided by a written order the POM product should be supplied. 
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TO THE PHARMACIST Please supply to INSERT PATIENT NAME AND ADDRESS





						DOB 


						NHS NO [if known]


INSERT GP PRACTICE DETAILS








Preparation[s]


 

















Signed: . . . . . . . . . . . . . . . . …………………	Date: 


					Practice Address:


Practitioner: GOC Number: 			








Comments: 


<insert reason for OTC policy exemption>

















Pharmacy / CCG Use
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Written Order in accordance with Section 5 of Schedule 5, article 11(1)(a) of Statutory Instrument 1997 No. 1830 as amended by Section 8 of Statutory Instrument 2005 No. 76


Provided by Primary Eyecare Services
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Covid-19 Urgent Eyecare Service (CUES): Risk Stratification, Conditions and Service Pathway

		RISK STRATFICATION 

		SERVICE PATHWAY



		RISK Category

		Possible SYMPTOMS

		Possible 

CONDITIONS

		Patient  Telephones CUES optical practice

		REMOTE Telephone / Video  

consultation

		F2F CONSULTATION (access via telephone/ video  triage, use PPE )

		REFERRAL to Ophthalmology Service /eye casualty

		COLLABORATIVE management 

options



		The service pathway provides a structure for practitioners to use their professional judgement, considering local referral guidance, accessibility to ophthalmology/secondary care and jointly agreed local protocol arrangements.



It does not remove from practitioners their professional responsibility to each patient, who should be dealt with on an individual basis.  PATIENTS WITH ONLY ONE EYE OR THOSE WHO HAVE MULTIPLE OCULAR CO-MORBIDITY IN AN ONLY EYE MAY CONSTITUTE A HIGHER RISK.



Patients with suspected/likely COVID +ve not to be seen face to face (deferred) until safe to do so unless emergency in which case discuss with HES.

		Receptionist takes call. Short initial telephone assessment to identify: eligibility criteria, screen for COVID-19, potential red flag check list, and if patient already under HES. Direct clinical concerns to most appropriate practitioner. Signpost to relevant patient information and support where possible with no further input.

		Telephone (combined with initial call if clinician answers) and video where necessary to ensure the patient is triaged appropriately and gather information to minimise F2F and ensure a fully informed referral (if F2F delivered by another primary care network clinician). May seek advice and guidance by video call as part of the consultation.

		Face to face consultation by CUES optometrist if deemed essential following telephone/video review.





 

		Decision to refer. Optometrist contacts local ophthalmology service (may be with or without patient present depending on remote or F2F) to discuss case and arrange appointment if necessary. Referral information sent via NHS.net where possible or alternative means.

NB This requires direct communication links between primary care and HES to be established.

		Ophthalmologist and Optometrist discuss to arrange specific investigations or support care and prescribing if possible, and where helpful use virtual assessment of images. 

OR Collaborative management with optometrist with independent prescribing/ higher qualifications†

Results / outcomes of management  to be communicated via NHS.net or similar secure route.



		

		  



		MINOR EYE CARE 



(LOW RISK)

















		Typical symptoms: dry eye, gritty eye, red eye (when isolated symptom), mildly blurry vision, non-specific irritation, watery eye, 

		Examples: dry eye / stye/ blocked tear duct / red eye / conjunctival cyst / chalazion /subconjunctival haemorrhage /pinguecula/ pterygia / concretions / allergies / vitreous floater/ conjunctivitis / blepharitis/ meibomian gland dysfunction / entropion/ ectropion / episcleritis /  molluscum contagiosum /  early cataract / ocular migraine /  physiological pupil defects. 

		S If required







		Options:

1. Exclude high risk conditions  

2. Provide self-care or management advice 

3. Provide reassurance and advice.

4.. Signpost to relevant patient information and support 





		Not required 

		Not required

		Not required



		RISK STRATFICATION

		SERVICE PATHWAY



		RISK Category





		Possible 

SYMPTOMS

		Possible 

CONDITIONS

		Patient Telephones CUES optical practice

		REMOTE Telephone / Video  

consultation

		F2F CONSULTATION (access via telephone/ video  triage, use PPE )

		REFERRAL  to Ophthalmology Service  /eye casualty

		COLLABORATIVE management 

options



		URGENT 

EYE CARE 



(MEDIUM RISK)

		Typical symptoms: 

Red eye with pain/ photophobia , painful eye, flashes & new floaters, blurry vision, diplopia, distorted vision, sudden loss of vision, mild trauma (superficial , blunt, non-penetrating injuries)

		Required primary care review for differential diagnosis

Possible high risk but uncertain Examples: contact lens keratitis, headache possibly GCA / symptomatic PVD possible retinal breaks or detachment / suspect uveitis / suspect wet AMD / intermittent diplopia /  episcleritis / occlusive disease / worsening  diabetic retinopathy/ BRVO (NB referral is unlikely to be seen for at least 4 months). 

		YES 























		YES

If likely high-risk diagnosis refer patient to eye casualty. 



If uncertain arrange primary care consultation for differential diagnosis and treatment 

		NO











YES 

Provide reassurance (eg PVD), provide care or medications (e.g. uveitis) (written order, IP or via HES)

Book review via face to face or video as clinically required. Advise patient to get back in contact immediately if symptoms worsen.

		YES

		











Optometrist phones through (with or without patient present) to discuss case with ophthalmology (+ share images where appropriate) and arrange prescription or appointment if necessary. If required, referral is sent via NHS.net  





OR



Collaborative management with optometrist with independent prescribing/ higher qualifications †



		

		

		HES supported optometric treatment

Examples:  corneal foreign body /  mild microbial keratitis / anterior uveitis / herpetic keratitis / episcleritis  /mild chemical injury/ mild-moderate blunt trauma  / mild-moderate preseptal cellulitis / suspicious disc/vernal and atopic keratoconjunctivitis 

		

		 YES



If likely medium risk  diagnosis is one of these conditions  gather information via telephone / video to minimise F2F and arrange primary care consultation for differential diagnosis or treatment  



		YES 

Provide reassurance, provide care (eg FB removal) or medications (written order, IP or via HES).  Book review via face to face or video as clinically required. Advise patient to get back in contact 

  immediately if symptoms worsen.



		NO

 

		



		RISK STRATFICATION

		SERVICE PATHWAY



		RISK Category





		Possible

SYMPTOMS

		Possible

CONDITIONS

		Patient Telephones CUES optical practice

		REMOTE 

Telephone /Video  

consultation



		F2F Consultation (access via T

telephone/ video  triage, use PPE ) 

		REFERRAL to Ophthalmology Service  /eye casualty

		COLLABORATIVE management options



		EMERGENCY EYE CARE 



(HIGH RISK)

		Typical Red Flag symptoms:  sudden onset of red and painful eye which may be associated with photophobia  or nausea , severe reduction or loss of vision,  recent onset of shadows or ‘curtaining’ in the field of vision,  sudden onset ptosis and diplopia.

		Examples: acute angle closure glaucoma,  proliferative retinopathy (any cause), wet AMD, anterior ischaemic optic neuropathy / orbital cellulitis / serious chemical Injury /  severe keratitis/  CRVO/ CRAO<4 hours old / endophthalmitis / hypopyon /  definite papilloedema / penetrating injuries /  third nerve palsy (acute) with pain / vitreous haemorrhage / white pupil in a child / retinal detachment/severe blunt trauma - hyphaema with high IOP/giant cell arteritis /central retinal vein occlusions.



		YES

		YES if receptionist receives initial call, optometrist may request urgent telephone / video call with patient if uncertainty from reported symptoms

		YES 

		



		Acute worsening of existing/

known condition   of patient already under HES



		

		

		YES 

Check if HES have  made arrangements for this patient scenario with help-lines and contact details for advice and support.

If patient unable to make contact, refer to secondary care with discussion if new symptoms.

		NO









                                         



YES

		YES

		

Possible co-management - optometrist and ophthalmologist -arranged on a case by case basis. 









†  Should an optometrist with independent prescribing work beyond their competence, they should seek advice from the hospital eye service following the principles in the Joint Colleges’ document Ophthalmology and Optometry Patient Management during the COVID-19 Pandemic https://www.rcophth.ac.uk/2020/04/ophthalmology-and-optometry-patient-management-during-the-covid-19-pandemic/  and https://www.college-optometrists.org/the-college/media-hub/news-listing/patient-management-during-the-covid-19-pandemic.html  



Other relevant guidance: please check for updates 

· College of Optometrists Clinical Management Guidelines https://www.college-optometrists.org/guidance/clinical-management-guidelines.html

· College of Optometrists: Coronavirus pandemic: Guidance for optometrists https://www.college-optometrists.org/the-college/media-hub/news-listing/coronavirus-covid-19-guidance-for-optometrists.html

· College of Optometrists: Remote consultations during the COVID-19 pandemic https://www.college-optometrists.org/the-college/media-hub/news-listing/remote-consultations-during-covid-19-pandemic.html 

· College of Optometrists clinical telephone/video review record https://www.college-optometrists.org/uploads/assets/0d35dcdd-2d56-4bd1-a56fd53189cd429a/Clinical-telephone-review-form-1-April-2020.pdf 

· Royal College of Ophthalmologists COVID guidance  https://rcophth.ac.uk/2020/04/covid-19-update-and-resources-for-ophthalmologists/

https://www.rcophth.ac.uk/wp-content/uploads/2017/08/Emergency-eye-care-in-hospital-eye-units-and-secondary-care.pdf

https://www.rcophth.ac.uk/wp-content/uploads/2019/02/Primary-Eye-Care-Community-Ophthalmology-and-General-Ophthalmology-2019.pdf  

· Royal College of Ophthalmologists Ophthalmic clinical guidelines: https://rcophth.ac.uk/standards-publications-research/clinical-guidelines/

· Royal College of Ophthalmologists Quality standards https://rcophth.ac.uk/standards-publications-research/quality-and-safety/quality-standards/

· COVID-19 Infection Prevention and Control (update 12 April 2020) https://www.gov.uk/government/publications/wuhan-novel-coronavirus-infection-prevention-and-control

· [bookmark: _Hlk37662879]COVID-19 Infection Prevention and Control (update 12 April 2020)- Table 2 (primary care settings – possible or confirmed case): 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/878750/T2_poster_Recommended_PPE_for_primary__outpatient__community_and_social_care_by_setting.pdf

· COVID-19 Infection Prevention and Control (update 12 April 2020)- Table 4 (any setting – currently not a possible or confirmed case): https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/879111/T4_poster_Recommended_PPE_additional_considerations_of_COVID-19.pdf



[image: ]     Developed by: NHS England, Local Optical Committee Support Unit, the Clinical Council for Eye Health Commissioning, The College of Optometrists, and The Royal College of Ophthalmologists



[image: ] Clinically endorsed by: The College of Optometrists and The Royal College of Ophthalmologists
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Medication Form Strength Quantity 


Chloramphenicol Eye drops* 0.5% 10ml 


Chloramphenicol Eye ointment* 1% 4g 


Fusidic Acid Eye drops 1% 5g 


Hypromellose Eye drops 0.5% 10ml 


Carbomer 980 Eye gel 0.2% 10g 


Liquid paraffin 
and white soft 


Eye ointment  3.5 g 


paraffin    


(Lacri-Lube)    


Antazoline and 
Xylometazoline 


Eye drops 0.5%/0.05% 10ml 


(Otrivine-antistin)    


Sodium Eye drops 2% 10ml 
Cromoglycate    


Sodium 
Hyaluronate 


Preservative 
Free 


0.15% 10ml 


* if provided by a written order the POM product should be supplied. 
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TO THE PHARMACIST Please supply to INSERT PATIENT NAME AND ADDRESS



						DOB 

						NHS NO [if known]

INSERT GP PRACTICE DETAILS





Preparation[s]

 











Signed: . . . . . . . . . . . . . . . . …………………	Date: 

					Practice Address:

Practitioner: GOC Number: 			





Comments: 

<insert reason for OTC policy exemption>











Pharmacy / CCG Use
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Written Order in accordance with Section 5 of Schedule 5, article 11(1)(a) of Statutory Instrument 1997 No. 1830 as amended by Section 8 of Statutory Instrument 2005 No. 76

Provided by Primary Eyecare Services
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LOCSU (Single Point of Access) Pathway diagram – March 2020 


Single Point of Access 
 
 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 
 
In the context of COVID restrictions: 


- SPoA to screen patients for COVID symptoms/ those at risk and in self isolation  
- Telephone/video capability used initially during triage or in extended services within Urgent 


Eye Hub  
- Where appropriate referral to emergency eye services with the appropriate isolation unit 


facilities.   
- Where possible self-care guidance will be provided to patients where telephone triage is 


carried out - minimising unnecessary demand in services.  
 
*Referral method:   e-RS / NHS.net / Electronic Platform / Paper   
**Clinical Triage: 


▪ Network of experienced optometrists with consultant leadership and ophthalmologist 
advice and guidance for optometrist triagers.  


▪ To be bypassed where unnecessary - i.e. the referral came from an extended service that 
requires onward referral to Hospital Eye Services.  


*Referral Method 


1. Administrative Triage 


2. Clinical Triage** 
(Paper and/or Telephone) 


Consultant oversight & Ophthalmologist A&G 


3. Processing Outcome 


Reject with 


Advice  


Or request 


additional info 


Referral to 


Hospital Eye 


Service (HES) 


Routine 


 


 


Referral to  


Local   


Urgent Eye Hub 


Single Point of Access (SPoA) 


Referral Hub 


Source of Referral: 


NHS 111 / Hospital Eye Service / A&E 


Optometrist / GP / Care Navigator / OOH 


Referral to 


Emergency / 


Urgent Eye 


Services 


 


e-RS 


Referral 


 


 


Information to be fed back to referrer. Method dependent on source of referral 
e-RS / Electronic Platform / NHS.net 


Feedback 


to referrer 


and patient 


 


 


Electronic 


Referral to 


Optical Practice 


Electronic 


Referral as 


Local Protocol 


 


 
May also be marked  
Deceased 
Declined Referral 
Discharged FTE 






image7.emf
NWAS - Patient  Transport in Manchester.pdf


NWAS - Patient Transport in Manchester.pdf


1 
 


 


 


 


 


 


From 1 July 2016 the North West Ambulance Service NHS Trust (NWAS) will be managing 


the Patient Transport Service across Greater Manchester, taking over the contract from 


current service providers, Arriva Transport Solutions Ltd. (Arriva). 


We understand that healthcare professionals and patients who use the service may be 


concerned about what these changes will entail and how they will be affected. Outlined in 


this guide is all the relevant information about the service we provide and how to book.  It 


also includes key contacts and information on how to raise concerns.  This document 


supersedes all previous communication from NWAS or Arriva.  
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WHO WE ARE 
 
North West Ambulance Service undertakes approximately 1.2 million non-emergency 
journeys every year.  We provide Patient Transport Services in Greater Manchester, 
Merseyside, Lancashire and Cumbria and we have four Contact and Control centres in 
Preston, Carlisle, Oldham and Chester.  
 
We employ approximately 800 Staff, 150 call takers, controllers and planners, have around 


320 Volunteer car drivers and operate over 320 vehicles.   


 
To support our delivery of PTS, we also operate a third party framework which utilises 
private ambulances and taxis companies who have to comply with our strict operating 
guidelines and governance to ensure the safe transportation of all out patients at all times.  
 


THE CONTRACT  
 


The new contract for Greater Manchester will come into force on 1 July 2016 and will run 
for five years. It will cover Greater Manchester CCG registered patients only and will provide 
eligible patients with transport to and from any NHS treatment centre for NHS funded 
treatment.  
 
Under the contract, we will deliver three service specifications: 


 Enhanced Priority Service - renal dialysis and cancer 


 Planned - advanced bookings and appointments 


 Unplanned - ‘on the day’ 
 
The key performance indicators (KPIs) have been revised and simplified to future proof the 
service with seven day operating and service reconfiguration.  
 


Enhanced Priority Service - renal dialysis & cancer 


 


Provision Description 


Operating 
Hours 


Between 6:30am and 1am the next day Monday to Saturday (including 
Bank Holidays). These hours represent the earliest drop off time and 
latest collection time.  
Cut off time for booking is 3pm the day prior to travel. Bookings made 
after this time will be counted as Short Notice bookings. This is subject to 
the booking request being made no less than 90 minutes prior to the 
requested collection time. 


Call 
Answering 
  
  


75% of calls to be answered within 20 seconds 
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Travel Time 
  
  


85% of patients to travel on the vehicle for no longer than 60 minutes 


Arrival 90% of patients to arrive within 45 minutes prior to their scheduled 
appointment time  
  


Collection 85% of patients to be collected within 60 minutes of scheduled collection 
time or Patient Readiness Notification  
90% of patients to be collected within 90 minutes of scheduled collection 
time or Patient Readiness Notification  
Patient Readiness Notification  - 90 minutes notice of collection must be 
given to NWAS 


 


Planned Service - advance bookings & appointments 


 


Provision 
  


Description 


Operating 
Hours 
  


Between 8am and 6pm Monday to Friday (excluding Bank Holidays) 
  
The booking cut off time for planned activity is 3pm on the day prior to 
travel. 
  
Bookings received after this time will count as unplanned activity and be 
moved according to the requirements set out in the specification relating 
to Unplanned Activity. 
  


Call 
Answering 
  


75% of calls to be answered within 20 seconds 


Travel Time 
  


80% of patients to travel on the vehicle for no longer than 60 minutes 


Arrival 
  


90% of patients to arrive within 60 minutes prior to their appointment time 
and no later than their appointment time 
   


Collection 
  


80% of patients to be collected within 60 minutes of scheduled collection 
time or Patient Readiness Notification  
  
90% of patients to be collected within 90 minutes of scheduled collection 
time or Patient Readiness Notification  
  
Patient Readiness Notification  - 90 minutes notice of collection must be 
given to NWAS 
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Unplanned Service – ‘on the day’ 


 


Provision 
  


Description 


Operating 
Hours 
  


The earliest drop off time and the latest collection times are between: 
  


 8am and 11pm Monday to Friday 


 8am to 6pm Saturday & Sunday;  


 8am to 11pm Bank Holidays  
  
The booking cut off time for unplanned activity is: 
  
4 Hours prior to the end of service hours for transport journeys the same 
day (outpatient activity) and 1 Hour prior to the end of service hours  for 
discharge and transfer activity                                                                                                                                                                                                                    
  


Call 
Answering 
  


75% of calls to be answered within 20 seconds 
  


Travel Time 
  


80% of patients to travel on the vehicle for no longer than 60 minutes 


Arrival 
  


No arrival standard – contract provides for 4 hour notice period for on 
the day outpatient bookings 
  


Collection 
  


Less than 60 minutes wait - 80% of journeys where the patient is picked 
up no later than 60 minutes after booked collection time 
  
On the day pick up within 90 minutes - 90% of on the day bookings 
where the patient is picked up within 90 minutes of the booking’s 
acceptance 
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Our Operating Model  


 
 


Patients outside Greater Manchester  


 
North West Ambulance Service is the PTS provider for: 


 Cumbria 


 Lancashire  


 Merseyside 
 
West Midlands Ambulance Service (WMAS) is the PTS provider for Cheshire, Warrington & 
Wirral.  WMAS PTS Control contact number is 0345 425 0051. 
  
 
For patients registered outside of the North West - the CCG with which the patient is 
registered is responsible for the patient’s PTS. 
 
We work closely with other providers to ensure a seamless patient journey. 
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BOOKING GUIDE FOR HEALTH CARE PROFESSIONALS 


 
Dedicated Greater Manchester Booking Centres for 1st appointments only: 
 


 
Bolton 


Tel: 01204 462 882 
Hours: Mon – Fri 8.30am – 


6.30pm 
 


 
Bury 


Tel: 0161 762 3155 option 1 
Hours: Mon – Thurs 8:30am 


– 5:00pm 
Fri 8:30am – 4:45pm 


 


Manchester Integrated Care 
Gateway Call Centre 
(Central, South, North 
Manchester patients) 
Tel: 0800 092 4020 
Tel: 0161 947 0770 


Hours:  Mon – Fri 8:00am – 
6:00pm 


Heywood, Middleton and 
Rochdale 


Tel: 0161 716 5888 
Hours: Mon – Fri 8:00am – 


6:00pm 


Oldham 
Tel: 0161 627 7494 


Hours: Mon – Fri 8:30am – 
5:00pm 


Salford & Stockport 
Tel: 0800 092 4020 
Tel: 0161 947 0770 


Hours:  Mon – Fri 8:00am – 
6:00pm 


Tameside and Glossop 
Tel: 0161 335 2700 


Hours: Mon – Fri 8:00am – 
4:00pm 


 


Trafford 
Tel: 0161 976 2555 


option 1 then option 3 
Mon - Sat 8:00am – 8:00pm 
Sundays- 8:00am -7:00pm 


Wigan 
Tel: 01942 482 990 


Hours: Mon – Fri 8:00am – 
6:00pm 


 
If the patient requires transport for any subsequent follow up appointments, it is normally 
the hospital clinic that will arrange this. There are some Acute Trusts that have service level 
agreements with booking centres so that this can be done on behalf of the hospitals and 
clinics.   
 
Only patients who have a medical need for transport and meet the eligibility criteria will be 
able to access the service.  For example patients whose mobility or expected side effects 
from treatment mean they are unable to attend their hospital appointment.  Exemptions 
apply for some medical conditions. 
 
Before booking please: 
 


 Avoid raising the patient’s expectations – not everyone is eligible for PTS 


 Determine whether the patient has a medical or clinical need for transport 


 Prior to making a booking, make sure you have the patient’s details to hand 


 Consider if the patient can use alternative transport i.e. family member or taxi 


 Consider if the patient needs patient transport both to and from their appointment 
or if they can access an alternative for one part of the journey 


 Inform the patient when the transport has been booked and the estimated waiting 
times 
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To make the booking, you will need the following information: 
 


 Patient’s full name, home address, date of birth  and contact phone number 


 NHS number 


 GP practice details 


 A knowledge of the patient’s level of mobility 


 Date and time of the appointment 


 Hospital and clinic the patient is attending 


 Type of appointment, e.g. outpatient 


 If an escort is required* 


 Any specific needs (e.g. language barrier, hard of hearing, infectious disease, mental 
illness, walking frame) 


12*Only available if there is a specific medical need  


 
 
ONLINE BOOKINGS 
 
We operate a regional booking system for our Patient Transport function. The system allows 
us to deliver a more standardised and efficient service to our users and patients.  Our 
centralised web booking system is available 24/7 and is a preferred method of booking for 
Healthcare Professionals. 
 
The system provides a number of benefits to users. Not only can it be used to create a 
booking for a patient but also to enquire upon existing bookings , book patients 'ready' or 
cancel a booking if necessary. 
 
If you do not have access to an on-line booking system but wish to make an enquiry about 
setting up this facility, please contact us on: Pts.onlinereferrals@nwas.nhs.uk    
 
We can set you up in a matter of minutes with full training. 
 
Unplanned Journeys (On the day) 
The booking cut off time for unplanned activity is 4 hours prior to the end of service hours 
for transport journeys the same day, with the exception of discharges and transfers where 
the booking cut off time is 1 hour prior to the end of service hours.  
 
Bookings can be requested up to 90 minutes prior to the collection / ready time and we will 
then have a further 60 minutes to collect the patient. 
 
Planned Journeys (Advance requests) 
The booking cut off time for planned activity is 3pm on the day prior to travel for Greater 
Manchester patients.  Bookings received after this time will be counted as unplanned 
activity. 
 
Enhanced Priority Journeys 
The booking cut off time for EPS journeys is 3pm on the day prior to travel.  Bookings 
received after this time will be counted as unplanned activity 
 
 



mailto:Pts.onlinereferrals@nwas.nhs.uk
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Booking Cap 
An Unplanned journey booking cap will be applied based on a percentage of overall patient 
movements however this is not applicable to enhanced priority patients. 


 
 


FREQUENTLY ASKED QUESTIONS 
 


 
Where do I call to make a general enquiry? 
You can call the booking line numbers in your local area to make a general enquiry. 
Alternatively, you can email pts@nwas.nhs.uk  
 
 
Who can travel with the patient?  
If the patient needs to be accompanied on their journey due to a specific need which cannot 
be provided by NWAS, for example if the patient has physical or mental incapacity, needs a 
translator or the patient is under the age of 16, this must be requested at the point of 
booking.   
 
 
If the patient has an appointment out of the area, who takes the booking? 
If the patient is registered with a GP within a Clinical Commissioning Group in Greater 
Manchester, Lancashire, Merseyside or Cumbria, but has an appointment at an NHS hospital 
or clinic outside of these counties, NWAS PTS will undertake the journey and the booking 
should be made as per above. 
 
 


Are bookings made using the 24/7 online system before 3pm on a weekend for Monday 
travel classed as Planned journeys? 


The Planned service operates Monday to Friday and the cut off period for planned journeys 
is 3pm the day before the day of travel.  In this case the travel would be classed as 
Unplanned as a booking would have to be made before 3pm on the Friday for Monday 
travel.  If a booking is made on a weekend for the following Monday, this will be classed as 
an unplanned booking.  


 
If things go wrong. 
If you have any concerns about transport arrangements please contact the relevant booking 
centre.  If your concern has not been resolved by the booking centre, you should escalate 
your concern following the process below:  
 
 
 
 
 



mailto:pts@nwas.nhs.uk
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 ESCALATION PROCEDURE 
 


 Monday to Friday 9am – 5pm 


 
First 
Contact 
 
    


Rochdale, Fairfield, 
Oldham & North 
Manchester 


Tameside, Stepping Hill, 
Manchester Royal 
Infirmary, Wythenshawe, 
Withington & The Christie 


Salford Royal, Trafford, 
Bolton & Wigan 


Locality Managers 


Martin Chappell 
07776 393424 


Geoff Downs 
07776 335503 


Frank Nightingale 
07776 350961 


Second 
Contact 
 


Control/Planning Managers Head of Control 


Jane McGarey – 07786 961006 
 


Craig Gough – 07825 197687 


Third 
Contact 
 


Head of Relationships  


Jill Cheetham – 07776 356945 


  


 Out of Hours Contact:   
In the first instance please call 0800 0323 240 


 


EPS (Renal) - Monday to Saturday 6pm – 1am 0800 0289 224  
  


Unplanned – Monday to Friday 6pm – 11pm, Saturday and Sunday 8am to 6pm 
and Bank Holidays 8am to 11pm - 0800 0323 240  


  
The 0800 numbers are available to HCP’s only Out of Hours for the purpose of 


escalating operational issues  
 
 
If you would like to share any compliments, comments or suggestions about the service we 


are providing, or you wish to make a complaint, you can contact us by telephoning our 


Patient Experience Team on 0345 112 6500, emailing patient.experience@nwas.nhs.uk or 


write to us: Patient Experience Team, North West Ambulance Service NHS Trust, 449-451 


Garstang Road, Broughton, Preston, PR3 5LN.   Alternatively contact us via our website: 


www.nwas.nhs.uk/talking-to-us  



mailto:patient.experience@nwas.nhs.uk

http://www.nwas.nhs.uk/talking-to-us
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Appendix 1 - Pre-Operative pathway.docx
Appendix 1. Pre-Cataract pathway. Pathway ends here

If patient decides against surgery the pathway ends here and discharged to routine sight test.

Once a completed health questionnaire is received the optometrist / OMP will review the responses, if the optometrist is happy with the responses then the patient will be referred direct to their preferred provider via a standard electronic patient record form and a report will be sent to the GP. Should the health questionnaire raise any concerns the optometrist will contact the patient and the patients GP to ensure suitability for surgery.

If patient is willing to undergo surgery the practitioner will discuss the surgical provider location choices for treatment and the patient will be asked to fill in a self-assessment health questionnaire. Patient will be given opportunity for ‘pause for thought’ and will be signposted to NHS decision making tools.

Accredited optometrists will confirm patient meets GM EUR policy for cataract surgery and counsel the patient on risk and benefits of surgery (this may be at the time of the sight test if own patient or a separate occasion at the discretion of the optometrist /OMP)

GP receives referral for cataract referral

Patient is referred to participating practice

Patient interested in surgery

Pathway ends here

Patient not interested in surgery 

Routine sight test reveals presence of cataract

Patient self presents at Opticians for sight test. (Private or NHS)



Patient has gradual vision loss
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Appendix 2 - Post-operative pathway.docx
Appendix 2. Post-Operative pathwayReferred back to surgical provider for second eye surgery (practitioner must ensure patient meets GM EUR policy for cataract surgery)

Discharged from cataract episode (report made available to surgical provider via IT platform)

Referred urgently to surgical provider with post-operative complication (e.g. VA worse then 6/12, signs of inflammation, CMO etc)

4 week follow up by community post-operative service.

Non-complex – discharged on day of surgery with emergency contact information for urgent concerns prior to 4 weeks community follow up (ideally patient will be discharged to optical practice via the IT platform).

Complex Surgery (or surgery carried out by trainee that needs to see patient at post-operative assessment – likely to be small in number during early stages of surgical training) – followed up within surgical provider site.

Surgery day at surgical provider
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Appendix 1. Patient attends for GOS or Private Sight test.docx
Appendix 1. Patient attends for GOS or Private Sight test

Patient found to have IOP >23mmHG (or difference of ≥ 5mmHG) with no other signs of glaucoma at sight test

IOP 32mmHg and over

IOP assessed with Goldmann or equivalent applanation tonometer

IOP between 24-31mmHg (or difference of ≥ 5mmHG)

Patient referred to HES

Patient discharged to routine sight test interval

Second IOP repeat on another occasion

IOP 32mmHg and over

Patient referred to HES or GERS 











IOP less then 24mmHg (and <5mmHg between eyes)



















IOP less then 24mmHg (and <5mmHg between eyes)



IOP between 24-32mmHg (or difference of ≥ 5mmHG)
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Appendix 2. Patient attends for GOS or Private Sight Test at Non Participating Practice.docx
Appendix 2. Patient attends for GOS or Private Sight Test at Non-participating practicePatient found to have IOP >23mmHG with no other signs of glaucoma at sight test and referred to participating practice or GP receives referral for IOP only and referred to participating practice.

IOP 32mmHg and over or multiple signs of glaucoma

Accredited practitioner assesses IOP with Goldmann or equivalent applanation tonometer, assesses optic nerve with binocular indirect ophthalmoscopy and assesses visual field with supra-threshold visual field examination

IOP between 24-31mmHg (or difference of ≥ 5mmHG)

IOP less then 24mmHg (and <5mmHg between eyes)

 and no other sign of glaucoma

Patient referred to HES

Patient discharged to routine sight test interval

Second IOP repeat on another occasion

IOP 32mmHg and over

IOP between 24-32mmHg (or difference of ≥ 5mmHG)

IOP less then 24 mHg (and <5mmHg between eyes)



Patient referred to HES or GERS 






