DRAFT PAPER – 8 June 2007
Diabetes Retinopathy screening in Hertfordshire – current situation and future plans for the service
Diabetes reduces life expectancy and is associated with a number of medical complications including diabetic retinopathy which is the commonest cause of blindness in people aged 30 to 69 years. Twenty years after the onset of diabetes, almost all patients with type 1 diabetes and over 60% of patients with type 2 diabetes will have some degree of retinopathy. Even at the time of diagnosis of type 2 diabetes, about a quarter of patients have established background retinopathy. Treatment can prevent blindness in the majority of cases, so it is essential to identify patients with retinopathy before their vision is affected. This is done by retinopathy screening. The NHS has two targets for retinopathy screening – by March 2006 80% of people with diabetes
 should be offered retinopathy screening, and by December 2007, 100% of patients should be offered retinopathy screening.

1.
Background 
Hertfordshire does not currently have a diabetic retinopathy screening programme which meets national standards. The purpose of this paper is to describe the current arrangements for diabetic retinopathy screening in the county and to discuss ways in which the service can be improved. In recent years factors including previous NHS commissioning arrangements, several changes to NHS organisational structures and different locally based approaches has meant that the service has developed separately in West Hertfordshire and East & North Hertfordshire. 

2.
Expectations of a retinopathy screening service

The National Screening Programme for Diabetic Retinopathy
 describes in detail what should be expected from a systematic screening programme. Key points include:

2.1
Programme size:  minimum 12,000 patients
This is the critical mass to produce robust statistical data in order to determine whether or not you are likely to have a problem in any particular area of a screening programme. In addition graders need to see a sufficiently large number of each degree of disease to enable them to maintain a good level of expertise. There are also economies of scale -smaller programmes tend to have higher unit costs. 
2.2
Central management of call / recall lists and administration.

A frequently updated, full and accurate database for all patients is the cornerstone of a secure programme.  Fragmentation of this area of administration, including managing call and recall through GP surgeries, is associated with failures in screening programmes and avoidable progression of disease.  The call/recall centre should be able to tell at any one time, amongst other things, which patients have been offered screening, which patients have accepted the offer, the place and date of screening, who has not attended and actions taken, who has graded the imagesets, and the result, whether or not they have been referred to ophthalmology, whether ophthalmology has seen them quickly enough and the outcome. 
2.3
Implementation and effective use of appropriate software 

Secure collection and analysis of data is a continuing process, both to assess internal progress and to check performance against national standards and trends.  This way it is possible to identify problems early and take steps to put them right before the consequences are too far reaching.  For instance one of the quality standards relates to the performance of graders against one another.  Appropriate software will enable this to be checked swiftly in order to indicate whether one or more grader is, for instance, identifying far fewer (or more) patients with referable retinopathy.
 

2.4
Screening method 

This is by digital photography, using approved cameras and capture software. Ophthalmoscopy is not acceptable.  The reason why digital photography is preferred is that a) it is possible to retain the evidence of progression of disease b) it enables the grader to take time and to magnify and manipulate images to identify the whole spectrum of disease and c) it is amenable to quality assurance and second opinions. 

2.5
Secure and efficient links to eye departments
This must be tracked at all stages to ensure that patients do not fall through the net.  The central call/recall centre needs to know who is responsible for care, the outcome of any assessments in ophthalmology, and to check these if there is no feedback within an appropriate period of time. 
2.6
Identified clinical lead and programme administrator / manager
Clear lines of accountability and responsibility should be identified so that all key responsibilities are clearly located with the appropriate person who should have necessary authority to act.  It should be clear who is to take overall responsibility for all the actions in the programme.

2.7
Trained, accredited and competent staff
It is important that staff being used to identify disease have specialist training in diabetic retinopathy.  It cannot be assumes that because someone is medically or optometrically qualified that they are also sufficiently trained in this particular area.  National standards have to be applied by them in both the level of disease identification and the grading pathway, including quality assurance activities.

2.8
Quality Assurance
Disease will be missed by graders, no matter how experienced.  It is not because an individual is negligent but because we are human and research indicates that the way the human eye scans images results in some data being seen and other data being overlooked from time to time.  Effective quality assurance, external and internal (including the second full grade of all disease imagesets and 10% of the normals, and arbitration level grading where there are disagreements between the first two grades) will reduce but not eliminate error.  It is the patients, the graders and the programmes risk reduction process.
3.
East & North Hertfordshire – summary of current arrangements

The clinical lead for East & North Herts diabetic retinal screening service is Stella Waller. The programme has been running for five years and is based at Queen Elizabeth II Hospital at Welwyn Garden City. There is a central call / recall system that uses appropriate Orion (Clinisys) software. The server that runs the software is managed by E&N Herts Hospital Trust IT department. Screening cameras
 are based at QEII Hospital (Welwyn Garden City), Lister Hospital (Stevenage) and Hertford County Hospital (Hertford). Primary and secondary grading is carried out by current screeners / graders at E&N Herts who are fully trained
. Arbitration grading is carried out by the senior screener who is also the assistant manager of the programme. Tertiary and referral grading is carried out by the clinical lead for the service. Positive recalls (for sight threatening retinopathy) and technical recalls (where clear photographs cannot be taken) are seen by an ophthalmologist with laser treatment at that visit if required. The ophthalmologist is required to see the patient within recommended time limits and is required to inform the programme by letter of the outcome of that visit. The current screening interval is approximately 2.5 years. The population of the former PCT area of Royston Buntingford & Bishops Stortford (79,000, approximately 2,800 patients with diabetes) is not covered by the programme. 
	Non staff spend (annual)
	Staff spend (annual)

	
	
	
	WTE
	cost

	Orion Server software annual maintenance
	6,302
	Screener / graders (band 4) 
	2.1             
	47,308             

	Orion Service agreement



	1,575
	Senior screener / grader / assistant manager Band 7 (only 0.4 charged to screening)
	0.6
	16,776

	Capture Software annual maintenance

	2,177
	Programme Lead / manager
	0.3             
	26,061

	Camera annual maintenance



	1,600
	Ophthalmologist grader / clinical lead

	0.175         
	15,200

	Stationery






	1,000
	Ophthalmologist biometry clinic & recalls / laser
	0.125         
	10,855

	Phone






	1,586
	Office staff (band 4)
	0.9             
	20,274

	Training






	1,120
	secretary

	bank
	200   

	Travel







	5,200
	
	
	

	Drops/tissues





	1,470
	
	
	

	Total non-pay





	22,127
	Total pay
        
	
	128,743


East & North Hertfordshire total spend (pay and non pay)


161,870
3.
West Hertfordshire – summary of current arrangements 
West Hertfordshire is covered by three separate screening services relating to former PCT areas (Hertsmere, Watford and St Albans & Dacorum). There is no identified clinical lead, centralised call-recall system, use of appropriate screening software, or formalised quality assurance process. In Hertsmere screening is provided by five community optometrist practices (based in Radlett, Potters Bar, Borehamwood and Bushey Heath). Practitioners providing the service have undertaken an interim accreditation assessment for optometrists run by Moorfields Hospital. In Watford the service is provided from Watford General Hospital  - the camera is not compliant with national standards. In St Albans & Harpenden a camera is moved between St Albans City and Harpenden Memorial Hospitals. A mobile camera /van provides a service to London Colney and Brickett Wood. In Dacorum a service is provided via a mobile camera /van and a static camera as required at Hemel Hempstead Hospital and Gossams End surgery. These cameras meet national standards. A lack of screening capacity in Watford, St Albans and Dacorum in recent times has been an issue. 
	Watford (fixed camera at Watford General Hospital)

	Shahnaz Kauser (screener)
	15 hours / wk 
	West Herts PCT employed 

	Gertrude Evans (screener)
	37 hrs / wk (contracted to proved 7 hrs / wk)
	West Herts PCT employed

	Marilyn Smith (call / recall and admin at WGH)
	
	WHHT employee (recharged to PCT)

	Staff grade ophthalmologist (grading)
	One session / wk 
	WHHT employee (recharged to PCT)

	Consultant ophthalmologist (quality control)
	
	WHHT employee (recharged to PCT)

	Watford total spend (includes staff, facility and maintenance costs)
	60,505 (estimated)

	

	St Albans & Harpenden and Dacorum (mobile van / camera and fixed camera moved between sites)

	Anne Llewhellyn 
	30 hrs / wk 
	West Herts PCT employed

	Carol Fernandes
	37.5 hrs / wk 
	West Herts PCT employed

	Gertrude Evans
	See above
	See above

	Richard Smith (grading at Hemel Hospital)
	
	Stoke Mandeville Hospital employee (recharged to PCT)

	Diviya (grading)
	
	Stoke Mandeville Hospital employee (recharged to PCT)

	Dot Hester (call / recall / admin at Hemel Hosp)
	12 – 14 hr / wk 
	WHHT bank staff (recharged back to PCT)

	Maria Miller (call / recall / admin at Hemel Hosp)
	4 – 6 hr / wk
	WHHT bank staff (recharged back to PCT)

	St Albans & Harpenden and Dacorum total spend (includes van maintenance, petrol etc)
	63,000 (estimated)

	
	

	Hertsmere (community optometrists)

	5 community optometric practices
	
	

	Hertsmere total spend
	
	44,800 (£20 paid for each patient seen)


West Hertfordshire total spend (pay and non pay) 



168,305
4.
Future for Hertfordshire retinopathy screening services (additional investment required)
Looking to the future, there is a compelling case for Hertfordshire to have a single, centrally managed retinopathy screening service. It is clear that additional investment would be required to enable this to happen. In East & North Herts this would allow the existing service to be expanded to serve the populations of Royston Buntingford and Bishop Stortford and to screen patients on a yearly basis. In West Herts this would allow the setting up of a systematic call recall system, use of compliant software and quality assured processes. The amount of additional investment required can be estimated on the basis of £21 per patient for the screen only
 (£40 per patient to include referrals and laser treatments).
	
	West Herts
	East & North Herts

	Current investment 
	168,305
	161,870

	Estimated investment required (£21 per patient)
	357,000
	378,000

	Estimated investment required (£40 per patient)
	680,000
	720,000

	Estimated additional investment required (£21 per patient)
	188,695
	216,130

	Estimated additional investment required (£40 per patient)
	511,695
	558,130


5.
Future for Hertfordshire retinopathy screening service (possible service delivery models)
The strength of the current service in East & North Herts means that if additional investment could be identified from Practice Based Commissioning Groups it would be relatively straightforward to expand the service as necessary and previously described. 
In the short term, within West Herts some elements of the screening service need to be kept (e.g. screeners at Watford General Hospital and St Albans City Hospital), some elements may need to be stopped on the basis of cost effectiveness (e.g. continued use of the mobile van, community optometrists for screening purposes). The work to look at those aspects of the service in West Hertfordshire has already started and will lead to a better service than we are currently providing with the service coming within an overall single management structure. 
There is ongoing discussion regarding whether it is possible to set up a centralised call recall system for Hertfordshire whilst still maintaining a degree of separateness in the programmes (as an interim solution before West Herts service comes within the operational management of the existing East & North Herts service). Other possibilities include the setting up of a separate call recall and screening service in West Herts. 
Joel Bonnet 

5 July 2007, revised 8 July 2007
� There are an estimated 17,000 patients with diabetes in West Hertfordshire and 18.000 in East & North Hertfordshire


� http://www.nscretinopathy.org.uk/resources/Diabetic%20Retinopathy%20Screening%20Workbook,%20Release%204.0%202007-01-10.pdf


� Summary and costings from a paper by Stella Waller 25 January 2007


� These meet National Screening Committee standards


� City and Guilds Diploma in Retinal Screening


� http://www.nscretinopathy.org.uk/resources/Diabetic%20retinopathy%20screening%20programme%20costings%20(Oct%202004).doc





PAGE  
6

