Minutes of Staffordshire Local Optometric Society AGM

Monday 7th June 2004

There was very good attendance at this year’s AGM.

All officers and secretary reports were circulated to the meeting.

Chairman’s Report

Malcolm Gray gave a detailed outline of the year’s events, most pointedly about the progression of the Diabetic Retinopathy Screening scheme.

PCTs

· We now have links with all our PCTs some via dedicated places on PECs, some via clinical governance and others through specific sub-structures.

· We are consulted on clinical planning, clinical governance, support for our practice staff and many other issues.

· Not all PCTs do all things!

· Thank you to the PCTs and their representatives.

We also have representation on several other committees and groups, including:

· North Staffs Local Representative Committee

· East Staffs Eye Services Group

· Surveying the profession to improve referral criteria

· Several Disease Specific Management groups

· Disability Discrimination Act advice

· North Staffs Eye Services Group

Clinical Governance

Clinical Governance has been a hot topic, with our 93 page document being circulated to every practice and the edited highlights having been redistributed recently. There is still a lot to do and we need some help.

Cataracts

Action on Cataracts has come into force in Stoke, Burton, Cannock (and Wolverhampton). Still negotiating on post op follow ups. Patient choice will become an issue in 2005.

Glaucoma

Glaucoma monitoring schemes have finally been given the proper consideration they deserve with Queens ocular-hypertensive scheme securing recurrent funding and 3 bids for Chronic Eye Disease Pilots have been placed. We are confident of a successful outcome.

Diabetic Retinopathy Screening

Diabetes as it is now:

North Staffs:


No. of examinations


  9,200

Estimated no. of patients

11,132

This equates to 82% of diabetic population

South Staffs:

No. of examinations


  9,900

Estimated no. of patients

11,979

This equates to 82% of diabetic population

Coverage:

North Staffordshire:

· 65 optometrists

· 43 practices

South Staffordshire:

· 98 optometrists

· 56 practices

Diabetes, the NSF & the future! The aims are as follows:

· Screen 80% of diabetic population by 2006

· Screen 100% of at risks by 2007

· Minimum standard slit lamp bio

· Only acceptable as an interim measure

· Long term solution must include audit – i.e. digital photography

Where we are now

· LOC invited to meetings in North and South Staffordshire to discuss way forward since February 2003

· Because of Malcolm’s link with NSC, aware of background thinking and Linda Garvican’s paper 

· August 03 Malcolm and Stephen Saum put together a business case

· Taken to North and South Staffs – agreed as a whole Staffordshire scheme

Conditions must include:

· Min level of activity to maintain competence (100/250)

· Min standard of camera

· Administration framework to manage system

· Min level of training/accreditation

· Recall system

· Primary and secondary grading

Minimum standards:

· Quality assurance requires minimum exposure to DR as disease

· Non optometry screening requires min of 1,000 examinations 

· NSC has recognised optometrists’ competency hence expected 250 reviews

· Standard resolution of 20 pixels per degree, i.e. 1360 x 1024 

· 2 images per eye

· No one make of camera

· Standardised software management

· Facility to transfer images

Central administration framework to manage system

· Register of all diabetic patients in the community linked to GP disease register

· Organisation of screening appointments

· Follow up of non attendees 

· Information to clinicians post screening

· Formal audit 

· Quality assurance to review screen negatives and screen positives

Min level of training/accreditation

· Locally delivered and agreed training 

· Overseen and accredited by the NHS University

· Transportable qualification (in theory)

· Will require ongoing training

· Will include batch of test images

Recall system

· Centrally operated system linked to administrative database

· Invite all diabetics in primary care not secondary care

· Follow up non attendees

· Audit accuracy of database using Royal Mail returns

Primary and secondary grading

· Primary grading provided by primary grader i.e. accredited optometrist

· Sample of normals and all non referrable abnormals screened by secondary grader i.e. super trained accredited optometrist

· Non readable images may also need to be seen by secondary grader

· Referral to HES by primary grader only

Timescale

· Agree pathway & assess management software - end June

· Develop electronic pathway - by end Sept

· Work up system - by end Dec

· Gradually go live - by end Mar 05

Children

We distributed 30,000 leaflets via LEA outlining the importance of children’s eyecare. There have been many requests for more from schools (plus some criticism!) 

Low Vision

The LOC have been involved with the ongoing low vision strategy, with representation on Low Vision Group with the Social Services. We have also funded guidance documents and been involved with the introduction of the LV1. We are currently working towards a countrywide policy.

The LOC Office

LOC Office Help Line has been incredibly busy, with dozens of calls a day, from a potential:

· 190 optometrists in 100 practices

· 190 GP practices

· 29 Committee Members

· 8 PCTs

· 7 Ophthalmologists

· 3 Hospital Trusts

· 2 LMCs

The LOC is, of course, formally working together on the issues of probity, care for people in residential homes, post payment verification and PAL.

Other duties include:  

· Wading through 40-50 e’mails a week

· Distributing:
BNFs, Clinical information, Clinical Governance 



folder, Leaflets, Surveys, Questionnaires

· Keeping the Committee informed

· Preparing business documents and presentations

· Organising the meetings (and the Chairman!)

· And this is only a part time job!!!!!

Proposed Cataract Pathway 

1. Patient attends optometrist

· Sight test, cataract diagnosed and discussed 

· General risks and benefits of surgery discussed

· Patient wishes to proceed, information given etc

· Patient offered choice of hospital and appointment agreed

2. Patient attends HES

· Outpatient appointment with ophthalmologist

· pre-assessment (with nurse?)

· Date for surgery arranged/agreed 

3. Patient attends HES

· Day case surgery undertaken

4. Patient attends HES or Optometrist

· Final check

· Sight test

· Discharged or 2nd eye discussed and appointment arranged

Proposed Glaucoma Pathway

1. Patient attends community optometrist (CO)

· Sight test, IOP over 21 (applanation tonometry) and/or visual field defect and/or excavated discs

· Patient/optometrist makes appointment with optometrist with special interest in glaucoma (OSI) or OMP

2. Patient attends OSI or OMP

· Full history and assessment carried out according to protocol

· Decision taken as to whether patient has ocular hypertension (OSI/OMP reviews) or can be discharged (return to CO) or has glaucoma (treat or refer to HES)

· Patient advised, given information etc and further appropriate appointments made if needed  

3. OSI/OMP relays data to HES

· HES reviews data, advises OSI/OMP regarding management and sets up review at HES if needed

4. OSI/OMP manages patient in community setting

· Regular reviews set in place

· OSI/OMP relay data to hospital if significant progression for HES review if needed

Proposed ARMD Pathway
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Working for the Profession

· AOP/FODO/ABDO representation

· Dispensing Opticians register

· BNF and Patient Atlas

· Web site

· ‘e’ newsletter

Future structure of LOC

· Amended constitution

· 22 Optometrists – 4 Dispensing Opticians

· Officers group (6)

· Training sub group (4)

· Clinical Governance (4)

· Development & Implementation (4)

· Dispensing (4)

Meetings Structure

Full meetings
Officer/sub
Minutes to
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