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BARS Forum
The BARS forum is up and running at http://bars-forum.forumotion.co.uk/index.htm. Please put this into your favourites and review whenever you get the opportunity.  The site relies upon your input so please go ahead, register and voice your comments - be anonymous if your prefer and don't be afraid to be controversial. We seldom get the chance to air our views and can be surprised to discover that many other people hold the same opinion.  It is by raising and addressing issues that we can make a difference.  BARS also needs to know how it can improve its service to retinal screeners. Colleagues elsewhere may have the solution to a problem that you may have been thinking over for weeks.
 

BARS have set up this forum because there is nothing out there that is dedicated to diabetic retinal screening; it will take time to snowball but with your help we should have a thriving and interesting tool for us all to use.

Highlights from the BARS Conference 2008 – Birmingham
full report available on the BARS website

http://www.eyescreening.org.uk/

The 8th Annual BARS conference took place in Birmingham on 2nd – 3rd October. It was attended by over 280 delegates, over 100 more than the previous year. There was a varied programme, but certain themes emerged over the two days, especially the key issue of obtaining accurate data from Ophthalmology.  This is crucial to demonstrate that the DRS programme is effective in reducing blindness from sight-threatening diabetic eye disease. 

Dr Richard Greenwood, President of BARS, chaired the opening debate and kept the two protagonists from declaring open warfare during a very lively discussion. The motion ‘Mandatory dilation and two field photography are NOT necessary for an effective DRS programme’ was proposed by Dr John Olson, Aberdeen, and opposed by Dr Peter Scanlon, DR Screening Programme Director, England. The background to this debate is that in Scotland there is staged mydriasis and single field (macula centred) imaging, unless dilation is required and a wider field of view is needed, whereas in England all patients are be dilated and two images per eye taken (macula and disc centred). Given that most of the audience were from the English programmes, Dr Olson was going to have his work cut out to change the minds of an audience which was overwhelmingly opposed to the motion on a vote taken prior to the debate.

  
The main thrust of Olson’s argument related to the historical effect of the Patient Group Direction Act in 2002. Because Scotland used nurses, who already had the right to dilate, they could make the decision whether it was required, whereas in England photographers needed a PGD and so had to dilate everyone.  From the patient’s point of view drops are unpleasant and there is impaired visual function until they wear off. This can have significant impact on driving performance and research has shown that about 40% of patients ignored advice not to drive after the drops (Murgatroyd et al Scott Med J 2006 Nov; 51(4):35-7). He also stated that the requirement for two fields was the justification for the need for mydriasis. But are two fields a good use of resources, especially given the expected doubling of the incidence of diabetes in the next 20 years? Olsen argued that there was no current research to prove that the two fields used in the English programme (disc and macula centred) gave better specificity and sensitivity, because the research quoted (EURODIAB IDDM Complications Study Aldington et al Diabetologia 1995) used different fields (a temporal and a nasal field). Using figures from the Scottish programme he showed that non mydriasis / single field is an effective strategy, although the technical failure rate was higher than for the English programme at 10.3%.


Peter Scanlon opposed the motion and gave a different view of the history and the interpretation of various studies. In a paper published in 2003 (Scanlon, P. H., Malhotra, R., Thomas, G., et al. The effectiveness of screening for diabetic retinopathy by digital imaging photography and technician ophthalmoscopy. Diabetic Medicine. 2003;  20 (6), 467-474.) he showed that although sensitivity was similar, specificity was increased when using two field dilated imaging compared with 1 field undilated and the technical failure rate was significantly reduced from 19.7% (I field) to 3.7% (2 field). This is a particular issue with increasing age. He also criticised some research by the Health Technology Board for Scotland which indicated that the time waiting for dilation reduced the economic benefit of universal mydriasis – however, during the dilation period no other patients were being seen! Other factors he mentioned included the low Afro-Carribean population in Scotland and the fact that any artefacts are much easier to identify with two fields. Finally he showed that significant proliferative retinopathy can be missed with one field and finished his presentation with the question “Do you really know what you are missing?” 


The issues were then further explored with questions from the floor and Dr Greenwood closed the debate with the comment that we are fortunate to have two vibrant retinal screening programmes and that a closer comparison of the two schemes would be very useful. Although the motion was overwhelmingly defeated, Dr Olsen increased the number of people voting for his argument.

Dr Dinesh Nagi (Wakefield) gave a presentation on ‘The Role of the Diabetologist in a DRS programme’. Prior to the NSC programme, retinal screening was an integral part of the annual review of a patient with diabetes, but the screening was neither systematic nor comprehensive. Most complex diabetes care took place in Diabetes Centres where diabetologists took an active role in eye screening. Now that retinopathy screening is separate from the annual review, diabetologists do not carry out eye screening and may be disengaged from the whole process. Comparing the successes (identifying resources, raising the priority, national standards, comprehensive QA approach, national training) and failures/challenges (poor quality commissioning, lack of integration into diabetes services, no effective monitoring of visual outcomes yet, not actively engaging optometry) of the current programme he argued for a more engaged role for diabetologists., especially in providing leadership and a ‘joined-up’ working approach. They could also provide management support by liaising with the PCT, Public Health, commissioners and ophthalmology colleagues, and carry out arbitration grading. There is also a role in the management of screen positives, ensuring there are ‘fail-safe’ systems in place to treat sight-threatening diabetic retinopathy (STDR), established models to resolve technical failures and systems of care to optimise metabolic control, to reduce retinopathy progression and other complications of diabetes. The importance of multi-disciplinary team (MDT) case conferences was emphasised and how important it is to know the patient’s history and management at the time of ophthalmic review. He also discussed web based systems to access this data.  


The biggest challenge to the screening programme is the metabolic management of patients who are screen positive, (trying to prevent the onset of DR, prevent early DR progressing to STDR and preventing this from leading to sight loss). Retinopathy is associated with mortality and cardiovascular disease incidence, with almost twice the risk of ischaemic stroke when there is DR. 71% of subjects registered blind from DR died within 10 years of registration. Modifiable risk factors include addressing treatment non compliance and ‘joined-up’ working. Is retinal screening a lost opportunity? Results are sent to the GP but there is no systematic approach to aggressive CVD risk factor management or management to reduce the risk of developing kidney complications. In conclusion, Dr Nagi said that the major challenge is to provide optimum risk factor management for which the diabetologist should lead in the locality.


The Topcon Lecture was given by Dr Alan Fleming and Professor Peter Sharp of Aberdeen on ‘Computer analysis of digital retinal images’ The number of people with diabetes is increasing due to the aging population, lifestyle issues and improved diagnosis and consequently the clinical load will increase. The question is whether current practices and resources will be able to meet demand? This raises the further question – can computers assist manual graders at the disease/no disease interface? A software which is able to identify normal images will  leave graders more time to look at abnormal images. It is not intended to be a diagnostic tool; it just needs to be  sufficiently  good  to  say  that  there  may  be  something  abnormal  in  an  image. It also has to work in the real world and be rigorously evaluated. In 2005 in Aberdeen the software was tested on almost 7000 consecutive patients (14,406 images).


How does a computer see images? The first stage is to check that the field of view is correct and that the retina is clearly visible. The software uses pattern recognition to look for the vessels and compare with the known elliptical structure of the vessel arcades, to look for the disc at the end of the arcades and to measure that these are all located in correct relation to the edge of the image. To check for the clarity of the image it then looks at the small vessels at the fovea – if these are not detectable then the image is technically failed and has to be graded manually.

Microaneurysms (MAs) are the first sign of diabetic retinopathy before it progresses to haemorrhages, exudates and new vessels. To detect MAs, a correction for non-uniform brightness is made and the software then looks for circular areas where the centre is dark and the outer area is light, such that the largest (brightest) value in the centre is less than the smallest (darkest) value in the outer ring. It then carries out feature evaluation on these candidates for MAs, checking width, area, length and contrast to produce a likelihood of it being a lesion. A threshold is then applied to exclude non MAs. Artefacts are detected by building up a database for each camera. Future developments include developing the software to detect haemorrhages, exudates, new vessels and cotton wool spots. The detection of changes over time presents greater difficulties for a variety of reasons, including alterations in the view between visits.


To establish if an automated system works sufficiently well the manual grading and automated grading are compared to a reference grading and error rates are compared. The software identified 99.3% of the technical failures. It also identified 67.4% of the normal images compared to 95.3% for manual grading, so was under-reporting normals. However, given that on average 70% of images are normal, 2/3 of these will no longer need to be graded manually. This means that the workload is reduced by about half. This has financial benefits and the automated system would be expected to free  up £200,000 / year  in  Scotland  alone,  which  could  then  be  used  to  increase  coverage  and to meet  increased  demand  for  retinal  screening.  The potential benefits to patients are a quicker turn around of results, more time with health carers and greater coverage and faster roll-out of programmes. For graders the benefits are greater job satisfaction, more interesting images to analyse and more time with patients. 


In conclusion it was stated that commercial problems in the past should not discourage future investment in automation: the clinical need, coupled with the available technology, mean that the time is now right for automation.


BOOK REVIEWS
HANDBOOK OF RETINAL SCREENING IN DIABETES

Professor Roy Taylor has been an established leader in the field of diabetic eye screening for many years and this book bears witness to his robust, practical and intelligent approach to disseminating information in a clear, concise and readily digestible manner.  The initial chapters will be essential reading for those taking units for accreditation in diabetic eye screening.  The sections utilising retinal images are a sound basis for training prospective screeners and graders to recognise conditions most often seen in the diabetic eye. A deliberate decision was made to include images which are diagnostic rather than decorative, reflecting the realities of life at the coalface for retinal screeners.  The book has an unusual appeal for reference material in that it positively encourages further reading. It should be a principal inclusion in the library of all diabetic eye-screening services.
Bibliographic Details
Paperback: 176 pages published March 2006

ISBN-13:978-0-470-02882-7

ISBN-10:0-470-02882-3
Publisher: WileyBlackwell
Author: Roy Taylor

Book reviewed by Richard Dewhirst

Head of Diabetic Eye Screening
Suffolk Community Healthcare
Book reviews cont.

DIABETES. THE ESSENTIAL GUIDE

This small book is a ‘curate’s egg’ – it is good in parts but seriously deficient in others. It is clearly targeted at patients with both Type 1 and Type 2 diabetes and aims to inform about clinical issues, available treatments and the various complications of the condition. The author is a journalist who has lived with Type 1 diabetes for over 30 years, so is well qualified to describe its impact on everyday life. Not surprisingly, the book is well written in clear, user-friendly language.  
Ms Marshall does a good job of describing life with diabetes and the range of coping strategies. 

However there are some very odd gaps - the section on diabetes treatments, for instance, includes older treatments and some newer ones such as DPP4 inhibitors but makes no mention of GLP-1 agonists (e.g. exenatide) or  anti-obesity treatments (e.g. orlistat) which are of increasing importance in the management of Type 2 diabetes.  Also, she does even less well with complications and (unfortunately) this substantially reduces its usefulness for retinal screeners. For instance in the section on retinopathy there is no mention of either the English or Scottish National Screening Programmes.  There is little on eye treatments and vitrectomy and anti-VEGF treatment for wet AMD do not get a mention at all. Hypertension is not included as a micro-vascular risk factor (and this is almost as important as hyperglycaemia) and I was very surprised that there was no mention of cardio-vascular (macro-vascular) disease, especially myocardial infarction which is the leading cause of diabetes-related mortality. In my experience a common failing of patient-orientated diabetes books is that they tend to skip over the potentially unpleasant consequences of long-standing poor control and I think that this really does patients a disservice.

Finally I was very disappointed that there is no bibliography/reading list or an index.  This seriously limits its usefulness to professionals.  A retinal screener new to the subject might care to read it to get a feel for what it is like to live with diabetes but otherwise, in my opinion, it is of little value as a reference book especially when there are so many other more comprehensive works to choose from.
  Bibliographic Details
Paperback: 132 pages published November 2008
ISBN-10: 1861440596 

ISBN-13:978-1861440594
Publisher: Need2Know 
Author: Sue Marshall
Book reviewed by Dr Richard Greenwood

Consultant Diabetologist

Norwich

_____________________________________________

MOORFIELDS MANUAL OF OPHTHALMOLOGY

This is an excellent pocket-sized handbook, comprehensive but concise. It will be of practical use to all photographers and graders within a retinal screening programme, for identifying non diabetic pathology and giving guidance on the management of the different conditions encountered. Although written primarily for ophthalmologists, the text for each condition is clearly broken down into sections written in “tutorial style” so that the relevant facts are easily accessed and key information is given at a glance. Most of the retinal conditions are accompanied by good full colour clinical photographs. Each chapter also contains a simple summary of the advice for Optometrists and GPs relating to the urgency of referral of the conditions listed, which is exceptionally useful when deciding on the management of a patient with a referable condition. I have found this to be an invaluable guide when grading retinal images and as a study textbook for education and training sessions of photographers and graders within the programme.

Bibliographic Details

Paperback: 760 pages published Sept 2008

ISBN -13:  978-1-4160-2572-6

ISBN-10:  1-4160-2572-3

Imprint:  MOSBY

Editor: Timothy Jackson MBChB, FRCOphth, PhD, Consultant Ophthalmic Surgeon

Book reviewed by Peter Mitchell, Senior Optometrist, Hackney Diabetes Centre, Homerton University Hospital, Hackney, LONDON


DIABETIC RETINOPATHY SCREENING IN MALTA – Therese Piscopo
Malta is a small island with an area of 122 sq. miles and a population of 400,000. The prevalence of  Diabetes is very high, with a 14% rate. Health services in Malta are free of charge to the entire population and we have just moved (one year ago) into a brand new modern hospital, Mater Dei Hospital, which caters for all of Malta’s needs. There are another three small private hospitals which also contribute to the health services in Malta. 


The Diabetes clinic within the new hospital is the main clinic offering the most modern treatment and The Diabetes Retinopathy Screening clinic is part of it and has been functioning for the past 10 years. I started this clinic way back in 1997 with a small room and an old retinal camera. I am now running a most modern, up to date clinic with the latest technology available. 


Within this clinic all patients referred by the Consultant physicians and Medical Doctors from Diabetes & Endocrine Centre (Out-patients Department) are seen on the same day asf their Diabetes visit. As well as  these out-patients I also manage to screen patients referred regularly from other hospitals, wards and the community. With the all-digital CF-60DSi system, retinal images can be viewed immediately after they have been captured, as there is no film development step in the process. Thus, retinal examination is completed in less time and results in a quicker, more comfortable examination for the patient. But the efficiency of the CF-60DSi extends well beyond image capture. Prior to examinations, work lists can be received from a DICOM work list server.


All Diabetes patients have their eyes examined professionally when they are first diagnosed with the condition as long as they are not driving on that day. Patients who are driving are given an appointment within a week.  A regular ophthalmic visit once a year is necessary and more frequently if evidence of disease is present. Under these criteria, all patients attending the Diabetes clinic as well as patients from the peripheral health centres are regularly referred for eye examination. This is in complete cooperation and teamwork with referring consultant physicians and doctors. 


My work within this Diabetes Retinopathy Screening clinic goes beyond the examination of the patient. Mater Dei Hospital is a teaching hospital and I am regularly involved with the education and supervision of medical students as well as MRCP students. I am also involved with the Health Promotion department in Malta and regularly contribute towards programmes regarding disease prevention and national awareness. I am also responsible for the procurement of all equipment, medicines, etc., required.
Unfortunately, I run this department all on my own and have been requesting help for quite some time. This means that I also have to take care of various other duties such as clerical work. This involves having to fill up basic forms prior to retinal examination, register all clinical attendance, booking and cancellation of appointments, reporting of results and referrals, amongst other duties. The main strength of the unit has always been the total commitment to the well-being of the patient. However, being alone, the time that should be dedicated to patient care and to audit the services is becoming highly restricted.


Attending local and international conferences is essential for anyone who wants to to keep up to date with the latest developments . Unfortunately, I get very little support locally and attending such conferences has to be borne by myself as well. 

During the past year, I have managed to attend to 2119 new patients and 1798 follow up cases. All of these patients had their eyes examined and photographed.


My future goals are to continue to provide an efficient, professional, skilled and competent service to all patients. This can be helped by the installation of specialized grading software to the retinal camera available at Mater Dei Hospital. This technology will aid in the collection of retinal images from which we can quickly assess, grade and report on retinal eye conditions. I also mean to connect to a wider variety of network configurations, such as departmental LANs and PACS, and ensure the flexibility needed to meet current and future networking needs.


One of my main goals is also to set up mobile unit to cater for the community. This would reach more patients and  provide more professional services. Recruiting personnel is a must in my endeavour to improve the service we are providing. I also intend to expand the educational aspect by taking it to a national level


Although we are a long way from achieving excellence due to lack of human resources and funds, as well as other material resources, I can say that, especially this year, the importance of a diabetic retinopathy screening service has been well recognised in Malta. With great dedication, hard work and persistence, I am sure that our patients have felt the benefits of our services and will hopefully benefit even more in the coming years.


9th ANNUAL BARS CONFERENCE

The 9th BARS Annual Conference will be held on Thursday 1 October and Friday 2 October 2009 at the Newcastle Marriott Gosforth Park Hotel.

· The Conference will commence with registration at 11.30 am on 1 October followed by lunch at 12.30 pm.  Chairman’s welcome will be 1.30 pm.  Conference on day one will finish at 5.15 pm.

· Day two will commence at 9.00 am and conference will end at 1.30 pm

· A drinks reception is planned for 7.30 pm with dinner at 8.00 pm.  Followed by a disco.

ACCOMMODATION RATES 

	24 Hour Package (including accommodation, breakfast, lunch on both days, drinks reception, dinner, half bottle of wine per person and entertainment)
	£161.49   Single Occupancy
£122.34   Twin Occupancy          

	Additional Nights before or after conference (including breakfast and use of leisure facilities)
	£109.00     

	Additional guest using room (breakfast fee only)
	£  10.00           


100 double rooms and 30 twin rooms have been held until 6/8/09 – so book early to avoid disappointment

Accommodation to be booked in two ways:

1. Online directly via hotel website www.marriott.co.uk/nclgf  Quoting Reference No:  RETRETA

2. By telephone or fax – Code RET – quoting attendance at the Retinal Screeners Event.  

Hotel Contact Numbers - Tel  0191 236 4111    Fax 0191 236 8192

REGISTRATION FEES ONLY

	Registration (Member Resident)
	£100.00           (

	Registration (Non-Member-Resident)
	£165.00           (

	Day Rate (Member)            Thursday
	£  60.00           ( 

	Day Rate (Non-Member)    Thursday
	£  90.00         (

	Day Rate (Member)            Friday
	£  50.00           ( 

	Day Rate (Non-Member)    Friday
	£  80.00         (

	Champagne Reception/Dinner Ticket 
(Day Guests or Additional Tickets)
	£  50.00         (


Bookings must be made by Friday 4 September 2009

Registration Enquiries – alisonsimpson2@nhs.net 

Tel 01382 632713 or Fax on01 382 632893

All details on BARS website
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