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Executive Summary

Background

In Liverpool in November 2005 a conference took place to review progress across Europe in the prevention of visual impairment due to diabetic retinopathy since the publication in 1990 of the St. Vincent Declaration. National representatives of diabetology and ophthalmology attended from 29 European countries. The outcome of this conference was the Liverpool Declaration: 

The Liverpool Declaration

European countries should reduce the risk of visual impairment due to diabetic retinopathy by 2010 by:
· Systematic programmes of screening reaching at least 80% of the population with diabetes

· Using trained professionals and personnel

· Universal access to laser therapy

Further meetings of European representatives were held to review progress in Amsterdam in 2008 and Gdansk in 2011, as satellites to the annual EASDec conference.

The 2011 meeting focussed on identifying methods to overcome common barriers to progress. There was representation at the meeting from 25 European countries.

Summary of progress and identified barriers to progress 

· There had been progress towards the Liverpool Declaration in all European countries that provided this information. 

· Progress varied significantly between countries:

· Some had implemented a comprehensive screening and treatment programme, meeting the target;

· Some had made local or regional progress, but had been unable to introduce systematic screening nationally;

· Some were still at the planning stage.

· Two main themes emerged as barriers to progress and continued implementation:

· Involving health insurance companies and private ophthalmologists in the context of a primarily heath insurance-base system;

· Sustainability of funding in the light of increasing prevalence of diabetes 

· Different issues exist in rural and urban areas. Rural areas often have poor access to   ophthalmologists.

· Where success had been achieved, this had been through:

· Involvement of local and national champions, and  

· Initial implementation local programmes, later scaling up to regional and national programmes.

· Other tips for success included patient education, engagement with patient organisations, dialogue with local and national politicians, working together between physicians and ophthalmologists, using electronic information systems, and set quality standards.  

Recommendations

Facilitating implementation of systematic screening where the system is predominantly private health insurance based

· Motivation of Health Insurance companies to support and fund systematic screening programmes by: 
· Producing evidence on the cost-effectiveness of screening in preventing loss of sight by timely identification of need for and effectiveness of newer treatments; 
· Setting quality indicators for the screening service offered.
· Motivation of primary care ophthalmologists to support and participate in screening programme by: 
· Providing adequate remuneration for them or their practice to undertake the full screening process themselves;
· or to perform photography and transfer images using telemedicine  to  a central grading facility; 
· Involving them in ‘networks of excellence’

· Identify local champions and stakeholders. 

· Introduce local screening programmes locally and if these are successful scale up to regional and national programmes. 

· Devise different solutions for rural areas and urban areas and pilot them. 

· Share best practice.

Making screening programmes sustainable in terms of funding

· Consider increasing the screen intervals for people at low risk provided proper assessment of risk and adequate systems to maintain patient safety. Further research in this area will be useful.

· Automated grading software can be useful. It might be most useful in the implementation of new programmes, where it can be set up from the start. 

· Consideration could be given to the applying for research and development funding to develop non-commercial automated grading software for Europe.

Action Plan

· Delegates from each country will be invited to supply copies of their national guidelines to the meeting organisers who will generate a central access resource on the website www.drscreening.eu.  

· Pilot projects to introduce systematic screening will be conducted in urban areas of Germany and Italy, and rural areas of Germany, led by the national representatives attending the conference. The methods used to engage health insurance companies, private ophthalmologists and patients will be informed by the discussion at this meeting. The results of the pilot projects will be written up and published if possible. 

· A further meeting will be held as a satellite of the 2014 EASDec meeting to review progress and share examples of good practice, including available evidence from the urban pilots and any further examples of extended risk-based screening intervals. 
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Background

In Liverpool in November 2005 a conference took place to review progress in the prevention of visual impairment due to diabetic retinopathy since the publication in 1990 of the St. Vincent Declaration. This meeting was the brainchild of one of the original members of the St Vincent Task Force, an inspirational champion of screening for diabetic retinopathy, Professor Eva Kohner. Formal invitations were sent to all known diabetes and ophthalmology organisations in 43 countries in Europe over the 12 month period leading up to the conference. Delegates who attended comprised the following groups:

· Official national representatives of 29 European Countries 

· Invited experts from Europe and the US

· Health professionals with expertise in the field of diabetic retinopathy and a commitment to the prevention of visual impairment of future patients

The primary output of the conference was a new declaration:

[image: image1.png]



A set of essential components to successful implementation were identified under three broad headings: i) organisation, ii) personnel and iii) equipment, tests and treatment. Communication between all health care providers was identified as one such component under the section on organisation.

In Amsterdam in 2008 a satellite meeting of the annual EASDec conference was held to review Liverpool Declaration targets and report on progress, describe barriers to implementation, develop further guidance and engage stakeholders. National representatives of ophthalmology and diabetology were invited once again from countries within the WHO Europe Zone. Sixty-seven delegates attended representing 26 countries. The World Health Organization, European Union and International Diabetes Federation also sent representatives.
By 2008, significant progress had been made. Nearly all countries had taken a step forward and had either established a systematic screening programme or were in the process of developing local to regional to national programmes. However, progress had been patchier regarding the development of national guidelines, the establishment of training programmes and the development of regional and national implementation groups. Progress had been led by small to medium groups of champions in each country.
There was a wide variation in reported prevalence of diabetes in the countries represented. In the majority of countries prevalence was estimated to be 3-5%. However some countries had a far higher prevalence (>10% in Greece) and in some countries the reported rates of diabetes were very low (<1% in Albania) probably reflecting under identification. All countries expected an increase in the prevalence of diabetes. 
Access to laser treatment remained poor in a few countries. Some perverse financial incentives were reported causing for example intravitreal bevacizumab or triamcinolone being given even when laser is available. There were problems with continued secure funding in some long established programmes such as that in Iceland.

The following were identified as issues causing barriers to the implementation of systematic screening and treatment:

· Public awareness

· Patient compliance

· Lack of funding for equipment, training, education

· Collaboration between ophthalmologists and diabetologists

· Lack of engagement of private providers of eye care

· Lack of systematic process, competency, registers, data

· Political instability

The following recommendations were made relevant to each group of countries:

Group 1 (Czech Republic, Hungary, Poland, Serbia, Turkey)

For this group of countries with developing organised national health services and adequate personnel, more rapid introduction of screening could be achieved by:

i)   Raising awareness of diabetes and retinopathy particularly amongst primary care providers but also with patients and the public;
ii)  Obtaining adequate funding for lasers and fundus cameras as an urgent issue; 
iii) Establishing call recall systems as the key method of the development of diabetes registers. This can only be achieved by moving from local to regional to national initiatives. 
Group 2 (Denmark, England, Finland, Iceland, Scotland, Sweden, Wales) 
In this group of countries with established screening programmes there was a need to:

i)   Plan quality improvement against explicit measureable standards across all components of screening and management. This should focus on management of screen positive cases;

ii)  Develop and regularly maintain a comprehensive list of people with diabetes;

iii) Integrate eye screening results with general diabetes care. 

Group 3 (Belgium, France, Greece, Ireland, Italy, Luxembourg, Netherlands, Portugal, Germany, Israel, Spain)
In this group of countries with mixed public and private insurance based health care a different approach is required. This was because of the lack of a public health system ensuring universal coverage. Key recommendations were to: 

i)  Develop registers of people with diabetes; 

· Alternative sources of data such as from pharmacy, pharmaceutical data or insurance data should be investigated. Unique identifiers are required. Registers should be established locally then regionally in the first instance;

ii)  Engage private eye care providers;

· Health insurers should be involved in establishing systematic screening; 

· Guidelines for all professional groups should require fundus imaging at the agreed frequency and ensure requirement to refer screen positive patients;

· Data transmission should be established to a linked independently funded database.

Group 4 (Albania, Belarus, Bulgaria, Georgia, Lithuania)
In this group of countries with limited health resources progress could be made with roll-out of screening by:

i)   Raising awareness of diabetes and retinopathy particularly with patient groups;

ii)  Focussing funding on: 

· The provision of lasers and fundus cameras; 

· The development of  training programmes;

· The development and adoption of guidelines. 

Limited funding could be better utilised if the frequency of screening could be reduced

Mobile screening is most relevant to rural areas.

Agreement was made to hold another meeting to review progress in 2011, again as a satellite to the annual EASDec conference.

The most recent meeting and subject of this report was held in Gdansk in May 2011 to review progress against the 2010 targets and to focus on solutions to hurdles to progress. National representatives from 32 European countries were invited. Twenty eight official delegates from 21 European countries attended, including 19 ophthalmologists, seven diabetologists and two people with other professions. Around 20 other interested delegates also attended. Representatives from each attending country plus four other countries submitted a structured abstract summarising progress on diabetic retinopathy screening in their country. 

The meeting focussed particularly on two key issues that were being faced by a number of countries, and separate workshops were held to discuss common issues and possible solutions to:

· Getting started in a health insurance based health system

· Strategies to reduce the cost of screening

An action plan was formulated, and it was agreed that another meeting to review progress will be held in 2014, again as a satellite to the EASDec conference.



Organising committee:   

Deborah Broadbent (Liverpool), Simon Harding (Liverpool), Elzbieta Bandurska-Stankiewicz (Gdansk), Kenneth Swa (Edinburgh)


Session 1: Progress since 2005

Part 1: Summary of abstracts 

Presenter: Ken Swa
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Introduction

Progress since 2005 was reviewed from the structured abstracts prepared by national representatives and circulated prior to the conference. Abstracts adhered to the following structure:


Summary of progress

As anticipated, here was an increasing prevalence of diabetes reported in all countries.

Every country had made some progress in implementing systematic screening, although speeds of progress were different. Different countries are using different methods and there are different strengths, weaknesses and issues in different countries. Specifically:

Countries with mixed public and provide health systems:

· Greece has a good multidisciplinary approach and joint working;

· Spain has a good screening programme in places, although family physicians are overburdened;

· Portugal has under diagnosis of diabetes. They have started to use automatic grading software; 

· Germany has huge organisational challenges despite high levels of skills and resources within the country;

· In France, the telemedicine service used for image grading is not funded by the national health service and the country has a declining number of ophthalmologists;

· The Netherlands has good working arrangements, with insurance company incentives for physicians; 

· Belgium has a good social security system and good arrangements for screening, but needs standardisation of the screening and referral process across country;

· Luxemburg is currently developing a diabetes register. Screening is done mainly in private practice; 

· Ireland is currently screening in one region, it has had to delay introducing a national screening programme until 2012, due to the country’s financial difficulties.

Eastern European countries:

Although much progress has been made, there is a recurring theme of lack of funding in Eastern European countries.

· Albania is improving screening but still has a lack of access to lasers; 

· Belarus has clear national funding streams but lacks specialist services outside of the large cities;

· Bulgaria has educational opportunities, good guidelines, but has a financial challenge;

· Poland has good screening and treatment in the north, good relationships between professionals, but has a lack of funding for equipment and training;

· Romania now has a working system between ophthalmologists and physicians and has improved uptake of screening since 2005;

· In Moldova, the Eye and Foot Care Project is still in the planning stage; 

· Hungary has a telemedicine pilot, although there are funding challenges;

· The Czech Republic has good guidelines, training and a documented reduction in blindness. 

Northern European countries:

· Norway still has only ad hoc screening, due to political, financial and professional barriers;

· Finland has good training and education and joint meetings, it now needs dedicated staff and has IT challenges;

· Denmark has good arrangements and has developed national indicators, however it is unable to obtain data on screening coverage from all areas, although in areas where they have been able to obtain data coverage has increased;

· Sweden has a national diabetes register, a good screening programme, but too few medical retina specialists;

· England has a good national programme and has met the targets, however there are challenges with 91 programmes;

· Scotland has a good national programme, cross party political backing and has met the targets. However there are some challenges in the provision of secondary care. 

Where progress has been disappointing, there are two main scenarios. 

· Some countries are still at the planning stage, often relating to lack of resources; 

· Other countries are finding implementing systematic screening difficult, because of issues relating to the health system in that country, particularly in countries where the health system in predominantly insurance based. 

Identified hurdles and tips for successful implementation

The 2010 target of the Liverpool Declaration was ambitious and aspirational. To get to the Liverpool Declaration there are hurdles to progress that need to be overcome. Common hurdles identified in the abstracts include:

· Funding – for equipment, IT projects, training and remuneration;

· Collaboration, motivation, communication – we need champions and motivators;

· Private eye clinics – additional barriers;

· Engagement with politicians – ophthalmologists, primary care providers, patient groups and representatives, diabetologists.

Tips for success suggested by contributors of the abstracts include:

· Patient education;

· Engagement with patient organisations;

· Dialogue with local and national politicians;

· Working together between physicians and ophthalmologists;

· Information infrastructure is important – hardware and software;

· Set standards;

· Thank another way!  

A copy of the presentation slides is available on the website www.drscreening.eu. 

Part 2: Discussion of Progress and Issues

Facilitator: Simon Harding
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Following the presentation, there was a general discussion of progress and issues, open to all delegates. The main points raised are recorded below:

In most countries the prevalence of diagnosed diabetes has increased but the incidence has changed much less, mainly due to an aging population; for example, 20% of people over the age of 80 have diabetes. Ethnic minorities also have a higher incidence than the white European population. However, in some countries, for example Albania, there is also an increase in diabetes due to changing lifestyles, they are now seeing type 2 diabetes in young people, due mainly to an increase in BMIs. Another country reported that 10% to 15% of teenagers with diabetes have type 2, therefore a large increase in the prevalence of diabetes can be expected in the future. 

Most countries that had introduced screening could not provide evidence to a decrease in visual impairment, because they do not have the data. However:

· The Czech Republic saw a 10% decrease in the incidence of blindness due to diabetic retinopathy following the introduction of screening. 

· Sweden is currently collecting data. In the southern region they noted a dramatic reduction in the number of people going to centre for visual aids after introduction of screening in Stockholm.

· In Iceland a significant improvement in vision loss was shown. However, because of the success of the programme, the government are considering discontinuing its funding. Iceland also improved case ascertain for diabetes so difficult to tease out effect of screening from this improvement. 

· England is trying to collect visual outcomes data. However, this is difficult because records do not differentiate between vision loss due to DR or AMD. People with diabetes are living longer than they did in the past and are more likely to live long enough to go blind due to AMD. Local data in Liverpool show a decrease in the vitrectomy rate since the introduction of the screening programme.

There is no standard definition of blindness and visual impairment across Europe. Ophthalmologists in the UK are responsible for registering people as blind according to government definitions, but the definition of blindness is not uniformly applied. Changes to benefits systems may influence definitions. There is also a need to ensure that blindness registrations are accurate as to the cause of blindness; the cause is often not assigned correctly. 

The introduction of new screening programmes might result in an initial surge of blindness registrations as people with DR related blindness are identified. 

Italy had been unable to organise a screening programme. Despite this, there were improvements. The quality of diabetic retinopathy diagnosis and treatment has improved a lot outside of a screening programme. Treatment of diabetes improved and independent ad hoc screening is happening. Most improvements in retinopathy were due to improved diabetes care.

Greece had introduced local screening programmes first with a view to combine them into national service later. There was a general consensus that going from no systematic screening programme to a national programme is difficult and first introducing screening programmes locally can be easier and more effective. 

Session 2: Parallel workshops

Workshop A: Review of current hurdles in a health insurance setting

Facilitators: Simon Harding, Heinrich Heimann, Klaus Lemmon 

Presenters: Klaus Lemmon (Germany), Ali Erginay (France), Alicia Pareja Rios (Spain)
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Introduction:

It has proved difficult to develop screening programmes in countries where health services are structured around health insurance-based funding with delivery by private ophthalmologists. This workshop reviewed the issues facing the establishment of systematic screening in these countries.  

The questions addressed at this workshop were:

· Can screening programmes be set up in countries where eye care is provided predominantly in a health insurance setting?

· Looking at private ophthalmologists and health insurance companies, how can we overcome the barriers to implementation in these situations?

Delegates from Germany Spain and France each presented a review of progress in their country to illustrate the issues and explore possible solutions with experience and input from the other countries with similar systems. Representatives from key stakeholders were invited including the health insurance sector, private ophthalmologists, rural areas with poor ophthalmology cover, diabetologists and the university sector. Representatives from IDF and WHO were also invited but were unable to attend.

The aims of these presentations and contributions were to pick out key issues in different countries, try to understand the issues involved in setting up screening programmes within health insurance systems, try to understand motivations of private ophthalmologists, and to look for pilot sites to test innovative ways of introducing screening programmes.

Part 1: Presentations and experience of other countries 
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Presentation 1: Germany 

Germany has a population of approximately 7 to 8 million people with diabetes (of its 82.5 million population).

The identification rate for diabetes has increased since screening for diabetes was introduced for everyone who has an MI. 30% of these patients are found to have diabetes but they are usually lost to follow up immediately. Obese patients are also being identified but no funding is available for follow-up. There are currently no diabetes registers in Germany, as the national register was cancelled at the union of the two Germanies, due to widespread concerns regarding the privacy of data. 

They have 6,500 ophthalmologists (one per 12,500 inhabitants), most of who are well trained and complete continuing professional development, and there is sufficient access to lasers. There is also an acceptable time period between diagnosis and treatment (under 3 months). There are commercial chains of private ophthalmologists. They know about screening but in general they prefer to treat cases rather than be involved with prevention. Ophthalmologists are underpaid for the screening and only have a limited budget of patients per three months, they do not get additional funding for more patients. They also tend not to approve of screening by non-ophthalmologists. There is competition for the Anti VEGF (avastin) patients. However, there are few ophthalmologists or even family physicians in the rural areas in the east of Germany. There is also poor coverage in some centres of population. 

There is a national disease management programme for “Diabetes Type 2”, and a national clinical guideline on screening and treatment for diabetic retinopathy is available, updated 2010. There is good cooperation between diabetologists and ophthalmologists, including a joint working group of the German Ophthalmologic Society and German Diabetes Society, joint writing of clinical guidelines, and clinical diabetes centres with ophthalmological care. 

The guidelines recommend annual biomicroscopy examination with dilated pupils, by an ophthalmologist. Standard examination and reporting forms are available to facilitate communication from ophthalmologist to general practitioner or diabetologist.

There is no call recall system, no systematic screening programme and no audit of results. Despite this, ad hoc and opportunistic screening coverage, estimated using spot checks, increased from 30% in 2000 to 50% 2010. 

Patients are generally poorly educated about diabetic retinopathy and the need for screening. Most ophthalmologists are also not aware that there is a problem in the coverage of screening, although diabetologists are aware of the problem. 

Health care is provided through around 160 health insurance companies, which all have a low budget for diabetic retinopathy screening. There is a low priority for preventive medicine in general in the German health system. 

Evidence of proven cost effectiveness and experience from the British or similar screening systems may help. Pilot projects could also be useful. These would include a rural area with poor ophthalmology cover, and a centre of population where screening coverage is also poor, but where projects can be set up in cooperation with ophthalmic departments.  

The challenge now is to implement a stepwise realisation of the Liverpool Declaration in Germany. This would include establishing systematic screening, with registers and a recall system, in cooperation with German ophthalmologists and stakeholders of health care providers. This would start with pilot projects in addition to the existing opportunistic screening. 

A copy of the slides used in this presentation is available on the website www.drscreening.eu. 

Presentation 2: France 

France has a population of 65 million people, with a 4.4% prevalence of diabetes (3.9 million people). The prevalence has increased 6% over last 6 years.

There are around 5,000 ophthalmologists and over 1000 laser devices but the number of ophthalmologists is decreasing and it is estimated that there will be a 50% decrease by 2020.

National guidelines published by the High Authority for Health (Haute Autorite de Sante (HAS)) in 2007 recommended that all people with diabetes are screened at least once per year, using two field fundus photography. In February 2011, HAS developed recommendations to improve screening. These included:

· Improved coordination and information sharing between GPs, diabetologists and ophthalmologists

· The intervals between screening to be adapted to the patients, so that people at low risk are screened only every two years

· A regional adaptation of the screening for the problems of access to healthcare in the region

· Techniques of screening to include biomicroscopy, colour fundus photography and telemedicine. Telemedicine is validated for populations of less than 70 years old and must respect the quality assurance standards.

Screening is usually performed by an ophthalmologist. However there will be a 50% decrease in the number of ophthalmologists working in France by 2020, so there will not be sufficient capacity for screening by an ophthalmologist of all people with diabetes. The law currently states that only ophthalmologists can read images. 

There are not currently enough ophthalmologists to perform annual screening sufficiently, the ENTRED (Echantillon National Represenatatif des personnes diabetique) Study reported that less than 50% of diabetic patients had had an eye examination during the previous year. 

Color fundus photography is not widely used to screen for DR. However, since 2000, some local projects have been set up using fundus photography with a nonmydriatic camera. A new mobile telemedicine screening project has been set up in Burgundy and the OPHDIAT project in Ile de France. In this project, 33 screening centres are linked to a reading centre through the Internet and about 1400 patients are screened every month by trained ophthalmologists (64,844 patients since September 2004). 

There are problems with the reimbursement of screening costs, communication between different healthcare providers, education of patients and professionals and developing software for reading digital images and grading diabetic retinopathy 
Question : if you have a very good health insurance system, could this drive screening?  

Answer: there was initial resistance from ophthalmologists, now they are on side, but the system is saturated and there is no more capacity. 

A copy of the slides used in the presentation is available on the website www.drscreening.eu.

Presentation 3: Spain  

Spain has a population of just over 46 million, and prevalence of diabetes between 6% and 10% (2.7 to 4.6 million people). 

They have a national health system funded by taxes, with free universal coverage and universal access to laser therapy. There is around 1 ophthalmologist for every 9,500 inhabitants.
The old system of biomicroscopy screening is being slowly replaced by non-mydriatic photography. In the new system, digital images are obtained (3 retinographs per eye) and sent to a central server which forwards them on to the family physician. The family physician then refers people with uncertain and pathologic images to an ophthalmologist, people with ungradable images back for repeat photographic screening and people with normal images back to annual screening.   

The hospital ophthalmologist then classifies the pathological images as:

· mild non-proliferative diabetic retinopathy (to be seen again next year);

· moderate NPDR (to be seen in the next 6 months if HBA1c below 7, to have an appointment with the health centre ophthalmologist if HbA1c above 7);

· and severe NPDR, PDR or DME (to have an appointment with the hospital retinologist).   

People with type 1 and transplanted type 2 diabetes are managed by hospital specialists in endocrinology and nutrition. People with type 2 and good metabolic control are managed by family physicians at health centres: except when insulin treatment is initiated, in which case endocrinologists temporarily manage these patients at health centres. 

Screening programmes are being introduced gradually and locally. Spain has now achieved a fully systematic approach in Canary Islands (2 million people) and some other areas. However, there are barriers to the extension of the programme. Family physicians are already over-burdened. Requesting them to perform extra unremunerated work is a major obstacle. Incentives are needed for family physicians. Patient collaboration is often difficult. An improved patient reminder system and improved education of people with diabetes is needed. Together with NMC images, updated HbA1c information is important to decide what to do with the patient. 

A copy of the slides used in the presentation is available on the website www.drscreening.eu.

Discussion: Experiences of other countries:

A general discussion was invited from all delegates present who may see similar issues in their own country.

Ireland has compiled a register of people with diabetes while waiting for funding to start up screening programmes. There was general agreement that most countries with public health systems or centralised prescription data would be able to do this. 

Poland has plenty of ophthalmologists but no retinal photographers. It will cost money to train photographers and buy the equipment, and they worry that photographers may miss cases of DR when the changes are only in the periphery of the eye. Therefore screening will continue with ophthalmologists using biomicroscopy. In Poland diabetologists also look inside the eye and refer to ophthalmology if they see any changes. The case of Poland highlighted the need to differentiate between screening and examination. 

Spain, The Netherlands and Ireland used examples of local good practice to obtain national agreement on screening. Italy, France, Germany and Norway have started to use the same model. Spain demonstrated good practice in some centres and others are adopting the same model in other locations around the country, rather than scaling it up to a national programme. This again highlights the usefulness of the strategy of moving from local to regional to national programmes.

Part 2: Discussion: overcoming identified barriers
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There was a general discussion open to all delegates present. A summary of the general consensus reached is presented below. 

How to motivate health insurance companies to be involved:

Health insurance companies select and pay for services only according to quality. Therefore screening and disease management programmes need to undertake audits and measure process and outcome to show insurance companies that they can deliver quality of process and results. One to five year indicators of effectiveness are useful for insurance companies. There is also an option of putting the onus on patients, who have to pay 20% of their diabetes healthcare expenses themselves unless they are screened. 

From a public health perspective it is cheaper to prevent diabetic retinopathy than to treat it. If fundal screening is cheaper than an examination by an ophthalmologist, insurance companies will probably choose fundal screening. Diabetic screening may also save money later on treatment. Insurance companies can decrease financial incentives for the treatment of serious diabetic eye disease as an incentive to identify and treat it earlier. It might also be possible to involve drug companies as they often have more information on the number of people with diabetes, also they can support screening. However, this strategy has its disadvantages as drug companies will inevitably be trying to sell drugs.

How to motivate private ophthalmologists to be involved:

In some countries, ophthalmologists have been reluctant to support the introduction of photographic screening because they fear loss of private screening work. However, in most countries there is now more potential work than ophthalmologists can deal with, and the threat of loss of work for ophthalmologists may now be less of an issue than it was. There is pressure on ophthalmology services due to an increasing number of people with diabetes, but also due to more AMD with an aging population. 

In France there was initial resistance to screening from ophthalmologist but now there is a screening programme ophthalmologists have changed their opinion and actually refer patients to it. The programme is now supported by the government, ophthalmologists, and even drug companies. 

Ophthalmologists may also be reluctant to work on screening and laser treatment because of competition for patients requiring new Anti VEGF therapy for diabetic maculopathy. This is expensive treatment and lucrative work, and may act as a perverse incentive in the system. However, screening also has the potential to bring in work through referrals. It may also mean that ophthalmologists no longer need screening work and may be willing to support screening by independent graders.  

Private ophthalmologists could be included in a screening programme either as screeners or as referrers to screening. They or their practice staff could take the photographs which could be graded off site. They could undertake the screening itself, if it can be adequately paid for by insurance companies. Ophthalmologists could also be formally involved in the management of diabetic retinopathy with screening as an entry point, through ‘networks of excellence’.  

In Germany in urban centres, patients attend diabetologists and family doctors, but usually not ophthalmologists. In rural Eastern areas of Germany, there are no ophthalmologists, and there is a shortage also of family physicians and diabetologists; basic medical care is often provided by nurses alone.

Planning of pilot projects to involve insurance companies and private ophthalmologists:

Because urban and rural areas have such different characteristics, the solutions to providing screening coverage must be different. Pilot sites with well-defined populations are needed to bring health insurers and private providers into health screening. Both rural pilot sites, where there is poor coverage of private ophthalmologists, and urban sites with strong private providers are needed.   

Urban pilots will require a steering group of the big insurance companies, university ophthalmologists, family physicians, diabetologists and hospital ophthalmologists. They will need to have a quality standard determined by patient-centred outcomes, including coverage, STDR, PDR, and vitrectomy rates. 

The first stage in preparing for these pilot projects will be to raise awareness by producing a report, using examples of success to demonstrate that systematic screening is necessary and possible. There is also a need to produce evidence of the effectiveness of screening. The next stage it to identify local champions. Health insurance companies can be involved in producing a register of people with diabetes, and also in setting the quality standards. 

In some rural area, for example in eastern parts of Germany it will be necessary to introduce screening in the absence of ophthalmologists. How screening can be implemented is less clear than in urban areas. Remote grading may be an option to consider. There is a need to start a register of people with diabetes. Some health insurance companies and local officials are already interested in screening. The next step will be to identify local champions who can work through the insurance companies. Similar areas in the rural north west of Ireland have been successful in introducing systematic screening. 

To prepare to extend the work of successful pilot sites nationally, a country-wide meeting will be considered, with key people who could facilitate the introduction of systematic screening.  

In Germany Dusseldorf, Munster, Ulm, and Mannheim-Heidelberg have expressed an interested in being urban pilot sites. Italy also plans to introduce new screening methods at urban pilot sites. Padna, Torino, and Milano have expressed an interest in being pilot sites. 

The results from pilot sites in Germany and Italy, if successful, will provide evidence that screening programmes can be delivered and of what works best. The results of one or more pilots may be ready to publish in around three years’ time.

National guidelines:

There was agreement that some kind of guidelines on providing screening, coming from a forum such as this, will be useful. Germany already has guidelines but they are not implemented. Other countries also have their own guidelines. The Dutch guidelines will be translated into English for wider circulation in 2012. 

It was agreed that it would be a good idea to publish the proceedings and conclusions of this meeting. It had not been possible to publish the Liverpool Declaration in a journal. It may be possible to publish on the internet, with links from the homepages of various diabetes and ophthalmology societies.  

Workshop B: Can we make systematic screening more affordable?

Facilitators: Deborah Broadbent, Ken Swa
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Introduction:

With worldwide economic difficulties, an explosion in the prevalence of diabetes and an aging population cost issues may cause difficulties with the implementation and sustainability of systematic screening programmes. Ways of improving cost-effectiveness were explored including varying screen intervals and introducing new technology. Topics covered were:

· Two yearly screen intervals for patients with no retinopathy or individual risk based screen intervals

· Software options, automated grading

Presentation 1: Screen intervals

Presenter: Deborah Broadbent
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Introduction

Recommendations for alternative screen intervals have been made by national and international groups based on expert opinion and consensus rather than direct evidence. Current recommendations vary, for example:

· European Retinopathy Working Party 

· At least 2 yearly after diagnosis and at least yearly or more frequently if retinopathy develops

· American Diabetes Association 

· Type 1 aged 10 years or older initial examination within 5 years of diagnosis then annually

· Type 2 at diagnosis then annually

· American Academy of Ophthalmology 

· Type 1 3.5 years after diagnosis then annually 

· Type 2 at diagnosis then annually

· UK National Screening Programmes  

· Annually from age 12 years

Evidence for extending screening intervals

Evidence for extending intervals relates to incidence data, cost-effectiveness and patient ‘costs’. 

Incidence data

Data from Iceland in 1997 showed that children under the age of 12 years did not need screening, and that two year screening intervals were safe in Type 1 and Type 2 patients without retinopathy.

An analysis of data from 7615 patients with Type 2 diabetes attending the Liverpool screening programme showed that patients with no diabetic retinopathy at baseline had a 95% chance of remaining from of STDR for 5.4 years. In people with background retinopathy this was 1.0 years, while in people will mild pre-proliferative retinopathy this was 0.3 years. Data from 501 patients with Type 1 diabetes gave similar results.

The conclusions of study undertaken in Liverpool were that: 

· Patients with both Type 1 and Type 2 diabetes and no DR at baselines could safely be screened at longer intervals (up to 3 years) unless:

· Duration of diabetes was over 20 years

· Insulin use in patients with Type 1 diabetes

· Patients with background retinopathy or the above risk factors need to be screened annually 

· Patients with mild pre-proliferative retinopathy need to be screened 4 to 6 monthly.

Data from 20,788 people screened in Norfolk between 1990 and 2006 showed that screen intervals of 18-24 months were not associated with a higher risk of STDR compared with annual screening. However for a screen interval of over two years there was a 60% increase in the likelihood of STDR being detected.

Cost-effectiveness

The Liverpool incidence data suggested that 70% of patients had no DR and no high risk criteria. Screening these patients less frequently than annually could result in considerable cost savings. 

A modelling exercise undertaken by Vijan et al (ref) showed that annual screening would have a cost of $40,530 per QALY for high risk Type 2 patients (young and HbA1c >11), and  

$211,570 per quality for low risk patients (HbA1c<7 and older) 

If screening intervals were extended for low risk patients, the cost per QALY would reduce to $107,510 for screening every two years, and $49,760 per QALY for screening every three years. A cost per QALY in the range $ to $ is considered cost effective.

However this did not take account of the direct costs associated with blindness. 

Patient ‘costs’ 

Reduced screening intervals would be more convenient for patients in terms of fewer appointments, less inconvenience of dilation, less time off work, and less travelling costs.

Evidence against extended screening intervals

Extending the screen interval may compromise patient safety in a number of situations, particularly if there are changes in risk factors or poor compliance with screening. The feasibility of implementing varied intervals for a particular population, the acceptability to patients and professionals and the cost must also be considered.

Changing risk factors

Good control of systemic risk factors, particularly glycaemic control and blood pressure, has been clearly shown to prevent the development and slow the progression of retinopathy. Metabolic control tends to worsen during adolescence and with periods of stress and depression, for example bereavement or change in circumstances. Suddenly tightening of control, for example when insulin pump is started, may lead to retinal worsening. In these circumstances patient safety may be compromised if extended screen intervals are not flexible.

Compliance

Diabetes is a chronic disease with the burden of multiple appointments. Failure to attend may relate to lack of appreciation by people with diabetes of the risk of visual impairment. 

Feasibility

Varying the screen interval requires robust underpinning administration. Software programmes need to be sophisticated enough to handle all the variables and administration teams must be able to safely manage screen intervals of greater than or less than 12 months.

Acceptability

Patients are often reassured by their annual screening and afraid of what would happen if something did develop between longer screening intervals. Health professionals may have similar concerns about patient safety, particularly relating to change in circumstances and compliance. Research data is not yet available on the relationship between patients and health professional perceptions and screen intervals. Qualitative research is required. 

Costs of missed disease

If cases are missed, there could be an increase in cases of visual impairment. The personal and social costs of caring for a visually impaired person, and possible litigation costs must be balanced against possible cost savings from implementing longer screen intervals. 

Designing risk based screening intervals

A prototype risk engine, predicting the likelihood of a person having STDR based on current risk factors, has been produced in Liverpool. Currently the data is cross sectional and longitudinal data is being added.. The risk factors identified as important in this study, and incorporated in the algorithm were HbA1c level, diastolic blood pressure, systolic blood pressure, total blood cholesterol levels and duration of diabetes.

A similar risk calculator has been produced in Iceland, based on longitudinal data. The risk factors identified as important here, and incorporated into the risk engine, include type of diabetes, duration, HbA1c, average whole blood glucose, systolic blood pressure, diastolic blood pressure and presence of diabetic retinopathy. From this a risk stratification was done and it is proposed that screen intervals may be set at 6 months, 1 year, 2 years, 3 years, 4 years and 5 years. 

A copy of the slides used in the presentation is available on the website www.drscreening.eu.

Discussion 1: Screen intervals 

Facilitator: Deborah Broadbent
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A group discussion followed the presentation. The main points of discussion and agreement are summarised below.

The delegate from Sweden reported that they have already changed to a system of three-yearly intervals for low risk patients with type 2 diabetes and no retinopathy, which had resulted in only one missed case of maculopathy since its introduction. 

Generally representatives from other countries were not comfortable with extending the screen intervals beyond one year due to concerns about patient safety. An increasing number of countries would consider extending screening intervals if it was based on risk and if risk could be accurately assessed. However, there was no consensus on what constituted an acceptable risk. 

Presentation 2: Introducing automated grading systems 

Presenter: Ken Swa
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The Scottish diabetic retinopathy grading system uses single field retinal image capture (macular centred). It has national grading management software called Soarian Integrated Care. 

Grading has three stages:

· Level 1 check for image quality and the presence of diabetic retinopathy

· Level 2 feature recognition grading

· Level 3 experienced ophthalmologist final grading

There is an increasing level 1 workload with an increase in the diabetic population. Experienced level 1 graders are moving on to level 2 grading. A quick turnaround of results is needed for service delivery.  Introduction of level 1 grading software could produce a cost saving in terms of level 1 graders.

There are currently 40 level 1 graders, with an approximate 5% annual turnover rate. A reduction in effort by 7 level one graders would give an estimated cost saving of £2325 in year one, £39,033 in year two and £45,754 in year three.

Various automated grading software packages are available in Europe, with similar performances. The software has the ability to detect microaneurysms, haemorrhages and exudates. It has sensitivity for referable retinopathy of 100%, but only 41% specificity. It has 90.5% sensitivity for any retinopathy, with a specificity of 67.4%.   

There has been a pilot study of automated grading software in the Scottish diabetic retinopathy screening service (sample size 33,535). It is currently in use in one NHS Board and they are currently setting up a national automated grading solution for all NHS Boards. The plan is for a centrally hosted solution run on a virtual server, with the results returned to the national server very quickly. 

If automated grading software is to work, the primary image capture MUST be of good quality. It also relies on accredited and trained staff. 

The benefits of introduction are a 30% to 50% reduction in level one grading workload, potentially quicker turnaround of results, reducing backlogs, more accurate results, and a reduction in grading costs. 

Questions:

· Should we continue to use skilled staff for basic grading?

· Can we get more efficiency out of our current grading system?

· How should we manage the increasing demand for grading with rising diabetic populations in the coming years?

Discussion 2: Introducing automated grading systems 

Facilitator: Ken Swa
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A group discussion followed the presentation. The main points of discussion and agreement are summarised below.

Automated grading is expensive to set up and as the technology stands at the moment it is sensitive but not very specific, so a significant amount of basic manual grading is still necessary. It may be more cost effective when introduced from the start into new screening programmes than when introducing it into established screening programmes. Being so sensitive, it could reliably detect those with no retinopathy, and hence also be usefully introduced into programmes moving to implement reduced screening intervals.

There was a suggestion to develop a funding proposal to develop a joint European automated system rather than relying on the commercial development of systems. 

Session 3: Action Plan

Facilitator: Simon Harding
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A general discussion, open to all delegates, was held to formulate an action plan for further progress. The agreed plan is summarised below.

· The executive summary of this report will be used as a communiqué to circulate to key stakeholders, and if possible it will also be published on the home pages of relevant organisations.  The meeting organisers will lead on this work.

· Delegates from each country will be invited to supply copies of their national guidelines to the meeting organisers who will generate a central access resource on the website www.drscreening.eu.  

· Pilot projects to introduce systematic screening will be conducted in urban areas of Germany and Italy, and rural areas of Germany, led by the national representatives attending the conference. The methods used to engage health insurance companies, private ophthalmologists and patients will be informed by the discussion at this meeting. The results of the pilot sites will be written up and published if possible. 

· A further meeting will be held as a satellite of the 2014 EASDec meeting to review progress and share examples of good practice, including available evidence from the urban pilots and any further examples of extended risk-based screening intervals.


Screening for Diabetic Retinopathy in Europe 

Strategies for overcoming hurdles to progress

National Representatives Meeting

Satellite meeting to EASDec, Gdansk 2011

Friday 13 May 2011

1- 4.30pm

Programme



12.00 
Lunch and registration

13.00
Welcome and introduction



13.05 
Ken Swa     Review of structured abstracts
  Problems and tips – discussion with reference to national abstracts

13.45 
Workshops A and B - session 1

14.45
Tea/coffee break

15.15
Workshops A and B - session 2

16.00
Simon Harding     Conference summary – where next?
16.30
Close 



The Liverpool Declaration stated that: 

Aims of the meeting:
To report on progress so far 


To focus on hurdles against which progress can be made 
Organising committee:
Deborah Broadbent (Liverpool), Simon Harding (Liverpool),


Elzbieta Bandurska-Stankiewicz (Poland), 


Ken Swa (Edinburgh)




Delegates:
National representatives from all European Countries  

 - ophthalmologist and diabetologist invited from each 
Organising committee from 2005 and 2008 conferences


Moderators from 2005 and 2008 conferences

Limited general registration will be open on the day.
Workshop A - Can we set up screening in countries where eye care is provided predominantly in a health insurance setting? 

Workshop facilitators - Simon Harding, Heinrich Heimann (Liverpool), Klaus Lemmon (Germany) 
It has proved difficult to develop screening in countries where health services are structured around insurance based funding with delivery by private ophthalmologists. This workshop will review the issues facing the establishment of systematic screening in these countries. Cases from countries including Germany, France, Spain and Italy will be utilised to illustrate the issues and explore possible solutions with experience and input from and other countries with similar systems. Representatives from key stakeholders have been invited including:

· Health Insurance sector

· Private ophthalmologists

· Rural areas with poor ophthalmology cover

· Diabetologists

· University sector

Methods to ensure coverage of the population at risk will also be reviewed and a synopsis prepared. Topics to be included are: 

· Development of robust call recall systems

· Incentivising private ophthalmologists

· Identifying champions – pilot sites



13.45 
Workshop session 1


Review of current hurdles in a health insurance based setting



short presentations (oral or powerpoint) by representatives including: 

Germany, Italy, Spain, France 


Strategies to develop coverage



initial comments and discussion

14.45
Tea/coffee break

15.15
Workshop session 2


Strategies to develop coverage



further discussion and preparation of consensus statement

Workshop B - Can we make systematic screening more affordable?

Workshop facilitators - Deborah Broadbent (Liverpool), Ken Swa (Scotland)
Where systematic screening has been or is being established cost issues are causing difficulties with sustainability and implementation. Methods of improving cost-effectiveness will be explored including varying screen intervals and introducing new technology. Topics to be included are:

· Annual versus 2 year screen interval for patients with no retinopathy or individualised risk-based screen intervals 

· Software options - automated grading 



13.45 
Workshop session 1 Variable Screen Intervals 


Deborah Broadbent     Issues for and against extended screen intervals  


Discussion group(s) focussed on key questions


Feedback

14.45
Tea/coffee break

15.15
Workshop session 2 Automated Grading

Ken Swa     Potential cost savings through automated grading


Discussion group(s) focussed on key questions


Feedback
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ABSTRACTS
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ALBANIA – PROGRESS MADE IN THE COUNTRY SINCE 2005

F. Toti1,2, A. Ylli1, V. Mema3

1) Service of Endocrinology UHC “Mother Theresa” Tirana/ALBANIA

2) Albanian Diabetes Association 

3) Service of Ophthalmology UHC “Mother Theresa” Tirana/ALBANIA

Surface 28 000 km2

Population size: 3.2 millions inhabitants  (Females 49.9%)

Population structure: Under 15 years old 800 000 (25% of population)

                                   Above 65 years old 274 000 (8.6% of population)



           Between 20-65 years old 1.8 millions ( 56.3%)

Estimated number of people with diabetes 53 000  (2010)

Type 1 Diabetes  approx 4 500 (8.5%)

Type 2 Diabetes  approx 48 000 (90.5%)   Other forms of diabetes approx  500 (<1%)

Insulin treated approx. 10 000 people with diabetes (18.5%)

Current status of DR screening: Actually in Albania all the regional hospitals (12 in total) have at least one ophthalmologist and one endocrinologist. Screening for Diabetic Retinopathy (DR) is part of the first evaluation for diabetes complications since the moment of diagnosis for type 2 diabetes and after 5 years of diagnosis for type 1 diabetes. The most used method is the eye examination with the help of a direct ophthalmoscope, after the dilatation of the pupil. Since three years, and especially in Tirana -  the capital of Albania, where is concentrated the greatest number of specialists and private clinics, it is used more frequently the digital photography and angiography. In a study realized in Albania in 2006, the prevalence of any degree of DR was 32%. 20.6 % of the people with diabetes haven’t been completed with eye examination for the last two years. Actually, at least 80% of the diabetic population is covered for screening of DR. The problem still consists about the possibility for treating it. Actually there are 8-10 laser equipments in Albania (almost the double since 2005), but they are mostly concentrated in Tirana (6-7) and especially in the private clinics. The only laser equipment that exists at the hospital, is an old one, and not working properly half of the time. Ministry of Health has accorded the funds for completing a new center of retinopathy treatment at the hospital. It will be functional beginning on July 2011. 

Management of Diabetes is realized through the endocrinologists. There are 25 endocrinologists at the regional hospitals and policlinics and more than 20 endocrinologists in Tirana University Hospital and policlinics. The diabetes management is not very satisfactory. In a study realized in Tirana district in 2007, 15 % of the people with diabetes have an HbA1c <7%,  34% of them  have the Blood Pressure < 130/80 mm Hg and  30.1% have the Total Cholesterol less than 200 mg/dl. Only 5% of the people with diabetes included in the study have a good control of the three parameters for the cardiovascular risk assessment. Comparing with other countries our patients are put later on insulin therapy and the changes in therapy are very slow, and not so much aggressive. 

Difficulties encountered: 

1. Lack of training of the ophthalmologists about the importance of DR screening, using the same DR classification, and for choosing the moment to begin the laser therapy.

2. Lack of  guidelines from the Service of Ophthalmology about the DR screening, classification, and indication for laser therapy.

3. Lack of a National Program about screening of DR and treatment (till now).

4. Lack of equipments and funds of the hospital for completing the screening and laser treatment of DR.

5. Lack of a joint conference about DR with endocrinologists and ophthalmogists for creating a national program of DR screening, treatment and prevention. 

Future steps and positive points:

1. The new head of the Ophthalmology Service is a specialist in DR treatment and has developed a short term plan for changing the situation. The first step is renovation of the DR treatment center in Tirana University Hospital and the developing of a pilot project about DR screening in Tirana and 2-3 other big regions of the country for creating the basis for a National Screening Program of Diabetic Retinopathy.

2. The new head of Endocrinology Service was the main coordinator of the first step of Diabetes National Register on 2005-2006. A new National Diabetes management and registration program will be put in place during the next months of 2011. 

3. On January 2011 have been completed from the most eminent figures of Endocrinology in Albania, the National Guidelines on Diabetes Diagnosis and Management. I hope that they will be mandatory for the whole specialist and GP in Albania, for some of the quality indicators decided from Ministry of Health include Diabetes management. 

BELARUS

The main information about the situation with Diabetic Retinopathy in the Republic of Belarus

· Size of population: 9,830,000 people;

· General number of patients with diabetes mellitus in the Republic – 276000; 

· It is account for 2,8% of the population;

· There are 28000 cases of diabetes mellitus registered yearly in Belarus; 

According to the Ministery of Statistics and Analysis of Belarus

Prevalence of diabetes mellitus in the Republic of Belarus

· The number of patient with diabetes mellitus type 2 is 196000;

· It is account for 71% of the general number of patients with diabetes mellitus in RB);

According to the Ministery of Statistics and Analysis of Belarus

· Unfortunately, there is no specific statistical data on prevalence of visual impairment and blindness due to diabetic retinopathy in open press.

Сurrent referral system for eye examination in patients with diabetes mellitus in the Republic of Belarus

All patients  with first time diagnosed diabetes mellitus have to be:

· consulted by the ophthalmologist in a tertiary outpatient department.

· registered in the nearest centre of Endocrinology (in Minsk, Gomel, Vitebsk, Brest, Grodno, Mogilev) and examined by ophthalmologist once per 6 months there.

According to the place of residence the patients with type I diabetes may also be consulted by an ophthalmologist once per year, type II diabetes - once per 2 years.

Сurrent referral system for eye examination in patients with diabetes mellitus in the Republic of Belarus

· If there is a need in fundus camera examination or OCT, the patient is forwarded to nearest Centre of Ophthalmology, situated in Minsk and every regional centre.

· In case of Non Proliferative DR the patient has to be consulted by an ophthalmologist once per half a year.

· In case of Proliferative DR – every quartile.

· OCT is also included in the Screening. This method improved detection of DME in much more early stages. 

Allocation of eye departments providing tertiary services for patients with diabetic retinopathy in Belarus

Current financing of eye care services in the Republic of Belarus

· Medical care is free of charge for citizens of Belarus.

· Current financing of medical services is from the national budget. 

· The patient is also free to contact any private centre and pay for the specialist's consultation or laboratory analysis on his own.

Tree-tier system of treatment DR in the Republic of Belarus

1) general treatment in conjunction with diabetologists (including fenofibrate Tricor)

2) retinal laser surgery

3) posterior subtenon`s injection of Triamcinolone (Kenalog) and/or intravitreal Anti-VEGF therapy (Avastin)

Offers to improve services to patients at risk of visual loss due to diabetic retinopathy in Belarus

· to improve the diagnostics of patients with DM and DR in regional areas; 

· to make the medical assistance more available for patients with DM in small cities and towns.

· to equip a larger number of cities with modern equipment for diagnostics and treatment of DM and DR, as well as for the glucolised hemoglobin level control.

Offers to improve services to patients at risk of visual loss due to diabetic retinopathy in Belarus

· aggressive public education.

· development of the national  database of all patients with DM and DR, including every single analysis and treatment that have been carried out.

BELGIUM - situation in 2011

Size of population in Belgium :     10.839.905   (01-01-2010)

Estimated number of people with diabetes in the country:  

Estimated prevalence type 1 and type 2 diabetes: 7.9 % (2007)

Together with estimated “prediabetic” people (disturbed glucose tolerance test): 6.4%

· 1 million patients eligible for prevention and treatment of diabetes and its complications

Current status of screening):

i) introduction of systematic (organised) screening: 1998 “Diabetes Convention” was started between “RIZIV” (Belgian National Institute for Disease and Invalidity Insurance => Belgian social security system) and diabetes care  centres .

This program concerns both type 1 and 2 diabetics with minimally 2 insulin injections per day, and offers funding for blood glucose test material, educational programs and complications screenings. It contains minimally one eye examination per year.

Data from this Diabetes Convention are processed in “IKED” (Initiatief voor Kwaliteitsbevordering en Epidemiologie voor Diabetes), a quality improvement project.

In 2010 the “Zorgtraject Diabetes” was started for type 2 diabetics, where the GP controls the diabetes care, and can refer directly to the diabetologist in case of complications. Yearly eye examinations are included in this program as well. 

Written reports on eye examinations are mandatory in these programs.  

ii) 
coverage of population: following the latest IKED-report (results 2005-2006, published 2007)  88% of type 1 patients received an ophthalmological examination in this period and 85% of type 2 patients.

iii) 
training of professionals and personnel: Belgium has just over 1000 registered ophthalmologists (about 1 per 10.000). Screening is carried out by many of the so called “general ophthalmologists”, who can refer to “retinal specialists” for further examinations and/or laser

iv) 
access to lasers : no specific data available. Most general hospitals have ophthalmologists qualified to provide laser treatment linked to them, if not they refer to “medical retina’’ centres. 

v) joint meetings: no organized national joint meetings to date 

Although no real data concerning accessibility exists, the overall impression is that there is an adequate coverage for treatment, although regional differences may apply (e.g. difference rural areas/ urban communities)
Progress towards Liverpool Declaration since 2005

Unfortunately Belgium was not represented in the 2005 Liverpool meeting.  

Due to the implementation of the “Diabetes Convention” , systematic screening for eye complications in these  “registered” diabetic patients seems to be adequate. The more recent “zorgtraject diabetes” for type 2 patients tries to address the management of care in this vast group of patients. 

Funding for screening and treatment is not a main issue within the framework of the Belgian social security system at this moment, but with the increasing incidence and prevalence of diabetes it may become one. 

Ophthalmological care is organized at the discretion of the individual ophthalmologist. There are no “national” guidelines for timing of treatment or access to treatment. Given the high number of ophthalmologists, access does not seem to be a major issue. 

Lack of standardisation is an issue that needs to be resolved.  

BULGARIA

Title: Screening for Diabetic Retinopathy in Bulgaria
Organisation: University Eye Hospital “Acad. Pashev”

Authors: T. Hergeldzhieva- Fileva
Abstract:

According to data from the National Statistical Institute Bulgaria has a population of 7.351 million. The estimated number of people with diabetes in the country is 512 000 and another 10.3% of the population or 635 000 people have “pre-diabetes” according to data from the Bulgarian Society of Endocrinology. 

The method for diagnosis and follow up of diabetic retinopathy is fundus biomicroscopy through dilated pupil. Digital cameras for fundus photography are available in major cities, mainly in private eye care centres and hospitals. 

Regular ophthalmologic examinations paid out by the National Health Insurance Fund are organised for:

a. Children up to 18 years of age with type 1 diabetes when any diabetic complication has developed. Patients with ocular complications are referred to an ophthalmologist twice a year, while patients with other diabetic complications- once a year. 

b. Patients with type 2 diabetes who have already developed ocular complications are referred to an eye examination once a year if their treatment is with insulin, and once in two years if they take oral medications. 

The estimated number of ophthalmologist in Bulgaria is 650. There are enough qualified eye care professionals to provide screening for DR but because of financial limitations no systematic screening has been organized. 

The Medical Universities in Sofia, Varna, Plovdiv, Stara Zagora and Pleven organize and conduct annual postgraduate courses on DR screening and treatment. 

More than 40 lasers are available in the country, the majority of them in Sofia, Varna, and Plovdiv. The National Health Insurance Fund pays for one laser treatment per patient with DR per three months. 

Phacoemulsification with implantation of intraocular lens is the method for treatment of pathologic cataract in diabetic patients. The management of retinal and vitreo-retinal complications of diabetes includes laser photocoagulation and pars plana vitrectomy depending on indication and the stage of the pathological process. 

Joint meetings between ophthalmologists and diabetologists are organized at the annual courses for ophthalmologists in training as well as at the annual meetings of the ophthalmological organizations. 

Guidelines for Diabetes Mellitus Good Clinical Practice are set up by the Bulgarian Society of Endocrinology in 2005 and diagnosis and follow up of ocular complications is a routine part of diabetics’ annual examination. 

The lack of funding because of the financial crises in the country especially during the last two years made impossible the introduction of systematic screening for diabetic retinopathy.  

Tips for success: adequate funding, motivated personnel, collaboration with the Ministry of Health, general practitioners, diabetologists and patients.

CZECH REPUBLIC

(Population 2010 : 10 526 685)

Tomas Sosna, Radka Svancarova

Diabetes centre, Institute for Clinical and Experimental Medicine, Prague;

In 2009, the number of patients treated for diabetes mellitus in the Czech Republic was 783321 (7.5 % of the population). Diabetes was classified as type 1 and type 2 in 7,1% and 91.6% of the patients respectively, the remaining 1.3% being considered as secondary diabetes. Diabetic retinopathy (DR) was present in 90 568 patients, diagnosed as proliferative stage in 21 505 (2.8%) cases with almost 2313 (0,3%) of diabetic patients being blind.

Since 2002, the Czech Diabetological Society and the Czech Vitreoretinal Society have been publishing the Guidelines for screening and treatment of DR and its complications. Last update 2011.

First ophthalmologic examination is recommended to be performed at the time of the diagnosis of diabetes even in type 1 and child diabetes. If DR is absent or incipient ophthalmologic examinations should be performed on a yearly basis. In cases of mild to moderate retinopathy, periodicity is reduced to every 6 months. In more advanced DR, the frequency of visits is scheduled by ophthalmologist. If laser therapy is necessary, ophthalmologists should follow the recommendations based on the DRS and ETDRS. 

Screening methods used: ophthalmoscopy, biomicroscopy, photography, stereo photography, fluoroangiography, OCT. Basic screening is performed by all ophthalmologists (approximate number 1100). Approximately fourteen laser centers are engaged in treatment of DR. 

Last year, it was not possible to determine the exact number of diabetic patients treated by laser / or PPV because of the increasing number of private ophthalmologic clinics. Another severe problem (seen especially in private clinics) is a non lege artis off-label treatment by bevacizumab, despite the fact that accessibility to laser treatment is sufficient. We assumed it is of pecuniary interest.

Training of professionals and personal organized via the Czech Vitreoretinal Society consists in annual congresses, vitreoretinal surgery workshops. Each year we organize bilateral ophthalmo-diabetologic symposium which take place in Prague and Olomouc. These places are reachable from both parts of Czech Republic.

A major progress has been made in screening and treatment of DR in last 6 years and can be well documented by the 10% lower incidence of blindness in diabetic patients in 2009 in comparison to 2005. 

Our goal is to establish centers which would be able to provide laser treatment in combination with anti-VEGF applications that would be covered by the health insurance program. We also plan to obtain statistical data of the treatment of patients with DR via: www.CVRS.cz.

DENMARK - Quality of screening for diabetic retinopathy 

Toke Bek, Professor and Chairman, Department of Ophthalmology, Aarhus University Hospital, DK-8000 Aarhus C, DENMARK. mail: toke.bek@mail.tele.dk
Background:

The Danish National Indicator Project (NIP) is a nation-wide quality assurance project covering the largest and most expensive diseases for the country's health care system, including diabetes mellitus. It is mandatory for all professionals in the public health care system to report relevant data to the NIP.

Methods: 

A monitoring group for NIP-diabetes representing professional, organizational and patient-related interests was established in 2007 and relevant indicators for monitoring the quality of diabetes care were defined. In order to lift the standard in the areas of the country with lowest quality achievement, an initial standard were settled in order to increase quality of the monitoring of diabetic eye disease in areas with lowest quality, i.e. that at least 90% of all diabetic patients should have a screening examination for diabetic retinopathy within a two-year period.

Results: 

At the latest data analysis during autumn 2010 on average 88% of the patients followed in hospital-based endocrinological clinics, but only 48% of the overall diabetes population, fulfilled the criterion. However, this covers large differences with a high fulfilment rate in the centralised screening settings near university hospitals and a low fullfilment rate in peripheral parts of the country. A significant problem was the underreporting of eye examinations from private practitioning ophthalmogists that may overestimate the problem of lack of fulfillment of the criterium.

Conclusions:

There is a potential for improving screening for diabetic retinopathy in Denmark, as well as improving the collection of data of the screening activities. Efforts af directed at obtaining completeness of data collection and subsequently the criteria will be extended to also include measures of the quality of avoiding visual impairment and blindness.

ENGLAND

1. Population size:
62 million people in the UK

2. Estimated number of people with diabetes in your country :
Approximately 2.4 million people have been diagnosed with diabetes
3. The current status of screening  in your country under the following headings:

· introduction of systematic (organised) screening:
 A National Screening Programme (NSP) was introduced in 2003, and now consists of 91 different programmes across England. Each is unique and tailored to the particular circumstances encountered within its own area of coverage, but it must also conform to national standards and protocols, thus ensuring top quality coverage for the entire population.
· coverage of population:
97% of people diagnosed with diabetes have been offered screening in the last 12 months and almost 80% have been screened as a result.
· training for professionals and personnel:
All image grading staff working for the NSP are required to become accredited and to participate in regular tests to ensure competency. These results are fed back to each Programme Manager for monitoring purposes. All staff members are expected to complete the City & Guilds DRS Qualification for accreditation.
· access to lasers:
All patients screened in England that would benefit from laser treatment have access to it.
· management of diabetes :
Increasingly better management has slowed development of complications.

· joint meetings between ophthalmologists and diabetologists:
Increased collaborative working with the Royal College of Ophthalmology, optometrists and diabetologists as well as the NHS Diabetes Czar has helped to advance the aims and objectives of the NSP. 
4. How much progress you think has been made in your country towards the Liverpool Declaration in your country since 2005:
England is now meeting the requirements set out in the Liverpool Declaration. Further, the successful pilot of the GP2DRS (General Practice to Diabetic Retinopathy Screening) system will form the basis for developing a national system for patient cohort identification to increase the reach of the screening programme.
5. Any particular difficulties in working towards achieving the essential components of effective screening programmes you have encountered:
Communication and coordination of the various screening programmes across the country has been difficult especially for information sharing. Ensuring adequate training of all staff is being monitored closely.

6. Your top tips for success:
Increasing communication across the country is the key to a successful national screening programme. This can be facilitated by standardising IT solutions, robust failsafe and Quality Assurance procedures.

FINLAND
1.  Population size 5.38 million
2. Estimated number of people with diabetes exceeds 500 000 (0.5 million) (in 2005)

   -    45 000 with type 1 diabetes

   -  193 000 with diagnozed type 2 diabetes

       238 000 known/diagnozed

   - in addition more than 200 000 people estimated to be with undiagnosed type 2 diabetes 
3. The current status of screening 

     - introduction of systematic (organized) screening arranged by communities recommended to be done by photographic screening in National Guidelines for Screening and Treatment of Diabetic  Retinopathy and Rehabilitation of Diabetic Patients in 1992 and further by Evidence Based Version in 2006

     - the concept well accepted but the coverage of population unfortunately not known at present

     - training for professionals and personnel arranged locally mainly by the five university departments for their representative area and some national meetings arranged annually, too

     - access to lasers good: after the diagnozing is done properly and in time

         -  lasers available in all university departments (several, i.e. ‘traditional’ and pattern scanning lasers (Pascal and Valon), central hospitals and in few district hospital as well as several private offices

     - management of diabetes: improving as shown by the national diabetes programme Dehko:

-significant improvement in median HbA1c in people with type 2 diabetes during the last ten years:                                                                                                                                                                                                                                                                                                                                              in                                            in 1993 8,4 %; in 2000-2001 7,6 % and in 2009-2010 6,7%. 

no change, for type 1 diabetes           8,6 %                        8,5 %                              8,4 %
- average total cholesterol for type 1 diabetes patients       4,9 mmol/l                      4,4 mmol/l

                                                        2 diabetes patients       5,1 mmol/l                      4,3 mmol/l
- average blood pressure   for type 1 diabetes patients    130/80 mmHg                 136/80 mmHg 

                                                         2 diabetes patients   150/84 mmHg                 142/81 mmHg   

      - specialization for diabetes care for both internists and general practioners possible for more than 15 yrs, however, such specialists not available not yet at every primary care practice

      -  joint meetings between ophthalmologists and diabetologists: a national diabetes-meeting once a year in November is open for all doctors and nurses (ophthalmologists could be more informed)

4. How much progress has been made in Finland towards the Liverpool Declaration since 2005.

    - Prevention and early detection of diabetes as well as improvement in diabetes care (Dehko programme) has gained much success in all aspects (see above). It has positive influence also in screening of diabetic retinopathy (DRP) as well as for its care when main risk factors are better controlled.

5. Any particular difficulties in working towards achieving the essential components of effective screening programmes encountered

    - shifting to digital cameras caused new problems even if it as such is a great challence and makes photographic screening ‘quick and easy’ . Transfer of data from primary health care to specialist care  and crossing over community borders is not self evident and in most cases requires still a lot of work (and money). Lack of dedicated ophthalmologists to participate in screening requires ‘advertisement’.

6. Your top tips to succes

     - co-operation between ophthalmologists, diabetologists and general practioners and patient organization 

FRANCE
There are about 65 million inhabitants in France (January 2011).

In 2009, the prevalence of the disease was 4.4%, with an augmentation by 6 % over the past 6 years. Approximately 3.9 million of individuals were affected with diabetes (91.9 % type II and the rest type I). (number was expected for 2016). Same year, more than 32 000 deseases - 6.1% of total deseases in France – were releated to diabetes (7th among the 15 European countries).

There has been some progress since the Liverpool Declaration 2005.

High Authority for Health (Haute Autorité de Santé-HAS) recommended the screening for diabetic retinopathy (DR) using two fields fundus photography in 2007.

The law “Hospital, patients, health and territories” n° 2010-1226 (October 2010) has defined officially the TELEMEDICINE in France. 

The HAS (February 2011) developed recommendations to improve DR screening:

- Coordination between general practitioner, diabetologist and ophthalmologist (circulation of patient’s medical informations as HbA1c, blood pressure, rhythm of screening..). 

- A periodicity of the screening to be adapted according to the patients. So far, the annual screening of DR was recommended. This rhythm can be carried in two years at certain diabetics with low risk of eye complication: those who are not treated by insulin, among which the HbA1c and the blood pressure are controlled, and a normal fundus examination. On the other hand, for all other diabetics, the annual fundus examination remains necessary.

- A regional adaptation of the screening for the problems of access to healthcare bound to the medical demography of the ophtalmologists or to the economic factors. For some of these situations, a screening program itinerant or fixed can be a solution.

- The techniques of screening: Biomicroscopy, color fundus photography and telemedicine. Telemedecine is validated for populations of less than 70 years old and must respect the quality-assurance standards (quality of the transmission of the images or the results, the proportion of nongradable photos, intergrading agreement, and duration of reading by an ophtalmologist within one week maximum).

Screening for diabetic retinopathy in France, is usually performed using fundus examination by an ophthalmologist.  There are approximately 5000 ophthalmologists in France , and more than 1000 laser devices. But a 50% decrease of the number of ophthalmologists  is expected up to 2020). So recommended annual fundus examination can not be performed sufficiently. the ENTRED (Echantillon National Représentatif des personnes diabétique) Study, reported that less than 50% of diabetic patients had had an eye examination during the previous year. Considering the increasing number of diabetic patients and the decreasing number of ophthalmologists , this situation should not improve over the next 15 years.

Color fundus photography is not widely used to screen for DR.  However, since 2000, some local projects using fundus photography with a nonmydriatic camera, some combined with telemedicine, started to develop, such as a mobile diabetic retinopathy screening programme in Burgundy and the OPHDIAT project in Ile de France. In this project, 33 screening centers are linked to a reading center through Internet and about 1400 patients are screened every month by trained ophthalmologists (64 844 patients since September 2004). 

But no full national screening program for diabetic retinopathy has yet been developed in France. And, the objectif of screening at least 80% of the population with diabetes could not be reached

But there are still problems:

- Reimbursement of screening

- Communication between all health care providers
- Education of patients and professionals

- Developing a software for reading digital images and grading diabetic retinopathy
GERMANY

1. Population size: 80 million inhabitants
2. Estimated number of people with diabetes in your country: 7 – 8 million diabetics 

3. The current status of screening  in your country under the following headings:

· introduction of systematic (organised) screening
Due to established Clinical Guidelines (equivalent to those of the National Institute for Clinical Excellence and the Royal College of Ophthalmologists resp. those of the American Academy of Ophthalmology) every diabetic should  be seen by an ophthalmologist. In reality there has been only an “opportunistic” screening.
Since 2005 a chronic disease programme, the “Disease Management Programme (DMP) Diabetes Type 2” has been introduced. It should establish systematic screening but there are still pitfalls concerning procedural organisation with a remarkable gap between facts and fiction.

Diagnostic methods used:
visual acuity, and binocular biomicroscopic fundoscopy (60-90 diopter lenses) with dilated pupil are performed by an ophthalmologist .
Communication about the examination results between ophthalmologist, general practitioner or diabetologist is based on a standardized ophthalmological report-form.

· coverage of population:
Theoretically there is equal access for all patients and a sufficient number of  ophthalmologists: 5000 in private practice with additional 1000 working in hospital. But in reality we estimate (based on spot checks) a coverage of 30% in 2005 increasing to 50% in 2010


· training for professionals and personnel
Ophthalmologists are trained during curriculum of ophthalmological education and later on by continuing professional development.
· access to lasers
Lasers are available in a sufficient number, the time period between diagnosis and carrying out of laser therapy is acceptable

· management of diabetes 
From the ophthalmological point of view there is a high standard of diabetes management by general practitioners and diabetologists


· joint meetings between ophthalmologists and diabetologists
There is a good cooperation between ophthalmologists and diabetologists: Clinical Guidelines are established together, a sufficient number of national or local joint meetings are held 


4. How much progress you think has been made in your country towards the Liverpool Declaration in your country since 2005
There are humble beginnings, but we are far from systematic screening with full quality assurance and full coverage


5. Any particular difficulties in working towards achieving the essential components of effective screening programmes you have encountered
The Ophthalmologist is underpaid concerning the screening procedure.
There is up to now 
-
no evaluation of epidemiologic data performed
-
no registers or recall systems for diabetics installed. 
Hurdles are the low budgets of private insurance companies and national institutions involved in public health but also the german reservations concerning data privacy and data transparency.

6. Your top tips for success
It is a challenge to improve the german screening system on the basis of the UK experience in cooperation with our ophthalmologists.
This should be performed together with stakeholders from private insurance companies and the official institutions involved in the “Disease Management Programme Diabetes Type 2” to increase the efficiency of screening and the amount of accompanying health care research.

GREECE

Mrs Tina Xirou, Mrs Stamatina Kabanarou 
Consultant Ophthalmologists 

Retina Unit, Hellenic Red Cross Hospital, Athens, Greece

Greece has an estimated population of 11,306,183 people (National statistical service of Greece- NSSG). According to recent studies the crude prevalence of diabetes seems to have tripled. In 1970 2.5% of the Greek population were diabetic but now more than 10.3% of them are suffering from diabetes. It is estimated that diabetic patients are now more than 1.000.000 and 2/3 of them are complicated with arterial hypertension and ¼ of them with renal damage. 

At present there is no National screening for the incidence of diabetic retinopathy in Greece. However, there is a national Center of Research, Prevention and Treatment of Diabetes and its complications (E.KE.DI.) that has been established since 1993 and aims, in coordination with WHO and IDF, to intervene in the management of diabetic patients in Greece. Under its authority there are 28 diabetic centres based at public hospitals in Athens and 53 diabetic centres and diabetic out-patients clinics in the rest of the country. In these centres there is multidisciplinary approach including diabetologists, Endocrinologists and Ophthalmologists for the management of diabetic patients.

The rest of diabetic patients attend diabetologists or endocrinologists in private practice who refer them either to ophthalmologists in private practice,or to NHS Ophthalmic clinics. 

Only qualified Ophthalmologists examine the referred patients and keep their own records. Most public and private hospitals that examine diabetic patients are equipped with laser facilities. 

Joint meetings between ophthalmologists and diabetologists are usually organised during national conferences but a more pragmatic and systematic cooperation between them has not been obtained yet.

Recently an attempt was made by the Ministry of Health to record the personnel employed in the Ophthalmic Units of the country and the type of service they provide. An effort was also made to identify the number of medical retina units in the country that they can train young ophthalmologist and provide service to diabetic patients.

Novel treatments of diabetic retinopathy and public campaigns for population awareness in diabetic disease have been resulted to improvement of service provided by the diabetic centres and medical retinal units in Greece. 

However, there is no official plan for a national screening for diabetic retinopathy as yet. To develop a national screening programme we need to develop a communication system between the Ophthalmologists and the Physicians who deal with diabetes. The lack of general practitioners in Greece may be an important reason for the non- existence of an effective communication system between the involved doctors in the care of diabetic patients. The Liverpool Declaration has helped but the extent of their influence cannot be estimated accurately.

HUNGARY

1. Population size: 10 million

2. Estimated number of people with diabetes in your country: 750.000 people

3. The current status of screening  in your country under the following headings:

· introduction of systematic (organised) screening


(please include a description of the method/s used in your country)  


- Hungrian pilot program for telemedicinal screening


- Planning phase for nation-wide telemedical screenin

· coverage of population: 251 people with diabetes in the pilot program

· training for professionals and personnel: Regular CMEs for eye doctors and personell

· access to lasers: lasers are available at university eye clinics, regional hospitals, their usability is not known

· management of diabetes: done by GPs and diabetologists

· joint meetings between ophthalmologists and diabetologists: there are congresses organized by both parties, with the other party invited.

4. How much progress you think has been made in your country towards the Liverpool Declaration in your country since 2005:
- Pilot program was completed successfully

5. Any particular difficulties in working towards achieving the essential components of effective screening programmes you have encountered:
Funding: no sponsors were found, no official financial background could be established.

6. Your top tips for success:
Building up of a nation-wide screening network with multiple screening centers and one centralised reading center. Universal access to fundus laser, continued education of ophthalmologists and patients alike.

IRELAND

Dr Margaret Morgan 

1. Population size



4,234,925 (CSI 2006)

2. Estimated number of people with diabetes in your country 

120,000 1 (2005)

3.    The current status of screening  in your country under the following headings:

· introduction of systematic (organised) screening

(please include a description of the method/s used in your country)  

There is currently one population based photographic screening service based in the North West. This was to extend to cover HSE West (30,000) with eventual roll-out to the entire country but this was hampered by funding issues & a recruitment embargo. 

In December 2010 the Health Services Executive in Ireland agreed to fund a national population based photographic screening service to be delivered by the National Cancer Screening Service (NCSS) using a model where photography & grading will be outsourced. The database and all screening data will be held by the NCSS who will be responsible for statistical analysis, programme evaluation and quality assurance. The target date for commencement of the service is the 2nd quarter of 2012.

· coverage of population

The North West service provides screening for 8,000 people with diabetes. Otherwise there is widespread ad-hoc screening using both photographic screening & clinical examination at the slit-lamp but this has not been formally quantified.

· training for professionals and personnel

Plans to introduce the City & Guild qualification into Ireland have been put on hold. 

· access to lasers

A gap analysis will be conducted by the NCSS but it is not expected to identify any issues with access to lasers. 

· management of diabetes

There are screening clinics attached to the diabetes centres in some of our secondary & tertiary care centres.

· joint meetings between ophthalmologists and diabetologists

There will be engagement with representatives from the Irish College of Ophthalmologists, the Irish Endocrine Society & the Diabetes Federation of Ireland in developing the new screening service. 

The National Diabetes working team which meets quarterly includes diabetologists and ophthalmologists.

4.  How much progress you think has been made in your country towards the Liverpool Declaration in your country since 2005

There has been little measurable progress on the ground. The involvement of the NCSS has secured the requisite financial and human resources to support the planning, development, and implementation of the retinopathy screening programme. 
5.  Any particular difficulties in working towards achieving the essential components of effective screening programmes you have encountered

The recruitment embargo in the public sector in Ireland was a significant factor in the delay in extending existing services. 


6 . Your top tips for success

Where there are significant hurdles to overcome the need to explore alternative methods of service delivery.

LUXEMBOURG - Diabetes mellitus in Luxembourg

Luxembourg has a total population of 500 000 inhabitants with an overall prevalence of diabetes mellitus estimated at 5 %.

There are 50 ophthalmologists, mainly in private practice. Laser treatment and the new antiVEFG therapy are available in all major hospitals and in some private clinics.

Currently, there is no systematic screening for diabetic retinopathy. 

In 2006, a study has been done by the CRP Sante of Luxembourg in order to demonstrate the feasibility and the incontestable utility of the medico administrative data to establish a national registry for diabetes and its complications. All data was obtained through the UCM, the insurance structure through which 95% of the people are insured. Reimbursement of prescriptions, analyses and medical interventions (e.g. laser therapy) have been documented. The data from the UCM were exhaustive and reliable, but only gave information on the process indicators and the epidemiology of the complications, but not on the risk factors or the clinical situation of the individuals. At this time, the prevalence of diabetes was estimated at 4%. Using the same procedure, the prevalence has raised now to 5%.

An even more  recent study (ORISCAV_LUX) which evaluated the risk factors for cardiovascular disease revealed  that 1.5% of the diabetic population were not aware of their condition. This increases the prevalence of diabetes to 6.5%.

Emerging from this and in order to develop the best way of monitoring diabetes, it has been proposed to the health ministry to systematise the analysis of the annual data basis and to have a national registry. Because of important national reforms, this has not been done yet.

Meanwhile, the paediatric clinic of Luxembourg was one of the 20 Eurodiab Centres, which created a paediatric registry during 1989-2003.

Now, the paediatric clinic of Luxembourg is participating in the SWEET (the acronym stands for better control in paediatric and adolescent diabetes) project with a medical database including full eye examination.

Recently, in the Centre Hospitalier of Luxembourg, “one day clinic hospitalisation” sessions for diabetic patients have been created. This allows them, to get a screening of the diabetic complications, therapy education, dietetic and therapy advice in one day.

The complications researched are cardiovascular, renal foot and ophthalmologic disease.

For the eye examination, visual acuity is tested and the fundus is inspected using 30° photography of the dilated pupil. In the future, all the results will be entered into a medical database.

These projects will undoubtedly give a new perspective regarding retinal screening in Luxembourg.

MOLDOVA

1. Population size: 4, 32 mln (including Transnistrian region)

2. Estimated number of people with diabetes in Moldova: According to IDF 8.7% of population
3. The current status of screening in Moldova:

“Diabetes Eye and Foot Care” project initiated by the Association for Study of Chronic Diseases in collaboration with the MoH, the State Medical University and support of the World Diabetes Foundation aims to establish a structured screening program for diabetic retinopathy. The project will cover the whole of Moldova as well as Transnistrian region. 

1) The first component involves the establishment of a Diabetes Eye Care Centre in the department of ophthalmology in the Republican Clinical Hospital in the capital city Chisinau. The hospital serves as the reference centre for the regional hospitals. It will offer the state of-the-art technologies, including OCT, fluorescein angiography, laser and surgical treatment for complications of diabetic retinopathy. Today in the country there are 4 lasers, 2 from which are in private clinics and are not affordable for the general population. Also in this phase guidelines and screening protocols for doctors, as well as educational materials for patients will be elaborated.

2) The second component involves the establishment of a mobile unit with the purpose of training of health care professionals. In a later phase of the project the mobile unit will serve as a clinic for screening of diabetic retinopathy in rural areas. University faculty from the project will give lectures on a rotating basis. Cadres of health care professionals, who will undergo training, will consist of ten family doctors, two endocrinologists, and two ophthalmologists. Numbers will vary depending on the district.

Training will consist of power point lectures, clinical cases and videos.

Each doctor is expected to subsequently train two nurses. Diabetes Eye Care Center will actually begin to work with the patients after the first training camps, as we expect a feedback from the district doctors. 

3) The third component involves screening camps through the mobile unit equipped with portable fundus camera. It is estimated that 7,000 consultations will be conducted by the mobile unit. With the support from the MoH awareness activities such as TV spots, radio advertisements, posters and fliers will be produced and aired throughout the project period to increase the knowledge of diabetes, healthy lifestyle etc. Finally, a patient database will be established serving as a monitoring as well as a research tool. 

NETHERLANDS

1. Population size

16.300 million

2.  Estimated number of people with diabetes in your country 

810.000

3.  The current status of screening  in your country under the following headings:

· introduction of systematic (organised) screening

By ophthalmologists through direct patient care and also screening by photography

· coverage of population

50% to 85% (estimate)
· training for professionals and personnel

available on a small scale

· access to lasers

laser is available for every patient

· management of diabetes 

very good for all patients, some exceptions possible

· joint meetings between ophthalmologists and diabetologists

very rarely

4.  How much progress you think has been made in your country towards the Liverpool Declaration in your country since 2005

The screening frequency will increase the next years up to 90% as terms and agreements have been made between doctors who treat the diabetes and insurance companies. If that will happen we will fulfill all criteria of the Liverpool dec laration.

5.  Any particular difficulties in working towards achieving the essential components of effective screening programmes you have encountered

No

6.  Your top tips for success

Money makes the world go round. Our physicians treating diabetes will in the future only be contracted by the insurances if they can prove they screen in 80% or more. 

NORWAY -  Diabetes mellitus; retinopathy and screening in Norway

(Dr. Dag Fosmark, ophthalmologist, PhD, Oslo University Hospital, Norway)

1. Population size is app. 4.925.000, of which the estimated number with diabetes totals app. 375.000 (7.5%)

2. Of these, app. 25.000 have diabetes mellitus type 1

· 350.000 have type 2-diabetes, of which an estimate of 50% is undiagnosed.

· The yearly incidence rate of diabetes mellitus is between 6000 and 7000.

· 600 persons annually are diagnosed with type 1 diabetes, of which 350 are children/under the age of 18.

· Every 8th who retires due to old age has diabetes. 

3. The current status of screening  in Norway:

·    A systematic/organised screening program has not been introduced, hence screening and follow-up is both random and local. Some clinics and ophthalmologists may be more devoted in herding “their” diabetic patients, although there is no specific training for professionals and screening personnel. The access to lasers is fairly good, most lasers being localised to hospitals. No endocrinologist is at current involved in applying screening for diabetic retinopathy, and there are no organised joint meetings between diabetologists and ophthalmologists, except whatever necessary for cooperative research between devoted individuals. 

4. Since 2005, there has been little progress towards the Liverpool Declaration.

5. Difficulties encountered in working towards achieving the essential components of effective screening: 

·    Lack of support from the ophthalmological society, especially when it comes to believing in the value in screening as well as recruiting enthusiasts.

·    Lack of professional interest in the topic due to lack of status, money and quick results.

·    A pushy marketing of intravitreal anti-vegf medication as the only (and even life-long) treatment for diabetic macular oedema, outdating laser. This may make clinical interdiciplinary cooperation suffer, especially any kind of cooperation hithereto initiated by the ophthalmologist for optimizing a causal treatment / sytemic approach.

·    An eternal closing down and fusioning of departments and hospitals at a speed eradicating already well functioning professional groups. 

·    Political changes lacking long-term views 

6. Tips for success:

·    Continue research and cooperation with the organisations and professionals motivated for establishing screening, as well as political lobbying.

·    Trying to (re-)establish a better national system for registration of the blind, optimizing a measurable effect of screening.

·    Recruitment of professional co-workers, creating a mileu for dialogue and practical work.

·    Establishing professional contact with other countries where screening is established and well-working. Hints and practical help are most welcome.

POLAND 

Poland is a country with 38 billion population. Estimated number of people with diabetes is about 1 900 000. 

There are 4-6 lasers in Public Ophthalmological Centres in each region of the country. Additionally we have Private Lasers Centres which number is unknown. This way we have good access to laserotherapy. 

Systematic screening for diabetic retinopathy is organized only in North of Poland – Warmia and Mazuria region with population of 1427073 and persons with DM1 and DM2 about 70000. Before screening retinopathy ophthalmologists and nurses had been sent to Retinal Screening Centre, Heartlands Hospital, Birmingham for training. 

DM1 and DM2 patients randomly chosen in outpatient diabetic centres. Status of eye fundus was determined by analysis of 2-field color fundus photos (funduscamera Topcon TRC NW 8). 

We took 627 diabetic patients’ eye fundus photos, with an average patient age of 53.51±15.55yrs, 199 DM1 patients (31.74%) age 38.28±13.68, with diabetes duration 11.98±10.17yrs and 428 DM2 patients (68.26%) with average age of 60.89±10.61yrs and diabetes duration 9.4±7.62yrs. We found diabetic retinopathy in 24.24% and diabetic maculopathy in 4.47% of the whole group. We found 28.64% DM1 patients with diabetic retinopathy and diabetic maculopathy in 4.52% DM1 patients. Among DM2 patients we found, respectively 22.20% and 4.44% of diabetic retinopathy and diabetic maculopathy. Average age of DM1 patients with retinopathy was 44.89±13.42yrs and diabetes duration of 20.18±7.78yrs in DM1 patients. In DM2 group average age was 62.47±7.73yrs and diabetes duration 14.85±8.1yrs. Prevalence of diabetic retinopathy in Warmia and Masuria is similar to the prevalence in Western Europe and may be representative of all of Poland. 

Diabetic care is divided on 4 levels: family doctors (mainly DM2 without complications), diabetic outpatients’ clinic, regional diabetic centres and university diabetic centres with diabetological clinic. In most diabetic centre work teams: diabetologist, educator, dietetician and psychologist. Diabetes patients have good access to cardiologists, neurologists, nephrologists and ophthalmologists. Generally diabetologists have good enough contact with ophthalmologist but community meetings are organized from time to time. 

As far in Poland we haven’t had general screening due to lack of money for fundus cameras, payments for training and procedures of ophthalmologist and technicians by Polish Fundation Health System and specific recommendations from Polish Diabetes Association. 

My top tips for success patients and consequences in achieving estimated goals.

PORTUGAL

1. Population of Portugal is 10.500.000.

2. In Portugal, in 2009, 6,6% of the population were diagnosed as having diabetes mellitus, but the prevalence of the disease that year was considered to be 11,7%, which means that 5,1% of Portuguese people do not know that they have diabetes. In the central area of Portugal, diabetes prevalence is 10.7%; 6.4% of Portuguese people with diagnosed diabetes and 4.3% not yet diagnosed.
3. Current status of screening:

· ARS Centro: 131.537 retinography performed between 2001 and 2009. Ongoing.

· ARS Algarve: Initiated relatively recently (only 18.515 retinography examinations performed. 

· ARS Alentejo (distrito Beja): In the process of initiating a dedicated programme.

· ARS Lisboa e Vale Tejo (Oeste Norte e Oeste Sul): In the process of initiating a dedicated programme.

· ARS Norte: In the process of initiating a dedicated programme.

· Good access to laser treatments across the country.

· Management of diabetes is up to date.

· There are no regular organized meetings between ophthalmologists and diabetologists.

4. Some progress has been made in Portugal towards the Liverpool Declaration since 2005, but screening is only now extending to the rest of the country.

5. The usual government constraints.

6. Keep fighting.

Organization of DR Screening in ARS Centro – Central Region of Portugal

Fundus photographs of fields one and two of both eyes of diabetic patients are performed at the primary health units of central region of Portugal. Retinal photos are sent to a Fundus Photograph Reading Center.

The fundus photos are first analyzed by an automated reading system (RetmarkerSR, Critical Health, Portugal) and only the cases where disease is detected are sent to a human grader that classifies the photos.

The reading center has to decide between referring a patient for treatment, asking for repetition of the exam, or indicating the diabetic patient should return at the next annual screening interval.

A retrospective study to validate the automated system showed that no urgent patients were missed out of a consort of 5.386 patients. The sensitivity exceeds ninety five per cent while specificity exceeds fifty per cent, reaching sixty per cent when exams from the previous year are available to be compared and co-analyzed by the automated system.
ROMANIA

Presenting author: Cristina Zamfir
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Email: zamfir_cristina06@yahoo.com
Population: 21.7 million (March 2002)
Next data will be available since October 2011

Estimated number of people with diabetes: 700 000 (March 2011)
Prevalence: 3.22%

A description of systematic screening

In Romania there were developed some ophthalmological centers of “Diabetic Eye” functioning close to Diabetic Clinics. There are 8 of such centers where diabetic patients are seen periodical by an ophthalmologist and data are recorded in their personal files. Each of these centers developed its own method of recording data, but all of them provide a regional screening program.

We estimated that almost 18% of diabetic patients are enrolled in a screening program in these centers. A small number of diabetic patients (0.2%) are screened for DR by an ophthalmologist in general practice.

In Diabetic Eye Centers the ophthalmological examination consist of recording BCVA, measuring the IOP, biomicroscopy of anterior pole and biomicroscopy of fundus through dilated pupil. Data were registered in the patient’s file.

For diabetic patients with no retinopathy, these examinations are done annually. In patients with DR, the examinations are done more frequently, depending on the stage of DR or presence of macular edema.

Each of the 8 Diabetic Eye Centers own a laser machine for photocoagulation. There are also many lasers available in private practice.

Management of diabetes follows IDF consensus. 87% of patients receive medication, 13% are on diet.

National Congress of Society of Diabetology organizes each year a session for diabetic complications, including DR.

Since 2005 the number of diabetic patients enrolled in a screening program has increased (18% versus 10%). Also, the number of lasers has increased and the access of patients to lasers has improved.

Our preoccupation is to increase the number of diabetic patients enrolled in a screening program, in improving the management of collected data and in improving the patients’ education.

SCOTLAND

Scottish Executive Health Department published Scottish Diabetes Framework in April 2002, to draw together existing guidance and best practice to raise standards of diabetes care. The Framework included plans to establish a national screening strategy for diabetic retinopathy. 

 The aim of the screening programme is to detect sight threatening diabetic retinopathy using digital retinal photography as primary modality and slit lamp bio microscopy as secondary modality. A single-field macular centred image is taken using non-mydriatic camera. Mydriasis is only used if the initial image is of inadequate quality.
The responsibility for screening lies with the fourteen individuals health boards. Within each board the programme is delivered to common standards as defined by National Health Service Quality Improvement Scotland standards on diabetic retinopathy services, policies developed by the DRS collaborative and constraints embedded in the national DRS software. Patients with diabetes are referred automatically and the shared software that enables call recall, photography, administration and grading is commissioned by National Services Division. The national DRS programme commenced in April 2006 and the software was in use in 2007. The programme incorporates internal quality assurance and external QA.

Total population of Scotland is 5,222,100

Training for professionals and personnel is by City and Guilds accreditation certificate.

Management of diabetes is provided jointly by primary and secondary care with the ophthalmology units providing access to lasers. 

Significant progress has been made in Scotland towards the Liverpool Declaration. 

The main difficulties are to ensure adequate funding for secondary care to continue to provide high quality care encompassing newer treatments for sight threatening retinopathy.

Top tips for success are quality assurance and efficient organisation of services with excellent IT backup, including the national software programme.

Scottish DRS annual performance figures 2010 pending DRS collaborative Exec approval

	
	2008/09
	2009/10
	2010/11

	
	Total
	Percentage
	Total
	Percentage
	Total
	Percentage

	Diabetic Population aged 12 and over
	217,041
	
	227,293
	increase of 4.72%
	238,383
	increase of 4.87%

	Number of individuals temporarily suspended
	21,904
	10.1%
	23,534
	10.4%
	24,170
	10.1%

	Number of individuals permanently suspended
	6,833
	3.1%
	7,073
	3.1%
	8,446
	3.5%

	Eligible population as at 31st March 
	188,277
	
	196,686
	increase of 4.46%
	205,767
	increase of 4.61%

	Number of individuals offered an appointment
	188,015
	99.86%
	210,015
	106.78%
	223,124
	108.44%

	Number of individuals successfully screened of which:
	156,312
	83.0%
	157,937
	80.3%
	174,582
	84.8%

	
By photography
	141,590
	
	142,627
	
	157,719
	

	
By slit lamp 
	14,722
	
	15,310
	
	16,863
	

	Number of individuals referred to Ophthalmology on account of Retinopathy
	5,539
	3.54%
	5,569
	3.53%
	6,788
	3.89%


Dr. Meena Virdi (on behalf of DRS Scotland)

Dr. David Cromie

Dr. Ken Swa

Mr. Mike Black

SPAIN

1. Population size: 46 million
2. Estimated number of people with diabetes: 6-10% (2.7 – 4.6 million).

3. The current status of DR screening: 

With 17 autonomous geo-political regions, this varies widely. In some regions (The Canary Islands, Navarra, Andalucía, Tarragona) screening has been in operation for many years, while in others (La Rioja, Balearic Islands, Barcelona) it has just been initiated or remains pending. 

The most widely used method involves a combination of nonmydriatic fundus photography and tele-ophthalmology. Basically, a camera is installed in Primary Health Centers and patients are referred there by their Family Physicians. Retinography is performed by trained registered nurses. The number of retinographs per patient varies according to region: only one in The Canary Islands, two in Tarragona, but the norm is three retinographs per patient (Navarra, Madrid, La Rioja), generally without midriasis.

Population coverage: No national data available. 

Training: (Navarra and Canary Islands) Short courses at Primary Health Centres given by Hospital Retinologists (a) for Family Physicians 2 x 4h per week, electronic practice tests, final exam. (b) for Nurses 1 x 1h practical course on the use of the camara.

 Access to lasers: Universal, at major hospitals and some Health Centres

Management of diabetes:

Patients with DM-1 and transplanted DM-2 are managed by hospital specialists in Endocrinology and Nutrition; others with DM-2 are managed by Family Physicians at health centres. Patients with DM-2 and good metabolic control are managed by Family Physicians at health centres; excepts when insulin treatmemnt  is initiated, in which case Endocrinologists temporally managed these patientes at health centres. 

Joint meetings between ophthalmologists and diabetologists: 

No national data available. In the Canary Islands, meetings take place informally.

4. How much progress you think has been made in your country towards the Liverpool Declaration since 1995

Again, it depends on the region. In the Canary Islands, with its particularly high rate of DM, awareness is high and DR screening is well established. Objectives achieved in Canary Islands 50%.

5. Any particular difficulties ….

(a) Family Physicians, essential for DR screening, are already over-burdened. Requesting them to perform extra unremunerated work is a major obstacle.

(b) Patient collaboration is often difficult.

6. Your top tips…

We need incentives for Family Physicians and an improved patient reminder system. 

Sweden - Retinopathy screening 

Swedish Population: 9.4 million 

Estimated number of people with diabetes: approximately 375.000.

Current status of screening: Since 1993, we have had national consensus on regular photographic retinopathy screening with at most two-year intervals for all diabetic patient groups, a consensus confirmed by the Swedish National Board of Health and Welfare in 1995. Over the years, the number of subjects with milder forms of diabetes who manage to maintain good metabolic control and have no signs of diabetic retinopathy has tended to increase and 2010, the Swedish National Board of Health and Welfare changed their general recommendation for screening intervals from two to three years in subjects without retinopathy diagnosed with type 2 diabetes. The recommendation was based on previous estimates of the low risk for progression from no to sight-threatening retinopathy in this particular group in Liverpool (Younis et al. Lancet 2003), A Swedish prospective three-year follow-up study support that recommendation (Agardh and Tababat-Khani. Diabetes Care 2011).

Coverage: Ophthalmological units generally report that their estimated retinopathy screening coverage of their diabetic population is around 80%. The Swedish National Diabetes Register has information on the vast majority of type 1 and about 70% of type 2 diabetic subjects. In 2009, 95-99% of the subjects in that register had been examined with fundus photography or ophthalmoscopy during the previous two-year period. 

Training: Sweden has a long tradition of diabetic retinopathy screening both in hospitals and smaller ophthalmological units. Trained ophthalmic nurses perform the grading procedures in many places. Regular training for professionals and personnel varies. Laser treatment is carried out both by residents and specialists. There is a lack of residents and specialists trained and dedicated to treatment of diabetic retinopathy.

Lasers: All hospitals have access to lasers. The smaller ophthalmological units who have not refer the patients to the hospitals.

Management of diabetes: Data on management of diabetes in Sweden is obtained from the Swedish National Diabetes Register (2009). More than 95% of the departments of internal medicine and 60-70% of the primary care units participate. 

Joint meetings: Joint meetings between ophthalmologists and diabetologists are rare.

Progress: The situation in Sweden is the same as in 2005. We have systematic screening and universal access to laser therapy but too few ophthalmologists specialized in evaluation and treatment of diabetic retinopathy.

Difficulties: Access to trained professionals.

Top tips for success: To engage health politicians.

Size of population


Estimated number of people with diabetes in the country


Current status of diabetic retinopathy screening under the following headings:


introduction of systematic (organised) screening


coverage of population


diagnostic methods used
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The Liverpool Declaration


European countries should:


Reduce the risk of visual impairment due to diabetic retinopathy by 2010 by:





Systematic programmes of screening reaching at least 80% of the population with diabetes


Using trained professionals and personnel


Universal access to laser therapy





European Countries should reduce the risk of visual impairment due to diabetic retinopathy by 2010 through:


systematic programmes of screening reaching at least 80% of the population with diabetes


using trained professionals and personnel


universal access to laser therapy
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