GLAUCOMA CLINICAL CARE PATHWAY AND DATASET

1.
HISTORY AT PRESENTATION

	Data item
	Description
	Purpose
	Codes and Classifications
	Source/ Guidance

	Date of Presentation - History
	Documents date of first presentation. 
	To monitor patient management along care pathway. To support clinical audit and outcome assessment.
	n8 - ccyymmdd
	NHS Dictionary

	1.     HISTORY

	1.1    Patient Details

	NHS number
	The unique identifier allocated to a person by the NHS.
	Identifies the person receiving the health care.
	n10
	Summary Core Dataset for Diabetes v4.0

	Surname
	The patient's surname.
	Additional identifier for the person receiving care or unique identification to link records where the new NHS number is unavailable.
	NHS Dictionary; a70
	Cancer Dataset v4.0

	Forename
	The patient's forename.
	Additional identifier for the person receiving care or unique identification to link records where the new NHS number is unavailable.
	NHS Dictionary; a70
	Cancer Dataset v4.0

	Title
	The patient's title.
	Identify title of patient.
	Mr, Mrs, Miss, Ms, Dr, Other
	NHS Dictionary

	Previous surname 

(if different)
	To use only if patient has changed their surname.
	Identify patient’s previous NHS visits under different surname.
	 NHS Dictionary; a70
	NHS Dictionary

	Sex
	A classification of the sex of a person. The classification is phenotypical rather than genotypical, i.e. does not provide codes for medical or scientific purposes.
	Additional identifier for the person receiving health care. Also required in order to interpret some observations and test results and can influence care management.
	n1

National codes:

0    Not Known

1    Male

2    Female

9    Not specified
	Summary Core Dataset for Diabetes v4.0

	Birth Date
	Records the date on which the person was born.
	Additional identifier for the person receiving health care. Also required for calculation of age.
	n8 - ccyymmdd
	Summary Core Dataset for Diabetes v4.0

	Address
	Address nominated by patient as residence.
	Required to contact patient.
	an175; (5 lines each an35)
	 NHS Dictionary

	Data item
	Description
	Purpose
	Codes and Classifications
	Source/ Guidance

	Postcode
	The postcode of the patient's home address.
	Additional identifier for the person receiving health care and required for correspondence. Also used to determine deprivation.
	an8
	Summary Core Dataset for Diabetes v4.0

	Telephone number
	The telephone number to contact patient.
	Required to contact patient.
	an35
	UK Government Data Standards Catalogue 

	Email address
	The email address of patient.
	Alternative contact for patient.
	 Alphanumeric
	 NHS Dictionary

	GMP code
	The code of either the GMP with whom the patient is registered or has been referred by.
	The contact details for GMP required to notify GMP of patients treatment and progress.
	an8
	NHS Dictionary

	Practice code
	The code of the practice of patient's registered GMP.
	The contact details for GMP required to notify GMP of patients treatment and progress.
	an6
	NHS Dictionary

	PCT code
	The code of PCT.
	For NHS organisations it is a code to identify most organisations that exchange information within the NHS.
	an8
	NHS Dictionary

	Optometrist code
	The code of Optometrist.
	For NHS organisations it is a code to identify most organisations that exchange information within the NHS.
	
	3 Clinical Consensus

	Ethnic category
	The ethnicity of a patient, as specified by the patient.
	The 16+1 new ethnic data categories defined in the 2001 census will become the national mandatory standard for the collection of ethnicity.
	ETHNOS: an2
	NHS Dictionary

	Occupation
	Identifies the current or previous occupation if retired, of the patient.
	Used for research and audit purposes; to determine deprivation and access to services; and assessment of the impact of glaucoma on visual function and quality of life.
	Free text field
	Single Assessment Process Dataset

	Driving Status at presentation
	Establishes whether the patient is a driver or not.
	Establishes baseline at presentation for future outcome assessment – indicator of visual functioning. Informs whether DVLA notification necessary.
	Never driven

Current driver

No longer drives
	3 Clinical Consensus

	Category of driving status
	Describes the category of driving status as stipulated by the DVLA.
	To monitor impact of glaucoma on visual functioning, and an outcome indicator. For audit and research purposes.
	Group 1 – ODL : Car, Motorcycle

Group 2 – VOC : LGV, PCV

Not relevant
	DVLA Codes


	Data item
	Description
	Purpose
	Codes and Classifications
	Source/ Guidance

	Living arrangements
	Identifies the living arrangements of patient.
	Helps to identify if additional support is required for patient at home.
	Alone

Not alone

Sheltered 

Residential Care
	3 Clinical Consensus

	1.2    Ocular History 

	Ocular disease
	Right eye
	Documents known co-existing ocular disease history.
	To determine any ocular co-morbidity that may affect the clinical management of patient.
	Allergic eye disease

Blepharitis

Corneal disease

Cataract

Pseudophakia

Aphakia

Uveitis

Retinal disease

Cystoid macular oedema

Trauma

Other specify
	AAO AIII, EGS, RCOphth

	
	Left eye
	
	
	
	

	Ocular surgery
	Right eye
	Documents any previous ocular surgery.
	To determine if previous ocular surgery may affect the clinical management of patient.
	Previous Glaucoma surgery

Cataract surgery

Refractive surgery

Corneal graft

Retinal surgery

Previous lid surgery

Other specify
	AAO AIII, EGS, RCOphth

	
	Left eye
	
	
	
	

	Ocular medications
	Right eye
	Documents patient’s current ocular medication.
	To inform clinical management of patient and identify potential contraindications.
	Ocular lubricants

Topical antibiotics

Topical steroids

Anti allergy drops

Other specify
	AAO AIII, EGS, RCOphth

	
	Left eye
	
	
	
	

	1.3    Family History

	Family history of Glaucoma
	Identifies 1st degree family history of glaucoma.
	Identification of known risk factor for development of glaucoma. For audit and research purposes.
	Yes/ No/ Don’t know
	AAO AIII, EGS, RCOphth

	1.4    Drug History

	Systemic medications 
	Identifies patient’s current systemic medication.
	To identify current systemic medications taken by patient to inform management and identify contraindications to treatment.
	Free text field
	AAO

	Data item
	Description
	Purpose
	Codes and Classifications
	Source/ Guidance

	1.5    Systemic Medical History

	History of low diastolic blood pressure
	Identifies if patient has low diastolic pressure.
	To assess the presence of a known risk factor for glaucoma. For research and audit purposes.
	 Yes/ No
	AAO, EGS

	History of acute blood volume loss
	Identifies if patient has ever suffered significant blood loss.
	To assess the presence of a known risk factor for glaucoma. For research and audit purposes.
	 Yes/ No
	EGS

	History of migraine
	Documents whether patient currently suffers with, or has had a history of migraine.
	To assess the presence of a known risk factor for glaucoma. For research and audit purposes.
	 Yes/ No
	EGS

	Raynauds disease
	Identifies if patient has Raynauds disease.
	To assess the presence of a known risk factor for glaucoma. For research and audit purposes.
	 Yes/ No
	AAO, EGS

	Asthma
	Identifies if patient has asthma.
	To determine contra-indication with medication.
	 Yes/ No
	EGS

	Chronic Obstructive Pulmonary Disease
	Identifies if patient has COPD.
	To determine contraindication with medication.
	 Yes/ No
	EGS

	Heart block
	Identifies if patient has heart block.
	To determine contraindication with medication.
	 Yes/ No
	EGS

	Ischaemic Heart Disease
	Identifies if patient has ischaemic heart disease.
	To determine contraindication with medication.
	 Yes/ No
	EGS

	Diabetes mellitus Type I
	Identifies if patient has diabetes mellitus type I.
	To inform clinical management of patient’s glaucoma. To assess significant co-morbidity.
	 Yes/ No
	AAO, EGS, RCOphth

	Diabetes mellitus Type II
	Identifies if patient has diabetes mellitus type II.
	To inform clinical management of patient’s glaucoma. To assess significant co-morbidity.
	Yes/ No
	AAO, EGS, RCOphth

	Renal impairment
	Identifies if patient has any form of renal impairment.
	To inform clinical management of patient’s glaucoma. To assess significant co-morbidity. To determine contraindication with medication.
	Yes/ No
	EGS


	Data item
	Description
	Purpose
	Codes and Classifications
	Source/ Guidance

	1.6    Allergies

	Drug Allergies
	Identifies all known drug allergies.
	To ensure patient safety; to avoid allergic reactions; and alerting potential contraindications for treatment.
	Free text field
	AAO AIII

	Other Allergies
	Identifies all other (non-drug) known allergies.
	To ensure patient safety; to avoid allergic reactions; and alerting potential contraindications for treatment.
	Free text field
	AAO AIII


	POP –UP ALERT: Medication
	Beta blockers – Asthma, Heart block, Bradycardia, Hypotension.

Carbonic Anhydrase Inhibitors – Renal impairment/ Kidney disease.

Prostaglandin Analogues – Pregnancy, Breast- feeding, Aphakia, Pseudophakia with torn posterior capsule, Cystoid Macular Oedema, Ocular Inflammation.
Alpha agonists – contra-indicated if patient using mono-amine oxidase inhibitors or tricyclic antidepressants

Steroids – current use of topical steroids


	POP –UP ALERT: Allergies
	Topical ocular medications

Preservatives in topical ophthalmic medications
Systemic medications


1 Consistent with other Ophthalmic DOAS projects – Cataract and Diabetic Eye Disease.

2 Existing clinical protocols and information systems – Medisoft Glaucoma and TargetFour E-Patient.
3 Clinical Consensus – DOAS Glaucoma National Steering Committee and feedback from national consultation.
4 Patient Feedback – DOAS Glaucoma Patient Focus Group.






Note:
All UNSHADED data items are ESSENTIAL and will form the core dataset for the glaucoma clinical care pathway, 

SHADED data items are DESIRABLE and will be dependent on local service arrangements or protocols.
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