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1. Introduction 
 
The Acute Services Programme Board required a process to finalise the disposition and 
configuration of a range of Specialities. The programme board commissioned a working 
group on Beds, Services and Capacity, which is chaired by GGNHSB’s Medical Director. 
In order to progress this work a number of Clinical Model Subgroups were established. 

 
1.1 ASR Clinical Model Subgroups’ Remit 

 
The remit and purpose of the subgroups were wholly strategic and focused on the future 
pattern of inpatient care and the consequential changes of that new pattern for other core 
services including primary and community care. The subgroups were tasked with 
identifying preferred care pathways and models of care for 2010 and beyond, along with 
the associated bed requirements. Models of care were used as a vehicle for articulating the 
proposed patterns of service delivery. They also helped to: 
 
• Estimate ALOS / Beddays and consequent bed requirements 
• Identify the use of key support services 
• Describe the key inter-speciality co-locations and relationships. 
 
1.2 Bed Modelling for the Future 
 
Foretelling the future is a somewhat incomplete science and flexibility should always be 
built into planning projections as decisions are made using the best available information 
at a given point in time. 
Any planning process for future bed requirements should be considered inseparable from 
planning for daycase and theatre capacity planning with possible changes in cross 
boundary flow. 

 
1.3 Cross Boundary Flow 
 
From an ophthalmology service perspective the activity associated with cross 

      boundary flow is considered as a significant variable element in this planning process.  
      Medical subspecialisation will increase and there is likely to be the appearance of new 
      treatments and technologies all of which will result in fluctuation of planned and  

unplanned activity. 
 
1.4 Paediatric Services 
   
Any planning associated with the future provision of paediatric services has not been  

      considered within this ASR clinical modelling process. 
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2. Service Profile 
 

 
2.1 Activity 

 
Table 1.  Service 2002/03 
 

Sites Service GGH GRI SH SGH VIG 
Elective I.P. 1078 0 118 402 0 
Non-elective I.P. 536 0 53 115 0 
Day Case 1802 0 1960 1324 0 
O.P. Attendances 39,412 8299 12,073 9154 11,205 
Eye Casualty Attend. 11,553     
D.C. Rate 63% N/A 94% 77% N/A 
Conversion Rate* 40.6% 38.3% 45.6% 33% N/A 

     SMR1 Data GGNHSB  *NGD aggregated rate is 41.3% 
 
Table 2.   Service 2003/04 

 
Sites Service GGH GRI SH SGH VIG 

Elective I.P. 1133 0 84 409 0 
Non-elective I.P. 527 0 12 64 0 
Day Case 1656 0 1965 1327 0 
O.P. Attendances 34,409 7333 13,180 9246 10,528 
Eye Casualty Attend. 11,995*     
D.C. Rate 59% N/A 96% 76% N/A 
Conversion Rate** 47.3% 37.6% 28.5% 33% N/A 

     SMR1 Data GGNHSB     * Forecast based on 9 months activity     ** NGD aggregated rate is 39% 
 

2.2 Service Configuration – Beddays  
 
Table 3.  Configuration 2002/03 

 
Sites Service GGH GRI SH SGH VIG 

Elective I.P. 1993 0 97 831 0 
Non-elective I.P. 2213 0 156 640 0 
Total I.P. 4206 0 253 1471 0 
Day Case 1802 0 1960 1324 0 

     SMR1 Data GGNHSB 
 

Table 4.  Configuration 2003/04 
 

Sites Service GGH GRI SH SGH VIG 
Elective I.P. 2044 0 73 816 0 
Non-elective I.P. 2349 0 17 386 0 
Total I.P. 4393 0 90 1202 0 
Day Case 1656 0 1965 1327 0 

     SMR1 Data GGNHSB 
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2.3 Cross Boundary Flow (XBF)  
 

Cross Boundary Flow 
Between 1999 and 2004 the cross boundary flow activity has remained constant around 
22% of total ophthalmology workload and is outlined in table 5 below. The majority of 
XBF activity is patients crossing the Lanarkshire boundary, around 9.5%, with cataracts 
and treated on a day case basis.  
There is the potential for an increase in XBF resulting from future development of 
medical subspecialisation and treatment technologies. 
 
Table 5. Cross boundary flow 1999 – 2004 
 
 Total Activity XBF Activity % Of Total 
Year    
1999-2000 6793 1433 21 
2000-2001 6714 1471 22 
2001-2002 7303 1533 21 
2002-2003 7839 1622 22 
2003-2004 * 7110 1540 22 

SMR1 Data GGNHSB     
* Forecast based on 6 month activity 
 
CHKS included as part of the bed modelling exercise the possible future transfer of 
Argyll and Clyde Health Board elective and non-elective activity into Glasgow. Over the 
same period 1999 and 2004 A&CHB activity remained constant around 6.5% of total 
ophthalmology workload. 

 
2.4 Specialised services 

 
2.4.1 Regional 
 
There are at present several regional tertiary services including: 
• Vitreo-Retinal diseases 
• Cornea and External eye diseases 
• Glaucoma 
• Orbit and Ocular plastics. 

 
In addition there are disease-specific tertiary regional services for the following: 
• Retinitits Pigmentosa 
• Uveitis 
• Age Related Macular Degeneration (ARMD). 

 
Other regional services include: 
• Ophthalmic Pathology 
• Electrophysiology 
• Ocular Imaging 
• Neuro-ophthalmology. 
 
2.4.2 National 
Ocular Oncology is a national service, which is supported by the regional ophthalmic 
pathology department in the Western Infirmary. 
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2.5 Recent Service Changes and Developments 
 

2.5.1 Recent Service Change 
In NGD the ophthalmology service reconfigured and consolidated all inpatient beds with 
eye casualty on the GGH site seven years ago. Day surgery is provided in Stobhill and 
GGH with outpatient services provided in GGH, GRI and Stobhill. NGD clinicians 
provide additional day case and outpatient services with paramedical input to the services 
in Yorkhill. 
 
In South Glasgow Division the ophthalmology service reduced the inpatient service from 
a 7-day ward to a 5.5-day ward in November 2004. Provision has been made with another 
surgical ward to provide accommodation from Saturday midday until Monday morning if 
required. Day surgery continues to be provided at SGH with outpatient services provided 
at both SGH and VIG.  
 
Both NGD / SGD Clinicians perform minor operations within the OPD such as Laser 
treatments and minor lid operations. However, it should be noted that these procedures 
are not subject to statistical return. 

 
Within the specialty Orthoptists and Hospital Optometrists provide substantial 
paramedical services. The Glasgow Integrated Eye Service (GIES) is a recent service 
development set up as a trial in which specially trained community optometrists filter 
referrals to the hospital ophthalmic service and it is currently being evaluated. 
 
Nurse led pre-assessment is well developed in both North and South Glasgow and has 
enhanced the role of nurses within Ophthalmology. (See also 6.5.6) 
 
This specialty is suited to an ambulatory care model as large volumes of patients are 
treated on a day case and outpatient basis. This has already been demonstrated with a 
change in practice and a shift from inpatient to day case activity.  
 
The need for inpatient care depends more on medical co-morbidity, social factors or 
travel difficulties rather than on the condition being treated. 
 
2.5.2 Impact of any changes   
Practice has been changing for a number of years and in Glasgow between 1999 and 2004 
there has been a steady increase in the day case rate from 64% up to 77%. The day case 
rates for cataracts have also risen steadily from 72% up to 89%.  
However from an epidemiology perspective although the Glasgow population is 
decreasing, there is an increase within the age band 75+ and this may limit the potential 
for continued growth in day case rates. 

 
3. Performance and Benchmarking  

 
A comprehensive performance analysis for 2002 – 2003 is given at appendix 1, however 
the key messages are summarised in the sections below with data sourced from GGNHSB 
and CHKS. 
 
3.1 Non-elective ALOS 
 
There is scope for improvement in non-elective ALOS in South Division.  

PEER NGD PEER SGD 
3.80 4.02 4.50 5.60 
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3.2 Elective ALOS  
 
There is minimal scope for improvement in elective ALOS in South Division. 

PEER NGD PEER SGD 
1.70 1.75 1.70 2.10 

  
3.3 Day Case Rate  

 
A shift of IP elective activity to DC would increase the Day case rate for both divisions. 
To achieve target DCR North would shift 21% and South would shift 44% of IP activity. 

PEER NGD PEER SGD 
81% 76%. 87% 77% 

 
3.4 Occupancy and throughput 
 
There is scope for improvement in occupancy if SGD could match the peer target 
occupancy rate of 65%. Due acknowledgement is made of fluctuating occupancy where 
there is no elective surgery at the weekend.  

 NGD SGD CHKS 
Occupancy 61% 40% 65% 
IP beds only NGD SGD 
Throughput 89 52 

 
 

4. Waiting time targets Inpatients & Outpatients for 2005 and 2007 
 

4.1 Inpatient and Day case waiting targets  
By December 2005 patients waiting for inpatient or day-case treatment should wait no 
longer than 6 months. 
By December 2007 patients waiting for inpatient or day-case treatment should wait no 
longer than 3 months. 

 
4.2 Outpatient waiting targets
By December 2005 patients waiting for a first outpatient appointment should wait no 
longer than 26 weeks. 
By December 2007 patients waiting for a first outpatient appointment should wait no 
longer than 18 weeks. 
 
4.3 Cancer waiting time targets  

  Breast Cancer treatment to commence within one month of diagnosis by December 2005. 
All other Cancer treatments to commence within two months of referral by December 
2005. No further cancer targets set. 
 
 
5. Care Pathways 

 
5.1 At the outset of the clinical model subgroup process, a review of the top 10 HRG 
conditions by the clinicians concluded that the health resource groupings didn’t reflect 
workload that was readily identifiable by the clinicians. This resulted in the modification 
of the HRG into clinical specialty groupings and these are listed below in table 6. 
 
Please note SMR1 data for 2002 – 2003 formed the basis of all further analysis.  
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Table 6. Clinical subspecialty groupings 2002/03 
 

Clinical Subspecialty 
Groupings 

Total 
Beddays 

Day 
Case 

Elective Inpatients Non-elective Inpatients 

   Disch Beddays ALOS Disch Beddays ALOS 
Retina 1656 95 484 988 2.0 218 668 3.1 
Non-surgical 1574 35 30 88 2.9 296 1486 5.0 
Phacoemulsification 828 3735 504 794 1.6 19 34 1.8 
Orbit & Plastics 428 103 159 278 1.7 37 150 4.1 
Cornea 313 6 75 191 2.5 9 122 13.6 
Lids (general) 272 462 94 139 1.5 23 133 5.8 
Other admissions 271 50 14 49 3.5 54 222 4.1 
Trabeculectomy 201 162 53 126 2.4 10 75 7.5 
Anterior Segment 170 174 45 80 1.8 25 90 3.6 
Lacrimal 93 11 55 89 1.6 1 4 4 
Plan.Proc. Not Performed. 75 188 43 50 1.2 12 25 2.1 
Extraocular muscle 49 65 42 49 1.2 0 0 0 

      SMR1 Data GGNHSB 
 
5.2 Following a meeting with CHKS the focus for ophthalmology shifted from 
considering the conditions that occupied the greatest number of beddays to targeting an 
increase in the day case rate. This required a further shift of activity from inpatient beds to 
day case, it was agreed to develop process care pathways instead of condition / procedure 
pathways. The 3 pathways are identified in the table 7. 

 
Table 7. Care Pathways – Process 

 
Care Pathways Process 
Model 1  Day case 
Model 2  Elective  
Model 3  Non-elective 

 
5.3 The focus of developing the pathways was to understand the steps in the each process 
and identify the activity and waiting time associated with each step and where possible 
improve the patient journey with changes in practice. 
 
5.3.1 The day case model for ophthalmic surgery is illustrated in diagrammatic form and 
with the key assumptions behind the model are attached at appendix 2. 
 
5.3.2 The elective inpatient care model for ophthalmology is illustrated in diagrammatic 
form and with the key assumptions behind the model are attached at appendix 3 

 
5.3.3 The non-elective care model for ophthalmology is illustrated in diagrammatic form 
and with the key assumptions behind the model are attached at appendix 4. 

 
5.4 The Ophthalmology bed configuration will change as a consequence of the shift of IP 
activity to DC activity with a reduction in IP beds and an increase in DC beds. The 
benchmark DCR for the upper quartile peer group is 81% for the north and 87% for the 
south. Applying the peer DCR to the baseline 2002-2003 data results in a 5% increase in 
the day case rate for the north with a shift of 21% IP to DC activity; and a 10% increase 
in day case rate for the south with a shift of 44% IP to DC activity.  
However, the North day case rate has continued to increase since the service consolidated 
at GGH with an increase also noted in the South. The trend is outlined in the table 8. It 
should be noted that most recent available data would indicate that the performance 
in Glasgow is now greater than the peer performance in 2002/2003. 

Ophthalmology cmsg v2.4 Final Version 15/11/2005 7
                               



Table 8.  Day case rates 2001 - 2005 
 
 2001-2002 2002-2003 2003-2004 2004-2005 * 
North 71.4% 76% 75% 86% 
South 72.1% 77% 76% 77.5% 
Glasgow 71.6% 76% 75% 83% 
Peer 78.7% 82.5% 

SMRI Data NGD and SGD   
* 2004-2005 Forecast based on 9 months activity  
 
5.5 The initial challenge for the ophthalmology service is to plan for improvement in day 
case performance in line with the upper quartile peer. The CHKS bed modelling exercise 
used 2002-2003 data for analysis. The table below outlines the shift of activity from IP to 
DC that occurs when the upper quartile peer day case rate is applied. 
 
Table 9.  IP to DC activity shift in line with upper quartile peer day case rate 
 

Ophthalmology DCR 2002-2003 Ophthalmology DCR 02/03 Benchmarked
North South North South 

DCR 76% DCR 77% DCR 81% DCR 87% 
Total Elective 4958 Total Elective 1726 Total Elective 4958 Total Elective 1726 
Elective IP 1196 Elective IP 402 Elective IP 942 Elective IP 224 
DC 3762 DC 1324 DC 4016 DC 1502 

SMRI Data NGD and SGD 
 
5.6 In order to calculate day case bed requirements, the CHKS methodology has been 
applied which uses a Bed Utilisation Factor of 288 as defined by the Royal College of 
Surgeons.  
 
5.6.1 The allocation of day beds is based on the assumption that each bed will handle 1.5 
patients per day and is available for 48 weeks of the year. This assumption has been further 
refined to 1.5 patients per bed over a 5 day week for 48 weeks of the year and this equates 
to 240 days. 
 
5.6.2 This represents a total of 18 day case beds / chairs for Glasgow in 2009-2010. This 
figure of 18 includes the benchmarked shift from IP to DC and this cohort of patients 
would access 23-hour beds. This represents 8% of total benchmarked DC activity and 
needs 2 bed / chair. 

 
6. Proposed Service Configuration 

 
6.1 Bottom up bed requirements 

 
A further challenge for the ophthalmology service is to plan to reduce the elective and 
non-elective length of stay and occupancy rate in line with the upper quartile peer. 
Bottom up bed requirements are based on the activity projections that were calculated by 
applying the planning assumptions listed below. The bed day requirements associated 
with the clinical pathways are shown in table 10. The planning assumptions used to 
determine the future bed requirement include: 
• Linear regression projections 
• Population projections adjusted for age and gender 
• Peer elective ALOS of 1.7  
• Peer non-elective ALOS 4.3 
• Peer occupancy rate of 65% 
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• Turnover Interval of 0.92 for elective 
• Turnover Interval of 2.32 for non-elective 
 
Table 10. Bottom up IP Bed Needs  
 
Glasgow North and South 
 2009-2010 2010-2011 2011-2012 
 Elective Non-elective Elective Non-elective Elective Non-elective 
Episodes 1440 731 1481 744 1524 758 
Mean Stay 1.7 4.3 1.7 4.3 1.7 4.3 
Turnover Interval 0.92 2.32 0.92 2.32 0.92 2.32 
Occupancy Rate 65% 65% 65% 65% 65% 65% 
Beddays 3765 4834 3874 4923 3985 5017 
IP Beds subtotal 10 13 11 13 11 14 
IP Beds Total 23 24 25 

       GGNHSB 
 

6.1.1 Based on the clinicians’ site configuration proposal, the inpatient elective and non-
elective beds are allocated to a single site and the percentage split of beds is given in table 
11 below. The configuration of day case and 23-hour beds is also given in table 11. 
 
Table 11. Proposed Site Configuration for 2009-2010 
  

Single IP Site 
Type of Facility 

Beds % Act Volume 
Elective I.P. 10 16% 1440 
Non-elective I.P. 13 9% 731 
Day Case 16 69% 6034 
23 Hour  2 6% 525 
IP & DC Total* 41* 100% 8730* 

       *Please Note: Does not include additional Vale of Leven activity 
 

6.1.2 The outpatient service will be provided in line with Board Policy for maintaining 
local access for patients. This represents a challenge for clinicians in terms of the 
management of cross-site working arrangements. If excessive it will add significant cost 
for clinical staff time even if sufficient trained staff are available. Extracting data from the 
waiting list only represents the number of patients waiting at a point in time and 31st 
December 2004 was used. To meet the December 2005 target an additional 4.7% above 
the 2002-2003 baseline outpatient activity would need to be seen as new patients. 

 
6.2 Ancillary Infrastructure required to achieve Inpatient Bed Model 

 
6.2.1 Increasing the range of day case procedures
Currently this specialty performs the maximum range of day case procedures and the 
remaining inpatient surgical procedures are not suitable for day surgery. Most commonly 
because of medical co-morbidities, a lack of social support and travel difficulties. 
 
6.2.2 23-hour beds
People with co-morbidity attend for surgery with conditions that are suitable for a day 
surgical procedure but they sometimes cannot go home the same day because of socio-
domestic or travel reasons. Access to 23-hour beds would enable them to stay overnight 
in a hotel type facility and thus release inpatient beds. 
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6.2.3 Theatre sessions  
The single inpatient site would need increased theatre capacity to manage the additional 
projected capacity. There is a plan for all of SGD day surgery to be performed in Victoria 
ACAD. The south inpatient surgery would be performed at the inpatient site, which will 
accommodate all inpatient surgery for Glasgow together with day case surgery for the 
west. North and east day case surgery would be performed in Stobhill ACAD.  There are 
likely to be more day cases from the south’s catchment area than could be accommodated 
in the planned single ACAD theatre and some of this activity might require to be 
transferred to one of the other sites.  

 
6.2.4 5 day ward / 7 day ward  
There are complex infected patients, usually non-elective and non-surgical, requiring 
intensive treatment regimes administered by skilled ophthalmic-trained nurses. The 
inpatient site will therefore need to be a 7day ward with scope for reducing some capacity 
at the weekend. 

 
6.3 Reasons for Site Configuration Proposals 

 
Until recently the NHS Board’s planning assumptions regarding the future configuration 
of adult Ophthalmology services in Greater Glasgow have been as follows: 
 
• Inpatient services would be provided on two sites – GGH and SGH 
• Day case services would be provided on four sites – Gartnavel General, Southern  
      General, Stobhill ACAD and Victoria ACAD 
• Outpatient services would be provided on all five hospital sites. 
 
However, these planning assumptions have been reviewed by the Ophthalmology Clinical 
Model Subgroup and alternative proposals are emerging. 

6.3.1 Inpatient beds 
There is broad support for reducing the number of inpatient sites from 2 to 1. This will 
reduce the pressures on staffing and make more efficient use of available resources.  
Ophthalmology is mainly an elective specialty with tertiary and specialist workload and 
would be suitable for the future elective nature of the GGH site. The IP site would have 
the Eye Casualty service with no overall requirement to be located on an acute ‘hot’ site. 
 
6.3.2 Day cases 
For ophthalmology it is necessary to undertake day surgery on the inpatient site, in order 
to ensure appropriate backup for higher risk patients and to maximise use of specialist 
operating equipment. In the future day surgery would be provided in GGH, Stobhill 
ACAD and Victoria ACAD. The preference of the clinicians is to carry out day surgery 
on 1 site i.e. the inpatient site. There is some support for carrying out day surgery in two 
locations i.e. in one of the ACADs as well. There is an acceptance that this proposal runs 
counter to the Board’s current policy, but the clinicians wish to register their view that the 
provision of day case ophthalmology services on one or two sites would be a more 
appropriate configuration. Whatever option is chosen there must be careful planning to 
ensure that adequate operating theatre capacity is available at each site. 
 
6.3.3 Outpatients 
There is no opposition to the assumption that outpatient services will be provide on five 
hospital sites. There could be some distinction between the types of clinic run at each site, 
in order to reduce multi-site working amongst clinical staff. The subgroups proposed 
configuration of Ophthalmology outpatient services is as follows: 
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• General clinics and regional specialist clinics will be held at the inpatient site 
• General clinics will also be held in two ACADs 
• Internal referral clinics will be held at the other two hospitals, for medical and  
      surgical patients. 

 
6.4 Critical Co-locations / Clinical Linkages   

 
There are several other services that share patients with ophthalmology, whilst co-
location would be desirable none commands critical priority and it is unlikely that all 
these services will be provided at the one site. The services are listed below: 
• A & E 
• Neurology 
• Neurosurgery 
• OMFS 
• Oncology 
• Plastic surgery 
• Regional ENT 
It is very important that the eye casualty service is at the IP ophthalmology site. Special 
consideration must be given to providing for ocular oncology patients who require 
radioactive plaque therapy. 

 
6.5 Clinical Support Service Requirements 

 
6.5.1 Imaging 
The eye casualty service requires access to CT, MRI and US. Pre-operative assessment 
radiology activity is minimal. IP and OP services require similar access to imaging 
services. 
 
6.5.2 Laboratory Medicine 
The ophthalmology service makes significant use of pathology, approximately 1,000 
specimens per annum. There is a dedicated consultant ophthalmic pathologist at the 
Western Infirmary. There is minimal activity linked to pre-operative preparation and the 
ophthalmology service makes minimal use of microbiology, haematology, virology, 
biochemistry and immunology. 
 
6.5.3 Critical Care 
There is exceptionally rare use of HDU / ITU beds with only 2 patients admitted to ITU 
beds, in SGD, during 2002-2003 with an average length of stay of 0.8 days. 
 
6.5.4 Accident and Emergency 
Ophthalmology is mainly an elective surgical specialty and does not require to be located 
on one of the 2 acute trauma sites. The eye casualty service will be located with the 
inpatient site and cross working arrangements would continue to serve several sites. The 
eye casualty service would need the capacity to manage all patients for north and south. 
Some eye casualties would probably still be seen at each OP site during clinic hours. 

 
6.5.5 AHPs 
Orthoptists and hospital Optometrists provide substantial paramedical services including 
outpatient specialised clinics, investigations and treatments. 
 
6.5.6 Ophthalmic Nurses 
Specialised ophthalmic nurses currently provide eye casualty triage, treatment of minor 
emergencies, counselling and their role could be extended to include minor operation 
surgical procedures.  
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7. CHKS Top Down Bed Requirements  
 
CHKS has constructed various models depending on predictions for future change based 
on different planning assumptions. 
For Ophthalmology the CHKS bed assumptions are listed in scenario A & B below: - 
 
Scenario A 

• Elective growth 
o Population changes 

• Non Elective Growth 2.5% 
• Waiting list at 6 months 
• Occupancy at 65% 
• D C Rates  

o 81% - north  
o 87% - south 

• ALOS target  
o ELIP – north and south = 1.70  
o NELIP – north = 3.80 and south = 4.50  

• Vale of Leven 
 

Table 12 below gives a projected bed requirement of 44 beds based on 2.5% non-elective 
growth.  
 
Table 12.  Scenario A Projected Beds 

 
 North South Glasgow 
IP 18 5 23 
DC 15 6 21 
Totals 33 11 44 

 
Scenario B  

• Elective growth  
o Population changes 

• Non Elective Growth 5.5% 
• Waiting list at 6months 
• Occupancy at 65% 
• D C Rates  

o 81% - north 
o 87% - south 

• ALOS target 
o ELIP – north and south  = 1.70 
o NELIP – north = 3.80 and south = 4.50 

• Vale of Leven 
 

Table 13 below gives a projected bed requirement of 49 beds based on 5.5% non-elective 
growth.    
 
Table 13.  Scenario B Projected Beds 
 
 North South Glasgow 
IP 22 6 28 
DC 15 6 21 
Totals 37 12 49 
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8. Final Outcomes / Recommendations  

 
 
8.1 When planning future bed numbers changes in cross boundary flow, geographical 
accessibility, medical co-morbidities and social factors are more likely to be important 
influences than the innovations in therapy. 
 
8.2 Any variation in beds numbers is likely to be small depending on accuracy of 
predictions. The ‘bottom up’ exercise did not include any transfer of services from the 
Vale of Leven whereas the ‘CHKS top down’ exercise did include this planning 
assumption. 

 
8.3 Occupancy rates do fluctuate, as there is no elective surgery at the weekend. There 
does appear to be some scope for improvement in occupancy rates within the divisions 
and this will be achievable when practice and policies are harmonised when the 
ophthalmology service is managed from the proposed single inpatient site. 
 
8.4 Day case rates do compare favourable with the peer and there is no expectation that a 
major change in practice will be introduced. 
 
8.5 It would therefore be wise to plan for the maximum projected bed numbers and also 
provide space for possible future expansion of bed numbers because the core service 
facilities are likely to be adequate to support an unplanned increase of perhaps up to 10 
beds. As there is small bed capacity, there may be potential problems with female / male 
mix and any future plans should seek to reduce the risk of mixed sex accommodation. 
Single room accommodation will be required for the care of infected patients. The day 
case space can accommodate either a bed or a reclining chair and this fact needs to be 
considered when planning space allocation. 
 
8.6 There is broad support for a single inpatient site as this will reduce the pressures on 
staffing and make more efficient use of available resources.   
 

 
9. Appendices 
 
1. Comprehensive analysis of performance  

 
2. Day Case Surgery Pathway 

 
3. Elective Inpatient Care Pathway 

 
4. Non-elective Care Pathway  

 
10. Reference Document 
 
The report of the facilitated meeting held on December 1st 2004 accompanies this report 
as a reference document. 
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Performance and Benchmarking – Ophthalmology  Appendix 1 
 
April 2002 – March 2003 
SMRI Discharges 
excluding Children Aged 
< 13 

Performance Indicator North South Glasgow Peer 
Day Cases 
 

3762 1324 5086  

Elective inpatients 
 

1196 402 1598  

Non-elective inpatients 
 

589 115 704  

Total IP Activity 
 

1785 517 2302  

New outpatients 
 

13,543 5591 19,134  

Return outpatients 
 

46,241 14,768 61,009  

Total Outpatients 
 

59,784 20,359 80,143  

Eye Casualty attendances 
 

11,553    

Occupied Beddays 
 
Elective inpatients 
 

2090 831 2921  

Non-elective inpatients 
 

2369 640 3009  

Total OBDs 
 

4459 1471 5930  

Average LOS 
 
Elective inpatients 
 

1.75 2.10 1.80 1.70 
North 

1.70 
South 

Non-elective inpatients 
 

4.02 5.60 4.30 3.80 
North 

4.50 
South 

Combined ALOS 
 

2.50 2.80 2.60  

Other Performance 
 

    

Day Case Rates 
 

76% 77% 76% 81% 
North 

87% 
South 

Occupancy 
 

61% 40% 54% 65% 

Throughput per bed p.a. 
 

89 52 77  

Turnover Interval 
 

1.6 2.8 2.2  

Outpatient DNA Rates 
 

14.7% 20.5% 16.2%  

Conversion Rates 
 

41.3% 33%    
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APPENDIX 2 
 

Model of Care  - Day Case Surgery 
 

Outpatients

Pre-Assessment
Clinic

ACADs
or

Ophthalmology Ward
Discharge Home
Follow-Up OPD Theatre

Patient

No Operation

[5-6 Months]

[2-3 Weeks]

23-hour

No Operation

 
 

Model of Care Assumptions – Day Case Surgery 
 
Stage in the process Duration Notes 

 
Outpatients - Clinics take referrals from secondary care as 

well as primary care. Current target for waiting 
is 5-6 months. 

Pre-Assessment - Patients will be pre-assessed shortly before the 
expected date of surgery but in some 
circumstances it could be on the same day as 
the outpatient clinic visit. Maximum practical 
wait time is 2-3 weeks. 

ACAD / Ophthalmology 
Ward 

<23 hours The majority of day cases will be undertaken at 
the ACADs. In addition, many patients will 
have day surgery at the inpatient site. 

23-Hour Beds 23 hours If 23-hour beds are provided at either or both of
the ACADs, some patients can have their day 
surgery there. 
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APPENDIX 3 
 

Model of Care – Elective Inpatient Care 
 

 

Outpatients

Pre-Assessment
Clinic 

Ophthalmology Ward 

 
 

Model of Care Assumptions – Elective Inpatient Care 
 
Stage in the process Duration Notes 

 
Outpatients - Clinics take referrals from secondary care as 

well as primary care 
Pre-Assessment - Patients will be pre-assessed shortly before the 

expected date of surgery but in some 
circumstances it could be on the same day as 
the outpatient clinic visit. 

Ophthalmology Ward 2 days  The majority of patients will have a length of 
stay of no more than 2 days. However, there 
will be some complex patients who will require 
an extended stay. 

Theatre - The vast majority of elective patients will have 
an operative procedure. However, a small 
proportion of patients will have non-operative 
treatment but many of these require a prolonged
stay. 

Critical Care 1 day A very small minority of patients may require 
higher dependency care, but not access to full 
ICU facilities. 

 

[2 Days] 

Discharge
Community Rehab 

Follow-Up OPD 
Theatre 

Patient 

No Operation 

[1-6 Months] 

[2-3 Weeks] 

No Operation 

Critical Care 

[0-1 %]

[96.7 %]
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APPENDIX 4 
 

Model of Care – Non-Elective Care 
 

 

A & E 

Discharge Home 
Community Rehab 

Follow-Up OPD 
Theatre 

Critical Care

Patient 

Ophthalmology Ward
[3-6 Days]

 

[96.7 %] 

[0-1%]

Outpatients 

 Eye Casualty  
Ophthalmology Ward

 
 

Model of Care Assumptions – Non-Elective Care 
 
Stage in the process Duration Notes 

 
Outpatients - Patients may be admitted for emergency care directly 

from outpatient clinics 
A & E - Patients presenting in an A&E department with an eye

problem will be transferred to the Ophthalmology 
ward for assessment. 

Eye Casualty  - Patients may be admitted for emergency care directly 
from the Eye Casualty department 

Ophthalmology Ward 3 –6 days The majority of patients will have a length of stay 
between 3 to 6 days. However, there may be some 
complex patients who will require an extended stay. 

Theatre - A proportion of emergency patients will require an 
operative procedure 

Critical Care 1 day A very small minority of patients may require higher 
dependency care, but not access to full ICU facilities.
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