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UK National Screening Committee 

Screening for Diabetic Retinopathy  

19 November 2015 

Aim  

1. To ask the UK National Screening Committee to make a recommendation, based upon the 

evidence presented in this document, whether to extend the screening intervals for 

diabetics at low risk of sight loss in the diabetic eye screening programme. 

This document provides background on the items addressing the proposed modification to 

the NHS Diabetic Eye Screening programme. 

Current programme policy and area impacted by the proposed change 

1. Screening for diabetic retinopathy is offered to all people aged 12 and over with type 1 or 

type 2 diabetes. Current policy is to invite all eligible people for a screening test annually. 

2. The proposed modification relates to the screening intervals: 

- That the diabetic eye screening programme extends screening intervals for people with low 
risk of sight loss, from one year to two years.  

 
- That the current screening interval for people with a high risk of sight loss should be 

retained.  
 

The rationale for the proposal is summarised in Annex A. 

Consultation 

3. A three month consultation was hosted on the UK NSC website, and 22 organisations were 

contacted directly.  Stakeholders were invited to comment on any aspect of the supporting 

documents and on whether they agree or disagree with the proposed modification. Annex B 

 

4. Responses were received from the following 5 stakeholders: College of Optometrists, 

Diabetes UK, Royal College of Ophthalmologists, and the Public Health Agency Northern 

Ireland, Royal College of Physicians. All comments are in Annex C. 



There is overall support for the proposal, and the main concern was for the need to clarify 

how changes should be developed and implemented, including any communications 

regarding the changes to be made. For example concern was raised for the lack of evidence 

on the impact on test uptake, in those at a low risk of sight loss.   

In addition there were comments on the need for robust information that describes ‘risk’ in 

a way that is accessible to all patients.  The programme plans to address these in work 

streams within an implementation group formed to oversee and develop a full 

implementation plan should the change be agreed.   

Two responses noted that the modification was not without risk, albeit a very low risk.  

These responses suggested that patients in the low risk group should be given the option of 

an annual review as this may provide a level of reassurance which may be lost through 

implementation of the modification.  However, the risk of progression had been considered 

by the screening programme as part of the development of the proposal.  It had been noted 

that the annual rate of referable progression was ~0.7% and that cases identified later would 

still be treatable.  In addition the programme’s recommendation was conservative in 

comparison to other assessments of the issue.  For example one observational study (Agardh 

2011) reporting incidence of sight threatening diabetic retinopathy (STDR among type 2 

diabetics in the low risk group concluded that three-year intervals are recommendable.  In 

addition the screening programme has advised that good communication of risk is a more 

practical approach to continued reassurance. 

 

Recommendation  

5. The Committee is asked to approve the following modification to the NHS Diabetic Eye 

Screening Programme: 

 

For diabetics at low risk of sight loss, the interval between screening tests should change 

from one year to two years. The current one year interval should remain unchanged for the 

remaining people at high risk of sight loss. 
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Annex B 

List of organisations contacted: 

1. Action for Blind People 

2. Association of British Clinical Diabetologists 

3. Association of Optometrists 

4. British Association of Retinal Screening 

5. College of Optometrists  

6. Diabetes Research and Wellness Foundation 

7. Diabetes UK  

8. Faculty of Public Health 

9. Foundation of European Nurses in Diabetes 

10. Institute of Diabetes in Older People 

11. Insulin Dependent Diabetes Trust 

12. International Diabetes Federation 

13. Juvenile Diabetes Research Foundation 

14. Medical Imaging DRSS 

15. National Diabetes Information Service 

16. National Eye Research Centre 

17. Primary Care Diabetes Society 

18. Royal College of General Practitioners 

19. Royal College of Ophthalmologists  

20. Royal College of Physicians 

21. Royal National Institute of Blind People (RNIB) 

22. Young Diabetologists Forum 

 

 



Annex C 

Name: Simon O’Neill Email address: xxxx xxxx 

Organisation (if appropriate): Diabetes UK 

Role:  Director of Health Intelligence and Professional Liaison 

Do you consent to your name being published on the UK NSC website alongside your response?  

 

Yes X          No  

 

Section and 

/ or page 

number 

Text or issue to 

which comments 

relate 

Comment 

Please use a new row for each comment and add extra rows as required. 

P2: Evidence 

presented 

In patients with no 

retinopathy, less 

than 0.3% 

progressed to either 

referable retinopathy 

or proliferative 

retinopathy during a 

2 year period  

The evidence base presented to argue for a move to biennial retinal screening is very strong and 

Diabetes UK is happy to support this move in principle. 

However, it is important to note that this move is not without some element of risk for some individuals 

and it will be necessary to explain this level of risk to people so that they can make an informed choice 

as to whether they would want to have an annual review through an alternative means in addition to a 

biennial review under the Diabetes Eye Screening Programme.   

If 0.3% of people in the study with no retinopathy at baseline went on to develop some form of 

retinopathy over a 2 year period, this is still around 1,000 people. If this was 0.3% of the English 

population with diabetes, this would equate to over 8,000 people. We realise that this includes 

retinopathy that may not require treatment, only referral, and that some people in the existing 

programme still have some risk of developing proliferative retinopathy within a single year. But it is 

important to explain that this move is not completely risk free for a small number of individuals 

 



P3 Outcome 

of UK NSC 

Discussion 

There are a number 

of important factors 

that must be in place 

before the modified 

intervals could be 

implemented 

Diabetes UK supports the need to ensure that the listed factors must be in place before any changes 

are made to retinal screening intervals. 

 Accurate and consistent grading is essential to ensure patient safety and to prevent 
unnecessary sight loss. This must be demonstrably in place before any changes to the 
screening intervals are implemented, with the data publicly available. 

 Robust data, IT and follow up processes: It is essential that the system is fully competent to 
track, invite and follow up people with diabetes to ensure that people do not fall out of the 
system and that biennial screening does not start to lead to an increase in referable 
retinopathy in practice. This is particularly true for younger people with Type 1 diabetes who 
are already less likely to access their regular care reviews and who, in attending University and 
moving for work, are often a more mobile population, crossing providers’ boundaries. Although 
we know that some people with diabetes choose not to attend retinal screening, it is essential 
that all eligible people are invited when appropriate (whether annually or biennially) and that 
they know which screening interval they should be offered and why. We do have a strong 
concern that people who are moved to biennial screening may misunderstand this and believe 
that they are no longer at risk of retinopathy and cease to attend retinal screening 
appointments. We also need to be assured that the systems are robust enough that only those 
who are suitable for biennial screening are invited to this and that all people with early signs of 
retinopathy are monitored annually, as proposed.  

 Vital stakeholder and service user communication. Diabetes UK strongly supports this. It is 
essential that the proposed changes are communicated effectively to all people living with 
diabetes. We are already concerned that many people with diabetes do not understand the 
difference between a retinal screen through the DESP and an annual eye health check with 
their high street optician and have concerns that the move to biennial screening may confuse 
this further. Furthermore, when all other diabetes risk reduction processes are expected to be 
undertaken annually, a biennial screen is likely to cause confusion to some as it is easier to 
think about getting everything checked once a year. This is a significant issue and 
communication of who needs to be screened annually and who (on the basis of the risk 
modelling) can be seen biennially will need careful consideration to ensure consistency. 

 Evaluation of the uptake, impact and outcomes of those who are only offered biennial 
screening to track the effect of this change and whether greater numbers of people with 



diabetes are developing signs of sight threatening retinopathy. 

 Changes in glycaemic control. It is well known that sudden improvements in glycaemic 
control after several years of poor control can speed up the progression of diabetic retinopathy. 
Likewise for people who have a sudden deterioration in glycaemic control, their risk of 
retinopathy will increase. It is therefore vital that clinicians have the opportunity to refer people 
back in to the service whose risk profile may have changed within a two year period or where 
retinopathy is suspected and clear guidance should be produced for clinicians about how to re-
refer. 

In addition, we would like to raise some other communication concerns: 

 Blindness is probably the most feared complication of diabetes. Many people living with the 
condition get reassurance from the annual eye screen. Although we appreciate that they are at 
very low risk of developing retinopathy over a two year period, it is essential that any changes 
to the programme are comprehensively explained to provide reassurance. 

 We do have a concern that those who may choose to continue with annual retinal screening, 
using free services such as that offered to the over 40s by SpecSavers, may choose not to 
then take up the national programme invitation. Although their eye health may be being 
monitored, there is not necessarily good Quality Assurance, and their data will be lost to the 
national programme.  

 Key to ensuring take up of retinal screening is the conversation with GPs and specialists about 
its importance. We are already concerned that the removal of retinal screening from the 
Quality Outcomes Framework may be having a detrimental effect on GPs referring patients 
into the system and we would be concerned if confusion around biennial screening led to GPs 
referring fewer patients. Communication with GPs and specialists about these proposed 
changes must be in place to ensure there is clarity about referral. 

 Currently only 35.9% of all people with diabetes are meeting targets for HbA1c, BP and 
Cholesterol. Although this has been static for some year, if overall diabetes care does worsen 
over time, then it will be important to ensure that a biennial screening interval is still 
appropriate and safe for the vast majority of people with diabetes and that underlying care is 
not having a negative impact. 

 Consultees felt that the invitation letter needs to be much stronger, especially if this is only 
going to be a biennial screen, to really express the importance of attendance and to stress that 



this is in the patient’s best interest and is not a ‘cost-cutting’ exercise 

 

Name: Dr Adrian Mairs Email address: xxxx xxxx 

Organisation (if appropriate): Northern Ireland Public Health Agency  

Role:  Public Health Lead for the Northern Ireland Diabetic Eye Screening Programme 

Do you consent to your name being published on the UK NSC website alongside your response?  

 

Yes           No  

Section and / or 

page number 

Text or issue to which comments relate Comment 

 

  The document would benefit from the addition of page and 

paragraph numbers. 

Proposal for 

consultation: 

Page 1, para 1. 

That the diabetic eye screening programme extends 

screening intervals for people with low risk of sight 

loss from one year to two years. 

The Public Health Agency (PHA) supports the proposal to 

extend the screening intervals for people with low risk of sight 

loss from one year to two years.  Programmes doing this 

should meet the current screening interval standard and 

ensure that people with low risk of sight loss are offered 

screening every 24 months. 

 That the current screening interval for people with a 

high risk of sight loss should be retained 

The PHA supports retaining the current screening interval for 

people with a high risk of sight loss and that programmes 

should meet the current screening interval standard. 

Summary 

Page 2, para 1. 

Reducing the number of screening episodes for 

selected patients would also release capacity that 

can be used to invite the increasing number of 

people with diabetes.  Those people who are at low 

It should be made clear that the reason for extending the 

screening interval is to maximise the benefits of the 

programme (e.g. promoting informed choice to maximise 

uptake) and reduce harms (e.g. participant anxiety and 



risk will also not have the inconvenience of having to 

attend every year. 

opportunity costs). 

Outcome of UK NSC 

discussion 

Page 3, para 2. 

However the Committee also noted that there are a 

number of important factors that must be in place 

before the modified intervals could be implemented: 

• Accurate and consistent grading should be taking 

place in programmes. 

• Robust data and IT processes should be in place to 

ensure the safe identification and management of 

patients along a pathway. 

• Vital stakeholder and service user communication. 

The PHA agrees with each of the factors recommended by the 

UKNSC.  In addition there should be robust programme 

management and failsafe procedures in place to ensure that 

all individuals at low risk of sight loss are offered screening 

every 24 months. 

Mechanisms need to be in place to ensure that women who 

are, or become pregnant, are screened at appropriate 

intervals. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

Name: David Parkins Email address: xxxx xxxx 

Organisation (if appropriate): The College of Optometrists 

Role:  President 

 

Do you consent to your name being published on the UK NSC website alongside your response?  

 

Yes           No  

 

Section and / or 

page number 

Text or issue to which comments relate Comment 

 

General   

The College of Optometrists agrees with the UKNSC 

proposed modification to the Diabetic Eye Screening 

Programme to extend the interval between screening tests 

from one year to two years for people at low risk of sight loss, 

while the current interval between screening tests should 

remain unchanged for people at high risk of sight loss. 

 

 

 

 

  



 

 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Dear Adrian, 

 

Having looked at this documentation I can see no transparent recommendations for patients 

in the seven intermediate risk groups, i.e. those with background DR in one eye at first 

screen and no DR recorded at second screen. Have I missed something? 

Irene 

 

Irene M. Stratton M.Sc. FFPH 

Honorary Associate Professor (University of Warwick Clinical Sciences Research Institute) 

Senior Statistician Gloucestershire Retinal Research Group Above Oakley Ward Cheltenham 

General Hospital Sandford Road Cheltenham Gloucestershire 

GL53 7AN. 

xxxx xxxx 

 

 

 

Dear Irene, 

 

Thank you, we will consider your comments along with other responses to the consultation. 

 

Please note that the Four Nations Study concluded that if accurate and consistent grading 

were assured that an appropriate yield for identifying diabetic retinopathy in screening 

would be 2.5%, at which point the optimal intervals would be two to three years for the low 

risk group, annually for medium risk, and six monthly for the high risk group. 

 

We are consulting on the option of extending screening intervals to two yearly for the low 

risk group only.  This was supported in the cost utility work carried out. 

 

Additionally, as detailed in the consultation paper, the cost utility did not support reducing 

the intervals for high risk people. The annual intervals for medium risk is as the current 

policy, and therefore is not deemed to be a required proposal in terms of this consultation. 

 

Kindest regards, 

 

Adrian Byrtus 

Evidence Review & Policy Development Manager 

UK National Screening Committee 

 

Dear Adrian, 

 

Those results are well known to me because I was the person who calculated them. 

 

There are not 3 but  9 risk groups in the original paper (Stratton et al, attached)  and 

the numbers of cases of referable retinopathy are given by risk group. The paper 



by Leese et al (I'm second author there) concentrated on groups 1,5 and 9 because of 

space considerations. 

 

If you look at Stratton et al you will see that the intermediate group 2 also has 

expected 2 year rate of referable DR under 2.5%, in fact 1.9%.  

 

Group 2 is those who have R1 in one eye in screening episode 1 and R0 in both eyes 

at the second screen.  

 

Including those in the 2 year screening interval group would increase the size of the 

"2 year screening interval" group by 17.5%. A not inconsiderable difference in terms 

of numbers  of screening episodes. This does not seem to have been considered.  

 

Irene M. Stratton M.Sc. FFPH 

Honorary Associate Professor  

 

 

 


