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The results* of the last survey

O

List direct for lens extraction / cataract surgery

1.

56%
4%
7%

12%

21%

A 55-year-old patient has

narrow, potentially occludable
angles, no significant cataract,
and persistently raised I0Ps

of 28mmHg with early disc
compromise, and normal vision in
each eye. How would you initially
manage?

[ Peripheral iridotomy
[ | Drop therapy

[ | Peripheral iridotomy and list for lens extraction / cataract

surgery

Drop therapy and list for lens extraction / cataract surgery

74%

The same patient is listed direct
for lens extraction / cataract
surgery. He is on a waiting list and
has so far waited four months for
his surgery. He develops acute
angle closure in one eye and his
vision is reduced from 6/6 to

6/18 despite treatment. Is there a
breach of duty?

™ ves 26% M No

100%

Was his harm avoidable? | 4.

[ ves

0% M No

74% M Yes

Was the delay to surgery

too long?

26% M No

26%
33%
16%

7%

If you feel that delays to surgery
can be deemed to be a breach

of duty, in this scenario (where
vision is lost while waiting for
clear lens extraction without a Pl),
what is an acceptable delay to
surgery? |.e. Beyond which time is
there an argument that the delay
was too long and that materially
contributed to the visual loss?

[ Less than 2 weeks 0%
[ Less than 1 month 4%

Less than 2 months  14%
¥ Less than 3 months

O )

No response

Less than 4 months
Less than 6 months

The same patient as described

in question 1 had no issues and
attends for his surgery three
months after listing. His IOP is
found to be 38mmHg and his
optic disc has gone from a 0.6
cup to a 0.8 cup with a significant
reduction in visual field. Is there a
breach of duty?

-

88% M Yes

12% M No

7. If there is likely to be a delay to
surgery / lens extraction, do you
think a patient should have a
peripheral iridotomy?

91% M Yes 9% M No

o

*Please be aware that this data does not form part of a peer
reviewed research study. The information therein should not be relied
upon for clinical purposes but instead used as a guide for clinical
practice and reflection. The sample size for the June 24 survey was:
43 respondents.

narrow, potentially occludable drainage angles, no significant

cataract, and persistently raised intraocular pressures (I0Ps)
of 28mmHg with early disc compromise, and normal vision in
each eye. It is worth going through the definitions to ensure we
are singing from the same hymn sheet when discussing these
cases here, and when referring on to colleagues and making
management decisions.

+ Primary angle closure suspects have clinically occludable
angles / iridotrabecular contact in the presence of normal IOP
and no evidence of glaucomatous optic neuropathy.

- Primary angle closure patients have clinically occludable
angles / iridotrabecular contact with a raised IOP. There is no
evidence of glaucomatous optic neuropathy / optic disc is
healthy.

+ Acute angle closure crisis (not glaucoma yet) occurs when
the pressure rises rapidly and results in the familiar physical
signs of dilated, unresponsive pupil resulting from iris ischemia,
redness and corneal oedema. The patient often experiences
visual loss and pain. If optic disc damage is found at this stage
it is usually pre-existent and a manifestation of previously raised
pressures.

+ Primary angle closure glaucoma (PACG) patients have clinically
occludable angles / iridotrabecular contact usually with a raised
I0P (although IOP can fluctuate) and signs of glaucomatous
optic neuropathy.

So, in the case described we have occludable angles, raised IOPs

and signs of early glaucomatous optic neuropathy, fulfilling the

criteria for PACG.

We need to lower the IOP somehow. Selective laser
trabeculoplasty is not appropriate as we have no clear
visualisation of the angle structures. In my opinion, definitive
management of the IOP needs to be either in the form of lens
extraction to open the angle or drop therapy. | do not believe
a peripheral iridotomy (P1) will bring the pressure down to an
acceptable level. In the end, the decision is not ours but the
patients. All options are possible, and we need to give the patient
the pros and cons of each strategy. It is likely that the patient is a
hyperope and may welcome an excuse to minimise their spectacle
dependency. Alternatively, they may be averse to surgery and
prefer drops and PI. It is important such discussions are properly
documented in the clinical record. More than half of you elected
for Pl as a first line treatment. We will explore the option of
prophylactic Pl below.

In our hypothetical patient we elected for lens extraction and
placed them on the waiting list. They were left waiting for four
months and developed acute angle closure with visual loss — with

In the first case we were faced with a 55-year-old patient with
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the pressures on our waiting lists and capacity it is a common
scenario. The question was whether there was a case to
answer and a breach of duty in not operating on the patient
sooner. Three quarters of you felt that there was, a figure which
surprised me. It is certain that such cases should not be put
down on the ‘routine’ waiting list and need to be done sooner,
as they are at greater risk of harm than the ordinary cataract
patient. The duty of care is to recognise that and try to expedite
definitive surgery to prevent harm, but | am not sure if it is a
breach. If there were other ‘soon’ patients on the waiting list
and they had equal priority, is it a breach not to push them
aside for this patient? Safety netting in this case is also of vital
importance.

You all unanimously felt that the harm was avoidable, and
| agree, however, that does not necessarily imply a breach of
duty. Three quarters of you felt that the delay to surgery was
too long and again | agree. There was foreseeable harm and
ideally the surgery should have been done sooner if possible.
And it is the ‘if possible’ caveat which causes issues. What if it
was not possible to do the surgery sooner due to other priority
cases, or unexpected sickness? Is that enough of an excuse to
absolve the provider?

Question 5 highlights the dilemma that medical experts
face. | am often questioned as to when a delay turns from
reasonable to not ideal, to undesirable, to unacceptable and
a breach of duty. The spread of opinion in response to this
question reinforces the fact that it is not an easy question to
answer. One quarter of you felt that the procedure needed to be
undertaken within two weeks and a third within one month.

Question 6 describes a scenario | commonly see in my
medico-legal practice. In this case the patient had to wait for
three months for surgery and during this time the pressure
went up and caused further damage. Eighty-eight percent of
you felt that there was a breach of duty.

Finally, 91% of you felt that a Pl was indicated if there was
going to be a delay to lens surgery and again, | would tend to
agree. However, agreeing that it is a good idea is not the same
as asserting it is a breach of duty not to do it. Remember that
the practice must not be supported by any responsible body of
medical opinion for it to be deemed a breach of duty and our
surveys clearly shine a light on the fact that practice does vary.

Our next survey

1. A patient is referred in from their optometrist with potentially
occludable drainage angle. Gonioscopy performed by you
confirms occludable angles. The intraocular pressure is
normal, there is no cataract, and the optic disc is entirely
healthy. What do you do?

0 Discharge to own optician
O Recommend a YAG peripheral iridotomy
U Recommend lens extraction

2. If you had occludable drainage angles and no cataract with
normal pressures, would you have:
O No treatment O Peripheral iridotomy

3. Where do you place your YAG peripheral iridotomy?
O Superior
0 Temporal
O Does not matter where

4. If you were found to have glaucoma with pressures of
24mmHg in each eye would you have:
O Drops O sLT

5. A patient is listed for cataract surgery and has an
uncomplicated procedure. They have a refractive surprise, and
it transpires that they had had laser refractive surgery 10 years
prior. This was not asked / detected at the initial consultation
or the pre-assessment. Was there a breach of duty?

O Yes a No

6. Who was at fault?

Q Doctor in clinic [ Operating surgeon

7. A patient has second-eye cataract surgery and ends up with
a refraction of -2.5 in the first eye and +0.5 in the second eye.
Refractive outcome was discussed with the patient at the
initial clinic attendance, and it was decided to leave her -2.0
so she could read without spectacles on. She is now suffering
with anisometropia. Is there a breach of duty?
U Yes d No

8. Who is at fault?

O Doctor in clinic O Operating surgeon

Complete the next survey online here:

www.eyenews.uk.com/survey
Deadline 1 September 2024
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