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Executive summary 
Getting It Right First Time (GIRFT) is a key enabler for healthcare systems working on the High 

Volume Low Complexity (HVLC) Programme which is nationally rolled out, regionally led, and system 

delivered. HVLC focuses on driving improvement in high volume specialties such as Ophthalmology. 

 

The inspiration behind this guide is knowing that we need to make the most effective use of existing 

NHS resources. GIRFT has encountered several NHS providers who have got it right & we want to 

share this learning with others and say we can all do this too. We recognise that the Independent 

Sector (IS) providers of cataract surgery work at high volume, providing cataract surgery for a 

variable range of complexity of cases. Pre-covid, the IS provided 28% of HVLC cataract procedures 

in December 2019. This increased post-covid, rising to 57% in June 2023. The Royal College has 

also previously reported that the IS’s share of cataract surgery rose 34% to 59% between December 

2020 and February 20211. It is crucial that we get higher volume cataract surgery right in the NHS 

to ensure we provide the best care for our patients and support for all ophthalmic staff. Whilst patients 

should not be delayed in having surgery, and the current back logs need to be cleared, for cataract 

surgery it is crucial that this is provided at high volume in the NHS to ensure that funding for all 

ophthalmic services is not destabilised. If this doesn’t happen, there is a real and significant risk that 

the funding that goes towards supporting non-cataract ophthalmic activity in acute trusts will be lost 

for ever. This is in term will lead to poorer patient outcomes and harm. Most importantly, there will 

be a negative impact on training of the next generation of cataract surgeons. 

 

2022 GIRFT data shows the average number of cataract procedures completed in an average 4-

hour theatre session is 6.3 nationally. The High-Volume Lower Complexity (HVLC) standard is 
10 cases (cataract only, local anaesthetic only) in a 4 hour list. The High-Volume Any 
Complexity (HVAC) standard is 8 cases (cataract only, local anaesthetic only) in a 4 hour list. 
Therefore, there remains huge potential to improve access to timely cataract surgery. This delivery 

guide sets out the key elements that need to be in place to meet this standard using the GIRFT 

pathway. 
 

 
Who should read this guide? 
This is the first in a series of four implementation guides intended to be of interest to organisations 

and systems aiming to improve efficiency and reduce waiting lists, enabling provision of cataract 

surgery in a timely manner through the implementation of a high-flow cataract surgery pathway. 

 

 
1 Cataract-Sector-Data-Report.pdf (rcophth.ac.uk) 

https://www.gettingitrightfirsttime.co.uk/bpl/hvlc/
https://www.gettingitrightfirsttime.co.uk/bpl/hvlc/
https://www.rcophth.ac.uk/wp-content/uploads/2022/08/Cataract-Sector-Data-Report.pdf
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Purpose of this guide 
This delivery guide describes how to implement the GIRFT-RCOphth high-flow complexity 
cataract surgery pathway using an elective drive to identify and enable the embedding of best 

practice: resulting in optimised ways of delivering service, increased effectiveness, and 

productivity.   The advice provided is appliable to cataract surgery performed under local 

anaesthetic of any complexity, making it relevant to both HVLC lists and HVAC lists.   
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Overview  
 

  1. Case for change 
To implement widescale change by introducing 
the GIRFT-RCOphth high flow cataract 
pathway: 

• By increasing the number of cases 
performed per list in line with high volume 
any/low complexity (HVA/LC) standards 
(8/10). 

• Reducing the number of patients on the 
cataract surgery waiting list. 

• Improving pre-operative assessment 
duration and process. 

2. Baseline position 
• Undertake a detailed review of the 

existing cataract pathway from 
patient referral through to discharge. 

• Undertake a gap analysis between 
current practice and the GIRFT-
RCOphth pathway to determine the 
changes required and to define the 
project scope.  

3. Elective drive 
• Achieve major transformation by delivering 

an elective drive which mirrored the GIRFT-
RCOphth pathway. 

• Completing a large number of cataract 
procedures using the new processes will 
help familiarise the whole department. Work 
can then be undertaken to embed the 
change. 

4. Pre-operatively 
• Use a one-stop clinic to pre-assess 

all patients prior to the elective drive. 
To minimise service disruption, it is 
suggested these are additional 
sessions. 

• Rigorous and standardised pre-
operative assessment prior to the 
day of surgery is the most important 
factor for the success of high flow 
lists.  

5. Drive summary 
• Utilise two theatres for 5 days. 
• Focus and resources were directed towards 

cataract surgery for the week. 
• Combine high flow lower complexity (10 

pts), any complexity (8 pts) and general 
anaesthesia (GA) lists (6 pts)  based on 
patient need to maximise the elective drive. 

• Individual job roles and processes should be 
meticulously planned to achieve optimal 
patient flow.  
 

6. Predicted Outputs 
• Increase in the number of HVL/AC 

cataract surgeries performed per 
list. 

• Reduction in late cancellations/ 
DNAs. 

• Improved patient and staff 
experience. 
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Introduction 
 

This delivery guide demonstrates how the implementation of the GIRFT-RCOphth high-flow all-

complexity cataract surgery pathway can increase weekly throughput The pathway defines ‘best 

practice’, but the real challenge and crucial step is local implementation, to bring sight-changing 

surgery to patients as quickly and safely as possible. Associated guidance defines the optimal clinical 

and operational processes that should be adopted to improve quality of care, increase capacity, and 

ensure efficient use of resources. 

 

 

 

 

 

 

 

Other documents to read include: 

• GIRFT-RCOphth High Flow All Complexity Cataract Surgery Pathway 

• RCOphth High Flow Cataract Surgery Service Document 

• Moorfield Eye Hospital elective cataract drive (2021) 

 

These documents are on the Getting It Right First Time (GIRFT) Academy Best Practice Library 

alongside other useful documents for ophthalmology.  

Implementing the GIRFT-RCOphth High Flow  ‘HVL/AC’ cataract 
surgery pathway  
To ‘kick start’ and help deliver widespread service transformation and implement the GIRFT-

RCOphth high flow all complexity cataract surgery pathway, an elective cataract drive is a key 

enabler. 

The sequence of activities leading to the delivery of the elective cataract drive are described in the 

sections below. 

Elective drives (or high-volume drives/super weeks) 
Elective drives are an opportunity to focus the resources and energy of a clinical department towards 

completing a high volume of a specific procedure in a pre-determined time frame. They are an 

opportunity for teams to work together towards implementing long lasting changes for the benefit of 

This is the first of a series of four guides covering different aspects of high flow cataracts 
pathway implementation: 
• Guide 1: How to deliver a high volume cataract theatre list 
• Guide 2: How to setup a ‘one-stop’ cataract pre-assessment clinic 
• Guide 3: Designing effective perioperative data collection tools to support high flow cataract 

surgery, (includes example proforma for local adaptation) 
• Guide 4: Perioperative management of patients with medical comorbidities and additional needs. 

 

https://www.rcophth.ac.uk/wp-content/uploads/2022/02/High-Flow-Cataract-Surgery_V2.pdf
https://www.rcophth.ac.uk/wp-content/uploads/2022/02/High-Flow-Cataract-Surgery_V2.pdf
https://www.rcophth.ac.uk/wp-content/uploads/2022/02/High-Flow-Cataract-Surgery_V2.pdf
https://uk-oa.co.uk/wp-content/uploads/2021/01/Moorfields-The-Cataract-Drive-Loiusa-Wickham-Merel-Reinink.pdf
https://www.gettingitrightfirsttime.co.uk/bpl/ophthalmology/
https://www.gettingitrightfirsttime.co.uk/bpl/ophthalmology/implementation-guides-high-flow-cataract-surgery/
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the service and patients. The excitement and exposure which can surround these projects helps 

attract additional resource to support delivery and can be useful to engage colleagues in the change 

process. Completing a large number of cases over a short period of time during the elective drive 

helps to rapidly familiarise a large number of people with the new way of working. 

Prior to an elective drive, the whole patient pathway must be closely reviewed and where necessary, 

transformed to maximise efficiency. GIRFT has set out a number of best practice pathways, including 

the high-flow all-complexity cataract surgery pathway, which can be found here. 

Following the event, an in-depth evaluation is necessary to determine if further adaptations to the 

processes introduced are required prior to the changes being embedded into long term practice. 

 

The objectives of an elective cataract drive are: 

• Perform high-volume, high-quality cataract surgery with a low complication rate 

• Inspire the current team in a demonstration of what is possible 

• Modify current operational practices and create a legacy for more efficient working in 

the future by implementing high flow cataract surgery 

• Tackle the elective backlog 

• Provide staff with an opportunity to see the proposed practice changes in action and 

involve them in developing the future of the service. 

The challenges of an elective cataract drive include: 

• Focusing on cataract surgery for the duration of the elective drive can disrupt the provision 

of other services 

• Completing a large number of cataract procedures in a short period of time requires pre-
operatively assessing and reviewing a large number of patients. 

Launching the project and convening a senior oversight group 
Steps to take: 

1. Convene a senior oversight group to include key stakeholders, medical, nursing, 

managerial and operational board level executives. The preliminary meeting should cover 

the following topics: 

a. An overview of high flow cataract surgery and the GIRFT-RCOphth pathway 

b. Why the transformation is needed and the intended benefits for patients, staff, and 

the organisation.  

c. How an elective drive will support the transformation and share examples from 

successful elective drives in other trusts  

d. An outline of how the transformation will be delivered, including timescales and 

potential delivery challenges. 

 

https://view.officeapps.live.com/op/view.aspx?src=https%3A%2F%2Fwww.gettingitrightfirsttime.co.uk%2Fwp-content%2Fuploads%2F2022%2F06%2FNECRTP-cataract-pathway-update-High-FLOW-All-complexity-post-delivery-group_training-highlighted_FINAL.pptx&wdOrigin=BROWSELINK
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2. Identify a project delivery team including the following: Theatre manager, Matron for 

Ophthalmology, Directorate Manager for Ophthalmology, Clinical Director for 

Ophthalmology, Cataract Service Lead, Service Improvement Manager.  

 

3. The project delivery group should meet every 2 to 4 weeks to review progress and resolve 

any challenges encountered. 

 

Our advice:  

• Learn from other providers who have implemented the HVL/AC pathway 

• Executive clinical, nursing, and operational involvement from the outset with regular meetings to 

monitor progress and overcome challenges 

• The transformation requires a close working relationship between medical, nursing, and 

operational leads 

• Project scope should be agreed to set expectations. Important factors to consider include:  

o For the medical and nursing leads: introduction of pooled lists, standardising clinical 

processes, introducing new ways of working, engaging staff, and ensuring clinical 

governance processes maintain quality and safety 

o For the operational leads: date and duration of elective drive, number of operating theatres, 

projected number of additional cataract procedures, additional staffing requirements, funding 

requirements, potential impact to other services, managing increased patient flow, ensuring 

adequate supply of consumables and involvement of key services (e.g., sterile services and 

pharmacy)  

Establishing a baseline position and performing a gap analysis 
• Baseline: the provider’s existing cataract surgery pathway prior to the intervention 

• Gap analysis: identifying the differences between the baseline and GIRFT-RCOphth high 

flow low/any complexity cataract pathway  

Steps to take:  

1. Identify the baseline by meeting with key staff members to define existing processes in 

addition to exploring the issues affecting the service. The existing cataract service should 

be reviewed in its entirety from patient referral to discharge. This should include reviewing 

all documentation, proformas, patient letter templates, leaflets, guidelines/SOPs, and 

operational processes. Note should also be made of areas of the existing cataract service 

which work well as well as focussing on the areas which require refining. 

2. Undertake a gap analysis which should identify differences between the baseline practice 

and the GIRFT-RCOphth high flow any complexity cataract pathway. Below is an extract of 

a gap analysis from another Trust: 
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3. The project delivery team should review the results of the gap analysis. In the event 

that local issues are uncovered and could impact on the successful implementation of the 

GIRFT-RCOphth pathway, a table of requirements and associated actions should be created 

to enable the project delivery team to address each issue.  An example is shown below:  

 

 
This requirement for high flow cataract surgery is not performed as part of the existing cataract 

surgery pathway. It will not be implemented for the elective cataract drive. This requirement will be 

addressed once high flow cataract surgery has been successfully implemented to further refine the 

process and improve the service. It is not an immediate change that is fundamental for the 

implementation of high flow cataract surgery.   

 
This is an essential requirement of high flow cataract surgery and is not performed as part of the 

existing cataract surgery pathway. This needs to be implemented for the elective cataract drive. 

 
This is an essential requirement for high flow cataract surgery and is already done as part of the 

existing cataract surgery pathway. 

 

 

 

 

 

 

 

 

 

GIRFT-RCOphth high flow all 
complexity cataract pathway 
requirement 

Gap analysis results 

A one-stop pre-operative 

assessment clinic incorporating 

pre-operative assessment (POA), 

biometry and clinical review. 

Currently patients have at least two out-patient appointments prior to 

surgery. Sometimes three visits are required due to the availability of 

biometry. 

Offer Immediate Sequential 

Bilateral Cataract Surgery 

(ISBCS) to all patients when 

clinically appropriate. 

ISBCS not routinely performed.  

Criteria-led discharge with pre-

prepared discharge medication 

and advice pack. 

Nurse led discharge performed and post-operative drops available on 

day of surgery ward. 
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Issue identified  Additional requirement Action 

A generic day case surgery proforma not specific for high flow 

cataract surgery is used. It is time consuming to complete and 

multiple additional documents are required which can get lost. 

Information is hard to find causing frustration and delays.   

Streamlined patient 

documentation to support the 

entire episode of care and high 

flow cataract surgery.  
 

Lengthy medical pre-assessment for a one-stop clinic. The 

assessment needs to be appropriately tailored for assessing 

patients undergoing high flow cataract surgery under LA.  

To reduce the nurse led pre-

operative assessment from 40 

mins to 10-15 mins.  
 

Clinics are run by junior and non-surgical staff leading to 

variation in the quality of the pre-surgical assessment. 

Consultant presence in pre-operative clinics supports junior 

team members rigorously prepare patients for surgery and 

reduce the number of on the day cancellations.  

Surgeon (consultant and senior 

clinical fellows) led one-stop 

clinic  
 

There is widespread variation in the management  

of diabetes, hypertension, and anticoagulation perioperatively. 

This often leads to a high number of on the day cancellations.  

Standardised management of 

common patient co-morbidities 
 

Currently biometry is the rate limiting step for increasing pre-

operative assessment capacity. The trained biometry workforce 

needs expanding, and biometry machines need updating.  

Increase capacity for biometry 

 

Currently patient information letters are informing patients to be 

nil by mouth (NBM) for LA cataract surgery. This is not 

necessary and could lead to issues if patients are diabetic.  

Patients do not need to be nil 

by mouth prior to local 

anaesthesia (LA) cataract 

surgery  
 

The clinical director for ophthalmology determined local 

changes to equipment would support patient throughput on the 

day of surgery. 

Additional surgical instruments 

and consumables required  
 

The need for repeat clinical reviews and investigations on the 

day of surgery needs to be reduced.  

Minimising the time between 

pre-assessment and surgery, 

consultant led pre-assessment 

and surgery, Surgeon-led pre-

assessment and standardised 

management of co-morbidities 

 

The on the day of surgery patient pathway needs to be 

streamlined to prevent delays between patients which can 

contribute to on the day cancellations.  

A push (rather than pull) system 

on the day of surgery 
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Our advice: 

• Involve staff at all levels when establishing the baseline position. This valuable step should 
not be rushed. 

• Encourage staff to share ideas about how the service could be improved. Engaging the team 
will help drive motivation for the upcoming change process. 

• It is essential to identify and fix local issues which may impact the ability to deliver high flow 
cataract surgery early in the process.  

• It is important to highlight areas of good practice in the existing cataract pathway.  
• Use actions defined in step 3 to differentiate pathway changes which are essential for the 

implementation of high flow surgery and those which are important but can be done later to 
minimise the change process becoming overwhelming. Ask yourselves: ‘is this change 
essential to run high flow lists during the elective drive?’.  

• The tables above identify the scale of the required change and form the action plan and 
progress tracker for the transformation. 

• Practice within an Integrated Care System or region should be standardised. For example, 
using the same parameters to risk stratify patients makes it easier to facilitate mutual aid 
between providers.  
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Engagement and training 
What to do: 

1. Seek peer support from providers with established high flow cataract surgery lists. 

Moorfields Eye Hospital NHS Foundation Trust and Frimley Health NHS Foundation Trust 

are happy to share learnings from their cataract services.  

2. Encourage all staff to get involved and help with the transformation process.  

3. The project delivery team to be responsible for ensuring their teams are kept updated on all 

changes introduced for the elective drive, in addition to providing specific training for new 

roles.  

4. The project delivery team to work in partnership with the senior oversight group to ensure 

the necessary SOPs are in place for the elective drive.  

5. Undertake one to two pilot one-stop pre-assessment clinic(s) and one to two pilot high flow 

cataract list(s) prior to the elective drive to test the changes introduced and develop the 

necessary processes in anticipation of the elective drive. 

6. Following the elective drive, review learning and embed the high flow practices into BAU.   

 

 

 

 

 

 

 

 

 

 

 

  

 Our advice:  

• Peer support is useful to demonstrate how other providers are delivering effective high flow 
cataract surgery.  

• Staff support and engagement is critical to the success of the project, especially when relying 
on staff to change well established practices. For example, involving the pre-operative 
assessment nursing team in the redesign of the patient proforma which they will 
subsequently use.  

• If staff feel involved in the change process, they are more likely to engage with and support 
the anchoring of change in the long term following the elective drive. 

• Pilot projects help build confidence amongst staff and are a fundamental part of staff training. 
Feedback received from the pilots will help make improvements and shape the overall project 
to ensure success. 
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The elective drive – planning  
Steps to take: 

1. Plan an elective drive with designated ophthalmic theatres: 

a. Decide how many days  

b. Identify how many theatres  

2. Plan the elective drive so as not to disrupt pre-planned surgery but maximise the number of 

theatre lists available. 

3. Define the list categories; these could be: 

a. Low complexity (10 patients) 

b. Any complexity (8 patients) 

c. General anaesthesia (GA) (or anaesthetist presence required) 

d. Named consultant (for extremely complex cases) 

4. Risk stratify patients pre-operatively to determine the number of patients on each type of list 

during the elective drive. 

5. Construct a theatre timetable to outline the staffing for each theatre throughout the elective 

drive. Make sure this is distributed to staff in a timely manner to help individuals prepare.  

6. Ensure that theatres are staffed as follows: two ophthalmologists comprising one consultant 

and one experienced registrar/fellow (to take the operations in turn; two anaesthetic 

practitioners; two scrub nurses and one health care assistant allocated per theatre. Produce 

a contingency plan in the event of any short notice staff absence.  

7. In the event of any ophthalmic surgical emergencies arising during the elective drive, make 

sure there is a plan in place to ensure that the elective drive is only disrupted if clinically 

necessary. This could be an agreement that the consultant on-call manages any emergency 

cases. 

 

 

 

 

 

 

 

  

Our advice:  

• Limit the elective drive to a normal working week (Monday to Friday). This eliminates  
the need to use bank staff, therefore eliminating any additional staffing costs.  

• Finalising the elective drive outline, including the date and proposed number of theatre 
sessions is a crucial step, and provides an important goal for everyone to work towards. 
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The elective drive – pre-operative processes 
What to do: 

1. Invite the longest waiting patients to a one-stop clinic for assessment prior to listing for cataract 

surgery.  It is recommended to reassess this group of patients to ensure: 

  

a. That the assessment is not out of date minimising the risk of delay and cancellation on  

 the day of surgery. 

 b.  Patients are risk stratified as per the RCOphth scoring system.  This will enable them to 

 be placed on the most appropriate list. 

 c.  Patients are issued with dilating eye drops to use prior to arriving at the hospital on the 

 day of surgery. 

 d.  Patients are assessed using the most up to date paperwork to facilitate the high flow 

 cataract surgery. 

 e. Patients are consented for surgery. 

 f.  The lens selection process takes place. 

 g. Prescriptions for the day of surgery including discharge medications had been signed. 

 

2. The one-stop clinic model removes the need for multiple visits to hospital prior to surgery. All 

patients should be seen by a pre-operative assessment nurse and a consultant 

ophthalmologist or senior fellow. Biometry should only be repeated if necessary. 

3.  An exemplar proforma is available in here: Guide 3 Designing effective perioperative data 

collection tools to support high flow cataract surgery. This has been designed to collect the 

minimum necessary dataset for each patient and guide staff through each step of the GIRFT-

RCOphth pathway and has streamlined multiple forms into one. The proforma should be 

started for each patient at the one-stop clinic and then completed on the day of surgery until 

discharge. This new proforma contains a redesigned section for the pre-assessment nurses to 

record relevant medical history and highlight any red flags which may require additional 

considerations. 

4. Patients who are proceeding with surgery should be risk stratified and consented, a lens 

selected and given dilating eye drops to use on the day of surgery. Further guidance has since 

been published on developing a one-stop clinic. 

5. Standardised parameters for the management of medical co-morbidities should be used. See 

Guide 4 Perioperative management of patients with medical comorbidities and additional needs, 

for more information. 

6. Patients who are deemed fit for surgery following the one-stop assessment clinic should be 

scheduled for surgery during the elective drive. 

7. Identify a group of reserve patients who are happy to be contacted at short notice in case of a 

last-minute cancellation. 

https://www.gettingitrightfirsttime.co.uk/bpl/ophthalmology/implementation-guides-high-flow-cataract-surgery/
https://www.gettingitrightfirsttime.co.uk/bpl/ophthalmology/implementation-guides-high-flow-cataract-surgery/
https://www.gettingitrightfirsttime.co.uk/bpl/ophthalmology/implementation-guides-high-flow-cataract-surgery/
https://www.gettingitrightfirsttime.co.uk/bpl/ophthalmology/implementation-guides-high-flow-cataract-surgery/
https://www.gettingitrightfirsttime.co.uk/bpl/ophthalmology/implementation-guides-high-flow-cataract-surgery/
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Our advice:  

• The GIRFT-RCOphth high-flow any-complexity cataract pathway should be the default 

pathway. Significant variations to the GIRFT-RCOphth pathway are only required for patients 

requiring a GA or for highly complex surgery under a named surgeon.  

• The elective drive is open to all patients on the waiting list for cataract surgery and should not 

focus only on less complex or straightforward cases as this would lead to inequity of access. 

The purpose of one-stop pre-operative clinics is to fully assess and prepare all patients for 

surgery.  

• It can be a difficult decision to reassess patients for surgery, but it is felt the overall benefit and 

reduction in risks for patients meant this is the best option.  

• Running the additional one-stop clinics as extra sessions will incur an additional expense but is 

preferable to repurposing glaucoma clinics where there is already high demand.  

• Wherever possible there should be continuity in staffing between the one-stop clinics to enable 

the learning and setup from previous clinics to be quickly replicated to reduce variation.  

• Clinics should be organised with sufficient notice to patients to minimise DNAs.  

• Pre-operatively assess more patients than required for the elective drive. Firstly, this provides a 

group of reserve patients in case of last minute patient cancellations. Secondly, it creates a 

pool of patients ready to be booked on high flow lists immediately after the elective drive. This 

keeps the momentum of the project going.  

• A high-quality standardised pre-assessment for all patients prior to cataract surgery ensures 

there are no outstanding issues likely to cause an issue on the day of surgery.  

• Changes to all aspects of the pathway are equally important. The pre-operative processes 

were the most challenging. Do not underestimate the importance of this part of the 

transformation.  
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The elective drive – the day of surgery  
Steps to take: 

1. Schedule patients to arrive in stages to prevent overcrowding of the department. 

2. Ophthalmology Day Case Unit (ODCU) ward staff should check patients in, confirm the 

medical pre-operative assessment was up to date, check pupils are adequately dilated, 

mark the eye and check consent.  

3. Routine observations do not need to be taken for any patients during their admission. 

4. While the first patient is admitted by the ODCU ward staff, the theatre team should conduct 

a team brief.  

5. Once patients are ready for theatre the newly designed theatre checklist (part of the new 

proforma in Guide 3) should be completed by the anaesthetic practitioner and OCDU nurse.   

6. Patients should be taken to the anaesthetic room and positioned on a surgical trolley. This 

is a critical component of a ‘push system’ which forgoes the traditional practice of sending 

for a patient which tends to cause delay. 

7. While the patient is waiting outside the theatre, the surgeon not operating (see The elective 

drive – a brief overview point 6) should meet the patient and answer any questions. The 

sign-in section of the WHO checklist should be completed, and the lens selection checked 

by the surgeon using the patient’s biometry. 

8. Once the lens has been verified, a health care assistant should retrieve the correct lens 

prior to theatre.  

9. The anaesthetic practitioner then administers the local anaesthetic and iodine eye drops. 

10. Once the theatre team is ready, the next patient should be transferred into theatre.  

11. The surgeon who checked the lens then proceeds with the procedure as normal. 

12. Immediately after the procedure, the patient should be transferred from the trolley to a 

wheelchair in theatre recovery. The theatre team should inform ODCU of any exceptions to 

standard treatment and the patient is escorted back to ODCU by the anaesthetic 

practitioner.  

13. Theatre teams should be able to prepare the theatre for the next patient in 5 minutes or 

less.  

14. It should be normal national practice is to prepare at least one equipment trolley in 

advance, thus facilitating an optimised turnaround time. There are units where multiple 

trollies are prepared and then covered and left in the clean utility.  

15. The above steps to be repeated until the list is complete. 

16. Active list management should be utilised to redistribute patients between the two theatres 

if any delays or issues occur. 

17. Once patients arrive back to the ODCU following their procedure, staff prepare the 

appropriate take home eye drops as per the operation record. The eye drops should be  

pre-prescribed and available to be dispensed immediately from ward stock.  

https://www.gettingitrightfirsttime.co.uk/bpl/ophthalmology/implementation-guides-high-flow-cataract-surgery/
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18. The ODCU staff finalise the discharge letter and follow any bespoke instructions as per the 

operation record.  

19. Once the OCDU nurse confirms discharge criteria has been met the patient is discharged 

with post-operative instructions and medication. 

20. Post-operative follow-up is conducted by community optometrist as part of a longstanding 

arrangement. 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 
 

 

Our advice:  

• Redesigned clinical documentation ensures the appropriate steps of the high flow pathway 
are followed for each patient. The streamlined and focused nature of the new documentation 
should create time for staff to take on additional patient focused roles e.g., marking the eye 
and confirming consent.  

• Designing a ‘push’ rather than ‘pull’ system is fundamental to patient flow on the day of 
surgery. The ODCU team should continue to prepare patients on arrival and send directly to 
the anaesthetic room as soon as it is available. Always having a patient fully prepared and 
waiting outside the theatre is key to maintaining the momentum of the list.  

• Each list should be staffed with two anaesthetic practitioners who work as a relay team to 
ensure patients are where they need to be.  

• All team members should be clear on what their roles are for each list. Completing 10 
procedures in a 4-hour operating session requires a well-rehearsed and efficient on the day 
pathway to ensure patient flow.  

• The clinical director for ophthalmology or designated deputy should be on site to trouble 
shoot issues and maintain close communication between the theatres. For example, if a 
patient is waiting in the anaesthetic room for a prolonged period due to a delay with the 
previous patient, they should be switched to the other theatre. 
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Key steps in the change process  
 

Stakeholder management 
• Key stakeholders in the project should be identified early in the change process. 

• Analysing stakeholders by understanding their role in the organisation, willingness to engage, 

influence they could have on the project, what perspective they bring to the project. 

• Mapping stakeholders by considering their level of influence and potential to impact on the 

project informs how stakeholders should be managed for the success of the project, for 

example the frequency of communication and how to manage expectations. 

Communication 
• Ensure frequent communication at strategic, operational, and individual level. 

Communication covers the purpose of the elective drive, how it will run and staff involvement. 

Team meetings provide the opportunity for staff members to give their perspective, raise 

concerns and discuss suggestions.   

Identify and empower champions 
• Visible and engaged champions support a change process and should be identified at the 

outset. Champions advocate for change and tackle any resistance. 

• Ensure champions are equipped for their role. Champions should understand the high flow 

cataract surgery pathway, be informed of what processes need to change, be able to support 

others throughout the project and articulate the vision clearly.    

Identify drivers and barriers 
• Identifying and assessing the drivers and barriers is an important step. Resistance to change 

can occur at varying levels and needs to be pre-empted where possible. The project team 

should strengthen, build, and sustain the drivers for change wherever possible. 

Provide feedback and positive reinforcement  
• Recognising and celebrating milestone achievements and the success of teams and 

individuals involved helps the adoption of change and is essential. 

• Using data to provide credible feedback, document progress, and reinforce new behaviours 

helps to sustain change.  

Anchoring change 
• Identifying and fixing teething problems during and after the change process is important. 

Keep a log of issues and ensure change champions can coach people through difficulties to 

avoid people reverting to traditional methods.  

• Share success/progress from the change at every opportunity to promote motivation. 
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Supplementary reading 
 

GIRFT Ophthalmology National Report  
GIRFT-RCOphth High Flow All Complexity Cataract Surgery Pathway 

GIRFT-RCOphth High Flow Cataract Surgery Guidance  

Other guides in this series: 

Guide 2: How to setup a ‘one-stop’ cataract pre-assessment clinic 

Guide 3: Designing effective perioperative data collection tools to support high flow cataract 

surgery, (includes example proforma for local adaptation) 

Guide 4: Perioperative management of patients with medical comorbidities and additional needs. 

 

 

Glossary 
 

Cataract Pathway GIRFT-RCOphth high flow all complexity cataract surgery pathway 

GA General anaesthesia  

GIRFT Getting It Right First Time programme  

HVLC 
IPC 

GIRFT High Volume Low Complexity programme  

Infection Prevention Control 

ISBCS Immediate sequential bilateral cataract surgery 

MDT Multidisciplinary Team 

NBM Nil by mouth 

POA Pre-operative assessment  
 

 

 

 

 

 

 

 

 

 

https://gettingitrightfirsttime.co.uk/wp-content/uploads/2019/12/OphthalmologyReportGIRFT19S.pdf
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2019/12/OphthalmologyReportGIRFT19S.pdf
https://www.rcophth.ac.uk/wp-content/uploads/2022/02/High-Flow-Cataract-Surgery_V2.pdf
https://www.rcophth.ac.uk/wp-content/uploads/2022/02/High-Flow-Cataract-Surgery_V2.pdf
https://www.gettingitrightfirsttime.co.uk/bpl/ophthalmology/implementation-guides-high-flow-cataract-surgery/
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GIRFT High Volume Low/Any Complexity Programme and elective recovery 

With demand for hospital treatment outstripping capacity prior to COVID-19, the demands of 

delivering care during a pandemic led to significant backlogs and longer waits for patients. 

There is a significant need to improve the productivity and resilience of services, many of which 

are still disrupted by the consequences of the pandemic and impacted by ongoing operational 

pressures. Waiting times vary considerably across different parts of the country, but also between 

individual hospital trusts in the same system. In 2020, GIRFT established the High Volume 

Low/Any Complexity (‘HVL/AC’) programme with the NHS London Region to address these 

challenges.  

The HVL/AC programme promotes productivity through optimised delivery of services. 
 
About GIRFT and the GIRFT Academy 

Getting It Right First Time (‘GIRFT’) is an NHS programme designed to improve the quality of 

care within the NHS by reducing unwarranted variation. By tackling variation in the way services 

are delivered across the NHS, and by sharing best practice between trusts, GIRFT identifies 

changes that will help improve care and patient outcomes, as well as delivering efficiencies 

such as the reduction of unnecessary procedures and cost savings. 

The GIRFT Academy has been established to provide easily accessible materials to support 

best practice delivery across specialties and adoption of innovations in care.  

Importantly, GIRFT Academy is led by frontline clinicians who are expert in the areas they are 

working on. This means advice is developed by teams with a deep understanding of their 

discipline. 

GIRFT Academy has also published other pathways and case studies on the best 
practice library. These are available at: Best Practice Library – Ophthalmology 

 

GIRFT Academy contact: girft.academy@nhs.net 

 
 
 
 

For more information on the GIRFT programme, visit our website at: 
www.gettingitrightfirsttime.co.uk 

 

https://www.gettingitrightfirsttime.co.uk/bpl/ophthalmology/
mailto:girft.academy@nhs.net
http://www.gettingitrightfirsttime.co.uk/
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