
WAMD Clinic Standard Operating Procedure    

Ophthalmology    
  Page 1 of 15 

Document Control 

Title 

WAMD CLINIC Standard Operating Procedure 
 

Author 
 

Author’s job title 
Orthoptist 
Orthoptist 
Consultant Ophthalmologist 

Directorate 
Surgery 

Department   
Ophthalmology   
Team/Specialty 
Orthoptics/Optometry/Nursing  

Version 
Date 

Issued 
Status Comment / Changes / Approval 

0.1 May 
2018 

Draft Initial version for consultation 

1.0 Sept 
2018 

Final Approved by Matthew Kaye / Drugs and Therapeutics 
Committee   

2.0 March  
2020 

Final Reviewed and Approved by Speciality Governance  

Main Contact 
Consultant Ophthalmologist 
North Devon District Hospital 
Raleigh Park 
Barnstaple, EX31 4JB 

 
Tel: Direct Dial – 
Tel: Internal –  
Email:  
 

Lead Director 
Director of Surgery 

Document Class 
Standard Operating Procedure 

Target Audience 
Non-medical  clinicians 

Distribution List 
 

Distribution Method 
Trust’s internal website 

Superseded Documents 
WAMD SOP on Ophthalmology X-Drive 

Issue Date 
March 2020 

Review Date 
March 2023 

Review Cycle  
Three years 

Consulted with the following 
stakeholders: (list all) 

 Consultant Ophthalmologist 

 Specialist Orthoptist 

 Clinical Nurse Specialist 

 Ophthalmic Nurse 

 Head Optometrist 

 Specialist Optometrist 

Contact responsible for implementation 
and monitoring compliance: 
Consultant Ophthalmologist  
  
 

Education/ training will be provided by: 
Ophthalmology team 

Approval and Review Process  

 Drugs and Therapeutics Committee 



WAMD Clinic Standard Operating Procedure    

Ophthalmology    
  Page 2 of 15 

Local Archive Reference 
G://Ophthalmology/Ophthalmology X Drive/Clinical Guidelines/WAMD/Non-medical WAMD 
SOP 2018 
Local Path 
Ophthalmology X Drive 
Filename 
Updated Non-Medical WAMD SOP v1 2018 

Policy categories for Trust’s internal 
website (Bob) 
Ophthalmology 

Tags for Trust’s internal website (Bob) 
WAMD, Lucentis, Eylea, Avastin, Anti-VEGF 



WAMD Clinic Standard Operating Procedure    

Ophthalmology    
  Page 3 of 15 

CONTENTS 

Document Control ............................................................................................................... 1 

1. Background .................................................................................................................. 4 

2. Purpose ........................................................................................................................ 4 

3. Scope ............................................................................................................................ 4 

4. Location ........................................................................................................................ 5 

5. Equipment .................................................................................................................... 5 

6. Procedure ..................................................................................................................... 5 

7. References / Links ..................................................................................................... 10 

8. Glossary ..................................................................................................................... 10 

9. Appendix: Policies, Competencies, WAMD flow-charts .......................................... 11 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



WAMD Clinic Standard Operating Procedure    

Ophthalmology    
  Page 4 of 15 

1.  Background 

 Age-related macular degeneration (AMD) is a long term condition which is 
the leading cause of sight-loss in the UK. Sight loss often occurs quickly 
with the exudative ‘wet’ form of AMD but can be stablilised or improved in 
most cases with prompt treatment and timely monitoring. The main 
objective for an AMD service is to minimise preventable sight loss. 

 The elderly population in 2010 was estimated to be 4.9 million UK 
residents over 75 years of age. By 2035 the population over 75 years is 
expected to be more than 80% larger at 8.9 million1. By the year 2035 
neovascular (wet) AMD cases are predicted to rise by 59%.  

 Patients with wet AMD need on-going treatment for their vision to remain 
stable. Monthly monitoring appointments may be required for a 
considerable time; the length of time patients are in treatment can vary 
from three months to two years or more. The biggest challenge for an AMD 
service is to ensure patients receive those follow up appointments on time.  

 Innovative service models across the UK are meeting this challenge in 
different ways involving non-medical staff such as orthoptists, optometrists 
and registered nurses. This SOP is written for NDDH non-medical staff 
involved in the care of follow-up wet AMD patients. 

 

2. Purpose 

2.1. The Standard Operating Procedure (SOP) has been written to: 

 Identify the procedure for the assessment and delivery of a wet macular 
degeneration (WAMD) FOLLOW-UP service within an out-patient 
setting for non-medical staff. 

 This SOP covers the delivery of WAMD follow-up service  

3. Scope 

3.1. This Standard Operating Procedure (SOP) relates to the following staff groups 
who may be involved in the assessment and delivery of this service: 

 Orthoptists 

 Optometrists 

 Registered nurses 
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3.2. Orthoptists, Optometrists and Registered nurses must be trained in WAMD 
care by the Ophthalmology Department and must have completed the 
competencies as in 9.2 in order to assess the patients’ need for Anti-VEGF 
treatment as per this SOP and make an informed decision as to whether Anti-
VEGF treatment is necessary or not and make an appropriate decision with 
regard to the relevant review period. 

4. Location  

4.1. This Standard Operating Procedure for WAMD can be implemented in all 
clinical areas where any competent staff are available to undertake this role.  

4.2. Staff undertaking this procedure must be able to demonstrate continued 
competence as per the organisations policy on assessing and maintaining 
competence.  

5. Equipment  

 Review room with suitable PC and printer for virtual clinics 

 Clinical room with suitable PC, printer, slit-lamp and appropriate lenses for 
virtual plus and face to face clinics 

 Intravitreal injection (IVI) labels  
 

6. Procedure 

No new WAMD patients will be seen in these clinics.  

No DMO or RVO patients will be seen in these clinics. 

The new patients will be seen by the Consultant Ophthalmologist, investigated with 
OCT imaging, FFA and slit lamp examination and if wet AMD diagnosed will be 
consented for a course of intravitreal therapy. 

The subsequent follow-up of those patients diagnosed with WAMD can take place in 
the following clinics by non-medical staff: 

Virtual Clinic  
Virtual Plus Clinic 
Face to Face Clinic which takes place alongside the Consultant 
Ophthalmologist 
 
The patients will be seen usually in either a Virtual or Virtual Plus capacity 
depending on staff availability. There are certain red flags which will raise a 
F2F appointment (see below). 
 

 Prior to the clinic starting, the notes will be checked by the HCA to ensure 
there is a valid Patient Specific Directive (PSD) for the instillation of 1% 
Tropicamide..  If there is no valid PSD the HCA, Nurse, Orthoptist or 
Optometrist should arrange for one to be signed by a prescriber. 
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If this is not possible i.e. at Bideford where there may be no prescriber 
available, the HCA will make the necessary phone call to NDDH to arrange 
for the dilating information to be added on to Medisoft. 
 

 The patient will arrive at the reception desk. 
 

 On arrival an HCA will undertake the following (having been signed off as 
competent in these skills):  

 Uniocular LogMar vision of both eyes – vision should be recorded with 
spectacles and if reduced from the previous visit it should also be recorded 
with a pinhole. 

  Intra-ocular pressure (IOP) using the I-care tonometer. 

 Dilation of both eyes with 1% Tropicamide. 
The HCA will enter the visual acuity and IOP’s onto the EMR (Medisoft). 

 

 The patient will have an Ocular Coherence Tomography (OCT) image of 
each eye taken by one of the Imaging staff. This will normally be a 3D 
macular scan.  

 The notes and OCT will then be reviewed by the non-Medical WAMD trained 
staff and it is the responsibility of the clinician involved to ask for any 
additional scans that they feel are relevant to the patient on the day. 

 

 The reviewer will make a decision as to whether the scan is wet or dry and 
any treatment or monitoring required, including timescales for 
treatment/monitoring using the WAMD Criteria for treatment flowchart and 
following the NICE Guidelines for treatment with either Lucentis or Eylea 
(Appendix 2,3,4,5,6). This treatment or monitoring plan will then be entered on to the 
EMR. 
 

 EMR letters will be printed for the notes, patient and GP.  If an IVI is needed 
a comparison OCT scan can be printed at the discretion of the clinician if 
required by the supervising Ophthalmologist. 

 If IVI is indicted, an IVI label will be placed on the Medisoft summary sheet 
clearly indicating which eye to be treated, which anti-VEGF agent, how many 
injections, the time interval between injections and the next planned review.   
It should also be indicated on the summary sheet, who the next planned 
review should be with as this is booked at the date of the final injection 
(e.g.WAMD f/u clinic or Doctor’s clinic instead). 
The same information will also be completed on the outcome form at the time 
of prescribing the injections. 
 

 Any additional appointments can be requested as necessary such as the Low 
vision clinic or a ROVI referral form can be completed for the ROVI team to 
contact the patient. 

 If an injection is required, this will either be booked there and then for the 
patient or the patient will be contacted by the reception team to arrange a 
suitable date/time if they have had a virtual review.   

 If a follow-up only is required, the appointment will be made by the reception 
team and posted to the patient. 
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Virtual Plus Clinic 
 
These clinics will follow the same procedure as for the virtual clinics but in 
addition the patient will have the opportunity to ask any questions/ raise 
concerns with the AHP/Optometrist / Nurse and will be informed of the results 
of the scan and the treatment / monitoring decision face to face. There will also 
be an opportunity for the assessor to examine the patient on the slit lamp if 
required.  

 
 
Face to Face Clinic 
 
Red flags to trigger a F2F appointment are: 

 Downward trend of VA without obvious explanation 

 A fuzzy OCT raising the suspicion of lens touch or cataract needing   
assessment 

 Patient choice or concerns 

 Any other assessor concerns 
 
These clinics will follow the same procedure as for the Virtual and Virtual plus 
clinics 
But will also include a slit lamp examination to examine the lens for cataract or 
posterior capsular opacification and to look at the macula to exclude 
haemorrhage. There will be the opportunity to discuss the patient with the 
supervising Ophthalmologist and also to have them examine the patient as well 
if required. 
 
N.B If the Consultant Ophthalmologist is not available e.g. annual leave, this 
clinic will convert to a virtual / virtual plus clinic. If a patient has an urgent 
problem such as an unexplained drop in vision and the Consultant is not 
available, advice will be sought from another member of the ophthalmology 
medical team on that day. 
 

Medical Supervision  
For F2F clinics at Barnstaple, non-Medical WAMD trained staff working to this 
guideline must have ready access to a senior Ophthalmologist at all times. This will 
predominantly be the Consultant Ophthalmologist responsible for the clinic, or a 
nominated deputy (Fellow, Specialist Registrar, Associate Specialist, or another 
Consultant/senior clinician) in the Consultant's absence. Where an Ophthalmologist 
is consulted, this must be recorded on the 'Outcome' screen of the EMR in the 'Also 
seen by' field by the assessor. 
Bideford will not always have ready access to Medical Supervision. In cases where 
conditions occur requiring urgent assessment these can be addressed by contacting 
or sending the patient to Eye Casualty at Barnstaple. 

The opinion of the supervising Ophthalmologist (Consultant/Senior Clinician) should 
always be sought where any of the following circumstances apply:  
1. The Optometrist, Orthoptist / Nurse Practitioner believes that a significant adverse 

response to treatment has occurred  
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2. The Optometrist, Orthoptist / Nurse Practitioner believes that previously 
unrecognised ocular co-morbidity requiring intervention or further referral is present 
e.g. listing for Cataract Surgery is required.  

3. There is uncertainty as to whether a further intra-vitreal anti-VEGF injection is 
indicated  

4. The Optometrist, Orthoptist / Nurse Practitioner feels that it may be appropriate to 
permanently discontinue treatment.  

5. Significant vision loss in the absence of any fluid on OCT, or macular haemorrhage.  
 

For all the above clinics the following applies: 

 In cases where new second eye involvement is suspected, a new 
appointment with a Consultant should be arranged within 2 weeks including 
Fundus Fluorescein Angiography (FFA) 

 All patients requiring an IVI of anti-VEGF agent will have the Medisoft sheet 
and IVI prescription Injection label countersigned by an ophthalmologist 
(once this SOP is published on the Trust Intranet site “BoB” , 
countersigning will only occur where a change in Anti-VEGF agent is 
made or if there is new second eye involvement and treatment is to start 
prior to the appointment with the Consultant). 

 In cases where new second eye involvement is suspected, an appointment in 
an Ophthalmologist led Medical Retina clinic should be arranged within two 
weeks including an OCT-A scan. An FFA may also be required (see appendix 
9) if no CNVM is visible on the OCT-A scan. 
 

 Any patient who requires a change of anti VEGF, Avastin,  or second eye 
involvement where treatment is started prior to seeing a doctor, the IVI 
injection label must be countersigned by an Ophthalmologist. 
 

 Bilateral Injections 
Where both eyes are being treated it is possible to carry out bilateral 
Intravitreal Injections on the same day if the patient consents to this. 
There are exclusion criteria to bilateral injections as shown here: 

1. First injection (due to possible adverse event) 
2. 'switch' of drug (same as above) 
3. Patients with iodine allergy/sensitivity (due to increase in infection rate) 
4. Patients requiring low dose Anti VEG F due to recent CVA or MI.  
5. Patient choice. 
6. Patients having Avastin (awaiting details on infection rates and how this is 
prepared before proceeding). 
 

 Exceptions to the NICE guidelines:  
Any deviation from the guidelines must be agreed and decided with the 
Consultant Ophthalmologist in clinic and clearly recorded on Medisoft and in 
the paper notes by the Consultant Ophthalmologist in question for 
Governance reasons.  

 If there is disagreement or uncertainty as to whether treatment is indicated, 
an opinion from the doctor in charge will be sought. 

 Normally an IVI will be carried out within 2 weeks 

 If no injection is indicated then a follow-up appointment in 4-6 weeks’ time will 
be booked (Exceptions: Appendix 8) 
 

 
TREATMENT CRITERIA (Appendix 7) 
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Indications for treating:  
 
New, increased or persistent intraretinal fluid (IRF), subretinal fluid (SRF) or haemorrhage 
(Hx) as determined clinically and/or on OCT.  
Deterioration of vision in addition to clinical evidence of activity (= functional with anatomical 
change) 
Evidence of active lesion on FFA.  
If the lesion is active then it should be re-treated even in the presence of an RPE-rip, 
provided the RPE-rip does not constitute permanent structural damage to the fovea (e.g. 
eccentric/non-fovea involving rip) 
Please refer to appendix 7 for details: 
 
Indications for NOT treating: 

 VA worse than 6/96 or 1.20 logMAR ; NB NICE Guidance for AMD  
www.nice.org.uk/guidance/ng82 “consider anti-VEGF treatment for late AMD (wet 
active) only if a benefit in the person's overall visual function is expected (for 
example, if the affected eye is the person's better-seeing eye)”. 

 No fluid on OCT and no macular haemorrhage.  

 Fluid has not resolved despite several injections when vision is stable and there is no 
other evidence of disease activity. Advice from the consultant will always be sought if 
temporarily discontinuing treatment when persistent OCT abnormalities are present.  

 No deterioration in vision or increase in fluid in a patient where treatment has been 
stopped permanently before  
Absence of FFA leakage or no other evidence of progressing disease activity, even if 
there is persistent fluid on OCT. 
  

Indications for permanently discontinuing treatment:  

 Patient has hypersensitivity to anti-VEGF agents 

 BCVA is less than 1.20 logMAR on 2 consecutive visits attributable to the AMD or 
other pathology that is not reversible . NB Also see NICE Guidance for AMD  
www.nice.org.uk/guidance/ng82 

 Structural foveal damage which is very unlikely to respond to further treatment.  

 Decisions to permanently stop treatment can be taken by all trained assessors. 

 If in doubt always discuss with as senior clinician (doctor). 
 

Risk Stratification of Patients(Appendix 8) 

 Patients who have not needed an injection for at least 6 months can be transferred 
into a mature WAMD clinic. 

 Mature patients are seen every 2/12 for 3 visits. Provided they have not needed a 
further injection they will then have reached stable status (=not treated in the 
previous 12 months).  
Stable patients are described as those that have not had any anti VEG-F for 12 
months. Provided this is the case, these patients can be discharged.  
It is at the clinician’s discretion whether these patients are discharged at 12 months 
or 15 months. 

 Patients are discharged with advice and a discharge pack that contains all relevant 
information and contact details for future rapid access. Also advice with regards to 
monitoring and early symptoms in their 2nd eye will be provided. 

 If patients are unable to self-monitor or would not notice if their WAMD re-activates 
e.g. patients with dementia, these patients should CONTINUE to be monitored. 

 WAMD packs are assembled by the WAMD coordinator and comprise of: 

 NDDH patient discharge booklet including amongst other information an Amsler 
Grid template and contact Telephone number in bold and large print 

http://www.nice.org.uk/guidance/ng82
http://www.nice.org.uk/guidance/ng82
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 Macular disease society nutrition booklet  
Macular disease society “your guide to age-related macular degeneration booklet”. 
 
If a patient is suitable for discharge but has co-existing pathology, an appropriate 
follow-up appointment should be booked for the patient in the relevant clinic, e.g. 
FTGC/GMC for glaucoma or cataract-1-stop clinic for cataracts. 
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8. Glossary 

3D   Three dimensional 
AHP   Allied Health Professional 
AMD   Age-related Macular Degeneration 
Amsler Grid  a method of assessing macular visual distortion 
Anti-VEGF  anti Vascular Endothelial Growth factor 
BCVA   Best corrected visual acuity 
CNVM  Choroidal Neovascular Membrane 
DMO   Diabetic Macular Oedema 
EMR   Electronic Medical Record 
Eylea   an anti VEGF drug 
F2F   Face to Face 
FFA   Fundus Fluorescein Angiogram 
FTGC   Fast Track Glaucoma Clinic 
GMC   Glaucoma Monitoring Clinic 
GP   General Practitioner 
HCA   Health Care Assistant 
Hx   Haemorrhage 
I-care   a method of testing intraocular pressure 

http://www.rcophth.ac.uk/wp-content/uploads/2015/10/RCOphth-The-Way-Forward-AMD-300117.pdf
http://www.rcophth.ac.uk/wp-content/uploads/2015/10/RCOphth-The-Way-Forward-AMD-300117.pdf
http://www.rcophth.ac.uk/wp-content/uploads/2015/10/RCOphth-The-Way-Forward-Executive-Summary-300117.pdf
http://www.rcophth.ac.uk/wp-content/uploads/2015/10/RCOphth-The-Way-Forward-Executive-Summary-300117.pdf
http://www.rcophth.ac.uk/wp-content/uploads/2015/10/RCOphth-The-Way-Forward-Executive-Summary-300117.pdf
http://www.rcophth.ac.uk/wp-content/uploads/2014/12/AMD-guidance-25-11-13-2013_PROF_262.pdf
http://www.rcophth.ac.uk/wp-content/uploads/2014/12/AMD-guidance-25-11-13-2013_PROF_262.pdf
http://www.nice.org.uk/guidance/ng82
http://www.nice.org.uk/guidance/ta155
http://www.nice.org.uk/guidance/ta294
http://www.rcophth.ac.uk/wp-content/uploads/2014/12/2013-SCI-302-Maximising-Capacity-in-AMD-Services-July-2013.pdf
http://www.rcophth.ac.uk/wp-content/uploads/2014/12/2013-SCI-302-Maximising-Capacity-in-AMD-Services-July-2013.pdf
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IOP   Intra Ocular Pressure 
IVI   Intravitreal Injection 
LogMAR  a method of measuring visual acuity 
Lucentis  an anti VEGF drug 
Medisoft an electronic patient record used in Ophthalmology 
NDDH   North Devon District Hospital 
NICE   National Institute for Clinical Excellence 
OCT   Optical Coherence Tomography 
OCT-A  Optical Coherence Tomography Angiography 
PSD   Patient Specific Direction 
RNIB   Royal National Institute for the Blind 
ROVI   Rehabilitation Officer for the Visually Impaired 
RPE   Retinal Pigment Epithelium 
RVO   Retinal Vein Occlusion 
SOP   Standard Operating Procedure 
SRF   Sub Retinal Fluid 
VA   Visual Acuity 
WAMD  Wet Age-related Macular Degeneration 

 

9. Appendix: Policies, Competencies, WAMD flow-charts 

9.1. Northern Devon Healthcare NHS Trust Policies for : 

Consent Policy:  www.northdevonhealth.nhs.uk/wp-
content/uploads/2012/04/Consent-Policy-v5.1.pdf 

9.2. Staff Competencies  

Non-medical staff involved in WAMD care must have completed the following 
competencies in order to practice in this clinic: 

HCA: logMAR VA competency, I-care IOP competency 

Imaging staff: OCT competency 

Non-medical reviewer staff:  

Assessment of clinical competency 

Assessment of competency for consenting for intravitreal injections 

Obtaining informed consent competency. 

Where a qualification is available, Trust / Department support should be made 
available to undertake this e.g. Orthoptists working in this role have 
undertaken a Distance Learning Medical Retina Module. 
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10. Appendix 2 AMD Flow chart 

Diagnosis of neovascular AMD 
1. Based on Funduscopy, FFA and OCT of whole macula

2. Occult CNV with lesion-activity / disease progression

3. Any classic CNV

3 Lucentis-Injections administered in monthly intervals

Permanently stop Tx

Yes

f

Are one or more of the following 

criteria present?

1. Persisting or Increased SRF

2. Persisting or Increased IRF

3. Increased IRC

4. Increased PED

5. New sub/intraretinal Hx

Is there a morphologic situation that makes further treatment success 

unlikely?

No

YesNo

Transient discontinuation of Tx with 

monthly F/U *

*At the assessor‘s discretion this can be 

extended to 5-6/52 

f

f f

f f

f f

f

 

Please note where Lucentis is mentioned in this flow-chart above, any other anti-VEGF 
agent at the discretion of the assessor can be substituted. 

 

11. Appendix 3 NICE Guidance for Lucentis:  
www.nice.org.uk/guidance/ta155 

12. Appendix 4 NICE Guidance for Eylea:  www.nice.org.uk/guidance/ta294 

13. Appendix 5 Eylea Posology: www.medicines.org.uk/emc/medicine/27224 

14. Appendix 6 : INFORMATION REGARDING LUCENTIS® (Ranibizumab) – 
similar for all Anti-VEGF agents – please see BNF for detai 

 
 
 
 
 
 
 
 
 

http://www.nice.org.uk/guidance/ta155
http://www.nice.org.uk/guidance/ta294
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15. Appendix 7: Treatment Criteria 

 

16. Appendix 8 Risk Stratification 
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17. Appendix 9 Medical Retina Treatment SOP 

 

 

 



WAMD Clinic Standard Operating Procedure    

Ophthalmology    
  Page 15 of 15 

 

 

 

 

 

 

 

 

 

 

 

 

 


