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Clinical introduction

Retinopathy of Prematurity (ROP) affects premature and low birth 
weight infants when abnormal blood vessels and scar tissue develop 
over the retina. In the majority of cases this does not progress beyond 
mild disease or require treatment. However, a small proportion can 
develop potentially severe ROP which can result in visual impairment if 
left untreated.

Infants at risk of ROP require regular screening to ensure early 
detection and management of abnormal neovascular growth. This 
is conducted within neonatal units and is typically the responsibility 
of the unit where the infant is admitted when screening is due. This 
procedure is traditionally performed by an ophthalmologist, typically a 
paediatric ophthalmologist.

ROP is a preventable cause of blindness, with financial settlements for 
delayed treatment cases averaging around £1.5 million a year. Data 
from two of the ten neonatal Operational Delivery Networks (ODNs) 
indicate that each ODN conducts between 2,500 and 3,000 screenings 
annually for 700 to 900 babies. This number is expected to rise as 
prematurity and survival rates increase particularly for micro and nano-
premature infants. ROP screening data is reported each year in the 
National Neonatal Audit Programme (NNAP), which tracks the timing 
of the first ROP screen for infants born before 32 weeks gestation or 
weighing less than 1501 grams at birth. According to the 2024 NNAP 
report, 78% of eligible infants were screened on time for ROP1. This 
measure only takes first screens into account. 

The screening of ROP clinical guideline by Royal College of 
Paediatrics and Child Health (RCPCH), in collaboration with Royal 
College of Ophthalmologists (RCOphth) and British Association 
of Perinatal Medicine (BAPM), was revised in October 2024. It 
recommended the consideration to extend screening by an extra week 
to include babies born between 31+0 and 31+6 weeks’ gestational 
age. If taken up, this will increase the number of first screens by 
approximately 12%, adding additional pressure to the service.

It will be important to establish a service that guarantees ROP 
screening and treatment are adequately supported to provide a 
reliable, standardised, and sustainable service that aligns with the 
neonatal service specification2 and meets stakeholder expectations. 

Introduction
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Overview of the national challenges around ROP 
screening and treatment arrangments

Patients are frequently transferred within the network and varying 
screening schedules can result in missed screenings. To address 
the time-sensitive nature of screening and treatment windows, a 
coordinated ODN approach to scheduling is necessary. However, there 
are several challenges with the current ROP screening and treatment 
arrangements:

•	 ROP screening is currently mainly undertaken by paediatric 
ophthalmologists. Many neonatal units rely on the goodwill of 
these specialists to conduct screenings, as dedicated time is 
often not included in their job plans. Newly appointed paediatric 
ophthalmologists are often reluctant to take on screening due to the 
technical challenge. In some networks, it is difficult to find available 
ophthalmologists to provide treatment, during periods of annual 
leave or illness leading to out-of-network transfers.

•	 The ageing population of paediatric ophthalmologists involved 
in screening also presents a vulnerability as they approach 
retirement. There is currently no mandated requirement for resident 
doctors training to be ophthalmologists to include ROP screening 
as part of their training.  

•	 The introduction of anti-vascular endothelial growth factor antibody 
(anti-VEGF) injections, such as Ranibizumab, has increased the 
need for more frequent and prolonged screening3, which poses a 
challenge, particularly in Local Neonatal Units (LNUs) with limited 
experience in recognising signs of reactivating or recurrent ROP 
that warrants repeat treatment. In some ODNs, there is no clear 
pathway for infants outside Neonatal Intensive Care Units (NICUs) 
who require treatment with anti-VEGF, resulting in clinical teams 
spending considerable time negotiating transfer to an appropriate 
hospital.

•	 The experience of many families who are transferred at short notice 
is sub-optimal, due to lack of information, additional upheaval 
of transfer to a hospital which is often some distance away from 
home, financial costs involved in travelling to another hospital and 
lack of parental accommodation.

Overview of ODNs

The delivery of neonatal care across England is organised into 
geographical areas, known as operational delivery networks (ODNs). 
ODNs are a managed clinical network of neonatal providers focused 
on coordinating patient pathways between neonatal units over a 
geographical footprint to provide optimal healthcare and ensure the 
best possible outcomes. The ODNs are structured to ensure access 
is available to specialist resources and expertise in each network, 
to minimise necessary travel for parents and their babies when this 
expertise is required. 
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ROP future model

To address the national challenges, it is recognised that changes are 
needed to the configuration of current ROP services. A new future 
model will reduce unwarranted variation in screening and patient 
outcomes by providing a resilient service that is high quality and 
encourages collaborative working.

A multi-disciplinary team approach which involves 'qualified in 
specialty' neonatal nurse ROP screeners, dedicated ophthalmologists, 
the use of wide angle digital retinal imaging cameras and a 
standardised training package, is a suitable, well-evidenced alternative 
model to delivering a ROP screening service. This approach also has 
the potential to reduce the incidence of late or missed screens and 
improve visual outcomes for babies. It will also lead to more timely 
identification of patients who require treatment. 

In addition, the ability to share and store images across a network 
supports collective decision making and ensures that patients can be 
discussed at regular multi-disciplinary team (MDT) meetings. 

Purpose of this improvement guide

This improvement guide will help support local systems, and in 
particular Neonatal Operational Delivery Networks (ODNs), to 
understand the key challenges and ways to optimise Retinopathy of 
Prematurity screening and treatment services by presenting a ‘good 
practice' model with key recommendations. 

This guide should be used in conjunction with the following two 
clinical guidelines that have been developed by the Royal College of 
Paediatrics and Child Health (RCPCH), in collaboration with the Royal 
College of Ophthalmologists (RCOphth) and the British Association of 
Perinatal Medicine (BAPM).

•	 UK Screening of Retinopathy of Prematurity Guideline

•	 Treating Retinopathy of Prematurity in the UK

Wider consultation has taken place with patient representatives, 
clinicians, professional bodies and other expert stakeholders.

This guide presents recommendations for a future service model which 
is compliant with national standards, broken down into seven key 
priority areas.

  7.   Governance and audit

  6.   Equipment and IT

  5.   Training

  4.   Treatment

  3.   Standardised approach to reviewing images

  2.   Standardised approach to screening and treatment

  1.   Workforce
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A skilled workforce with clearly defined roles and responsibilities is key to future-proofing ROP services. The new model provides the opportunity for 
nurses to enhance their role by undertaking ROP screening, supported by ophthalmologists and the wider MDT. This will help to achieve a robust 
and resilient service where capacity is optimised, and the risk of missed screenings is reduced.

Recommendations: 

•	 Adopt a hybrid model where both nurses and ophthalmologists 
undertake ROP screening and an ODN ROP coordinator oversees 
and manages all ROP screening activity across the ODN.
Ophthalmologists will continue to review the retinal screening 
images and may also undertake a final discharge examination.

•	 Have a named ODN ROP coordinator who oversees screening 
and treatment across the ODN and will ensure an effective and 
efficient service which delivers optimal outcomes for patients and 
their carers. More than one ROP coordinator may be appointed, 
dependent on the size of the ODN, but individual responsibilities 
need to be confirmed.

•	 'Qualified in specialty' Neonatal Nurses or Advanced Neonatal 
Nurse Practitioners to undertake image-based routine screening 
to provide resilience to the service. Screeners may be expected 
to travel between units where there is no screening provision 
available. Responsibility for reviewing images and discharging 
patients remains with the ophthalmologist. The number of nurses 
required will be dependent on the size and geography of the ODN, 
the number of units and expected ROP activity. It should also 
take into consideration the need for a robust system with main 
and backup screeners to ensure continuous cover for annual 
leave, sickness and staff turnover. See Appendix A for an example 
workforce model calculation.

•	 Dependent on the size of the unit, the nurse screening role may 
not be a full time role and the hours worked on ROP services need 
to be backfilled to provide protected time to undertake screening, 
related administrative tasks and attend weekly MDT meetings. 

•	 There should be a link nurse role in every neonatal unit. This will 
be a named contact, with protected time, to liaise with the ROP 
coordinator and nurse screeners on screening days. The duties 
of this role may be undertaken by a nurse screener and will be 
dependent on the structure of the ODN. This is not a full time role 
and the WTE is linked to ROP activity and expected screening 
numbers.

•	 The ophthalmologist is required to review images, confirm the 
treatment plan, discharge patients and support weekly MDT 
meetings. The way in which this is done may vary by ODN but 
cover must be provided for sickness and annual leave as well as 
contingency plans in place for unplanned absence. 

1. Workforce
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ODN ROP Coordinator
The ODN ROP co-ordinator role will initially support implementation 
and rollout of the new model. Once implemented, they will be 
responsible for the coordination of the ROP screening and treatment 
service ensuring the model remains effective with clear oversight 
and governance to identify challenges and respond to risk within the 
system. 

The coordinator will provide a helicopter view of the entire network, 
tracking and coordinating ROP screening needs and ensuring 
screeners are available to undertake screens in all units in the ODN. 
They will also track infants' movements between units and ensuring 
timely screenings. This approach will help to identify potential gaps 
and deliver comprehensive care.

Below are some example responsibilities but these should be agreed 
locally as needs may differ across ODNs. See page 54 of the Royal 
College of Ophthalmologists Treating Retinopathy of Prematurity in 
the UK clinical guidelines for further information about the ODN ROP 
coordinator role. 

Responsibilities: 
•	 Liaise with medical, nursing and managerial staff at all levels, to 

raise the profile of ROP throughout the network, recognising and 
addressing the barriers to effective participation in the context of 
competing priorities, using tact, persuasion and negotiation and 
audit data.

•	 Liaise with relevant teams to manage patient flows across the net-
work understanding constraints of transport provision and effects 
on model.

•	 To organise with tertiary ophthalmologist time and place of 
treatment.

•	 To organise location of treatment: 
-	 To coordinate admission to NICU for infants < 44 weeks 
-	 To coordinate admission to paediatric ward, 

pre-assessment and anaesthetic support for infants > 44 
weeks 

•	 Liaise with Cot Bureau and relevant teams to manage patient 
flows across the network understanding constraints of transport 
provision and effects on model.

•	 To liaise with local units regarding infants’ repatriation following 
ROP.

•	 Be a point of contact for service users to ensure a seamless 
service, intervening when appropriate. 

•	 Maintain Continuing Professional Development of ROP MDT by 
hosting regular study days, appraisal and hosting weekly MDT.

•	 Coordinate agenda and actions of MDT meeting. Ensure record 
kept of infants presented and outcomes in an MDT log and the 
infant's notes.

•	 Use risk reporting as learning at weekly MDT.

•	 Nurture key relationships and maintain networks internally and 
externally, including national networks. 

1. Workforce: Suggested job descriptions
The following job descriptions are intended to give an example of responsibilities across different roles and may differ dependent on the ODN.
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•	 Be responsible for the clinical audit and coordination of ROP 
services across the network identifying risks and ensuring delivery. 

•	 Monitoring compliance, data collection and undertaking analysis in 
conjunction with the network.

•	 Facilitate data collection across all providers in the network. 
Analyse data, as part of the development of a consistently high-
quality clinical service.

•	 Audits, teaching and support for parents to include non- 
pharmacological methods of pain relief.

•	 Lead an ODN-wide ROP Special Interest Group.

•	 To uphold policies and principles on the promotion of equality and 
diversity.

ROP nurse screener
The ROP nurse screener has successfully completed the ROP 
screening training and is responsible for undertaking screening. 

Responsibilities:  
•	 To undertake training in ROP screening in line with the ODN 

training schedule, including travelling between units as required, 
dependent on the size, structure and geography of the ODN. 

•	 To maintain a record of when infants are due for ROP screening as 
per national guidance and following each review.

•	 To undertake weekly screening, take images, save images and 
review with local ophthalmologist.

•	 Attend weekly MDT meetings to participate in ROP service 
improvement discussion, including raising any IT and equipment 
issues.

Link Nurse
A link nurse may be based in each unit and is the key contact for the 
ROP service and the ODN ROP coordinator. This role could also be 
covered by a ROP nurse screener.

Responsibilities:  
•	 Communicate with the ODN ROP Coordinator and their screener 

each week to ensure equipment is stored safely, working and 
ready for use. 

•	 Confirm and coordinate the infants who are due to be screened in 
the unit; and on the day of screening be responsible for ensuring 
prescriptions are written for dilation drops, with appropriate pain 
relief, and if sucrose is required.

•	 To update ophthalmologist on infants in unit and any that require 
on-site presence of ophthalmologist. 

•	 Support the ROP nurse screener before and during the screen, 
by preparing the baby for the screen and supporting the parent to 
hold the baby during the screen, if possible, or doing so directly, 
and monitoring vital signs. 

•	 Be the unit expert for ROP screening to support with any clinical 
concerns and liaise with families to ensure a positive experience 
for the patient and their family. This includes being responsible for 
standardised communication with parents, in particular where the 
baby needs transferring to another hospital.

1. Workforce: Suggested job descriptions
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Following screening a proportion of infants will need treatment. This must occur within the treatment windows as mandated by Royal College of 
Ophthalmologists Treating Retinopathy of Prematurity in the UK clinical guidelines. Timely intervention will prevent blindness in most cases and 
there is much higher risk of unfavourable outcomes with late treatment.

The standardisation of screening days is crucial to ensure that screening is not missed or late, and treatment does not fall on weekends or out of 
core working hours, which may delay treatment. Having standardised screening days also provides the MDT with all the data needed to support 
decision making and adopt a coordinated approach.

The ODN ROP coordinator role is key to ensuring there is oversight across all infants in the ODN and all eligible infants are screened, and where 
appropriate, treated on time.

Key recommendations: 

•	 Screening across the ODN should take place on set days, at the 
beginning of the week, over one or two days dependent on the 
size of the ODN. See Appendix B for an example standardised 
approach to screening and treatment on set days. 

•	 Screening should be undertaken as quickly and efficiently as 
possible, to minimise the risk of destabilising the infant. 

•	 Consider using a combination of care techniques to comfort the 
infant during eye examination, as per local guidance. These may 
include the use of nesting or swaddling, non-nutritive sucking, 
administration of expressed breast milk, and/or oral sucrose 
solution. Parents/carers should be encouraged to be present 
during the examination and to facilitate comfort care.

•	 Treatment should take place on set days at the mid to end of the 
week, following the screens and the MDT meeting, within 48-72 
hours, dependent on the risk of disease progression as per the 
clinical guidelines.

•	 Provision needs to be understood for those infants requiring 
ongoing screening following discharge from the neonatal unit. This 
should be managed through the ODN ROP coordinator.

2. Standardised approach to screening and treatment
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•	 Ophthalmologists need to have protected time to review images, 
as well as to support weekly MDT meetings.

•	 MDT meetings should be held at a set time each week, after 
all screening activity has taken place, to review and discuss 
the patients, agree treatment and offer individual feedback to 
screeners to support their ongoing development. The scope of 
the patients being discussed at the MDT should be agreed at 
ODN level. This could include all patients or just those that have 
reached an agreed threshold for treatment and more complex 
cases.

3. Standardised approach to viewing images
Not all infants will need an MDT decision. Ophthalmologists will review images and where warranted, discuss with the MDT to decide what 
treatment is required, arrange time interval for future screening or discharge the patient. A clear process of how this will work in practice, including 
how the images will be shared, needs to be agreed and implemented within each ODN. 

The weekly MDT allows collective decision-making, creates a governance structure whilst also enabling evaluation, feedback and continuous 
improvement of the service. 

Key recommendations: 
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Timely screening and treatment is crucial and can avoid sight loss in most cases. Treatment options include laser therapy and anti-vascular 
endothelial growth factor (anti-VEGF) injections. The choice of treatment is dependent upon the stage and severity of the disease, as well as the 
needs of the infant. All treatment should be in line with the Royal College of Ophthalmologists clinical guidelines. 

Key recommendations: 

•	 ROP treatment should take place at designated treatment centres 
to ensure all necessary expertise and resources are available at 
the time of treatment to avoid challenges and risks further down 
the treatment pathway. 

•	 Designated treatment centres must meet the criteria as set out in 
the Royal College of Ophthalmologists clinical guidelines.

•	 The role of the ODN ROP coordinator is essential in managing 
follow-up and ensuring that infants moving between units receive 
the necessary screenings and treatments without delays.

•	 The challenges of managing infants discharged home with 
ongoing ROP screening and treatment should be considered, 
including the need for timely scheduling of activities, in line with 
clinical guidelines, and the potential conflicts in prioritising these 
cases over others. It may be helpful for ODNs to develop a clear 
plan to manage these cases to help clinicians to prioritise and 
manage these time critical conditions more effectively.

•	 With the introduction of anti-VEGF injections for ROP treatment, 
there has been a shift in treatment practices. However, the follow-
up and management of these cases still require expertise to be 
available at designated treatment centres. 

•	 Prior to transfer for treatment with anti-VEGF, it must be ensured 
that the medication is available.

•	 Consideration should be given to the challenges around the limited 
transport resources. This should be kept under review to avoid 
delays to the transporting of infants requiring ROP treatment. This 
should be included in the local clinical audit.

4. Treatment
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Nurse screeners need to be trained to a high standard that is consistent across all ODNs. The recommended training package could include self-
learning modules, hands-on training with model eyes, shadowing experienced nurses and ophthalmology colleagues, and a final assessment. 
There should be regular study days (at least annually) to maintain competencies. This demonstrates good safety and efficacy. This is required to 
provide assurance that ROP screening services are delivered to a high standard and to ensure that the nurses are confident in their role, are well 
supported, and are able to transfer skills.

Key recommendations: 

•	 All nurse screeners should undertake a comprehensive 
training programme that includes standard competencies and 
quality measures, to enable them to deliver ROP screening 
autonomously. See examples of standard competencies at [insert 
link when published]. 

•	 Due to a higher volume and complexity of cases, it is 
recommended that training should be delivered at designated 
treatment centres. 

•	 All nursing staff undertaking and delivering the training, need to 
be given the protected time to complete the full training package. 
Nurses often have a challenging workload. Dedicated time for 
training is essential to prevent frustration and withdrawal from 
the course or from teaching, and will support high quality training 
delivery. This will also ensure nurses can perform their duties 
effectively. 

•	 Ophthalmologists at training centres will require dedicated time to 
undertake assessments of the ROP screening delegates to ensure 
imaging performance is of consistent necessary quality. 

•	 On average, training will take 6 to 12 months to complete but 
will be dependent upon the experience of the delegates, their 
individual learning needs and availability of suitable infants to be 
screened (some may be too unstable to be screened by trainees).

•	 An agreed process must be in place to select suitable infants for 
training and to ensure the training process does not destabilise 
the infant or cause undue stress. Consider using a combination of 
care techniques to comfort the infant during eye examination, as 
per local guidance.  

•	 Annual appraisals should form part of the mandated requirement 
to offer assurance (collected from audit data) that the ROP nurses 
are achieving the expected standards to screen. This will also be 
a chance to provide additional feedback and have discussions 
around personal and professional development. 

•	 Annual study days should be held for the team involved in ROP 
services and neonatal units to support collaborative working 
between the MDT. This will allow for teaching by experts, 
learning from reported incidents, feedback, and a review of audit 
measures. 

•	 Having ROP champions is crucial for inspiring and training new 
nurses. These role models help build enthusiasm and ensure the 
sustainability of the screening programme.

5. Training
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All images obtained during screening must be able to be shared securely across networks, including videos, and needs to be able to link up with 
the local care record and Picture Archiving and Communication System (PACS).

The use of Wide-Field Digital Retinal Imaging (WFDRI) cameras can be performed by trained personnel other than an ophthalmologist which 
contributes to efficiency of image capture and increases the volume of screened infants at a time. 

Key recommendations: 

•	 Each unit should have access to a screener and either a unit 
based or portable camera. 

•	 All cameras must be Digital Imaging Communications in Medicine 
(DICOM) compatible to easily export images for automatic transfer 
to a DICOM-compliant PACS, this should include bi-directional 
data exchange saved to PACS. 

•	 Networks should investigate the use of PACS systems to allow the 
storage and sharing of images. If existing IT programmes do not 
allow the sharing of images, then potentially a new programme will 
need developing in collaboration with Trust IT departments.

•	 There are a number of appropriate wide field digital retinal imaging  
cameras, suitable for ROP screening, available on the market. It is 
not expected that every unit will use the same camera although to 
support training and the ability for staff to move between units, it is 
advisable to limit the number of different cameras.

•	 The DICOM conformance statements should be reviewed before 
any equipment is purchased – the Trust’s Senior PACS Manager 
will be able to assist with this, and with the integration of the 
device with existing IT imaging archive and communications 
systems.

•	 Due to the size and number of the images, storage space will 
need to be taken into account – discuss this with the Trust’s 
appropriate lead to ensure there is sufficient server space.

•	 The strength and capacity of the trust’s Wi-Fi will need to be 
considered to ensure reliable image transfer to reduce the risk of 
delays.

•	 The availability of network ports and the potential need for 
additional infrastructure to support hard-wired connections need to 
be considered.

•	 Cameras and their software need to be integrated into the trust 
network and they must be compatible with existing systems. It 
is important to involve the network team and other relevant IT 
stakeholders early in the integration process to ensure that all 
technical requirements are addressed and any potential issues are 
identified and resolved in advance.

•	 It is important to have technical coordination between the supplier, 
network team, and other stakeholders. This ensures that all 
technical requirements are met and that the integration process is 
smooth and efficient.

6. Equipment and IT
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•	 A project manager should be assigned to oversee the 
integration process and ensure all stakeholders are involved 
and informed, as appropriate.

•	 A detailed project plan and checklist for integrating new 
devices should be developed to ensure the process is well 
coordinated and planned in advance. The project plan should 
outline all the steps involved, including technical requirements, 
stakeholder involvement, and timelines. The stakeholders 
that need to be involved include network teams, desktop 
support, data centre specialists and suppliers to ensure that 
all technical and operational requirements are addressed. The 
checklist should include tasks such as identifying stakeholder 
contacts as well as scheduling meetings to discuss equipment 
requirements.

•	 Due to the urgent nature of ROP and the importance of timely 
treatment, an escalation process should be agreed with IT 
support services so that any issues with equipment and the 
uploading/sending of images is dealt with urgently. Contact 
details for suppliers should be readily available to ensure any 
issues with the devices are quickly escalated and resolved. 

•	 Contingency plans must be in place in case of technology 
failure or digital outage; this may mean reverting to traditional 
screening with binocular indirect ophthalmoscope, or there 
should be enough dedicated wide angle digital retinal cameras 
within the ODN that can be shared between units to provide 
cover.

•	 A knowledge base, which provides step-by-step guides 
for troubleshooting and resolving common issues with the 
devices, should be developed and made accessible to all 
relevant staff.

•	 ROP screeners should be involved in the decision-making 
process regarding the equipment to ensure the devices are 
user-friendly and meet the requirements.

•	 Regular training in the use of the equipment should be 
delivered annually by expert clinicians and training providers, 
as part of the screeners’ ongoing education programme. 

•	 The ODN ROP coordinator should confirm the unit cameras or 
mobile camera allocated in the hubs are working at the start 
of each screening day. Any issues with equipment should be 
raised and discussed at the weekly MDT meeting and taken 
forward by the ODN ROP coordinator.

6. Equipment and IT
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Robust governance and audit procedures are essential to ensure the ROP services are safe, effective and efficient, and the service is managed in 
an environment of continuous improvement and learning. 

Key recommendations: 

•	 The ODN ROP coordinator should be responsible for the 
governance and clinical audit of ROP services across the ODN - 
monitoring compliance, data collection and undertaking analysis – 
as part of the development of a consistently high-quality service. 

•	 The ODN ROP coordinator should work with all units across 
the ODN to ensure they audit themselves against the nine audit 
measures outlined in the ROP screening guidelines to improve 
their service and reduce variance – see pages 56 and 57 of ROP 
screening guidelines.

•	 There should be a reporting procedure in place to ensure rationale 
for any missed, delayed or early screens is documented in the 
management plans. The consultant ophthalmologist and the ROP 
coordinator or the nurse screener should work together to ensure 
that the patient is screened as soon as possible. Delayed screens 
must be completed no later than seven days from the original 
screen date, as per the UK screening of retinopathy of prematurity 
guidelines. 

•	 Where there are exceptions to this, for example, when a baby is 
on the cusp of the seven day window and is then assessed as too 
unwell for screening, audits and exception reports should be used 
to track where there are themes in certain services or challenges 
with follow up screens. 

•	 Risk reporting should be used as learning at the weekly MDT 
meeting. 

7. Governance and audit

Retinopathy of Prematurity improvement guide   15

https://www.rcpch.ac.uk/sites/default/files/2024-10/rop-screening-guideline-full-2022_updated-2024.pdf
https://www.rcpch.ac.uk/sites/default/files/2024-10/rop-screening-guideline-full-2022_updated-2024.pdf


UK screening of retinopathy of prematurity guideline, Royal College of Ophthalmologists

Treating Retinopathy of Prematurity in the UK clinical guidelines, Royal College of Paediatrics and Child Health with Royal College of 
Ophthalmologists and British Association of Perinatal Medicine

How to prepare and support babies during painful hospital procedures, University College London Hospitals NHS Foundation Trust

The role of parents in medical procedures, Bliss

Resources
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Appendices
Appendix A: Example of a workforce model calculation

A hub (and its connected units) which manages an average of 14-18 screens per week, will require 3-4 nurse screeners, dependent on the 
geography of the ODN and the need for screeners to travel to units.

This is based on the NW ODN workforce model, who allocate one hour per screen across six hubs – 30 minutes to screen and 30 minutes to move 
between patients. This allows time to clean machines, introductions with the family and to support parental engagement throughout the screen for 
comfort care and pain.

Each nurse screener is 0.3 WTE to cover 0.2 WTE screening hours as well as 0.1 WTE protected time for administrative tasks, including 
attendance at weekly MDT as well as time available for ongoing maintenance of competence.

For further information or any questions, please contact nwnodn@alderhey.nhs.uk or visit https://www.neonatalnetwork.co.uk/nwnodn/

Appendix B: Example of standardised approach to screening and treatment on set days
Day Planned activities
Monday •	 ODN ROP Coordinator confirms that unit cameras or mobile cameras located in the hubs are working.

•	 ODN ROP Coordinator checks the location of eligible infants and confirms with the units that they are present for screening.
•	 ODN ROP Coordinator sends out the lists of screens that are due to the screening hubs and all neonatal units so the screeners 

know which hospitals to attend and the units know which infants to prep.
•	 Admin complete by 12:00 – allowing screeners to start screening in the afternoon.

Tuesday •	 Screeners attend neonatal units and carry out screens with the support of the link nurse and staff on the unit.
•	 Ophthalmologists attend in the afternoon if required for screens that require BIO or were unsuccessful.

Wednesday •	 Any remaining screens carried out.
•	 MDT meeting discussing and looking at all screening images.
•	 All referrals for treatment must be received by 14:00.
•	 Cot Bureau locate cots for all referrals needing treatment. This referral is sent to ODN ROP Coordinator for auditing purposes.
•	 Some transfers may occur that evening in preparation for next day.

Thursday •	 Remaining transfers occur for babies that require treatment.
•	 All treatments take place.

Friday •	 Any remaining treatments are carried out.
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Appendix C: Example of modality integration standard operating procedure (SOP)
Work steps Who When How

1 PACS team contacted for 
assistance with new modality

The service providing the imaging
or the supplier project manager

New service or replacement 
machine identified

By email, ticket logged

2 Preparation prerequisite 
document sent to department

PACS team If it is a department that has 
never had its modality connected 
to PACS previously.

If it is a new room/location/new 
modality rather than replacement.

Email document to user via the 
ticket.

3 Configuration template sent to 
requestor

PACS team If it’s a replacement modality.
In the case of a new modality, 
when the service has 
acknowledged that they can 
comply with the steps on the New 
Integration pre req document.

Complete a connection template 
form and email to requestor via 
the ticket.

4 Configuration sheet completed 
with modality details e.g serial 
number, room code

Imaging service department/
requestor.

When details available from 3rd 
party supplier.

Email the form to the PACS team.

5 Create appropriate AET and 
complete the integration form

PACS team When the completed form has 
been returned by the service.

6 Complete the DICOM Planning 
sheet

PACS team After details received from 
service and before any dates are 
arranged for integration

7 Add new room code to the 
Worklist Table Name Look Up 
table

PACS team If a brand new room is required.

Before filing the Integration form
8 Setting up Q/R PACS team, network team and IT 

provider
If the user has indicated it is 
required. Usually only servers 
and workstations but occasionally 
required for MR/CT scanners

9 File the Integration form PACS team Whilst waiting for connectivity 
details from IT provider. 
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Work steps Who When How
10 Log a ticket with IT provider to 

request new integration
PACS team When details have been added to 

the DICOM planning sheet and if 
a new AET title has been created.

IT provider do not need to do 
anything if it’s a replacement 
machine AND the AET is 
remaining the same.

Send email to IT provider with the 
following format: 

Title - New modality integration 
(ticket number)

"I'm integrating a new 
Fluoroscopy modality at (trust 
name). It will be sending to the 
central DICOM Sys Router. 

AE Title: (name)
Information located in the Dicom 
Planning Sheet - Orc tab - Line 
273"

11 Update ticket with IT provider 
ticket details

PACS team When IT provider have issued 
their call number

Add note to the ticket

12 Update integration form with AET 
and port details supplied by IT 
provider

PACS team After IT provider has responded 
to their logged ticket and 
completed the DICOM planning 
sheet.

Complete the existing modality 
integration form

13 Notify service that they can 
arrange a date to ensure 
engineer on site and network 
team available.

Imaging service department When notified by the PACS team Department’s internal process to 
arrange an engineer. Email the 
PACS team with the agreed date/
time

14 Log ticket with network team 
to give advance warning of the 
integration

PACS team When date agreed with service 
and PACS team

Log ticket

15 Add integration date to PACS 
team Teams calendar

PACS team When date for integration agreed From Teams>PACS Team> 
Calendar

Add to calendar and include the 
AfC band 8 and the AfC band 7 
PACS managers in the invite.

Retinopathy of Prematurity improvement guide   19



Work steps Who When How
16 Attend site on integration date 

with a copy of the Modality 
integration form

PACS team and modality 
engineer

On a pre arranged date in the 
PACS team calendar.

Calendar

17 Configure modality with DICOM 
store and worklists details 
supplied by IT provider

PACS team and modality 
engineer.

On a pre arranged date in the 
PACS team calendar.

18 Create an order on a test patient PACS team/end user When all configuration details are 
complete on the modality and a 
worklist has been successful.

19 Send test image to PACS Modality engineer When worklist is working and 
before testing is signed off.

Modality engineer to capture 
images against the test order 
placed in step 18

20 Check IDS7 and BC PACS to 
ensure images received correctly

PACS Team When test image has been sent. Log into both IDS7 and BC PACS 
to check.  If images fail to go to 
just one PACS store then log with 
IT provider.

If images fail to both stores 
then check integration sheet 
vs DICOM planning sheet and 
settings on modality for any 
typos.

21 Close the ticket PACS team When integration complete and 
fully tested.

Resolve the ticket.

Retinopathy of Prematurity improvement guide   20


