Responding to the Department of Health review of General Ophthalmic Services – The opinion of the National Low Vision Steering Group 

1. What are your views on the scope for reducing pressure on secondary care by expanding the use of primary care, and in which areas of service provision could an enhanced role for primary care be most effective?  Which professional/staff groups would be involved in delivering this?  What would be the benefits to patients?  We would be interested in seeing any illustrative patient pathways.

From a low vision perspective it would entirely feasible to use community optometrists to supply elements (though by no means all) of a low vision service. However there are still inherent barriers to access which should be addressed if fair and equitable provision is to be possible.

First, commercialisation of optometric practice and the lack of salaried optometrists may deter sections of the community from sourcing eye care and by association, low vision care from optical practices. For example, the MRC survey of GP practices recognised a significant percentage of over 75-year-olds had impaired but ‘correctable’ vision¹ This is further endorsed in a review of the literature published by RNIB2
“All studies highlighted untreated refractive error and cataracts as major remediable causes of vision impairment in older people ranging from 70% to 50% as a proportion of visual impairment.” 

Of particular note when considering equitable access to services the review also mentioned a North London Survey –

“……a higher prevalence of refractive errors and cataracts in people was found for those living in the more deprived areas “

Research needs to continue to identify the underlying reasons but the Low Vision Steering Group (LVSG) would like to raise concerns about the degree of public awareness required to address this issue.

A move towards a salaried optometrist might address this or possibly more appropriately recruiting optometrists to supply optometric services in multi-agency setting. The latter is particularly favourable bearing in mind the multidisciplinary nature of low vision provision. Optometrists/opticians working alongside rehabilitation and therapeutic professionals can only benefit the profession and service users. Against this is the need to ensure that resources are best used and we do recognise that it may be more feasible to use specialist equipment and resources currently available in high street practices. However establishing specialist eye-teams involving optical practitioners would not preclude the supply of low vision services though optometric practices.

Pathways that have established teams with ‘visiting’ optometrists include – Birmingham Focus, RNIB Judd Street Low Vision Service and Gateshead and Barking Low Vision pilots. Community optometrists with visiting team members (e.g. rehabilitation professionals) include a Northumbrian optometric practice with an ‘employed’ Rehabilitation Worker. In addition various schemes working with people with learning disabilities and children have linked interested professionals to specific practices.

Clearly in considering this question the LVSG would be wise also to consider the role of optometrists in identifying and managing preventable eye disease. If optometrists have a more significant role in this area it is crucial that efforts are made to ensure that professionals can develop a significantly better understanding of the wider social issues of sight loss. The ‘clinical maturity’ of the profession, currently reflected in the PEARs and WECI schemes, needs to be developed in terms of understanding a social model of disability. Optometrists need assistance in understanding their significant responsibility in helping people access social needs as well as medical concerns.

2. Related to question 1, how should patients access services and how would this vary from one service to another? For example, if a patient had a red eye should they contact the GP first and be put in touch with an optometrist who was linked in some way to the practice, or would they just contact any optometrist and ask for an appointment?

Some of these issues were addressed above in considering a model of an ‘eye-team‘ approach. What is important in terms of low vision is to ensure that access points are easy and straightforward and are not subject to the historical barriers of certification/ registration and the gate-keeping of ophthalmologists. A Low Vision Co-ordinator able to assist people in accessing low vision services and perhaps (as will later be considered) act as a conduit for determining choice would be an ideal model. However this might not suit all low vision communities. The BME sub-group of the LVSG has noted various difficulties in establishing new locality models in these communities. One suggestion is to relate services to known and well-established routes. The ophthalmologist on the group gave examples of people attending Accident and Emergency services with acute problems related to social care issues not medical concerns. Clearly this is a waste of valuable resources but occurs simply because, within local communities, the routes to social care assistance are not known. One solution here might be to locate new community services near or within hospital premises.

Local societies would be usefully placed to work with PCTs to develop the idea of a Low Vision Co-ordinator. Often undertaking this role in the community with regard to wider service provision.

3. What do you see as the barriers to increasing the volume and/or range of eye care undertaken in primary care?  What enabling factors or incentives need to be present?

Sufficient funding of services needs to be in place to ensure that optometrists are available to meet the volume of work predicted. Consideration of models of salaried workers may be applicable here. There has been, historically, interest in recruiting optometric professionals to Hospital Eye Services and consideration needs to be given to exploring the possibility of using this staff resource to develop community teams.

If service provision is to be maintained purely in optometric practice, it is important that funding is available to ensure that access to care is not impeded by concern about fees. Eye examination to preclude or monitor eye disease and optometric low vision assessment must be available at the point of need without service users having to pay additional fees. Effort must be made to ensure that there are benefits for optometrists in maintaining their involvement in this work within the NHS to avoid the resource issues similar to those reflected in the media about access to dentistry services. This may be particularly important where specialised skills are required and the ‘population’ is relatively small – such as children with low vision.

These issues may not be purely financial. Optometrists would benefit from training and learning opportunities currently offered to GPs through local teaching hospital resources. Funding for training and awareness of ‘lost chair’ time in undertaking additional training would be beneficial here. 

The role of the LVSCs (see later) could be significant in enabling optometrists to link into wider multidisciplinary developments in low vision.

Easing access to wider NHS resources – through links to NHS net and IT used in social care settings will assist in ensuring electronic case management and secure transfer of information.

Again the LVSG would wish to emphasise significant resources/ funding will need to be in place to ensure that there is widespread public awareness of these services. Services users need to be reassured that these services are entirely detached from commercial provision of spectacles. 

In addition, consideration needs to be given about how to increase access for those members of the population currently under utilising these services. This would include lack of awareness of the value of eye examination in very young children, people with learning disabilities and people from black and minority ethnic communities.

Optometrists will need to be aware of their responsibilities in terms of barriers to access. Issues include:

· Provision of information / letters / appointment cards etc in large print / Braille etc. 

· Access to translation / interpretation services

· Communication tools for people with learning disabilities

Related to question 2, how do you see the NHS reforms (such as practice based commissioning) enabling change to happen?  What needs to be done nationally and locally to ensure that the reforms can help to further the aims and principles of the GOS review?

Practice based commissioning holds the potential for analysis to be made of local care issues and for the PCT and practices to work together to meet local need. Here this could be similar to indicative prescribing budgets – whereby records of all prescriptions have been analysed and reported back to GPs and PCTs. In terms of eye health there is potential to recognise specific issues such as diabetic eye care or specialist children’s services and for practices to group together. 

In terms of optometric refractive care it is possible that analysis of information on spectacle voucher costs may enable – with some lateral thinking – the development of a salaried provision to supply refractive corrections. This would seem to be entirely feasible for specialist services such as children’s eye care/ eye correction for people with learning disabilities etc. In addition this same model of analysis could be applied to supply of low vision devices and linked to delivery through Community Equipment budgets.

Taking money away from the hospitals should be considered carefully. If, for example, with diabetic eye care a greater percentage of people are managed in the community, how will costs be met for ophthalmologists specialising in diabetic eye care, and the associated, possibly, expensive equipment (laser and drug therapy for example)? Funding needs to be available to ensure that local hospital finances are not effected to such an extent that patients end up travelling further to poorer quality secondary services. This is particularly relevant when considering the needs of people with low vision and families where a child is visually impaired.

4. If additional work is undertaken in primary care, how can patient choice of eye care provider be extended whilst also maintaining clinical standards and quality?

In 2003 a Kings Fund3 report suggested that if people are well informed they are able to select services. However it was noted that what people think ‘is best’ depends on a whole variety of factors. In particular they note that “commitment to extending choice would involve offering a range of different suppliers of the same service”. In terms of low vision delivery it is important that this choice is offered in terms of multidisciplinary models not just by suggesting that different optometric practices offer different choice.  Low Vision Co-ordinator models with PCTs working with local societies have been mentioned. A good example of this is a scheme that has been ‘worked-up’ though not successfully in Sheffield. Called Low Vision Plus this suggests the establishment of baseline quality criteria for services supplied in HES, voluntary sector and optometric practice. It proposes one entry point and easy access and then people making a choice as to location and multidisciplinary team.

One of the key points here that must not be overlooked is the need for some national/central development of quality standards in low vision.  The Low Vision Report 4 outlines standards for services. An evaluation undertaken by Warwick University 5 noted that ‘ that some LVSCs lack clarity about their purpose’ (despite the clear remit given) and ‘that difficulties [of LVSCs in looking at these matters] are further compounded by the fact that the term “low vision” covers a very broad range of people and problems.

The lack of a NSF on Eye Care means that LVSCs are often floundering to determine quality baselines to implement schemes when working with PCTs locally. This is further emphasised by the lack of associated performance indicators in this area. Even when PCTs are aware of local low vision services (and this is not always the case) they currently have no national reference guidance other than the NHS Eyecare Services Programme 6. Low Vision pilots have not yet had the opportunity to report. However there is an opportunity for lessons learnt from these to develop good and equitable services across the country.
Work must be done through local societies and LVSCs to ensure that information is available to people. The King’s fund report noted ‘no healthcare systems are yet generating the type of information needed to support patient choice adequately’. It is very important that optometrists are not the gatekeepers for this type of information and choice – clearly LVSCs and the voluntary sector must play a role. 

A London based project (London Patient Choice Project)7 noted, of interest,  that patients will seek out an alternative provider in Ophthalmology services while those requiring Gynaecological services will stay (in larger numbers) with local services. While this may reflect local issues about London based supply of service (well-recognised teaching hospitals, for example) it is important to note this with regard to eye health. PCTs should be encouraged to recognise the value patient’s attribute to choice around eye health. 

5. What are the barriers to better integration of services across primary, secondary and social care and how might they be overcome?

As mentioned previously we have concerns about funding and its distribution across the system in ensuring that patient benefits from any changes to the provision of care. In developing optometric skills again as previously mentioned there are training, communication and IT issues.

Perhaps the most immature of these links is with regard to optometry in terms of social care.  Historically optometrists have not been aware of their role within a social care context and have not seen the risks to well being of lack of involvement in wider patient pathways. If people are to have care managed more successfully in primary care this development is crucial. Establishing performance indicators in terms of optometrists recognition of social care issues may be useful. Even so we foresee difficulties in linking different models of Social Services / Voluntary sector provision with practices.

Adequate training for social care should provide information about the value of new relationships with regard to optometry. The poor experiences reflected in the use of the Low Vision Letter (LVL) reflect a huge area of need in this area. Anecdotal evidence would suggest that this is still not being used effectively and that partnership work involving social care bodies and LOCs, around the use of the LVL, is limited.

6. If the amount and/or range of eye care undertaken in primary care is increased does the composition and remit of Local Optical Committees need to be changed?  And, if so, how? 

In view of their enhanced role it may be useful to radically change the remit of LOCs. There would definitely be value in looking at the concept of Eye Care Committees as part of PCT or linking into Joint Planning groups linking health/ social care and education. Current LVSCs could form a basis for these with pilots to establish how best these LVSCs might look at a wider remit. For example it may be possible to have sub-groups looking particularly at clinical care while other wider more holistic issues are covered by what would traditionally have been the remit of the LVSC.

One crucial point is that service user involvement must be integral.

As above these Committees need to have clear ‘reporting routes’ by which to commission and implement change. Part of the development of these should be to clarify where optometry services fits in the whole picture of care.

7. Are there other areas in the recent DH White Paper (Our health, our care, our say) where you see a potential application to ophthalmic services?

There is a clearly a need to consider the impact of sight loss on wider aspects of care and independence.

In terms of service design there should be recognition that local may not always be best. Special populations (children / specific eye conditions) may prefer a knowledgeable regional approach. This has been the case in Birmingham with children’s low vision and in teams established to support other specialist ‘medical’ services such as retinal blastoma services. 

8. Are there other issues in the aims and principles or more generally that you would like to comment on?

The LVSG would like to ensure that the review is underpinned, as was the work of the original Eye Care Steering Group, by the aims of Vision 2020 programme. The group would like to emphasise the role of the service user in planning service redesign and in relation to this the very specific and useful role of the voluntary sector.

Dissemination of the outcomes of this review is critical both in terms of public awareness and PCT guidance. The original NatPACT guidance (now available as modified optometry competency guidelines 8) appears to have little impact in improving the quality of services and lessons should be learnt from this. 

As a group concentrating on user-led integrated services we would also like the group to reflect on the apparent difficulty optical professionals have in appreciating their role as part of an integrated team. This has been evident in the way that individuals have chosen to interpret elements of legislation such as the Optician’s Act. Far from promoting constructive and 

multidisciplinary working this impedes the development of innovative and user centred models of integrated low vision.

Finally we, once again, emphasise the need to ensure services are equitable and available at the point of need to all communities and that in order to achieve this adequate financial resources need to be made available. 
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