
The 

‘Bold Guide’

to

‘Setting up and running a

Low Vision Services Committee’

In England 2003

Introduction

It is now two years since the Implementation Project began, with the support of the DH and voluntary sector funding, to assist individual areas in the promotion of the Low Vision Services Report.  By implication, this requires local areas to address issues of both service provision and quality by the creation of Low Vision Services Committees (LVSC’s).

While some areas already have similar groups, many areas have struggled with both the relevance of such a body and also the practicalities of setting-up and maintaining a Committee.

This document attempts to create a resource to support the process providing example documentation and information on how to work effectively through a committee structure.

In endorsing such a document, the National Low Vision Service Implementation Group (LVSIG) were keen to emphasise, that the document should be seen as providing general guidance.  It should not detract from the overall idea that LVSC’s should address local issues by applying the standards as they relate to the nearby community.

The Early Stages 

Setting up

Part One of a series of documents to support Low Vision Services Implementation.

Introducing Low Vision Services Implementation – getting everyone together

Who should do this?

There has been no hard and fast rule as to which person or organisation should take the initiative and organise a meeting to bring people together.  Some points to bear in mind: -

· Whoever organises the meeting should be familiar with the Low Vision Services Report and support the setting up of an LVSC as a ‘means to an end’ in securing services locally
· It would be helpful if the organising body can offer practical resources in the form of meeting room and administration or at least be able to organise this if required
· It helps if the organising agency has some recognised role in providing and/or advocating for low vision services.  They should be able to identify the key local people/agencies to be invited
· One person should be prepared to take a co-ordinating role, this may include using the services of the National Implementation Officer and liasing with other agencies before the meeting
Which groups might be interested?
Statutory agencies :Social Care

Different local authorities may organise services in various ways.  However, the ADSS (Association of Directors of Social Services) publication entitled ‘Progress in sight’ – the National standards of social care for visually impaired adults* states that each social services department (or agency responsible for providing social care services) should have a senior manager responsible for developing and managing services for visually impaired people.  [Standard 4 Managing Services: 4.1].  In addition, the ADSS standards also give guidance on the need to have a multi-agency group to co-ordinate services.  [Standard 2 Planning Services: 2.2].

*ADSS (October 2002) Progress in sight - National standards of social care for visually impaired adults can be downloaded from: -
http://www.adss.org.uk/eyes.shtml
Where there is a team dedicated to sensory impairment/visual impairment, or dual sensory loss, it is possible that the senior manager or delegated staff member will assume some responsibility for the creation of such a group or LVSC.  Otherwise, the manager on a disability team or adult services team may be a useful contact.  It is also worth noting that in some areas other agencies such as voluntary sector organisations representing people who are visually impaired may, either through contracts or local practice, have assumed the statutory duty for providing these services.

An explanation of the term “social services” and the job roles of social workers and rehabilitation staff can be found in Appendix 1 entitled ‘Jobs’.  These have been taken from and are available on the SCA website at 

http://www.socialcareassoc.com/resources/glossary/s.htm
Statutory Agencies: Primary Care 

Local Optical Committees 

These Committees represent the interests of local opticians and help inform health bodies and other agencies on matters relating to eye care.

In the past, by law, they were required to be grouped into areas corresponding to those of the Health Authority.  Now LOC’s will be recognised by PCT’s rather than the HA’s.  This means that an LOC cannot represent a region smaller than a PCT area, but it can represent several PCT areas.  How this is organised in each area will depend on local agreement about boundaries and responsibilities.  The Association of Optometrists (AOP) keeps a list of all LOC’s and this is regularly updated.  In addition there is advice about how boundaries might change its web-site: -

http://aopdev.pncl.co.uk/uploaded_files/pdf/reorganisation_of_locs.pdf

An example page of the most recent list (February 2003) is included at Appendix 2.  The whole document will be on the CD.

A government organisation NatPaCT (National Primary and Care Trust) has recently published guidance to help Primary Care Trusts develop the work of optometrists.  A whole section of this guidance relates to Low Vision Services and there is a strong commitment to the establishment of LVSC’s.

Web-site address: -

http://www.natpact.nhs.uk/

Optometric Advisors

Health authorities, PCT’s and other national and local health agencies may employ Optometric Advisors (OA’s) to give professional advice on issues relating to eye care.  Most are employed on a part-time basis and undertake a variety of tasks concerned with the delivery of optometric services.  In some areas Optometric Advisors have provided vital links with the commissioning Health Authority (HA) and have been the key to the setting up and development of an LVSC.

As of January 2003 there are, approximately, 44 advisors in the UK and the majority of these are employed by organisations that are members of the Optometric Advisers’ Group (OAG).

The Group provides a national networking forum for people advising on the delivery of optometric services within the NHS and maintains a list of contacts for member organisations.  The Group can be contacted at: -

oag@ferndown.u-net.com 

Statutory agencies: Primary Care Trust leads

When the Low Vision report was produced, it was envisaged that LVSC’s would also correspond to the then HA boundaries.  This seemed to reflect the need to reduce fragmentation and introduce some local consistency.  As HA’s are no longer formed in the same way, it will be for local groups to determine the most useful area to be covered by the LVSC.  In many cases this will reflect the ‘old’ HA boundaries or county boundaries, although in some cases PCT areas may be appropriate.  See Appendix 3 for a list of current LVSC’s and the areas they cover.

Where there are several PCT’s likely to be involved in a particular area, it may be useful to know that there is a ‘lead’ PCT or officer looking at a particular issue.  For example, one PCT may be taking the lead on public health issues, older people, disability or eye care. 

Lists of local PCT’s can be found on the NHS web-site: -

http://www.nhs.uk/root/localnhsservices/list_orgs.asp?ot=5__

Voluntary Agencies:  National Association of Local Societies for Visually Impaired People (NALSVI).

NALSVI promotes and supports local societies for blind and partially sighted people.  It represents a network of 130 local societies in the UK and Northern Ireland.  The organisation has produced a leaflet in conjunction with Age Concern about Low Vision Implementation.  There is a representative on the National Low Vision Implementation Group and Sue Ferguson is the Administrative Officer and can be contacted for details about the local society.

Sue@nalsvi.fsnet.co.uk  

Telephone:  01904 671921

What about existing disability/visual impairment interest groups?

Across the country there are several groups already in existence that look at disability issues or specific issues relating to people and visual impairment.  Some of these groups will have already looked at many of the topics that might be addressed by an LVSC. 

It is also likely that the group will have developed a committee structure and terms of service.  Rather than set-up a new Committee, that will in all likelihood simply duplicate work, one suggestion is to have a sub-committee or special interest group that reports and develops low vision issues.  Areas that have taken this approach are listed in Appendix 4 and also on the disc.

Who should be invited?

The Low Vision Report outlines the expected composition of the Committee.  The size of the committee should be determined locally and its membership sought from: -

· Hospital trusts

· Primary Care Trusts (England) 

· Social Services/work teams responsible for sensory impairment

· GP's

· Voluntary Organisations for people with a visual impairment

· Current Hospital and community-based providers of low vision services

· Local Optical Committee

· People with low vision including People from ethnic groups

· Appropriate professionals (see footnote)

· specialist sector workers in the fields of education, employment, care of older people, hearing impairment, learning difficulties and multiple disabilities.

Footnote: Appropriate professionals may include Dispensing Opticians, Occupational Therapists, Ophthalmic Nurses, Ophthalmologists, Optometrists, Orthoptists, Rehabilitation Officers/Workers and Social Workers.  Those with experience of low vision service provision will be particularly important.

It is wise to invite as wide an audience as possible to the first ‘introductory meeting’.  This serves several purposes: -

· Highlights the issues for local health and social care providers

· Enables people to meet before a Committee is created

· Creates a ‘pool’ of interested agencies who may provide future input or be co-opted on to the group to address particular issues

· Identifies service users and provides information in a less threatening manner

Tips 

Never assume that health/social care commissioners are aware of the issues – they may need extra information to encourage them to attend.  It may help to identify specific issues of current interest.

These may include: -

· The care and rehabilitation needs of older people

· Joint equipment 

· Joint assessment 

· Falls prevention

· Attracting user views 

· Optometric competencies 

· Providing locally based services

Reports that may be helpful are listed in Appendix 4.

Do not forget that the service user has a very valuable role to play.  However, people may not be familiar with the jargon and many of the recent developments in low vision.  Ensure that service users are well briefed before the meeting and consider inviting a speaker to address a user group about the issues.  It is worth reassuring service users about access issues, explaining that papers will be available in appropriate formats and advising about travel to and from the meeting.

The first ‘introductory’ meeting

Providing information before the meeting
Often it is useful to provide a paper or document about Low Vision implementation before the meeting.  See example of first page at Appendix 5.  The Implementation Officer will provide a paper ensuring that titles/area headings are specific to the local area.  Remember, if you are sending out all copies in print to note that copies are available in other formats (Braille, large print, tape, disc etc).  Service users should be contacted directly to ascertain their requirements.

The invitations

If additional information is not made available, the invitation will have to take this into account.  Examples of invitations used around the country, have been included in Appendix 6.  Where possible we have provided electronic versions on the disc attached to the front cover.

The role of the Implementation Officer

The Low Vision Consensus Group recognised the need to appoint an Officer to champion the cause and to support local committees.  One of the roles is to assist in the setting up process and also to attend, at least, the initial meeting.  In many cases it will be possible for her to attend further meetings – particularly where organisations feel that her input is useful.

At the initial meeting is it likely that she will use a short data-projection presentation, using Microsoft Power Point software – a standard version of this is included on the disc attached.  This helps explain some of the history behind the Implementation process and discusses the role of a local LVSC.

Tips

· Remember that the Officer may not be familiar with the local situation.  If possible provide her with a brief resume of services and agencies

· Make sure any ‘political’ issues are identified – i.e. it is useful for her to have a feel for how well people work together and whether any particular problems have already been identified

· Identify the number of people attending that are service users and ensure that a handout is produced before hand in the appropriate format.

The rest of the (introductory) meeting

At this first introductory meeting it is unlikely that much business will be discussed.  However, if time allows it may be possible for small groups to be convened to discuss low vision services issues.

Although this practice is common, it is useful to be reminded of the following: 

· Ensure that even the smallest groups have a ‘chair’ to lead discussions and who has been briefed about the discussion topics.

· Check that group members have introduced themselves to help orientate service users and ensure that any hearing requirements are attended to (this may entail setting up a separate room with a loop system or using portable amplifiers) 

· Decide on a method of feedback – if flip-chart papers are used make sure that any ‘scribes’ make written print as accessible as possible.  Ensure that contents are read out and that copies are made available to users after the meeting.
Groups may take different topics or concentrate on the same issues.  Good points for discussion might be: -

· Current Low Vision Services

· The gaps in services

· The role of a local LVSC

· LVSC membership

· Special populations – young people, learning disabilities, minority ethnic groups

· The role of statutory and voluntary organisations

· Emotional support
It is important that the points made during this exercise are noted ready for the first meeting.  Often they help provide the agenda/action points for future work.

Another approach is to invite local providers and service users to explain about the current state of services.  This could be done by asking for a short presentation (approx. 10 –15 minutes).

This can be a very useful exercise but needs to be treated with care.  In particular, people need to feel that they can present details of their service, including deficiencies, without receiving personal or organisational criticism.  It may help to brief speakers about the aims of this approach and suggest that they should use the opportunity to explain how they would run the service in an ideal situation. 

It may be useful to help speakers maintain a consistent structure to their talk by suggesting details that could be discussed.  These might include: -

· An outline of how the service works

· Special interests (children, adults with LD, minority ethnic groups

· How people access their service

· Where referrals come from 

· How many people are seen

· The Low Vision professional/team 

· What are the links with other teams 

· User group/focus group work

· Waiting times

· Funding limitations

· Numbers of people seen per year

· Audits carried out

· Hopes for the future

Should we have a Group?

At some point in the meeting it will be helpful to ask for the meeting to make a decision about whether to form an LVSC.

If there is a positive response then this might be the time to deal with some of the practical details.

Seeking nominations 

Generally it is possible to discuss the Committee membership during this meeting.  Clearly it is important that a record is kept of intended members and contact details (including where possible e-mail).

An alternative solution is to take written details (again ensuring a scribe is available to record service user details if required).  In this case someone, perhaps from the organising body, needs to be responsible for confirming the final membership.  It is important to ensure that as far as possible all recommended agencies are represented.  It is particularly important to have Primary Care Trust and Social Services Commissioning representation as well as provider representation.

If there are particular gaps in membership, it is worth asking the Implementation Officer for assistance.  Often the national LVSIG can assist in recommending local contacts.  In addition she is able to make contact and can often provide a convincing argument in favour of involvement.

Agreeing the chair

Sometimes it is possible to agree who should chair the first session at this meeting.  This has the advantage of ensuring that the first meeting runs smoothly (i.e. there is a clear direction and leadership) and that people are clear to whom to address issues. 

However, it is very possible that many attendees will be meeting people for the first time and so would prefer to elect a chair at a later meeting.  If this is the case, it is important that someone agrees to undertake this role on a temporary basis.

Agreeing other practical matters

One of the most important issues, but often the hardest to organise, is the job of recording the work of the meeting – the minutes.  Where possible the minutes should be taken by someone who is not expecting to take an active part in the meeting.  It would be desirable to use secretarial staff from health, social care or the voluntary sector.

Tips

· There may be local grants available that would cover secretarial support and other administration costs

· Local statutory bodies may be able to use their own secretarial staff – for example LOC’s and Optometric Advisor’s may have staff available

Setting the next date – checking access and timing

When setting the date, time and place of the first meeting it is important to bear the following in mind.  Often the venue can be provided by voluntary or statutory agencies, however, there are some points that need to be considered:

· Is the venue accessible for service users?

· If service users require transport to the venue who will meet the costs and organise this?

· Is the time convenient for both professionals and users?

· Does the time exclude particular people – for example, parents, service users.

Appendix 7 shows a break down of the times chosen for meetings (as of November 2002).

Although there is no national body that will fund such activities a paper has been written for the LVSIG that advises committees on sources of funding.  A copy of this is included (on disc and in Appendix 8).

Before the first meeting 

If the meeting is to run successfully and smoothly it is wise to set an agenda and circulate this before the meeting.  The degree of formality may depend on the organising body but some important points are worth noting: -

· Introductions are a crucial part of a meeting especially where people are visually impaired and need to be aware who is attending and where they are sitting

· Absentees/invited membership – including where appropriate apologies for absence

If the chair has not been elected before this meeting it would be wise to have this item fairly high up on the agenda.  Following this there might be an item that looks at the membership and takes further nominations/suggestions in order to secure a representative membership.

A further important item is to agree terms of service.  The main aim of setting up the Committee is to respond to the recommendations made in the LV Report.  Consequently, many areas have simply agreed to take the Report as the basis for the terms of service.  Some areas have listed the thirteen aims outlined in the report and others have adapted this or used other guidelines to suit the Committee.  Again a copy of one has been included both in Appendix 9 and on the disc.

The rest of the agenda should ideally reflect the action-oriented role of the LVSC.  Some thought might be given as to how work can be facilitated.  There is no ideal size for an LVSC but, by its very nature, is likely to be quite a large group as low vision is a diverse area and there may be many professionals, agencies and service users who wish to contribute.  Appendix 7 shows the numbers involved in various Committees.  This may seem unwieldy and there might be some anxiety about the usefulness of a large group.  One suggestion is to recommend the creation of sub-groups or working parties to look at specific issues.

Some of the tasks that the group might find helpful to concentrate on at a first meeting are: -

· An investigation into local service provision --service mapping/audit

· Local prevalence and population profiles – how may people have low vision and who are they?

· The person in LV – drafting a ‘care pathway’

These points will be discussed further in the second part – Making changes – ensuring things work.  In addition the following issues will be discussed: -

Benchmarking – using the standards

Identifying the gaps

Planning the ideal service

Commissioning skills

Financial/funding issues

Monitoring

The wider picture – linking into the network

Appendix 1: 
‘Jobs’

Social care:  The care of a person in a way which meets all their common human needs and gives them quality of life.  The term was invented in the 1970s to describe non-nursing care but adopted in the 1980s to cover all types of long term care for people which do not involve hospitalisation or imprisonment

Social work:  The provision of interpersonal help normally to meet a person's short term needs.  The term was first adopted by social scientists at the beginning of the 20th century to describe the social 'engineers' whom they envisaged putting their theories into practice.  The term began to be more widely used in the 1970s following the establishment of social work and social services departments and BASW.

Rehabilitation Worker:  A rehabilitation worker works with people who are visually impaired in order to enable them to live their lives to their maximum potential.  They work with all age ranges – both very old and young people.  Much of their work is based on assisting a person in relearning practical skills.  For example, they may work in a person’s home in finding solutions to daily activities such as making a meal, basic DIY tasks and carrying out gardening activities. 

They help address problems with communication such as writing letters, finding out what is on the television and reading books.  This can involve special activities including teaching Braille, advising on talking books and vision enhancement training with Low Vision devices.  They also help by advising on lighting and by suggesting pieces of equipment that will assist a person in maintaining their independence. 

Appendix 2:
LOC Contact Details (example format)

Argyll & Clyde
Chairman/Secretary

Mr J Wallace

11-12 Argyll Square

Oban

Argyll PA34 4AZ


01631 563 814 T

01631 562 464 F

01631 565 604 H

Ashton, Leigh & Wigan
Chairperson

Ms Janet Green

The Hollies

11 Woodhead Road

Hale

Altrincham

Cheshire WA15 9JZ

Secretary

Mr Stan Gore

S Gore Opticians

703 Ormskirk Road

Pemberton

WN5 8AQ

Treasurer

Mr B J Gleave

Hepworth and Hall

15 Church Street

Atherton

M29 9DE


01942 713 257 T (Practice)

JRGOPT@btopenworld.com
01942 214 808 T

SGore33485@aol.com
01942 876 200 T

Briang@tesco.net

Avon
Chairman

Mr Mark Houlford

Brock & Houlford

32 Eagle Road

Brislington

Bristol BS4 3LJ

Secretary

Mrs Lynne Fernandes

182a Wells Road

Knowle

Bristol BS4 2AL
0117 977 7792 T

mark@brockandhoulford.co.uk

0117 977 6330 T/F

lynnefernandes@hotmail.com



Appendix 3:
Current LVSC’s




Disability/Visual Impairment Interest Groups

No
Local area

Committee
Leading

Authority/Agency
Part of Sub Group






1. 
Barking and Havering
HA (Optom Adviser)


2. 
Bedfordshire
VA, LOC


3. 
Bexley
HA (LOC)


4. 
Birmingham
VA


5. 
Bradford and Airedale
H 


6. 
Brighton & Hove
SS


7. 
Buckinghamshire
HA + (several)


8. 
Cambridge
HA (Chris Hely)


9. 
Camden and Islington
HA + (several)


10. 
Cheshire
SS


11. 
Coventry
H, SS VI Team


12. 
Croydon
H


13. 
Cumbria
VA
Yes

14. 
Derbyshire
HA


15. 
Forest of Dean
VA


16. 
Gateshead & S Tyneside
LS


17. 
Hampshire
SeeAbility


18. 
Hillingdon
VA
Yes

19. 
Ipswich
HA, LOC


20. 
Kensington, Chelsea and Westminster
HA


21. 
Kent
VA


22. 
Leeds
SS, H, Vision 2020


23. 
Lincolnshire
PCT, HA (also SS)


24. 
Merseyside (Liverpool)
VA


25. 
Merton, Sutton and Wandsworth
HA


26. 
Northamptonshire
VA


27. 
Nottingham
Hospital Optom, Loc Optom


28. 
Oxford
PCT, VA, H, SS


29. 
Plymouth
H, Optometrist


30. 
Sheffield
H, SS and VA


31. 
Solihull
VA
Yes

32. 
Southend
PCT, H, VA


33. 
Surrey
VA


34. 
Tameside
SS, HA


35. 
Torbay
H 


36. 
Wakefield
SS (Rehab worker)


37. 
Warwickshire
VA


38. 
Wirral
H, Ss


39. 
Wolverhampton
H


Key to Abbreviations

H
Hospital 

HA
Health Authority

LOC
Local Optical Committee

SS
Social Services (not necessarily at Commissioning level)

VA
Voluntary Agency 

Appendix 4:
Reports to support LV Development

The Low Vision Services Consensus Group – ‘Recommendations for future service delivery in the UK’, published in 1999.

The College of Optometrists – ‘Framework for a Multidisciplinary Approach Low Vision’, published in 2002.
NHS Plan-Department of Health – available at - www.nhs.uk/nhsplan/ 

National Service Framework for Older People – more information available at http://www.doh.gov.uk/nsf/olderpeople.htm
See Change resource pack – ‘Improving the way health and social care organisations provide services for older people with sight problems’.  This pack, produced by the RNIB, includes ‘Improving Lives’ and ‘Progress in Sight’ documentation.

The Association of Directors of Social Services - ‘Progress in Sight’ (October 2002) – National standards of social care for visually impaired adults.  Web addresses as follows: 

www.adss.org.uk/eyes.shtml , www.guidedogs.org.uk, www.rnib.org.uk 
‘The Cost of Injurious Falls Associated with Visual Impairment in the UK’ - by Scuffham PAa, Legood Rb, Wilson ECFa (a York Health Economics Consortium, University of York, York, UK, b Health Economics Research Centre, Institute of Health Sciences, University of Oxford, Oxford, UK

E-mail:
pas8@york.ac.uk
‘Fragmented Vision’ – Ryan and Culham, first published in1999.

‘Our Better Vision’ – Ryan and McCloughan, first published in 1999.
The Partially Sighted Society –‘Low Vision in the UK’, published in1998

The Partially Sighted Society – ‘Low Vision in the UK – Toward a Framework  or Delivering Low Vision Care’, published in 1998

The Partially Sighted Society – ‘Low Vision in the UK – A Scheme of Post-Qualifying Staff Training in Low Vision’, published in1998 

 ‘Current Low Vision Practice 2002’, published by the LVSIG in 2002

Patients Talking 1 and 2.– by Sheena McBride (RNIB) in 2000 and 2002
Appendix 5:
Low Vision Implementation example handout

Any Area Low Vision Services Meeting 

Low Vision  Services Committees and all that 

“To ensure that people with low vision experience a holistic, rehabilitative/habilitative approach they should have the opportunity to access all elements of the service”

Low Vision Consensus Report 1999

“The key is local integration”


1999 Consensus Report

Are UK services meeting the needs?

Do services in Any Area meet your needs?

“Vision care needs to incorporate prevention, in 

addition to treatment and re-adaptation into

society through the use of a variety of

professionals and non-professionals, teachers,

educators and civic officials”

Orzack report to IOOL 1977

Evidence/Research into Low Vision Services 

During the 1990’s both Guide Dog’s for the Blind and RNIB began to investigate and focus on Low Vision provision.

Low Vision Services were believed to be ‘patchy’ and there have been many organisations concerned that current provision is inadequate.  In 1994 315,782 people were registered blind or partially sighted and 35,000 new registrations take place each year.

However, these figures are likely to underestimate the true extent of the visually impaired population by two to three fold and do not consider people with sight problems who do not warrant registration but who may be helped by low vision services. 

Appendix 6:
Invitations

Suffolk

Direct Dial:
(01473) 323413
Direct Fax:
(01473) 323320
Email:
derek.dunstone@hq.suffolk-ha.anglox.nhs.uk

Our Ref: DJD/LC

22 January 2002

<Name>

<Add 1>

<Add2>

<Add 3>

<Add4> <Postcode>

Dear <Salutation>

LOW VISION SERVICES IN SUFFOLK

TUESDAY 5 MARCH 2002,10.00 — 12.30 PM

THE BOARD ROOM, SUFFOLK HEALTH AUTHORITY

You are invited to a meeting which is intended to bring together a wide cross section of people with an interest in low vision.  This will include:​

· The Voluntary Sector

· 
Social Services

· 
Service Providers

· 
Service Users

· 
Service Commissioners (including PCG/T Representatives)

· 
Member of the LOC and LMC

· 
An Ophthalmologist

· 
Representative from the Low Vision Implementation Group

The purpose of the meeting will be to outline the problems involved in the provision of Low Vision services and discuss how improvements could be made, including the establishment of a Low Vision Service Committee.

The meeting will take the form of presentations followed by group discussion. Our speakers will include Mary Bairstow (Low Vision Services Officer) and Mr. Roger Lewis (Consultant Ophthalmologist), The Ipswich Hospital.

It would be much appreciated if you could invite service users from your organisation as their input is most important.

Please let my secretary Lisa Cobb know by 23 February 2002 whether you are able to attend.

Yours sincerely

Derek Dunstone BSc (Hons) MCOptom

Optometric Adviser
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Appendix 8:
Funding Document
Finding Local Funding Support for Local Low Vision Services Committees

Introduction

As the number of low vision services committees established locally increases, it has become apparent that many areas are finding difficulty funding the mechanics of the committee process. This has for some groups become a real hindrance in beginning the task of improving low vision services in their area.  

This paper is aimed at clarifying these problems and offering some solutions to them.

Funding Issues

Local groups to date have reported a need for funding in the following areas:

· Transportation costs, especially for service user representatives to and from meetings

· Administration costs, e.g. photocopying, telephone, postage

· Provision of meeting rooms

· Minute taking and secretarial support

Many of these groups are meeting every few weeks and the total administrative cost of running the process for a year is slight.  A good estimate would be £3,000 - £5,000 depending very much on the amount of transportation needed.

Funding Sources

To date a number of groups have used a variety of methods to overcome the problems outlined above.  These have included:

· Use of existing facilities.  

In many cases the local society, the health authority or the local optical committee have provided much of the administration and venue provision needed.  In some cases it has been a combination of the local society providing the administrative backup, while the health authority/primary care group provides the meeting area.  The identification of existing resources and who will be committed to ensuring these are available to support a local process, should be one of the key aims of a group aiming to establish its terms of reference.

· Primary Care Trust Support

Groups that have successfully developed a partnership to support the administrative and organisational requirements, have invariably engaged into the health authority/primary care group/primary care trust structure.  As groups establish themselves, it is important for them to realise that they are part of an area’s strategic planning process.  A local committee conducting a needs analysis, a model analysis, and service mapping, are providing any new primary care trust with valuable input and information on how it should achieve some of its goals. Realising that a local committee can play this part, and that it should in the long run be reporting into the primary care trust organisational subgroup structures means that monies could be found to support the process through the existing health system.

If a primary care trust is to be engaged and made to see the value of this process, then it is the strategic development people within the new primary care group/primary care trust structures that need to be accessed.  They need to be invited to the meetings at an early stage and need to have been enthused with the goals of the national recommendations. It is key to impress how the aims of the Low Vision Document fits into their various agendas:

· NHS plan

· National Service Framework for Older People

· The planning, and commissioning of integrated health and social services

· User lead input into planning of services.

· Fund raising

It is clear that the Doh is not in a position to provide funding for the support of local groups. Funding has to be sought through local sources including:

· Local funding for user involvement in service planning

· Local charitable donation

· Local trusts which may have an interest in supporting the process

· Local business funding.

It must be remembered that this process has proved to have a high profile both locally and nationally and this needs to be focused when dealing with potential supporters.
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Thoresby House

2a Great George Street

Leeds

LS2 8BB

Telephone  
:    0113 247 6769

Minicom     
:    0113 247 4731

Fax            
:    0113 224 3859

e-mail: mick.ward@leeds.gov.uk

Low Vision Services Committee

Terms of Reference

Aim

To work to remove the barriers to inclusion, independence and equality, faced by people with low vision and to enable them to meet their full visual potential

Objectives

· To implement the framework outlined in the report; ‘Low Vision Services - Recommendations for future service delivery in the UK’ (1999)

· Identify and log local providers of low vision services and gaps in 

local provision

· Determine ways that services can be developed by agreeing

priorities locally and action needed to meet the standards as

outlined in the report.

· Advise commissioning bodies on priorities and the budgetary

implications involved, contributing as appropriate to local joint 

planning of services, including the Health Improvement and

Modernisation Plan, Local Modernisation Reviews and 

appropriate Joint Investment Plans

· Develop a user-involvement strategy

· Ensure local services respond to and reflect national priorities, 

including National Service Frameworks and the NHS Plan,

and any emerging research findings

· Ensure services are performance managed appropriately and

that developments are made in light of any findings

· Ensure that information on services is shared with other agencies

· Consider provision for specific groups for example: children,

people of working age, older people, people with learning 

difficulties, black and minority ethnic groups,  people with hearing

difficulties and people with physical impairments

· Link with other relevant local groups

· Develop inter-disciplinary working methods and practice

Accountability

Accountability will lie with the Modernisation Team - Disability, who will take the lead on behalf of the other Modernisation Teams

Membership

The committee is designed to be a multi disciplinary group with strong representation from people with low vision. To reflect this membership will be sought from the following:

· Organisations of people with low vision (particularly those representing people from black and minority ethnic communities

· Modernisation Teams

· Primary Care Trusts

· Leeds Teaching Hospitals Trust

· Community and Mental Heath Trust

· Social Services

· Voluntary organisations for people with a visual impairment

· Appropriate Professionals in Health and Social Care working in low vision service provision (this may include Ophthalmologists, Optometrists, Nurses, Rehabilitation Officers, Social Workers and others)

Ways of Working

Tasks identified by the Committee will be carried by the representative identified as the lead in that areas, working with appropriate others, both within their own organisation and with other members of the Low Vision Services Committee

The Committee will develop a sub group structure as appropriate to carry out its functions

Project and work groups will be established to take the lead on particular work streams or tasks

As well as membership on the Committee, people with low vision will be consulted at all stages of planning, implementation and performance management

The committee will apply the following ‘Principles to guide service planning and delivery’ to its work

The full Committee will meet on a bi-monthly basis with any sub groups feeding into the main meeting

The Committee will review its membership and terms of reference annually

An annual report will be produced and made widely available

Principles to guide service planning and delivery

In all circumstances and at all levels the Health Services and Local Authorities should aim to apply the following principles when they are planning and delivering both generic services and specialist services for disabled people.  An understanding and acceptance of the Social Model of Disability and the need to remove disabling barriers should underpin all aspects of service provision. 

Services should support independence, not create dependence.

Wherever possible service users should be enabled to be in control of the assessment process and the delivery of services.

Wherever possible service users should have the opportunity to make a choice about how their needs are met.

The way services are provided should assist social inclusion, not exclusion.

Services should be easy to access in all respects.

Services should be well publicised and easy to contact.

Service provision should take account of the fact that people’s needs are not static and should therefore be flexible.

There should be clear means of assessing the effectiveness and efficiency of any support or services provided.

The people who arrange support and services (and their managers) should be accountable to service users.

Meaningful involvement and consultation should become standard practice when proposals and plans for services for disabled people are being devised.

The development of independent disability groups should be encouraged and supported.

All services should be available to all disabled people regardless of impairment or condition, age, gender, sexuality, ethnic origin, financial circumstances and geographical location.

Wherever possible the Health Services and Local Authorities should both learn from relevant principles governing the service provision of other organisations, and encourage and assist organisations to adopt the principles outlined here.
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