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Foreword by The Secretary of State for Health
I have been interested in eye care throughout my association with the

National Health Service and have been very encouraged by the progress made. There have been impressive advances in the detection, correction and treatment of eye disease, as well as in support and rehabilitation for those who have a visual impairment that cannot be treated. Credit for these improvements is due to the many health and social care professionals including ophthalmologists, optometrists and orthoptists, dispensing opticians, ophthalmic nurses and rehabilitation workers. Much of this work has been aided by the support of voluntary organisations who help promote the interests of people with visual impairments, raise funds for research and provide services themselves such as information, advice and publications which assist people to make the most of their remaining sight.

However, despite these impressive developments, the treatment of eye disease and the relief of visual impairment and the disability it will cause will make even greater demands of all these agencies. The reasons are due to demographic change. Eye diseases occur most frequently among older people - of some 1 million people registered blind and partially sighted in the United Kingdom, three-quarters are over 70 and the numbers in this age group are due to increase by 25 per cent over the next 20 years.

Most of these people will retain some sight but to use it to full benefit, they need prompt advice and counselling, early assessment, provision of appropriate low vision aids (L V A's) and training in their use. The report discusses the infrastructure necessary to provide an integrated model of service for the provision of L V A's. It puts particular emphasis on the potential value of a

multi-agency low vision services committee to co-ordinate planning and monitoring of services. It does not seek to impose a single model for the delivery of services but identifies the signal features of a good quality, responsive service. Service improvements and demographic trends may have resource implications. New provisions for increased joint working between the N H

S and Local Government, outlined in Partnership in Action" last autumn, will soon be available. The Government is determined that different public services work in partnership and respond flexibly to individuals who require an integrated package of care. Low vision and the wider field of sensory disability is one area where the new service provisions can help develop the right service for individuals. By pooling budgets and negotiating professional boundaries in the best interests of the user, the N H S and social services will have the opportunity to provide packages of care that maintain people's independence and boost their sense of well-being.

I commend the report to primary care groups, hospital eye departments, social services departments and relevant voluntary organisations. I congratulate all those involved in its production.

Frank Dobson,

Secretary of State for Health.
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Low Vision Services Consensus Group

Chairman's note

This report flows from an initiative sponsored last year by the Visual Handicap Group and the United Kingdom Committee for the Prevention of Visual Impairment. The fragmented and uneven pattern of services for people with low vision reflects long-standing problems. Our sponsors established a Working Group and asked us, within the space of a year, to take these issues in hand. This report is the result. It represents a lot of hard work by the Group's members, who have faced up with energy and commitment to many difficult and often contentious issues. We have been able to reach agreement on a range of common standards for service and a proposal for their cost-effective implementation through a network of local multi-disciplinary Low Vision Services Committees. It will be essential for people with low vision to take a full part in their work.

There are many pressures on health and personal social services. Eye care services, and those for people with low vision in particular, cannot in their current state reach the standards which the Government is rightly seeking for modern, dependable, integrated and cost effective services.

The quality of the response by providers will be essential to effective implementation of our proposals. With the Government's support, our proposals would enable a start to be made to putting the current situation right within the totality of available resources.

I wish to place on record the profound debt, which the Working Group and our sponsors owe to our secretariat. Barbara Ryan was seconded by the R N I B to provide us with invaluable professional input and we thank her for the immense amount of work she has put into preparing our report. We also thank Paul Quin, our Honorary Secretary, for his unstinting work to ensure that we did the job required of us in good order and in the allotted time. Both Barbara and Paul brought to their work a detailed understanding of the issues and difficulties without which we could never have completed our task.

Our task was to produce a report that commands the broad support of the principal groups in the field of visual impairment, and importantly of users themselves. This we have done. We have not tried to produce a definitive prescription of a perfect low vision service, but a set of practical proposals, which will work. Implementing our recommendations will not solve all the problems but we believe it will provide a service that is substantially better than it is now.

Finally, I must thank the organisations whose generous financial support has made our work possible: the Visual Handicap Group and Age Concern England who funded the necessary, but minimal, expenses of the Working Group, the Royal National Institute for the Blind for generously funding the publication of our report and Action for Blind People, the Gift of Thomas Pocklington, Guide Dogs for the Blind Association, the Partially Sighted Society and the Royal National Institute for the Blind for funding the launch.

Robin Birch, Chairman, Low Vision Services Consensus Group.

Low vision services

Recommendations for future service delivery in the U K

1.0. Introduction

In March 1998 a wide cross-section of organisations concerned with people's sight met under the chairmanship of Lord Jenkin of Roding to consider the state of low vision services in the U K. They concluded that many people suffer visual impairment - the effect of which could be substantially ameliorated. The problems include:

* fragmentation of services

* a lack of multi-disciplinary and multi-professional working

* inadequate communication between those providing services

* a wide disparity in the quantity and quality of services between different parts of the country

* a lack of information for those who would benefit from the service

* a lack of U K-based research about effective intervention.

The group decided to address these issues by preparing a national framework for low vision services. The recommendations that follow have been produced in conjunction with a large number of organisations, listed on page five, which are active in the field. It is our recommendation that this framework be reviewed in light of the lessons learnt from its implementation and evaluation of the services that result.

Low vision services should not be considered in isolation from other services but should be seen as one element of a comprehensive service for people with a visual impairment. Various bodies are actively interested in improving services including a Working Group of the United Kingdom Committee for the Prevention of Visual Impairment (U K C P V I) which is currently studying other services for people with a visual impairment.

2.0. Purpose

This report outlines the basic elements and minimum standards of a good-quality low vision service for individuals of any age or grouping with low vision as defined below. The report also suggests how such services should be delivered to maximise their effectiveness. The key is the local integration of ophthalmic and rehabilitative care and support services.

Local co-operation is necessary to identify organisations that will provide each element of service in that locality and seek their support to:

* provide an integrated service

* inform people about the services and involve them in the planning

* evaluate and monitor the standard of service provided.

This report recommends that a local Low Vision Services Committee should be established in each area to ensure the delivery of services to meet this framework in the local area. The details are in Section 5 of this report.

The role of governments, national organisations and the professional bodies is to promote and support the process.

To make effective use of these services, people with low vision need to be informed that the services exist, and are accessible, and need to know the standard of service that they can expect to receive. To ensure this happens, people using the services need to be consulted and involved in setting them up as well as in decisions about their subsequent development.

3.0. Definitions

The following definitions have been adopted for the purpose of this framework:

3.1. A person with low vision is one who has an impairment of visual function for whom full remediation is not possible by conventional spectacles, contact lenses or medical intervention and which causes restriction in that person's everyday life.

Such a person's level of functioning may be improved by providing low vision services including the use of low vision aids, environmental modification and/or training techniques.

This definition includes, but is not limited to those who are registered as blind and partially sighted.

3.2. A low vision service is a rehabilitative or habilitative process, which provides a range of services for people with low vision to enable them to make use of their eyesight to achieve maximum potential.

This is not just a technical process. The services should include:

* planning the rehabilitative process, setting goals and support in understanding the limitations involved

* addressing psychological and emotional needs

* providing information and advice

* assessing the person's visual function and providing aids and training

* facilitating modification to the home, school and work environments.

The support will need to extend to the needs of carers, especially the family.

3.3. A low vision aid is any piece of equipment used by people with low vision to enhance their vision.

Such aids may be:

* optical including hand and stand magnifiers, illuminated magnifiers, telescopic lenses for both distance and near, and spectacle mounted magnifiers

* electronic such as close circuit television systems (CCTV's) or specialised computer adaptations

* non-optical such as lighting, typoscopes and large felt tip pens.

3.4. Low vision training is any individually tailored tuition in the use of vision or low vision aids.

Such training may include:

* training in the use of vision such as using discernible visual landmarks for orientation or adopting different eye movement techniques for locating objects or reading;

* training in the use of low vision aids such as how best to position and hold a hand magnifier, or use a writing frame and felt tip pen when writing

* training in the adaptation of the environment such as finding the best lighting or using colour contrast to help navigation.

4.0. Common services and standards

4.1. Who should be able to use low vision services?

A person with low vision should be able to use low vision services at any stage after low vision is identified. Access to the service should not be exclusively determined by clinical parameters such as visual acuity or registration but should take account of social, emotional, psychological, educational and occupational effects.

Anyone who is consulted by people with low vision should encourage them to use low vision services to maximise their quality of life.

4.2. Where should services be?

Services should be available as close to the person's own home as practicable and some elements may need to be provided at home. Some people may need to be referred to specialist services further away.

For those unable to use public or private transport or who require assistance to travel, appropriate transport should be made available in the same way as it is for other health and social services.

4.3. What services should be available?

To ensure that people with low vision experience a good quality, holistic, rehabilitative/habilitative process, they should have an opportunity to access all of the elements of service outlined in this section (See Annex 1). However, those who provide low vision services should tailor them to meet an individual's needs.

The elements of a low vision service will need to be provided by different professionals who may be working in different locations.

Mechanisms should be established by the local Low Vision Services Committee to ensure inter-agency referral and information exchange between different service providers to ensure a seamless service. The introduction of shared records, which are accessible to different professional groups, could assist this process.

4.3.1. Referral

4.3.1.1. Referral for diagnosis and surgical/medical treatment

All people with low vision should be referred for a full examination with a specialist eye doctor, usually a consultant ophthalmologist.

This specialist involvement is essential for two reasons:

* to determine a diagnosis

* to ensure that all appropriate medical interventions are being or have been employed to improve an individual's eyesight (for example cataract extraction) and/or help to retain eyesight (for example treatment for glaucoma).

A further consultation is not necessary for referral to a low vision service but optometrists will naturally re-refer via the G P if they judge that a further consultation is clinically necessary.

4.3.1.2. Referral to low vision services.

There are many people who can identify a need for referral to a low vision service. This could include individuals themselves.

Once the nature of the impairment of visual function has been diagnosed and it has been determined that full medical remediation is not possible, a person with low vision should be referred to the low vision service.

In some cases, it will be desirable to refer the individual to low vision services before the diagnostic procedures are complete, for example, if the person is waiting for an ophthalmology appointment or is unable to travel to the hospital. Local protocols must be agreed to govern this process.

Ophthalmologists, G P's and those providing the services should all contribute in the development of the protocols. The protocols should ensure:

* that the person's G P is consulted and kept informed

* that anyone accessing a low vision service has had a full eye examination by an optometrist or ophthalmologist. This examination can either be part of a low vision assessment or separate. In the latter case, the findings should be passed onto the low vision service via referral.

These measures are essential to ensure the person's best interests are represented and statutory regulations are observed.

Where referral has already happened and the person's rehabilitation needs have changed, a simple procedure, such as self-referral, or re-referral should be available to allow further access to a low vision service provided appropriate information is available and the G P is informed of attendance.

4.3.2. Annual eye examinations

If a person with low vision is no longer under the care of an ophthalmologist, annual optometric eye examinations are recommended, with referral to ophthalmologists if necessary. This is to ensure that there has not been deterioration of a previously diagnosed condition or the development of a separate, as yet undiagnosed, condition.

4.3.3. Information about the eye condition.

When an eye condition is diagnosed, the diagnosing specialist should ensure that both oral and written information is offered to the person with low vision as soon as possible. This should include the name of the eye condition and information about it (the prognosis, possible treatment options, support groups if any exist) and its effects on vision.

This should be available in an appropriate format. This information will allow people to obtain further information and may be reinforced by other professionals.

These measures are an essential part of the rehabilitative process, helping the person to come to terms with the eyesight problem and to help their carers and other support professionals understand the nature of it.

4.3.4. Registration as blind and partially sighted.

Currently registration as blind or partially sighted is often an important trigger to local social care and voluntary support services. It may also bring financial benefits and/or concessions.

Everyone who is eligible should be offered the opportunity to be registered as blind or partially sighted. Only a consultant ophthalmologist can certify a person's eligibility for registration.

Those being offered registration should be fully informed, supported and given time to be able to make this decision. It is open to people who initially decline certification and/or registration to be registered at a later date without having to be re-referred to an ophthalmologist.

4.3.5. Information about services

Information about local and national support services should be provided at an early stage, in an accessible format, and advice about eligibility for services and benefits given.

4.3.6. Assessment of needs

Individuals should be assessed to determine their individual needs, including those that are social, physiological, recreational, medical, emotional, educational and occupational.

4.3.7. Emotional support

The onset of eyesight problems and subsequent eyesight changes can be emotionally traumatic for the individual, their families and those associated with them. Most people will need someone to listen and provide support. In Some instances a professional counselling service and facilitated peer support services may be necessary. Those providing low vision services should be able to offer the level of support required for the individual and recognise when referral to specialist services is required. These services are more likely to be effective if first offered at an early stage although the need for them may continue.

4.3.8. Best optical correction.

Many people with low vision still benefit from spectacles or contact lenses and these should be checked regularly to ensure they are optimal.

To achieve the best visual result, optical low vision aids may need to be used with specified spectacle prescriptions. Where different practitioners are involved, liaison between the person prescribing spectacles or contact lenses and those dispensing low vision aids will be essential.

The legal responsibility for refraction and the prescribing of spectacles and contact lenses lies with optometrists, ophthalmologists and ophthalmic medical practitioners. Those same professionals, plus dispensing opticians, are the only people who can dispense or sell spectacles and spectacle-mounted low vision aids, that incorporate an individual's spectacle prescription, to people registered as blind or partially sighted or to children.

4.3.9. Assessment of visual function/functional vision and selection of low vision aids.

People with low vision should be offered an assessment of their ability to use their vision to perform a variety of tasks and to determine if low vision aids would be of use. Information about the individual's personal requirements and knowledge of the underlying pathology is essential to guide this process.

An assessment of visual function/functional vision should include: a refraction (see 4.3.8), assessment of the person's best corrected distance and near visual acuity, their reading ability, contrast sensitivity and the effect of light on these parameters. If appropriate, an assessment should also be made of their central visual field, peripheral visual field, and/or colour vision. An assessment of the person's ability to do chosen real life tasks must also be available and may include assessment in other environments, for example: outside, at home, in the workplace or school and taking contrast and lighting into account.

The assessment of visual function/functional vision should include selection of any appropriate optical low vision aids. Depending on need, individuals should have access to the full range of low vision aids from simple hand and stand magnifiers to spectacle-mounted and telescopic aids and should be able to assess them on chosen real-life tasks in different environments. Information about the use of low vision aids must also be given.

4.3.10. Provision of low vision aids.

Optical low vision aids may be made available through a variety of sources. However, it is essential that those providing these devices are suitably qualified. The local Low Vision Services Committee should identify who provides the aids locally. Section 5 explains how the committee could work and gives examples of suitably qualified personnel. A full range of optical low vision aids may not be available in every service base. However, local providers of low vision services should be aware of the range of aids available from other local providers and refer appropriately.

The Hospital Eye Service (H E S) or suppliers contracted to health authorities, healthcare or hospital trusts should provide optical low vision aids on a loan basis, free of charge to individuals.

Traditionally within the H E S, low vision aids, which are no longer required are cleaned, repaired and returned to a pool for re-use. This has ensured a cost-effective use of aids. The Hospital Eye Service (H E S) or suppliers contracted to health authorities, healthcare or hospital trusts should continue this practice or establish similar pool arrangements where they do not already exist.

The responsibility for monitoring the use of low vision aids and ensuring their return if not used should extend to professionals in the community whose work brings them into contact with people with low vision. This includes those who work for social, education and employment services.

Electronic low vision aids should be available for loan, shared use and/or purchase. Funds may need to be made available for this. Provision of these aids is made to some of those requiring them on a loan basis without charge. This includes:

* children in primary and secondary education through education services

* students in tertiary education through student support schemes

* people of working age through Access to Work schemes.

4.3.11. Low vision training.

Those supplying low vision aids should ensure that the user is trained in the optimal use of their vision and the low vision aids.

Social, education and employment services are also responsible for providing low vision training. Their role is important in ensuring that skills are extended to the person's own home and community, school or college, or place of work.

4.3.12. Provision of daily living and mobility aids and training.

Social services, or organisations under contract to them, are responsible for supplying daily living and mobility aids and providing training in their use. Timely provision will encourage independence and confidence.

4.3.13. Changes to the environment.

Social, employment or education services should provide advice, information and equipment for creating the most enabling environment in the home, work or school. Assessment of lighting and contrast is a fundamental part of this.

4.4. When should services be available?

When a person becomes aware that they have an eyesight problem they should be able to get information about services and other support with minimum delay.

Following a diagnosis, support and information should be available immediately. Assessment and provision elements of low vision services should begin within six weeks. Individual needs and local services should determine the exact sequence of the elements.

4.5. Continued Support.

People's eyesight and needs may change and they will need continued support. Following initial consultations a person should have enough information to know where to go to if they need further help, or to be in touch with people who can determine whether they need further help.

Either way, they should be able to go back to any part of the service (though usually not to the specialist doctors) without the need for re-visiting other services or being re-referred. Some systems may need to be put in place to support this, for example, health care providers may need to inform the person's GP that the provider has attended the individual.

4.6. Monitoring of services.

All elements of the service should be subject to regular, professionally conducted clinical or service audits. The monitoring process should include active involvement of users.

Governments, professional and academic bodies should promote or undertake operational research into the effectiveness of different models of service. The results should be widely disseminated.

5.0. Implementation of the framework to provide organisation of services locally

5.1. Local Low Vision Services Committees

It is not practical for any single professional group or agency to provide all the elements required in a comprehensive low vision service.

Multi-disciplinary and multi-agency working is essential to provide user-centred, cost-effective services. Many professionals can contribute.

The specific nature of many elements of services and roles of different professionals will need to be adapted and developed to meet local needs.

A network of local Low Vision Services Committees should be established to ensure that the services outlined in section 4.0 of the framework are provided and to determine the appropriate providers to fulfil the various

roles in each area. They should also ensure that an adequate range of services is available or planned and that the principles set out in this document are realised. At all times they should work within the philosophy of equality of opportunity and maintenance of confidentiality and should be accountable to the bodies appointing their members.

Those bodies who seem well placed to ensure appropriate provision are:

* Health and Social Services Boards in Northern Ireland

* Primary Care Groups and/or Health Authorities in partnership with Social Services in England;

* Local Health Groups and/or Health Authorities in partnership with Social Services in Wales

* Local Health Care Co-operatives and/or Health Boards in partnership with Social Work Departments in Scotland.

Governments and the professional bodies should provide necessary support.

5.1.1. The composition of local Low Vision Services Committees

The composition of each local Low Vision Services Committee will need to take account of legislation, relevant national guidance, local circumstances and local networks. A limit to the number of people who can be members will need to be set for practical reasons. However, the group may have co-opted members, sub-committees or working groups.

A spread of different inputs is encouraged from decision-makers, professionals providing services and people using services.

It is recommended that members of the Low Vision Services committee be appointed for a limited period of time that is renewable. Also any members of the committee who are not users of services must have responsibility for the delivery of services and equality of opportunity and access, or for monitoring them.

The size of the committee should be determined locally and its membership sought from:

* Health Authorities/Boards

* health care/hospital trusts

* Primary Care Groups (England) 

Local Health Groups (Wales)

Local Health Care Co-operatives (Scotland)

* the 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

* the 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 workers and social workers.

Those with experience of low vision service provision will be

particularly important.

5.1.2. The role of a local Low Vision Services Committee

The aim of a local Low Vision Services Committee is to work together to enable people with low vision living in the area to meet their full visual potential.

To meet this aim they will need to:

* identify and log local providers of low vision services and gaps in local provision

* determine ways that services can be developed by agreeing local components and providers of low vision services, advising on priorities locally to meet minimum standards as outlined in this framework, and filling any gaps in local provision

* advise commissioning authorities on priorities and the budgetary implications involved, contributing as appropriate to local joint planning of services

* develop a user-involvement strategy

* ensure the development of services to meet local needs

* ensure local services respond to and reflect national priorities, recommendations and research findings as they become available

* ensure that information about the services is promoted to the community

* ensure that in hospital eye departments an individual is identified as a point of contact for people who are diagnosed as having a visual impairment

* determine the appropriate professionals to fulfil the roles in each area 

* ensure services are audited appropriately and that developments are made in light of audit findings and information shared with other areas

* consider provision for specialist groups not mentioned specifically in this document, for example: children, people of working age, older people, people with learning difficulties, ethnic groups, people with multiple-impairments including people with hearing difficulties

* link with other relevant local groups

* develop inter-disciplinary working to minimise barriers to seamless service. The advent of electronic records should assist this process, but initiatives such as records being held by individuals themselves and cross-sector training, should be considered.

5.2. Involvement of people with low vision

Involvement of people with low vision in decision-making will be essential at all stages of planning, implementation and audit. As well as representation on the local Low Vision Services Committee, it is important that people are consulted in appropriate ways. For example:

* recruiting people for auditing purposes who are representative of those that have low vision

* using well-supported focus groups

* using validated telephone surveys or questionnaires

* consulting carers

* encouraging peer support groups

* encouraging volunteering.

Annex 1

The U K Low Vision Service

[The following table has been typed in paragraph form. Each entry gives: Identification; Diagnosis; Assessment; Provision; Follow up and reassessment. The first line of the table shows: "Psychological and emotional support throughout the service" across all columns.]

Hospital services: --; --; Information about eye condition; Re-enter because of changes in condition, needs, or L V aids.

Primary Health Care (including ophthalmic services); Diagnosis and surgical/medical intervention by Consultant Ophthalmologist; Needs assessment; Information about services; Re-enter because of changes in

condition, needs, or L V aids.

Primary Health Care (including ophthalmic services); Diagnosis and surgical/medical intervention by Consultant Ophthalmologist; Refraction; Registration as blind or partially sighted; Re-enter because of changes in condition, needs, or L V aids.

Education services; --; Visual function assessment; Education in techniques; Re-enter because of changes in condition, needs, or L V aids.

Social services; --; --; Optical correction; Re-enter because of changes in condition, needs, or L V aids.

Employment services; Certification of eligibility for registration;

Identification of L V aids; Provision of L V aids; Recover, repair and re-use L V aids.

Voluntary organisations; --; --; Training in use of vision, mobility and L V aids; --.

Others (including self-identification); --; Assessment of environment;

Changes to environment; --.

Annex 2

Costing guidelines for low vision aids

This annex has been prepared to give examples of the range of costs of low vision aids.

The prices which are given are rounded to the nearest £5, inclusive of V A T and without manufacturers' discount for bulk purchase. These are not recommended retail prices: a profit is not being made and dispensing fees have not been added. Prices do not include administrative, postage or overhead costs, which the provision of these low vision aids will necessarily incur. Price information is taken from May 1998 price lists of major UKLVA distributors.

1.0. Optical low vision aids.

Category 1 - Simple  

[For each item below, price is: Cost per Unit.]

Hand magnifiers (including illuminated): £5 to £25.

Stand magnifiers: £15 to £35.

Illuminated stand magnifiers: £20 to £45.

Ready-made spectacle-mounted low vision aids including: high additions +4

DS to +20 DS; hyper-oculars: £25 to £50.

                                  * * *

Category 2 - Complex 

[For each item below, price is: Cost per Unit.]

Individually tailored spectacle mounted low vision aids including: high additions +4 DS to +20 DS; single vision and bifocal lenses; hyper-oculars; spectacle-mounted telescopes: £80 to £300.

Distance telescopic aids: £30 to £100.

                                  * * *

The type of optical low vision aids dispensed will vary depending on the client groups the unit services. Published data suggests that most hospital-based low vision services providing a service to a full range of patients prescribe category 1 optical low vision aids in about 80 per cent of cases, whereas primary care-based services prescribe category 1 low vision aids in about 95 per cent of cases.

Other types of optical low vision aids are being developed but are not widely available in the U K at the time of writing. These include auto-focus telescopes that cost about £2500.

2.0. Electronic

Close circuit television systems (CCTV) including hand-held and head-mounted: £450 to £3000.
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Roy Lawrenson, Guide Dogs for the Blind Association.

Paul Quin (Honorary Secretary), United Kingdom Committee for the

Prevention of Visual Impairment.

Jerry Read, Department of Health.

Barbara Ryan (Professional Secretariat), Royal National Institute for the Blind.
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Lyn Steele, Rehabilitation Workers.

Michael Wolffe, College of Optometrists.


- 2 -

