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About this paper

This report summarises discussions from a workshop that brought
together low vision professionals, service providers and key
stakeholders to examine how to achieve commissioning of
consistent low vision services across the UK. It reflects evidence
shared on current provision, examples of effective practice and
the barriers that continue to limit equitable access.

It also outlines the growing need for comprehensive, accessible
services and highlights the sector’s call for clearer commissioning
and referral pathways. The findings are intended to support
ongoing efforts to build a cohesive, sustainable case for improved
low vision provision nationwide.
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Introduction

The Low Vision Services (LVS) workshop brought together low vision
professionals, service providers and key stakeholders to explore the next
steps towards comprehensive, high-quality LVS being commissioned across
the UK.

This report summarises the workshop discussions, the evidence shared by participants and
the emerging consensus on what is needed to support universal access to high-quality low
vision services across the UK.

Coming at a time when a person is most vulnerable and in most need of help, LVS offers
comprehensive practical support and resources to help people live better with their vision
loss. LVS can be provided by an optometrist, orthoptist, dispensing optician, and dedicated
low vision therapists. Low vision rehabilitation programmes are shown to improve quality
of life particularly around mental health and social isolation.

Low vision service provision is not consistent across the UK. Wales has a well-functioning
national system in which users access LVS through optometry practices. Northern Ireland
has a high-quality hospital optometry-based service that is accessible to many patients. In
England and Scotland, provision is more variable, with different commissioning structures
and referral pathways depending on where a patient lives. Some services also closed during
the COVID-19 pandemic, leaving many patients without access to life enhancing support.
Charities such as RNIB, Visionary, the Macular Society and Blind Veterans often help fill
gaps in NHS provision, but they cannot provide for the whole population and should not be
expected to do so.

Comprehensive, accessible LVS should be commissioned in all areas of the UK, with clearer
thresholds and referral routes to enable universal access. The eye health sector has long
called for this, and there is now a growing need to develop a cohesive business case that
can persuade commissioners to fund sustainable service provision.
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Workshop date: 25 November 2025

Time: 1030-1530

Location: Friend’s House

Facilitated by Kathy Jones on behalf of the AOP

Attendees: Carol Reece (NHS England), Sharon Beatty (OW), Moyra McClure (ONI), Louise
Gow (RNIB), Cathie Burke (RNIB), Simon Raw (AOP), Tim Bagot (PES), Stevie Johnson (RNIB).

AOP and OT staff observers: Anjola Sulaiman, Ella Latu, Rohama Jan, Selina Powell, Paul
Alexander
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Consensus from providers

Frameworks, guidelines, and clinical standards have been developed over the last few
years, but despite this, there remains a gap in commissioned services for most of the UK.
Many of these documents cover everything from assessment to follow up. Others just cover
specific aspects of low vision care, such as the provision of low vision aids. Some useful
examples of these can be found below:

Date Main Author(s) Supported by Title
Jan 2007 | NHS Eyecare The working group Recommended Standards for Low Vision
Services included people from Services
Programme most of the normal
organisations
Nov 2013 | College of Macular Society; Right Commissioning better eye care: Clinical
Optometrists, Royal | Care; NAPC; UK Vision commissioning guidance from The College
College of Strategy of Optometrists and The Royal College of
Ophthalmologists Ophthalmologists Adults with low vision
May World Health International Standards for Vision
2017 Organisation Rehabilitation: report of the International
consensus Conference
Jun 2017 | Clinical Council for Low Vision, Habilitation and Rehabilitation
Eye Health Framework for Adults and Children
Commissioning
Apr 2021 | Hampshire NHS LOC Hampshire Low Vision Aids specification
Feb 2023 | LOCSU, Zoe LOCs, wider optometry LOCSU’s exemplar clinical pathways and
Richmond sector guidelines:
LOCSU-LV-Pathway-Feb23.pdf
LOCSU-LV-CMGs-Feb23.pdf
LOCSU-LV-Case-for-Change-paper-
Feb23.pdf
Nov 2023 | NHS Tees Tees LOC Low Vision Aid Assessment Service
Feb 2024 | RNIB ABDO; Guide Dogs; NHS Adult Low Vision Service Quality
Education for Scotland; Framework
Esme’s Umbrella;
SeeAbility, College of
Optometrists, AOP,
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https://www.ahpo.net/assets/LV%20Standards%20Jan%2007.pdf
https://www.ahpo.net/assets/LV%20Standards%20Jan%2007.pdf
https://www.college-optometrists.org/getmedia/4867ed01-7eab-42d8-bece-f9204989639c/clinical-commissioning-guidance-adults-with-low-vision.pdf
https://www.college-optometrists.org/getmedia/4867ed01-7eab-42d8-bece-f9204989639c/clinical-commissioning-guidance-adults-with-low-vision.pdf
https://www.college-optometrists.org/getmedia/4867ed01-7eab-42d8-bece-f9204989639c/clinical-commissioning-guidance-adults-with-low-vision.pdf
https://www.college-optometrists.org/getmedia/4867ed01-7eab-42d8-bece-f9204989639c/clinical-commissioning-guidance-adults-with-low-vision.pdf
https://www.iapb.org/wp-content/uploads/2020/09/international_standards_for_vision_rehabilitation-international_consensus_conference-report.pdf
https://www.iapb.org/wp-content/uploads/2020/09/international_standards_for_vision_rehabilitation-international_consensus_conference-report.pdf
https://www.iapb.org/wp-content/uploads/2020/09/international_standards_for_vision_rehabilitation-international_consensus_conference-report.pdf
https://locsu.co.uk/wp-content/uploads/Files/Members_Area/Clinical_Pathways/Low_Vision/Low-vision-habilitation-and-rehabilitation-framework-for-adults-and-children-2.pdf
https://locsu.co.uk/wp-content/uploads/Files/Members_Area/Clinical_Pathways/Low_Vision/Low-vision-habilitation-and-rehabilitation-framework-for-adults-and-children-2.pdf
https://www.loc-online.co.uk/hampshire-loc/wp-content/uploads/sites/57/2022/05/FG-SEH-Low-Vision-Specification-21-23.docx
https://eur02.safelinks.protection.outlook.com/?url=https%3A%2F%2Flocsu.co.uk%2Fwp-content%2Fuploads%2F2023%2F02%2FLOCSU-LV-Pathway-Feb23.pdf&data=05%7C02%7CPaulAlexander%40aop.org.uk%7C067da29fbc1a4b8b768908de2779df2b%7C93552ae1a035497fba1ea2f3e27183ca%7C0%7C0%7C638991601560281858%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=NkPFmF3kZYp82FaXIISfcDQhKqObfhEVQqRn0Zs4Fu8%3D&reserved=0
https://eur02.safelinks.protection.outlook.com/?url=https%3A%2F%2Flocsu.co.uk%2Fwp-content%2Fuploads%2F2023%2F02%2FLOCSU-LV-CMGs-Feb23.pdf&data=05%7C02%7CPaulAlexander%40aop.org.uk%7C067da29fbc1a4b8b768908de2779df2b%7C93552ae1a035497fba1ea2f3e27183ca%7C0%7C0%7C638991601560326061%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=JbUSOCsDTTP9n%2FDio%2BWZJ0kEJ6u4Y1s3vkQG1nGLgeE%3D&reserved=0
https://eur02.safelinks.protection.outlook.com/?url=https%3A%2F%2Flocsu.co.uk%2Fwp-content%2Fuploads%2F2023%2F02%2FLOCSU-LV-Case-for-Change-paper-Feb23.pdf&data=05%7C02%7CPaulAlexander%40aop.org.uk%7C067da29fbc1a4b8b768908de2779df2b%7C93552ae1a035497fba1ea2f3e27183ca%7C0%7C0%7C638991601560365080%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=eiwHTDy1BarJxJ18QIjgt4Kg4WOpmIDahGPMQv4yl2c%3D&reserved=0
https://eur02.safelinks.protection.outlook.com/?url=https%3A%2F%2Flocsu.co.uk%2Fwp-content%2Fuploads%2F2023%2F02%2FLOCSU-LV-Case-for-Change-paper-Feb23.pdf&data=05%7C02%7CPaulAlexander%40aop.org.uk%7C067da29fbc1a4b8b768908de2779df2b%7C93552ae1a035497fba1ea2f3e27183ca%7C0%7C0%7C638991601560365080%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=eiwHTDy1BarJxJ18QIjgt4Kg4WOpmIDahGPMQv4yl2c%3D&reserved=0
http://teesloc.org.uk/wp-content/uploads/2019/12/LVA-LES.pdf
https://media.rnib.org.uk/documents/Low_Vision_Framework-V0627-02-24.pdf
https://media.rnib.org.uk/documents/Low_Vision_Framework-V0627-02-24.pdf

Rehabilitation Workers
Professional Network;
Royal College of
Ophthalmologists; BIOS;
LOCSU; FODO; Visionary

Jun 2025 | Welsh NHS WALES GENERAL OPHTHALMIC SERVICES
(revised) (WGOS) SERVICE MANUAL: WGOS 3 LOW
VISION & CVIW

Additional initiatives worthy of note in this space are The eye care support pathway from
RNIB and the Guide Dogs Eye Care Support Pathway for Children & Young People. When
reviewing these incredibly helpful materials, there are certain components of a
comprehensive low vision service that are universally agreed upon, these are summarised
below:

Eligibility
Those eligible to receive low vision services are usually defined by their needs and by the
presence of an ocular or visual pathway diagnosis that has caused visual impairment. A

certificate of visual impairment (CVI) is not required, but criteria relating to condition and
level of sight loss vary between services.

Assessment

On accessing the service, the assessment includes a detailed history and symptoms along
with an activity of daily living (ADL) task inventory. This tailors the interventions to the
individual’s needs. Visual function measures include visual acuity as well as a range of other
visual characteristics such as contrast sensitivity, central and peripheral vision, effects of
light, colour vision etc., as appropriate for the individual patient.

Signposting and advice

Giving patients information about their condition, arranging for certification if appropriate,
linking them to available services (voluntary and statutory), and informing them about
available benefits. (These aspects of service can overlap with some of those provided by
ECLOs and similar support staff even where no low vision service exists). For patients of
working age, the available support can include education and enablement services.
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Technical/equipment

Low vision services provide patients with practical tools that can help them make the most
of their vision or substitute for vision. This involves assessing what will help most and giving
patients the opportunity to try available options. Optical aids, non-optical aids and digital
magnifiers are typically available for demonstration. Other aids may be provided by
different services or purchased separately. Equipment issued may require training and
familiarisation — sometimes in the patient’s own home, to help them get the most from it.

Training in visual techniques

Some people can be supported to make better use of the vision they have through
techniques such as steady eye strategies, eccentric viewing, scanning techniques and, for
people with macular degeneration, moving the page rather than the eye. People often
discover some of these techniques for themselves, but structured support can be
invaluable.

Emotional support

The links between sight loss and depression are well documented. While a low vision
service does not generally include mental health care, practitioners should be sensitive to
patients’ likely needs and able to refer or advise as appropriate. Active referral pathways to
GPs or ECLO services can be key to ensuring emotional support and onward referral to
talking therapies, peer support or specialist sight loss counselling where needed.
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Summary of event discussions

While consensus exists across the eye health sector on the need for LVS and what elements
are essential for effective service delivery, there remains a large variation in services that
are commissioned, particularly across England. Building on the excellent work already done
from RNIB in particular, the AOP event hosted on 25th November 2025 was considered a
starting point for a sector-wide conversation on how to enable and encourage universal
coverage of high-quality LVS.

Setting the Scene: The Adult Low Vision Service Quality Framework
(ALVSQF) and the continuing work since its publication

Louise Gow, RNIB’s Head of Eye Health, Optometry and Low Vision, gave a presentation on
the development and implementation of the RNIB Framework that was endorsed by the
eye health sector. The following key points were highlighted (as applying to England):

e Low vision services have been identified as fragmented in some UK nations for over 20
years with no mandate for local areas to operate a service

e An ongoing mapping exercise has revealed 26 ICB areas with no service commissioned

e Ownership and delivery of LVS is vague — often straddling uncomfortably between
social care and primary eye care

e The ALVSQF sets out what good LVS looks like. It has 10 sections, covering core and
ideal elements, and includes a tick box self-audit template that should ideally be
completed annually

e Implementation of the ALVSQF has been problematic given the range of different
organisations that provide the service, the lack of a robust evidence-base needed to
persuade commissioners, and empowering patients to be aware of the service, and
know to ask for a referral.

e Financial climates are making commissioning services without a strong evidence base
challenging

e RNIB is currently producing a guide for commissioners — but it is acknowledged that it
needs further financial modelling and efficacy figures (to say having a service will save x
amount of money or improve quality of lives in x amount of ways)

e Feedback gathered from LVS practitioners has largely focused on referral pathways not
being linked up and long wait times

e The Framework includes patient review, recommended at two or three years following

initial consultation (more frequent if the condition is progressive or specific
circumstances of the individual). This is crucial as patients’ circumstances, lifestyles,
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vision challenges will change over time. It was noted that many services do not feature
this as standard because it's not commissioned or part of core regulation

® Follow up appointments are not currently mandatory across England, largely due to
budget and staffing constraints, despite being considered essential. As a result,
practices are often unable to continue routinely supporting patients within the same
year. The route back to low vision services should be clear for users, whether through
referral from a High Street optometrist or through patient-initiated contact.

Initial reflections from participants

The group shared their experiences in response to the RNIB status update, Particular
interest was given to how services operate across Wales (where a service has been
nationally commissioned recently), and in areas of England where services are well
established, and in Northern Ireland where LVS have been delivered for over 30 years in a
hospital setting.

By way of background, since June 2023 Optometrists in Wales can now formally complete a
Certification of Visual Impairment (CVI) for all adults in Wales. Historically, this process has
only been within the remit of consultant ophthalmologists, despite the significant
contribution that optometrists could make to identifying and supporting patients who
would benefit from being certified.

When a patient receives a CVI, the need for a referral to LVS is considered as part of the
form completion. This can be an important milestone for a person with sight loss in terms
of practical support and wellbeing, and enabling CVI to be performed by optometrists is a
significant benefit to them receiving the care they need.

It was noted that Rebecca John, the Welsh Clinical Lead for Low Vision Services in Wales,
had to provide robust evidence that optometrists had the requisite levels of knowledge and
skill to certify before the legislation could be changed. The research undertaken
demonstrated that they are equally capable as ophthalmologists®. The group were
incredibly interested in this research and any future Welsh government figures around
patient flow (how many are certified by optometrists vs ophthalmologists) and any
resulting economic impact.

Participants felt that following the Welsh model in England could bring ample patient
benefit. However, despite the UK Government’s overarching ambition to create a
‘Neighbourhood Health Service’ that shifts patients towards primary care wherever and
whenever appropriate, the level and language of the regulation surrounding this in England
is preventing national commissioning of LVS and of CVI being performed by optometrists.

The RNIB has been attempting to influence changes to the CVI rules for the last 4 years. It
was asserted that audit data from the recently implemented system in Wales will be
invaluable to help clear the path for England. In Wales, if your practice or local health
system is unable to provide LVS, you must refer to someone who can. Anecdotally,

1 The unmet need for certification of vision impairment for people accessing a national primary care-
based low vision rehabilitation service - John - 2025 - Ophthalmic and Physiological Optics - Wiley

Online Library
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practices are supportive of these inter-referral processes, due to it all being supported
through clinical fees, and the structure and legislation around the national contract.

Looking beyond Wales, the participants shared their experiences of being involved in local
services and reflected on what works well.

The North East of England has numerous health delivery areas with divergent local systems.
Unfortunately, this can translate to a postcode lottery in terms of provision. In domiciliary
optometry, it was reported that there are many patients with LVS needs who are yet to
access the services available — even those who are told of the service and urged to attend
can face difficulties in accessing transport to hospitals in order to get assessed for low
vision aids or certification.

Discussing the situation in the North West of England, it was noted that services are
comprehensively established in some areas. The referral criteria of the Cumbria model
were considered by the assembled group to be an exemplar for other services to follow.
Rather than relying on a specific level of visual acuity or CVI dependency, the contract
states that “anyone is eligible whose vision can’t be corrected by spectacles alone.” While
the LVS in Cumbria were lauded, it was mentioned that they benefitted from a
commissioner who was passionate about LVS and “got it” in terms of value to patients and
the wider system — this was considered instrumental to the success. This highlighted the
fact that invested individuals locally are often key to ensuring the service is appropriately
resourced, further highlighting their precarious nature.

Looking at the backdrop of reduced funding on other services such as visual rehabilitation,
it was noted that LVS and ECLO services often ends up filling any gaps in provision — this
means that a well-established LVS has to have presence in all the different eye care support
services that are locally available — often being required to punch above its weight.

General discussion also indicated that ICBs have had more success than individual trusts
when commissioning LVS, possibly down to the larger geographical spread which offers
better provider networks. Considering commissioning more broadly, it was noted that
experience suggests a service is more likely to be contracted if it can be shown to be at
least cost neutral — with it not necessarily having to offer cost savings.

Examples of good practice

Cathie Burke, RNIB’s Practice Lead — Eye Care Support, led a discussion and SWOT analysis
exercise on various types of LVS model. The intention was to provide further focus on best
practice. Cathie gave an informative overview of key features from four distinct types of
existing LVS models that broadly reflect the bigger picture across the UK. Participants then
broke into groups to perform a SWOT analysis on each.

The four services under scrutiny were:
1. The Nationally commissioned service in Wales

2. Hospital Based LVA Services: Royal Victoria Infirmary, Newcastle & SEl,
Sunderland

3. Community LVA Service within Local Sight Loss Charity: Sense Ability Matters,
Gateshead
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4.

Community LVA Services within Optometry Practices: Teesside, Stockton & North
Yorkshire

NB: The following is not intended to be a complete-picture analysis of the services, but a

reflection of participants’ perceptions on the day, used to induce discussion on what

works best in what setting.

SWOT Analysis overview:

1.

Nationally commissioned service in Wales (WGOS3)

Strengths — equitable and accessible service; looser criteria to access, can be
provided in a domiciliary setting; available to both children and adults; sufficient kit
list provided; CVI from optometrists is possible; specifications for service are
publicly available.

Weaknesses — while the service seeks to adopt a holistic approach by screening
patient’s mental health needs in recognition of the impact of impaired eyesight,
where such pathways are underdeveloped or inconsistent, patient emotional
support needs may not be fully met, placing additional pressure on eye health
practitioners; some rural areas of Wales do not have commissioned Low Vision
Services, so access to services in these areas remains variable.

Opportunities — with small improvements to IT connectivity, referrals and follow up
would be more comprehensive and better tracked; LVS patient data could be used
for CVI (and vice versa) which could have resource benefits.

Threats — since it is centrally funded, if any future government decides to redirect
funding it can have a dismantling effect on provision more widely. (This risk has
been mitigated as LVS provision (via WGOS3) has been established within
legislation.

Hospital Based LVA Services: Royal Victoria Infirmary, Newcastle & SEl,
Sunderland

Strengths — services are based close to clinical teams which means patient
information flow is improved (access to clinical records etc); certification can be
arranged “on the day” that eligibility is identified; hospital-based transport is
available; ECLO present and onsite; staff providing services are experienced.

Weaknesses — follow up appointments not currently mandatory across England,
largely due to budget and staffing capacity constraints, limiting continuity of care.

Opportunities — service referrals could be expanded to include other departments
and DOs.

Threats — local authorities/commissioners can question the value of LVS (and if
funding should be directed to it): not as valued due to being long-established - “not
new and shiny;” in COVID times eyecare services were halted in favour of other
services — not seen as essential — LVS always among the first to go when there are
shocks to the wider system; ECLOs can be stretched thin.

Association of Optometrists www.aop.org.uk/policy
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3. Community LVA Service within Local Sight Loss Charity: Sense Ability Matters,
Gateshead

e Strengths — thrives on collaboration between practitioners, charities, and local
authorities which means support is good and waiting times shorter; follow up
appointments are included as standard; staff delivering services are qualified; local
authority commissions the service so the crucial social care aspects receive more
credence.

e Weaknesses — referral criteria are restrictive — patients can only come via the eye
clinic and only serves adults; hospital transport cannot be accessed to attend a
community low vision service.

e Opportunities — referral criteria to be expanded to increase coverage of patients
who will benefit; community treatment plans (CTP) for mental health services could
be included; possible collaboration with orthoptists and DOs; - NB: it was noted
that this service have made themselves indispensable to wider health and social
care community by offering support for other disabilities - e.g. hearing loss,
learning disability. considered key to their sustainability and possible expansion.

e Threats — funding is at risk if local authorities are forced to reconsider priorities.

4. Community LVA Services within Optometry Practices: Teesside, Stockton & North
Yorkshire

e Strengths — short waiting times; follow-up is offered; appointments in practices
which are familiar to patients; patient history is often already known; appointments
are not in hospital (which can be deterrent to patients); it is ICB wide; referral links
are in place with ECLOs for certification and onward support; sight test offered may
initiate pathology/further diagnosis.

e Weaknesses — no transport available; restrictive and prescriptive entry
requirements (60+ only service. <60 and children supported in the hospital); fee
structure is not clarified; NHS sight test may not be adequate; there is lack of
domiciliary access which means patients who are immobile/uncomfortable are not
in their safe environment; services have not been maintained if the provider leaves
the market.

e Opportunities — follow up appointments can be/should be mandated; sight test and
low vision assessment offered together; could include wider healthcare

departments (make it multidisciplinary team/setting).

e Threats — there is lack of IT connectivity; oversight and auditing processes could be
better; funding is not secure; capacity to deliver service needs to be addressed.

In conclusion, there was no one model that emerged as superior to the others, but each of
these specific examples has lessons to offer on what good provision looks like.

Indeed, there are many aspects to each model that will work well for local populations and
there is no one-size-fits-all. Feedback suggested that a slight advantage is to be found with
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non-hospital-based services, as in some areas, the hospital services are perceived to be
more under threat from conflicting funding streams, patient inaccessibility and longer
waiting times.

Identifying the challenges

We are convinced of the importance of commissioning good low vision services for all the
reasons that seem apparent, but what are the external barriers and who do we need to
convince?

The group undertook an exercise to first identify what needs to change to enable a high
standard LVS to be available to anyone who needs it in the UK, and then to prioritise
stakeholders and what they may need to be onside.

Firstly, the group was invited to discuss the challenges. The following key points were
made:

e Qutside of Wales, there is a lack of robust evidence-base to prove efficacy

e Supporting someone to live independently will likely offer onward savings in care
costs — but more hard figures are needed to prove it. The modelling needs to be
done urgently for more evidence

e Sustainable funding is difficult to maintain

e Subsequent onward costs to mental health services once a patient commences
support is a concern

e Research in Wales - 46% needed mental health support who were also in LV clinics,
the ‘case finding’ aspect of this may garner pushback

e Current flux in commissioner organisations and their structure means no continuity
of oversight at ICB level

e Lack of awareness of LVS, both with the public and other health professionals

e Wales had government policy strategy — which was instrumental in steering the
change - having no national steer via an established eyecare strategy or
government commitment is a hinderance

e Complexity of contracts can be challenging

e From a patient perspective, LVS can be considered confusing — for example, a
participant was involved in a local macular support group, and it was noted that
there was no clarity in referrals and patients often do not understand the value of
the service, with some arriving at an LVS without understanding why they are there

e Services staff training costs — — Newly qualified optometrists have undertaken a
module in low vision and once qualified benefit from undertaking a detailed course

for a LV certification — In some course, this is embedded in the Master’s course (e.g.
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Cardiff University). The College of Optometrists Professional Certificate in Low
Vision is readily available within the UK

e Cost of visual tools and aids are subject to inflation

e Some charities sell aids without assessment — which downgrades value of
assessment as they may not be tried or tested, and patients often do not have the
choice of tool

e Technology can provide challenges for patients with numerous different portals for
booking systems, connectivity between relevant NHS services being patchy, and
general digital inclusion issues for some of the older population. However, it was
noted that assisted technology, when used with patients who can readily access it,
can be cost-effective

o NI have moved to a single regional NHS platform, but England remains
fragmented. (Example of good systems found in Gloucestershire (includes
OCTS and fields))

e Succession planning for low vision is often not cohesive — as well as patient
continuity and follow up being adversely affected, this also poses a problem for
commissioning contracts.

Consensus starts to emerge

After discussing the challenges, the assembled group developed a comprehensive list of
stakeholders and considered what would be needed to persuade them to support LVS, with
the ultimate goal of securing commissioning in every part of the UK. With these identified
stakeholders in mind, the group discussed what could be done in the short to medium term
to strengthen the case. Key points raised included:

e We know many people who are eligible for CVI (therefore automatic LVS referral)
do not receive it due to a range of reasons. Expanding the CVI protocols to include
primary care practitioners will increase and encourage access to the support
offered and will speed up the process for patients

e  While there is wide support for transferring care from hospital to primary and
community care services, there is no consensus for how they should be funded —
transferring money from one service to enable the other is unlikely — (it was noted
that additional funding was required to support a LVS in primary care optometry)

e Anideal situation would be NICE guidelines recommending LVS in appropriate
visual pathways, but these will not come about until there is an evidence base.

As the day progressed, the lack of evidence required to support commissioning emerged as
the fundamental takeaway. The sector wants to be able to say unequivocally: “This is what
we believe a good LVS looks like, and here is the data showing that it works.” Initial ideas
on the evidence needed, and on the existing data that could be consolidated into a single
package, were enthusiastically shared. These included:
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e Cost effectiveness or cost neutrality of LVS should incorporate onward savings in
other areas of the system, including GPs, hospitals, social care, residential care,
ambulance transport, falls reduction, better self-management of medication and
reduced time with ophthalmologists

e Evidence is needed on patient benefit over time, including independence, quality of
life, emotional wellbeing, and cost effectiveness. This should include evidence on
the cost of depression and the savings that could be made if LVS is delivered at the
right point in the pathway, drawing where possible on the RNIB Patient Support
Pathway and the years of data available from Wales

e Gathering qualitative data via patient experience & clinician experience of LVS
benefits — (go to commissioners first and ask what they want to know and hear)

e Consolidation of evidence on Visual Rehabilitation services

e Comparable European services, including any relevant evidence from the
Netherlands, could be reviewed to identify further data and learning

e Some hospital LVS have previously published audit/ clinical findings, for example
Manchester has an active LVS research publication history- put researchers

together

e ECLOs are known to provide economic benefit to local health systems, is there
scope to conduct joint research?

e Falls research is more advanced, but there is a need to further emphasise and focus
in on the link between LV and risk of falling.

Further discussion around evidence-gathering raised some important questions:
e Isthere an opportunity to get more stakeholders involved?
e How can we best harness data coming from Wales national service?

e How will orthoptists and vision rehab practitioners feel — will they need to be
brought into the research?

e Would an awareness campaign for the public to understand the role of
optometrists in low vision and eye care more generally help? (along the lines of

“Optometry First”)

e Considering the normal routes to funding, should any further research be university
led, with overt input from the sector?

e Will all LOCs want to be involved - how can AOP help with to facilitate that work?

Next steps
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As the day drew to a close, there was a strong sense of collective enthusiasm and
collaborative spirit. Participants viewed the workshop as a starting point and agreed that
the whole eye care sector should pool resources to make high-quality LVS universally
available to all patients across the UK.

As for the key takeaway of the necessity for gathering evidence, the group were very much
aware that there are pockets of excellent research already taking place (for example on
falls risk), but that a lot of work needs to be done to gather and consolidate any existing
data. Going further, there was a hopeful sentiment in the room that all participants could
contribute to (or even provide funding for) case studies or research that show LVS efficacy.

Kathy Jones thanked the assembled group for being so engaged, with a particular thanks
going to Louise Gow and Cathie Burke for their invaluable contributions to the day.

Key Actions:

e Share this event summary with key stakeholders, highlighting the SWOT analysis
and the need for stronger evidence. Identify who else in the sector should be
involved and confirm whether they support the proposed approach

e AOP will consolidate the research currently available, identify evidence gaps and
consider how it can support further work, including relevant College of

Optometrists research and monitoring the effects of the national service in Wales

e Arranging a virtual roundtable with relevant researchers and health economists,
invested businesses, NHS Confed, and other relevant charities

e Making each other aware of what articles we are writing and what’s happening out
there — publicising what OT is doing

e Progress linked CVI work, as legislative change could help build trust with
secondary care, enable domiciliary practitioners to identify patients who would

benefit from LVS more easily, and bring greater cohesion and continuity to referrals

e ECLOs are widely recognised as the glue in the system for patients; calling for more
ECLOs across the UK could be an early, achievable win

e Contact Barbara Ryan to determine what the new research is doing /planning .
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