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Executive Summary 

At the end of the 1990s there was considerable discussion about the variable quality of provision of low vision care in the UK. It was recognized that one of the weaknesses was fragmentation in service delivery, and there has been an emphasis in recent years on development of new and existing services which prioritise multi-disciplinary working. 

Although guidelines have been published detailing the desirable characteristics of a comprehensive service, there is currently no standard model of delivery in the UK. Low vision rehabilitation is delivered by a wide variety of providers using different strategies to operate at the interface between the health, social care and the voluntary sectors.  

The LOVSME project aimed to profile selected low vision services against the criteria that were developed to respond to the needs of people with a visual impairment (Low Vision Service Consensus Group, 1999; NHS Recommended Standards for Low Vision Services, 2007). The profiling exercise involved preliminary identification of possible sites; identification of a lead provider as a contact for that site (and arbitrarily this was the organization which provided the optical low vision aids); completion by the lead provider of a preliminary questionnaire which gave an overview of the service; completion of detailed questionnaires by the providers of each element of the service; a visit by members of the research team to the service to meet with those professionals; and completion of a visit report in conjunction with the service providers. A limitation of this evaluation was that all the information was given by service providers rather than service users. 

The exercise provided a comprehensive description of the selected services; documenting their methods of access, catchment areas, waiting times, the professionals involved, intensity and duration of service, level of integration, referral pathways to other agencies, and pathways for special populations. The staffing levels of the different services, the audit tools/outcome measures in use, and examples of good practice, are particularly emphasized.

The seven service models evaluated were chosen for their diversity: included were two “integrated” or “one stop shop” services; two hospital services staffed by optometrists; a hospital service staffed by orthoptists and nurses; a commercial provider; and a Social Services provider. The services were all based in England, although they were well-spread geographically and varied in the nature of their catchment areas.  

Typical staffing requirements to carry out low vision assessments appears to be 1 full time equivalent (FTE) staff member per 1200 appointments; typical Social Services provision is 1 FTE per 100 new service users (SU) per year. Additional services such as counseling obviously require extra staff, and there is also a requirement for administrative and clerical assistance.      

The parallel economic study (Chapter 2) found that the highest cost element in providing low vision services was for staffing. Annual costs by type of low vision service varied from an estimated cost of £439,875 for an integrated service, an average of around £174,505 for a commercial service, and a traditional hospital service had an estimated cost of £263,500, excluding local authority costs.  The annual number of service users seen ranged from 450 in an integrated service to 1600 in a hospital service. Estimates for the  cost per service user consultation in these examples varied between £121 and £489.

Although auditing procedures are in place in all services, this consists of a simple internal audit of service user numbers, sometimes broken down by category. All providers obtained some form of feedback from SU groups, and several had evidence of having used it to change their procedures. In terms of clinical audit of effectiveness, only one service routinely collected quality of life data, but these had not been published and it was unclear how they was used. 

It was clear that of the services profiled, none fulfilled all the desirable criteria of a comprehensive service, although the significance of these apparent weaknesses is unknown because objective assessments of the effectiveness of different service delivery models are not currently available.  Two features which have been considered important in setting up new services (the ability of patients to refer themselves back to the service at any time; and the location of a service at a single site) are seen to have disadvantages as well as advantages.  Several services which use a multi-agency approach appear to have risen to the challenge of working together in imaginative ways to provide continuity of care. 

Chapter 1: The Profiling of Selected Low Vision Services 
1.1 Background

In the UK, rehabilitation is provided by a patchwork of variable quality low vision services which operate at the interface between health and social care sectors. The problems have been well documented (Ryan and Culham, 1999) and, in response, the start of the 21st century has seen some exciting developments designed to advance the quantity and quality of low vision service provision. These have been driven and informed by the recommendations of the Low Vision Service Consensus Group (1999) and, more recently, the NHS Recommended Standards for Low Vision Services (2007).

The Low Vision Services Consensus Group recognized that it was not practical to impose a single model of delivery considering:  the lack of evidence concerning the best model; the many different models that already existed and appeared successful; and the need to take account of local circumstances and constraints. A variety of new methods of working were adopted which emphasized multi-disciplinary working (College of Optometrists, 2001).  

The aim of this part of the LOVSME project was to profile selected low vision services against the criteria that were developed to respond to the needs of people with a visual impairment (Low Vision Service Consensus Group, 1999; NHS Recommended Standards for Low Vision Services, 2007) (see “Key issues”, Appendix 1). This was not an attempt to judge the quality or effectiveness of these services, because at the moment there is no evidence that one model of service is any more effective than another. Rather, the aim was to obtain a comprehensive description of the selected services; documenting, for example, their methods of access, catchment areas, waiting times, the professionals involved, intensity and duration of service, level of integration, referral pathways to other agencies, pediatric pathways, and audit tools/outcome measures. It was felt to be essential as part of this exercise to visit the services, and meet with the key personnel, to identify the positive and negative aspects of their experiences. 

One model which has received wide publicity is the “integrated” or  “one stop shop” service; however even this single model can be delivered in a number of different ways. On the other hand, many “traditional” hospital-based low vision services in the UK use formal inter-agency referral to incorporate high levels of ‘integration’. The  aim was therefore to include at least two “integrated” services and two “hospitals” within our selection. In discussion at a strategic meeting of the full LOVSME group, other services were chosen because they were known to offer some non-typical feature in their provision. The aim in selecting services was to choose for breadth and diversity, rather than an in-depth evaluation of a single model. By their very nature, then, these services may well be atypical, but could be considered between them to represent all the best aspects of low vision care in the UK. Although it was not a factor in the initial selection, the participating services are well spread geographically, but are all in England.  

1.2 Methodology

At the preliminary strategy meeting of the LOVSME group a number of potential low vision services were identified. An initial invitation was sent by a member of the team to a personal contact within each of the services, explaining the scope of the project and its timescale, and asking if they were willing to participate. From this, seven services were selected for visits. For the purposes of this report, they have been identified by their broad organisational type. They were usually not the only low vision service serving the community in which they operated, nor did they necessarily cover the whole of that geographical area. In the Discussion, however, the geographical area they serve will also be designated by this identifier. 
They have been identified as:

I-A  Integrated service A   

I-B Integrated service B

C Commercial provider service

H-A Traditional (optometry-led) hospital service A

H-B Traditional (optometry-led) hospital service B

O-H Orthoptist led hospital service

SS Social services-led service  

To make the best use of the visits, it was necessary to gather information about the services in advance using questionnaires, followed up by phone calls when necessary. 

Based on the “Key Issues” document (Appendix 1), a comprehensive list was compiled of all the descriptors required to profile the service. It was recognized that a single individual from each service would not be in a position to provide all this information, so an introductory Part 1 questionnaire (Appendix 1) was sent to the initial contact person to allow identification of the different components of the service, and to establish its scope. The initial contact also provided the name and contact details of the lead individual for each of those component elements.
The Part 2 questionnaire (Appendix 1) was then distributed. This had a generic first section which was common to all providers (eg asking them to describe the building they were in, and their staffing), but then “service-specific” sections depending on the nature of their organization (eg, “social care” or “optical aids”). To inform the parallel costing exercise, the Part 1 questionnaire asked for contact details for the individuals who could provide financial information and they received a specific Health Economics questionnaire.  The Health Economics data are reported in Chapter 2 and Appendix 2.
Two services in which members of the research team were closely involved (“integrated” at Judd Street; “hospital” in Belfast) were selected as pilot sites to trial the questionnaires. The feedback from this exercise was that those identified could provide the information required, and the questionnaires were unambiguous. However concerns were expressed about the length of time required to complete the exercise: this was accepted as inevitable considering the comprehensive nature of the questionnaires.

Two members of the LOVSME team were assigned to visit each of the participating services, to meet with the “lead provider” (the person with whom initial contact had been made), and as many as possible of the individuals who had completed the Part 2 questionnaires. The visits usually took place over a half-day period. Prior to the visit, the visitors had received copies of the completed questionnaires, and had identified issues which required clarification (in some cases this also happened following the visits). At the visit the providers were also invited to identify areas of best practice within their service, and to describe any challenges which they faced. The visitors received instructions on how the visit should be arranged and structured  (“Visit Guidelines” Appendix 1) and as part of that produced a “visit report” in standard form: the services were also provided with a copy of the guidelines in advance of the visit so that the purpose of the visits was clear. 

1.3 Results

A total of 6 members of the LOVSME team were involved in one or more visits each: Alison Binns, Chris Dickinson, Robert Harper, Jonathan Jackson, Jennifer Lindsay and Tom Margrain. Visits took place during March and April 2009, 

Comprehensive Part 1 questionnaires were received from each of the services: it would have been impossible to proceed to the later stages of the project without that. It was not always possible to obtain completed Part 2 Questionnaires: the length of time required for completion deterred some of the providers. In some cases, the provider agreed to complete the questionnaire, or at least answer some questions, in a telephone conversation with a member of the LOVSME team. Difficulties also arose where the low vision service under consideration was only part of the function of a particular provider, and clarification needed to be provided as to exactly what was required. This was not always successful, and the questionnaire was then excluded from the study. For example, the “ophthalmology” input for SU accessing the I-B service is provided by a  local eye hospital. There is however also a low vision clinic within the hospital, so the Part 2 questionnaire return appeared to relate to this service, rather than that available from I-B.

The Part 1 questionnaires were developed into an “overview” for each service. The Part 2 questionnaires were amended in the light of the answers to requests for clarification. It is not possible to provide the  Overviews, the Part 2 questionnaires from each component, and the Visit Reports within this report because of the need to maintain anonymity. These completed documents for each service were sent to all the individuals with whom contact had been made to allow them to be checked for accuracy, and were then made available to all members of the LOVSME team.
The data are summarized in Table 1 which shows the different aspects of each low vision service considered by the team, along with the way in which that is delivered by each service. The highlighted best practice features are those identified during the visits, usually by the services themselves.  
Table 1  A summary of the features of the participating services. 

I-A  Integrated service A; I-B Integrated service B; C Commercial provider service; H-A Traditional (optometry-led) hospital service A; H-B Traditional hospital service B; O-H Orthoptist led hospital service; SS Social services-led service  
	Component of service
	Description of alternative 

methods of delivery
	Service using this method
	Highlighted  “best practice” features 

	Initial referral to 

Service
	Ophthalmology team
	C H-A H-B 
O-H
	New junior doctors starting on the ophthalmology team receive an  induction pack with information about low vision,  and referral to the low vision clinic. 

Request patients to phone to make appointment, rather than just sending a date, so that important issues can be emphasized (eg. need to have eye examination prior to appointment)

Staff member with responsibility for encouraging ethnic minority service users to access services and/or adapting the services to the particular needs/requirements of this group.

Provide an  information sheet about what to bring to, and what will happen at, initial LV clinic appointment. 



	
	Self-referral
	I-A I-B SS
	

	Re-referral to service
	Self-referral 
	C (after community eye exam) 
O-H SS  I-A
	The patient has the ability to refer themselves back into the service regardless of the time interval since previous visit.  

To provide a  “low vision passport” which is a SU-held record which they can share with any providers 

	
	Via general practitioner (GP) if >1 year
	H-B
	

	
	Ophthalmology
	H-A
	

	
	Scheduled regular re-review
	I-B
	

	Ophthalmological service
	On site ophthalmology team
	 H-A H-B O-H
	Signage in hospital clinics modified to high contrast 

Volunteer to take patients who are unfamiliar with the site from the main entrance to the eye clinic.

A session of basic awareness training is delivered to all Senior House Officers (SHOs) about the consequences of VI, and how this influences the way to deal with patients in the clinic (for example, collect patient from waiting area rather than call their name and disappear).

In the hospital all patients are seen by a nurse/Eye Clinic Liaison Officer (ECLO)/counsellor in addition to the ophthalmologist. This is helpful because they can sit in on appointments, support at diagnosis and give information. Patients need someone to talk to more readily than they would to an ophthalmologist: that person needs to have a good understanding of available services to “fast track” for social care or psychological counseling. 

Having ophthalmologist on site at the same time as LV clinic is operating is an advantage. Inappropriate referrals (e.g. patient with dense cataract) are then able to be seen on the same day.



	
	Local hospital(s)
	 C SS I-B
	

	
	Information from, and referral back, via GP
	I-A
	

	Optometric care; refraction and supply of spectacles


	On site optometrist (optom) 
	I-A I-B H-A 
H-B
	Wide range of diagnostic equipment so the clinical assessment area is well equipped for an extended eye examination by optometrist. They can address refractive/binocular vision (BV) problems, and check fundus and intra-ocular pressures (IOPs) annually for regular LV patients, and then refer for ophthalmological opinion if appropriate. 



	
	Community optom
	C O-H SS* (*optometrists linked to service provide assessment rather than eye examination)
	

	Clinical Visual Assessment 


	Community optoms linked to service
	SS
	Standardised protocol used by all the staff (in some cases the same member of staff does all the assessments eg in the paediatric service).

Availability of a Traumatic Brain Injury service which provides particular expertise in stroke/hemianopia and the assessment of cognitive disorders.

If the clinical assessment is carried out by an optometrist following a functional assessment and provision of aids, the optometrist can reinforce instructions as to the way the aid should be used; can assess suitability of spectacles for that particular aid.

	
	On site trained from health background
	C O-H
	

	
	On site optoms
	I-A I-B H-A 
H-B
	

	Functional Visual Assessment 


	On site Optom/
Dispensing Optician (DO)
	I-A I-B H-A 
H-B 
	The time available for this ranges from 1 to 2 hours (this includes the assessment for aids).

Introductory paperwork includes a written priorities form to help in establishing an action plan. 

Client is given a care plan: this lists aims and objectives and how they are to be achieved 

A baseline quality of life (QoL) questionnaire is delivered and this provides an outcome measure for the service (when followed up at suitable intervals).

Have a specific room and equipment (eg different colour vision, contrast sensitivity and reading tests) for testing children.

If this takes place by a trained rehab professional in the home or school, it can provide much more information to target the subsequent clinical assessment and provision of aids. The same professional can then collaborate with the low vision (LV) assessment, and then carry out the follow-up in the community.

	
	On site, Rehabilitation Officer (RO)
	SS 
	

	
	On site trained from health background
	C O-H 


	

	
	In community, RO
	(H-B: in school; children only)
	

	Optical aids
	On site, trained optoms/DOs
	H-A H-B I-A 
I-B
	Specific LV training of personnel (regardless of professional background)

Avaliability of optometrists who can ensure the SUs optical correction is appropriate for the Low Vision Aids (LVAs) prescribed.and provide more complex spectacle mounted aids where necessary.
Availability of bioptic telescopes

Availability of hemianopia prisms 

Px may be referred for LV assessment, but actually electronic aids would be more appropriate. Assessors for optical aids have expertise in electronic LVAs so they recognize this AND are also able to offer the alternative service on the same day

	
	On site, trained from health background 
	C O-H
	

	
	On site, trained from rehab background 
	SS
	

	Follow-up with aids 
	On site, optom/DO
	I-A H-A
	Review patients are seen whenever possible by same practitioner, because continuity of care is important. If different personnel are involved in the follow up, they should be introduced to the SU at the initial assessment. 

Rehabilitation Officer receives information about aids prescribed from clinic and follows up SU in their home. As well as leading to better usage of aids, SU are also coming into contact with  a RO much earlier than if they were only identified when eligible for registration.

	
	At home, RO
	SS H-B I-B


	

	
	On site, trained from health background
	C O-H
	

	Children service
	Provided elsewhere
	C (Orthoptic Service: Model 3)

SS (Education Service: Model 1) 
	Children are seen from the age of 2 having been identified in either education or health services. 

Multi-disciplinary paediatric visual impairment team meet every 4 months.   

Model 1:

Dedicated member (RO) of Education Team  provides Low Vision Assessments and Mobility training, based in the school.

Model 2:

Dedicated member (RO) of Education Team visits child in school and provides comprehensive assessment and report in partnership with support teachers, parents and child, prior to appointment. This gives clear indication of targets for LV assessment in clinic, and the the RO follows up in school and liaises with teachers and parents. 

Model 3:

Orthoptists with LV training within the hospital ophthalmology directorate provide LV aids.



	
	Integrated within service
	O-H H-A I-A 
I-B
	

	
	Different model within same service
	H-B (Model 2)
	

	Electronic aids
	On site resource centre
	 I-A C SS
	Having electronic aids available in same location as optical aids is important to make sure that SU needs are fully addressed at the same visit. Important that children are assessed in both areas so that they don’t lose out on optical aids by being pushed towards “technology”. 

Need a large range available, because some have very specific features, and this needs to be up-to-date because these are constantly changing. Assessors need to be expert in this technology, and be able to offer detailed individual assessment lasting up to 1.5 hours

	
	Limited demonstration  in clinic 
	(I-A) H-A
	

	
	Local voluntary society (LVS) Resource centre
	 H-B O-H
	

	Computer/IT training


	On site; individual 
	 I-A C SS
	Specialist IT tutor.

To be able to deliver training at different levels from basic keyboard skills to accredited courses (eg, CLAIT and ECDL)



	
	LVS; group
	 O-H C
	

	
	On site; group
	 I-B SS
	

	
	At home; individual
	 H-A H-B
	

	LV Training
	Optom/DO
	 I-A
	LV trainers meet together once every 2-3 months to discuss procedures, undertake updating.

Trainers are members of national/international professional Special Interest Group (eg British and Irish Orthoptic Society).

Training in use of devices is always delivered at the time they are provided and, where SU consents to a home visit, this is followed up a few weeks later.

If the trainer isn’t the person who carries out the initial assessment, then there needs  to be good communication about recommended training  etc and RO can carry this on at home. 

6m room is available for telescope training

RO (in Education Service) carries out  monocular training in a formalised programme alongside mobility training

Those carrying out low vision assessments are fully trained in Eccentric Viewing (EV) and Steady Eye Strategy (SES) techniques.

	
	Trained, from health background
	 C O-H
	

	
	Trained, from rehab background
	 SS H-B I-B
	

	
	Volunteer
	 SS C H-A
	

	Social care
	Integrated assessment team
	 I-A I-B SS
	Visit at home focussing on communication, activities of daily living (ADLs), mobility (but non-specialist at this stage, i.e. identification of needs).  Pre clinical assessment contact with rehabilitation staff helps clients identify specific problem areas. This means these interventions can be carried out earlier – if SU needs psychological intervention it could start before LV assessment.

Rehabilitation team run awareness sessions for many other professionals within the local authority: SW, occupational therapy (OT), care teams, learning disability (LD) teams, housing dept, etc.

	
	Social services RO/Social Worker (SW)
	C H-A H-B 
O-H(under 75)
	

	
	LVS
	O-H (over 75)
	

	Resource centre/equipment demo
	On site
	I-A I-B C SS (H-A)
	On site resource centre for demonstration and purchase of non-optical and electronic aids. The resource centre is staffed by a knowledgeable person who is also a service user and evaluates the latest products.

Resource centre should not simply sell items where there are safety implications without arranging specialist rehab input. 

There is an excellent IT suite with both professional and peer support available to those wishing to access training and support. Volunteer “Computer Buddies” have training in different sorts of access methods which they can demonstrate to clients to show what is available. 
Mobile resource centre for geographically remote areas.

	
	Community LVS
	 H-A H-B O-H 
	

	Sensory sub/ADL/Mobility
	Integrated community services team 
	I-A
	Triage system to prioritise SU on the basis of safety concerns. 

Replacement mobility aids provided same day. 

RO in attendance at all vision-related clinics 

Alternative Model: Under 75 years old referred to rehabilitation team in Social Services, over 75 year old referred to local voluntary society. Although this doesn’t preclude referral between the two groups, it prioritises simpler ADL advice and social interaction in the older group, and more formal rehabilitation involvement (eg employment, mobility) for the younger group.

	
	Integrated RO
	SS I-B
	

	
	Community RO
	C (on site)  
O-H(under 75)

H-A H-B 
	

	
	Community LVS
	O-H(over 75)
	

	Day centre/social group


	Specific to visual impairment (VI)
	All services
	Children

Provides social activities for young people 11-19 years, typically over weekends and holidays.  Delivered by qualified youth worker (with a VI).  Peer support and group work as well as telephone support is available.

Have social days where all VI children get together.  Key Stages 1&2 meet twice a year, and those in secondary school attend a week long residential event.

Parents support group, organised by parents of children supported by the Education team. They arrange family days (eg cycling; days out at adventure park) which can be attended by up to 30 families.

Regular “days” for all the braillists.

Action for Blind People “Actionnaires” group for children to meet weekly for sport and other activities.

Adults 

Local voluntary society organises (for example) befriending; walking group with monthly trips; theatre group to audio-described performances; trips to museums and art galleries – staff initiate or in response to user questionnaires, and then try to “migrate into user community”.

LVS has a minibus or other means of arranging transport to be able to facilitate any visits which take place.

	
	Special Interest Groups
	SS O-H I-A I-B
	

	Self-management/coping
	Newly registered  group
	SS I-B O-H
	Detailed explanation of cause of visual impairment provided. More helpful if the person offering this explanation has access to medical records to be able to explain the diagnosis more fully.

ROs run “taster group” for about 6 newly registered individuals. 

A client-led Charles Bonnet Syndrome  group has been set up.

Establish a mentoring system between established and new service users.

Macular Disease Society (MDS) has established a large local support group. There is scope for a counsellor to initiate and support a “user-group” of this type. 

	
	Expert group
	I-A
	

	Psychological support
	Counsellor VI specific 
	I-A I-B SS C H-B
	Delivered in the same setting as other services by trained counselling professional. 

Genetic counsellor available if appropriate.

Arranging for counselling prior to attending LV clinic if necessary helps with adaptation so that when they see LV worker they are in a more appropriate frame of mind to be helped, and can derive much more benefit from it.

	
	Referral to GP
	H-A
	

	
	ECLO
	H-A I-B
	

	
	Buddy group/Visitors
	C H-B
	

	Educational support
	Visual support services team (none were part of a general sensory support team)


	All services
	Rehabilitation/mobility professionals employed by education team.

Provide funding for IT equipment for children to use at home.

Education team to receive referrals of children with VI at a very young age from ophthalmology/orthoptic services 

Teachers are encouraged to attend LV assessments with children and their parents, and are notified of appointments. 

Education service has extremely clear and structured assessment protocol for determining the level of support to be provided for children, which has been discussed and agreed by all providers.

	
	Teachers only 
	C
	

	
	Teachers  + Classroom assistants
	H-A H-B O-H
	

	Employment support
	Refer to specialist adult training college 
	I-A
	RO  accompanies client to employment assessments.

May be more appropriate to use a  service which does not specifically address visual impairment issues if the problems are more related to support about getting a job, retraining, preparing for work. Alternatively, use specific VI services (eg. Action for Blind People (AfBP)) if there is a need for (eg) technology solutions, and/or a SU is in work but at risk of losing job.

	
	Local job-seeking
	SS
	

	
	Local LVS
	O-H
	

	
	Refer to charities (RNIB, AfBP)
	I-B H-A H-B O-H SS C 
	

	Links with local vol. soc
	Signposting/
referral
	H-A SS
	Have a manned information/helpdesk in hospital waiting area. Provide leaflets/information sheets, but also have volunteers available who can talk to patients awaiting appointments and explain to them what will happen. 

Presence of volunteers in a general hospital allows contact  with in-patients attending for treatment of  non-visual conditions but who also have a visual impairment and can be offered support

Produce a comprehensive directory of all local services for VI. Keep it updated and distributed freely through as many sources as possible. 

Provide transport via volunteer drivers

Encourage SU to actually “get started” and try out some of the services they have been offered but have been reluctant to take up (eg demonstrate and lend audio books and equipment).

	
	Presence on site
	C H-B
	

	
	Joint working
	O-H
	

	
	Service operated by same organisation
	I-A I-B
	

	Links/referral to national organisations 

(named in returns or during visits)
	MDS
	SS C H-A
	MDS “Train the trainers” scheme 

AfBP Employment services

AfBP “Actionnaires” 

	
	AfBP
	I-A I-B C SS 
	

	
	NBCS (National Blind Children’s Society)
	I-A
	

	
	LOOK
	I-A
	

	
	RNIB
	I-A I-B H-A 
O-H
	

	
	Henshaws
	I-B
	

	
	Wireless for Blind Fund
	H-B
	

	
	St Dunstans
	SS
	

	Other features
	
	
	A comprehensive library of ophthalmology and eye care books available for service users.




Table 2 shows the number of SU seen in each element of the participating services, and the number of staff involved. Initially it was hoped to determine whether the service had sufficient resources to cope with its target population (based on expected prevalence of visual impairment within the age-stratified population). It became apparent however that these services were not always the sole provider of low vision care within their area, and this measure was judged to be redundant. The exception to this is within the “Education” category, where presumably the entire (mainstream educated) VI population aged 0-19 years within the Local Education Authority (LEA) area should be known to the service. Taking the age 0-19 population to be 20% of the total, the prevalence of VI in children based on this appears to be 0.0011% for the H-A service; 0.0027% for C; and 0.0028% for the O-H area. These latter numbers match reasonably well to the prevalence reported previously (0.0021%: Tate et al , 2007). This is perhaps a little surprising given that these children are almost exclusively in mainstream education (or resourced provision), and therefore probably do not have severe additional handicaps: surveys suggest that a significant number of VI children do have additional impairments (Rahi et al, 2003). 

Although difficult because of the differences in the scope of the services, it is interesting to compare the Staff:SU ratios for comparable elements: this can be done in general terms in the form of number of  appointments available per FTE per year. Taking the “LV clinic” element of the service, it is difficult for the hospital optometry departments (H-A, H-B) to identify how much of their optometric activity is low vision care and how much all the other services they offer. H-A’s figures suggest that LV appointments are some 12% of the total number, but it is likely that these occupy more than 12% of the professional time because they are relatively lengthy in comparison to other types of optometric intervention. O-H (and to a lesser extent C) are perhaps the services where the staff time directly for this provision is most easily identified. These suggest that around 1200 appointments per year per FTE is a rough guide: this would represent 6 appointments per day on a 5-day week, 40-week year. On this basis, the I-A provision initially appears generous (2400 appointments from 3.75 staff in the LV clinic), but the staffing includes administrative and counselling staff. It is difficult to include SS in the comparison, because the LV worker carries out follow-up in the community which must be more time consuming.  

In Social Services provision, it was very difficult to make a comparison in terms of total number of interactions, because there was such a variety in intensity of intervention (from answering an e-mail, to multiple visits to the home). It therefore seemed most appropriate to compare on the basis of the number of new referrals per year. On this basis, three services had similar provision with around 1 FTE per 100 new clients (I-A, O-H, H-B). Two services however were closer to 2 FTE per 100 clients (C, H-A), although C does have the additional input of a RO attending all the vision-related clinics.  

Considering an integrated service such as I-B, obviously these two functions are combined, and further additional components have been added (youth worker; counsellor; welfare rights). Nonetheless, total staffing levels were higher than expected. Considering the breakdown of staff, however, the number of optometrists and rehab/assessment staff, respectively, does appear in line with the ratios from other services. The major difference is therefore the 9 FTEs of management/clerical staff involved in the service. Within other organisations the clerical responsibilities may be picked up by the central organisation (eg centralised hospital appointments and records management systems), but it is not obvious how and where these management tasks are carried out within a multi-agency service. 

Most educational services were able to report exactly how many children they were supporting, although the level of support varied from a single termly/yearly visit to several hours a week. Two services provided the written criteria determining this level of support (O-H and H-A; Appendix 3).  Some services included a large number of teaching/classroom assistants (O-H at 13.6 FTE, all of whom had a VI specific qualification), and it is not clear if services which did not (eg C, which had none) made use instead of the teaching assistants in the individual schools. If we consider just the Qualified Teachers of the Visually Impaired (QTVIs), the most generous staffing was in H-A with 4.5 teachers supporting 140 students, and the least generous was C with 7 teachers and 400 students.       

Table 2  An analysis of the relative staffing (in terms of FTE) and service user numbers within each element of each of the participating services.

I-A  Integrated service A; I-B Integrated service B; C Commercial provider service; H-A Traditional (optometry-led) hospital service A; H-B Traditional hospital service B; O-H Orthoptist led hospital service; SS Social services-led service   
	Service
	Components of service
	Size of population
	FTE staff
	Annual appts for new clients
	Annual appointments for existing clients
	Total number of appointments

	I-A
	LV clinic
	
	3.75 (excluding trainees and volunteersand assuming 1 session per week from each sessional person)
	400
	2000
	2400



	
	Resource centre/Community Services Unit
	
	9.5 (assume each PT = 0.5)
	896 initial visits
	
	14000 repeat visits + existing clients

	
	

	Service
	Components of service
	Size of population
	FTE staff
	Annual appts for new clients
	Annual appointments for existing clients
	Total number of appointments

	C
	LV clinic
	270,000&
	1.1 (0.9

carrying out assessments + 0.2 RO)
	435 clients = 1241 appointments
	Only  approx 10% “returning clients” – if >2 years then treated as new patient 
	

	
	Education
	750,100$
	7
	
	
	400 supported

	
	Voluntary sector
	750,100$
	5
	500 
	
	1000

	
	Ophthalmology
	
	20.2


	
	
	30,000#

	
	Social Services
	(250,000*
	5*
	210*
	
	300* 

	
	& NHS Trust, December 2006

$ County Council 2007  

*This service covers whole of county, so figures were scaled in proportion to population (approx 30%)
#This represents the entire Ophthalmology function 

	Service
	Components of service
	Size of population
	FTE staff
	Annual appts for New clients
	Annual appointments for existing clients
	Total number of appointments

	I-B
	Integrated Service
	190,500#
	23
	351 clients
	99 clients
	450 clients x multiple visits 

	
	#www.neighbourhood.statistics.gov.uk

Data for this service does not include the contribution of ‘education’ or ‘ophthalmology’.

	Service
	Components of service
	Size of population
	FTE staff
	Annual appts for New clients
	Annual appointments for existing clients
	Total number of appointments

	H-A
	LV clinic 
	635,500#
	12.22 

total for all optometric activity 
	400 (including 17 children)
	1200 follow up appointments including 83 for children
	1600 

(12.3% of total optometry appointments)

	
	Education
	635,500#
	7.2
	18 new referrals
	
	146 supported

	
	Social Services
	635,500#
	7.75
	318 CVIs 
	
	700

	
	Voluntary sector
	635,500#
	6.6
	100
	300
	400 (only counting face to face interactions)

	
	# County Council website; catchment area of all elements of service identical

	Service
	Components of service
	Catchment population


	FTE staff
	Annual appts for New clients
	Annual appointments for existing clients
	Total number of appointments

	O-H
	LV clinic
	530,300*


	0.85

including admin time
	743 + 21 children
	262 + 76 children
	1102

	
	Social Services
	530,300


	4.5 (assume student = 0.5)
	550
	
	2318

	
	Education
	530,300


	24.1
	
	
	300 supported

	
	* mid-2007, Council website; catchment area of all elements of service identical

	Service
	Components of service
	Size of population
	FTE staff
	Annual appts for New clients
	Annual appointments for existing clients
	Total number of appointments

	SS
	LV clinic


	247,800#
	2

(low vision specific)
	216
	226
	479

	
	Voluntary sector
	219,000#


	2.4
	100
	
	500

	
	Optometric component not included because only sampled 1 of 5 of the optometrists involved 

	
	# NHS Trust April 2008

	Service
	Components of service
	Size of population
	FTE staff
	Annual appts for New clients
	Annual appointments for existing clients
	Total number of appointments

	H-B
	LV clinic
	310,200
	3.4 

total for all optometric activity

 
	240 adult

8 children
	160 adult

12 children
	400 + 40

	
	Social Services
	310,200
	5.5
	544
	
	

	
	Education
	310,200

19% aged 0-19 years*
	14
	
	
	unknown

	
	* www.neighbourhood.statistics.gov.uk; catchment area of all elements of service identical


The primary aim of the LOVSME project was to consider effectiveness of low vision services. The participating services were therefore asked about the audit methods they currently use, and these are listed in Table 3. 

Table 3 A summary of the audit methods used by the services. Services may feature in multiple categories
I-A  Integrated service A; I-B Integrated service B; C Commercial provider service; H-A Traditional (optometry-led) hospital service A; H-B Traditional hospital service B; O-H Orthoptist led hospital service; SS Social services-led service  
LVSC Low Vision Services Committee
	Audit Methods used
	Services using this method (may not relate to every aspect of service)

	Number of Appointment/SUs
	All services

	Completeness of assessment/record keeping data  
	I-B O-H


	Internal satisfaction surveys 
	 I-A I-B H-A O-H


	Independent and/or published satisfaction surveys  
	C

	Internal service user feedback
	I-A I-B  H-A(via LVSC)  H-B SS C O-H


	External evaluation
	C (LVS scheme) 

I-B (counselling)

	Independent and/or published “use/effectiveness of aids”
	C
H-B (paediatric) 

SS (planned) 

	Internal QoL outcome measure
	I-A



All appeared to use some counting of appointments, and some could identify the breakdown of paediatric vs. adult, or new vs. returning, patients. More in-depth analysis did not appear to be available. All obtained some form of feedback from service user (SU) groups, and several had evidence of having used it to change their procedures in some way. In terms of clinical audit of effectiveness, two services had published papers in the peer-reviewed literature on the use of aids within their service: one service routinely collected QoL data at baseline, and at regular intervals after intervention, but this had not been published. 
1.4 Discussion
The project fulfilled its aim of visiting a wide variety of providers, ranging from the “one stop shop” approach, to the more traditional hospital-based services, but all were found to have adopted a multi-disciplinary approach to the delivery of a low vision service. It is clear that no single model “ticked every box”: each has its strengths and weaknesses. These may be related to a specific method of delivery, or may be common to a range of service models; some may be minor, and others more significant for effective service delivery. It must be emphasized that any perceived weaknesses remain matters of opinion, since objective assessments of effectiveness are not currently available.    
Where the service used multi-agency delivery, all seemed to have extremely robust referral pathways between agencies:  the strength of their working relationships was often clear from the way in which the providers interacted during the visits. To confirm that referrals were effective, it would be necessary to interview some SUs to ask about their experiences. Unfortunately it would be unlikely that individuals would be found for whom the system had failed, because they could have been lost to the service completely. Of course referral between agencies requires that the patient is seen initially by at least one of the agencies: no information is available about the effectiveness of initial entry to the pathway(s).
The services are divided between those which require a referral from a member of the ophthalmology team, and those where the SU can initiate the referral (a preference for about 50% of SU: Ryan and McCloughan, 1999). It is impossible to determine whether all the potential referrals from ophthalmology are actually made. It has already been reported in the literature that patients are less likely to be registered if under active treatment (Robinson et al, 1994), and the same may apply to referral to a low vision clinic, especially in a case such as diabetic retinopathy where improvements may occur. Raising awareness amongst referral sources, and the presence of nurses, ECLOs and volunteers from the local voluntary society, in the clinics would seem to be helpful, although no service reported monitoring referrals to see if this was the case. Self-referral may equally present barriers if SUs are not aware of the clinic, so publicity is crucial, and this may be easiest in the early months after the clinic is established when it is possible to arrange editorial coverage in local newspapers. Following the initial stage, there should be constant engagement with other local eye care providers to keep awareness high. 
Even in self-referral clinics, complications with access are created by the SU’s place of residence. For example, although the service is open to all, SUs from some areas may be covered by an NHS contract, whilst those who live in another area have to pay the full economic cost (C, I-A). The multi-agency services are most likely to have problems with matching the catchment areas of the different elements of the service. There were some examples where this had an effect on the quality of the provision for SUs on the boundaries.  

Several of the services were not the sole provider of low vision care within their particular community, even when only NHS providers are considered. Of  the services visited, this was particularly identifiable  for the area served by I-A, where, in addition to PCT funding for the service visited, there are several hospital-based services.  Some regions may deliberately provide SUs with a choice of service delivery points, which they may select based on clinical need, personal preference or ease of access. The services should however be complementary, and there should be clear protocols to guide referrers, and comprehensive information to the potential SU, to allow them to make an informed choice. When there are co-existing services, it is not known whether individual SUs cross over between the two. Whilst it is understandable that SUs may shop around in search of the best service (even if all are of high quality and offering the same interventions), this is unlikely to be an effective use of resources.
As noted above, the registration process does not always operate as it was intended (Barry and Murray, 2005). Certification as “sight impaired” or “severely sight impaired” (replacing the previous categories of partial sight and blindness respectively) is carried out by the ophthalmologist by completion of the CVI (Certificate of Vision Impairment) form which is forwarded to the local Social Services Department.  As well as the formal inclusion of the individual on the register, an assessment of needs would be triggered at that stage. Although such an assessment can take place without registration, a report by Bruce et al (1991) had suggested that it usually did not, and that registration was a passport to this and many other useful services. Two new procedures were introduced in November 2003 to encourage the visually impaired individual to be in contact with Social Services at an earlier stage before registration, if this was appropriate to their circumstances. These were the RVI (“Hospital Eye Service Referral of Vision Impaired Patient”) and the LVI (“Optometrist identification of a person with significant sight problems”) whose names are self-explanatory. The LVI was later renamed the “Low Vision Letter (or Leaflet)” (LVL) and is intended for distribution to patients seen in primary care community practices.
The Social Services departments for the participating services reported about 40-50% of their referrals coming via CVIs. H-A reported an additional 15% of their referrals from RVI and LVL combined which suggests that the system has proved useful in one area at least. C bypass the need for RVI by having ROs in attendance at the hospital clinics: they estimate that 16% of all patients attending those clinics are referred for follow-up with a home visit by Social Services, implying that patients are gaining access to help at an earlier stage than if formally referred by another professional. H-B also felt that RO follow-up of SUs attending the LV clinic allowed earlier contact than would have occurred by the CVI because clinic referral happens at an earlier stage than certification:  nonetheless, 42% of their referrals are still by CVI. LVL referrals from local optometrists tend to be a very small percentage (2% in C; “very small” in O-H and H-B). The exception to this is for service SS with around 20% of referrals, mostly coming from the optometrists who are specifically involved in the LV scheme operating in that area. This may suggest a heightened level of awareness in these optometrists; they also have a specific referral form to use. It would be worthwhile to conduct a qualitative assessment of these referrals to determine whether they are beneficial to the SUs:  it may be that this is a model that could then be disseminated to other areas.    
Anecdotally, it is suggested that the proportion of black and ethnic minority SUs accessing low vision services is smaller than that of the population from which it is drawn. According to the 2001 census, the populations served by the participating services varied from approximately 97% white (C, I-B and H-B) to 88% (O-H); 77% (H-A) and 70% (I-A). A number of services admitted (again anecdotally) that they did not feel they had the same percentage of SUs from ethnic minorities as the percentage of these individuals in the general population (although there were exceptions). Although the most frequent causes of disability are different in different ethnic groups, there is nothing to suggest that overall incidence of VI would be lower. The lower patient take-up of LV services by ethnic minorities  was felt to be due to cultural differences in the perception of disability. If action was to be taken it would seem to require a concerted targeting of this population, perhaps in a different setting. Not surprisingly in view of its population mix, I-A was the service which had launched an initiative to encourage ethnic minorities to access the service.  Interestingly, this post is lottery-funded so it is hoped that the initiative is being evaluated  and if  results are positive,  this will justify core funding being found to continue this work. 
Ophthalmology contributes much more to a low vision service than simply referring patients to it. Where integrated services do not receive referrals direct from the hospital, they also do not appear to have the direct path back in the opposite direction: the only route for information transfer either way is via the GP, and re-referral to the ophthalmologist is not straightforward. Hospital-based LV services certainly welcome the ability to refer concerns on the day to the clinician in an adjacent clinic, and to have access to the clinical notes. It is common for a SU attending the service primarily for provision of low vision aids, to request clarification of diagnosis, prognosis and treatment (or lack of it); and contemporaneous access to this information can be extremely useful.    
For services housed within purpose-built premises, there were excellent examples of thoughtful building design, making good use of lighting and contrast. If part of a larger (and typically older) building such as a hospital, the main adaptation was the use of high contrast signposting in the eye clinic. Unfortunately there was no case where these bold signs extended throughout the hospital, and some used coloured zones to identify particular locations, which is difficult for individuals with VI. Equally, hospital appointment letters may not be sent in large print because it is not possible to customise for one patient group within a large organisation. In both cases it would be better to have a universal provision which took account of visual impairment, and which did not single out one group of users.

 “Providing optical aids”  is the component of the services which seems the most variable in terms of which group of professionals delivers the intervention. It was this provision  which  we chose to define who was considered as the “lead provider” behind the particular service.  In general, the individuals who were providing optical aids were those that the LOVSME team approached to complete the Part 1 questionnaires. It is by no means always optometrists or dispensing opticians who are involved in prescribing/dispensing aids, and this appears to be a marked shift from the (almost exclusively) hospital-based services of the last century. Even within just seven services, we identified optometrists, dispensing opticians, orthoptists, nurses and rehabilitation officers among those assessing patients for aids, and also carrying out assessments of visual abilities clinically as well as functionally. 

Optometrists are expensive to employ, and as a profession have not been particularly keen on low vision work, but it is apparent that without their involvement there is very little opportunity/available expertise to fit the more complex spectacle-mounted optical devices which are custom-made. However this trend appears common to most clinics, so does not simply seem to be due to an absence of optical professionals. Rather it is because of a general trend away from these devices in the last 20 years. Although this does not affect a significant number of patients, and there are financial and cosmetic obstacles which also mitigate against the use of these devices, it would be regrettable if these options were lost. 
The expertise in fitting prisms for hemianopia is also not commonly available, although it may be dealt with in other care teams. Specialist clinical networks for traumatic brain injury or stroke are found in several areas; the vision care is usually provided by orthoptists, and rehabilitation by occupational therapists. Closer liaison and the sharing of skills between these groups should be actively sought; the additional expertise in assessment of perceptual disorders would also be an asset in the low vision clinic.     

Some services have no direct optometric involvement at all, and rely on the patient arranging an eye examination with a community optometrist, usually in advance of a LV assessment. This is very important, because there is evidence that many (particularly elderly) individuals do not have the optimum refractive correction (Evans and Rowlands, 2004) and that a significant number of attendees at a LV Clinic may only need an updated prescription, and advice on lighting and non-optical aids, to meet their needs (Wolffsohn and Cochrane, 1999). It is so difficult to proceed without this eye examination being done, that in service O-H the patient is not sent an appointment for the LV clinic, but is asked to phone in to make the appointment: when they do they can be reminded that they must have an eye examination prior to attending. To get an accurate assessment of their functional vision when they attend the LV clinic, it is also important that the SU actually gets new spectacles when indicated: it would be understandable, however, if the SU was reluctant to do so in advance of their LV assessment. Separating the eye examination from the LV assessment also creates difficulty because the optometrist cannot take account of what optical correction will be appropriate to the optical aids which have yet to be dispensed. Appropriate reading additions to use with a stand magnifier, and the difficulty of viewing through a magnifier at a close working distance with multifocals, are just a couple of examples that come to mind. 
Electronic aids are much less commonly used by SUs than optical aids. This is not surprising given the financial constraints, but also it is only the service with a very well-equipped (and constantly updating) resource centre which appears able to do justice to these devices.  Sometimes a local voluntary society hosts such a resource. A more typical low vision clinic often has a small collection of closed circuit televisions (CCTVs) for demonstration purposes, but these are perhaps somewhat older machines donated by patients or suppliers. The general principles of the technology can be illustrated, but there is not the ability to show the full range of facilities that these devices possess. The patient can be directed to the suppliers of the devices, but there is little opportunity to compare between different designs and fully test out the unique features of each model. Guidance from an impartial expert would be preferable to that of a sales person, however well meaning, and training to use these devices would not then be left entirely to the supplier. 

With varying amounts and degrees of formality of intervention, most services report training users with complex optical aids. Typically this did not involve extra appointments, but was presumably tied in to the initial assessment and a review at around 6 weeks: however all services claimed that they could see SUs more frequently than the “standard” if required. Sometimes this review was carried out by the staff who performed the assessment, and sometimes by a RO: this could take place back in the clinic or in the patient’s own home. In the patient’s home would seem preferable, since the procedure of  functional assessment gains considerably in relevance and realism. The H-B service reported that usage of aids was better in the group followed up at home, but no formal data on this were available. However continuity of care is also emphasised as an important principle: most services would arrange the follow-up with the same practitioner if SUs were coming back to the clinic. If the follow-up is to take place in the community it may be important that the SU knows who they are going to see: in SS it is the same LV worker; and in C the RO has been present in the clinic at their initial assessment. In H-B, the SU is offered the option of being followed-up at home or returning to the hospital and, perhaps surprisingly, approximately equal numbers choose each option. It is possible that this is because the SU would prefer to see the same person at that follow-up visit. 
Although services claim to offer eccentric viewing training, it is difficult to know  what proportion of patients benefited from this training, and services did not seem to book additional appointments for this. The exception to this was in service C where about 40% of patients returned for specific training sessions, in addition to the review of their aids. A number of services were expecting to see some change to their operation in this area with the launch of the Macular Disease Society “Train the trainer” project. Although this is a very exciting and ambitious project, it would be a pity if the training in EV became separated from the training to use an aid, whereas the two should develop alongside each other.   
Following provision of aids (and short-term follow up) it is common for patients to be given an open appointment to contact the clinic again within 1 year if they encounter difficulties. However if the aids prove successful, the likely time for them to spontaneously seek a return to the clinic is at around 2 years when the aids need updating (mean 26.7 months for patients with macular degeneration: Nilsson and Nilsson, 1986)).  Although the most likely scenario is that the patient needs a change in their aids (of any type), it could be that there are changes in spectacle prescription, or pathology, which require optometric or ophthalmological opinion. This needs to be accessible at the same time or prior to re-assessment, so several services use this as a “gatekeeper” strategy. (Of course, it would be hoped that SU had been having yearly eye examinations with their local optometrist anyway, although it is understandable that the SU may find it difficult to understand the distinction between the assessment of visual function that takes place in the Low Vision Clinic, and the NHS Sight Test carried out by their primary care optometrist). Although it is considered to be very important that SU can self-re-refer direct to the LV clinic at any time, this may not be the most effective strategy if there is no optometrist available. 
Of course, some patients do not return to the service unless they are prompted, even if they have a clear need to do so (ie their vision can be improved when they are re-assessed) (Nilsson and Nilsson, 1986), and scheduling an automatic re-review (at 2 years) would seem to be optimal (I-B). The problem of this strategy is that it brings with it the need to constantly expand the clinic facilities to provide sufficient appointment slots for new SU without unacceptably increasing waiting times. Paediatric clinics usually operate scheduled re-review, typically annually, and the proportion of new patients can in consequence be as low as 21% (O-H). It also carries the risk of a very high rate of non-attendance if the SU has moved or died; or if they feel that the appointment would not be worthwhile. A possible compromise is the introduction of an annual telephone review. 
The variation in follow-up policies may well have a considerable impact in how well the SU is served over the whole period of their visual impairment. A very positive experience over a few months may not actually carry much weight when taken in the context of years or decades with the condition. It should be borne in mind that any study which evaluated effectiveness of services would have very little possibility of exploring this issue within a practical timescale.  
The LOVSME team were very much aware of recent research suggesting a higher level of depression amongst the low vision population than amongst the overall population (eg Evans et al, 2007). Services were therefore questioned closely about the facilities for counselling, and several do have a counsellor on their staff (eg I-A and I-B) whilst others can refer. The criteria for referral of SUs to the counselling service are not always clear, and use of screening questions/questionnaires was rare: staff tend to rely on their experience and judgement. Several also believe that the support they are able to provide within their (relatively lengthy) assessments is sufficient for many clients.  Some services report that there are not as many referrals for counselling as one might expect, and counsellors appear under-utilised: this may suggest that staff need much more specific criteria and guidance in order to make appropriate referrals, and that they are underestimating the level of distress in the SU they see.
The potential for SU to support each other by group meetings is found occasionally but it is not common, and this seems to be an unexploited resource. The most likely opportunity for SU to meet others (apart from purely social events) is when they are first registered, and perhaps they are not then in a position to contribute so much to others. Most services reported opportunities for social clubs in their areas often linked to particular activities such as sport (especially for children); or theatre-going and walking (usually organised by the local voluntary society). There appears to be a noticeable gap in the ages catered for between these two groups: the “adult” activities seem unlikely to appeal to those in the 20-40 year age group, and it is not clear if this group would welcome the opportunity to meet with others. 

The provision for paediatric SUs was found to be delivered in a number of different ways. In some cases this used the same model as the adult services, though perhaps with a dedicated person delivering the service (eg, H-A). In C, it was delivered through the orthoptic service, by an appropriately trained individual. In SS, this role was taken by a RO within the Education Service. H-B also made very effective use of a RO on the Education team to carry out a functional assessment in the school, and then return to carry out follow-up after the clinical assessment in the hospital. As well as the benefit this has demonstrated in terms of usage of aids (published in a peer-reviewed journal), it allows much easier two-way communication with the school. Although services were happy for teachers to attend the appointments, and notified the Education Department of these, the invitations were not usually taken up. This is understandable considering work schedules, and the possibility of appointments being arranged during school holidays. To have someone involved in the assessment who is also in the school appears the ideal solution. 
For the only service for which “matching” information was obtained, the numbers of children being seen in the LV clinic was less than the number being supported in school (O-H: approximately 100 and 300 respectively). Some mismatch would be expected -  some supported children may be perceived to  have acuity which is too poor, or too good, to benefit from a LV clinic – although this difference seems high. It could be argued that unless completely blind, all the children should receive a comprehensive visual assessment so that they and their parents could be fully informed of their visual status, and share this with others as appropriate. 
As noted previously, the Education teams were largely (and perhaps exclusively) supporting VI children in mainstream schools, and did not appear to be involved with those children who had complex needs. It is not clear where, or if, these children are catered for within the system. Only H-A reported specific provision for children with additional/complex needs, and that clinic had no optometric involvement. 
There did not appear to be any specific provision for SU with learning disabilities. This group were however the subject of occasional initiatives: eg, the Social Services team seeking out individuals wishing to attend a day centre who needed mobility training to allow them to do so. It was disappointing that overall there appears to be almost no provision for multi-handicapped individuals, even in the form of small-scale initiatives, or pilot projects.  
One of the questions on the Part 2 questionnaire “Do you provide any VI-specific in-house training/updating?” was not interpreted by services in the same way as expected. Rather than considering internal updating within their teams, they reported on training that they delivered to other professional groups, often within their own organisation. This was usually in the form of VI-awareness, and to groups as diverse as junior doctors in the hospital to council housing departments. 
There are certain “sub-threshold” functions which statutory services cannot provide, but for which the local voluntary society is ideally placed. Befriending and visiting services, and social groups are obvious examples. SS offered an example of a local voluntary society which was very clearly targeted in this way, offering unique interventions with little overlap to other providers. In other areas however, the voluntary sector organizations take on a much wider role, presumably to fill a perceived gap in the provision of health and/or social services. For example in C and H-A the respective voluntary societies provide low vision aids: in C the participating service only covers a portion of the county; in H-A the hospital clinic can only provide two aids per SU. In some cases the voluntary society is part of the planned provision – in O-H the new referrals of SU over 75 years of age are diverted from Social Services to the local  Society for the Blind. This must be of concern because voluntary sector funding is not secure and services could come and go depending on what grant funding has been secured. 

On the basis of the information we were able to collect during this project, it appears that each of the low services studied had overcome many of the problems typically associated with multi agency provision e.g. communication problems, inter agency referral delays etc. That is, on the whole, services appeared to ‘join up’. However, one limitation of our evaluation was that all the information was provided by service providers rather than service users. It would have been useful to survey the opinions of a random sample of service users from each area to find out to what extent their experiences corroborated the service provider’s description of the services on offer.
A lot of this discussion has dealt with communication, and division of responsibilities, in multi-agency provision, and of course the “one-stop shop” has enormous appeal in appearing to wipe out these challenges: it appears to respond to a clear request from SUs (Ryan and McCloughan, 1999). However in low vision, the concept of a single-site completely comprehensive service is probably an illusion. There are so many aspects to the service that these can never practically be provided within a single location. The cost-effectiveness of this approach must also be considered: unless it is being set up “from scratch” it is likely that it leads to at least partial duplication of a specialist service which already exists nearby. As noted above, it is not yet known which of the different service models is most effective in terms of the effect on SUs. It should also be considered whether striving to make the VI service “stand alone” may also make it too inward looking and less able to share its expertise with providers in other fields.   
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2 Chapter 2: Economic study to identify the key cost drivers of the low vision service in the UK

2.1 Abstract

Background: Little is known about the costs related to provision of low vision services. This study provides a first step in identifying these costs.

Aims: Using a top-down approach this economic study identifies the key cost drivers in providing several types of low vision service model currently operational in the UK. 

Methods:  Five types of service model were identified by the LOVSME project team: integrated, commercial provider, traditional (optometry led) hospital service, orthoptist led hospital service, and social services  A telephone and email survey of finance directors of LV services from the NHS, local authorities and voluntary sectors was conducted. Costs of service provision were requested for the financial year 2007-08. Cost data were analysed both quantitatively and qualitatively. 

Results:   The key cost drivers identified were staffing and provision of aids and equipment to service users. Annual costs by type of low vision service varied from an estimated cost of £439,875 for an integrated service, an average of around £174,505 for a commercial service, and a traditional hospital service had an estimated cost of £263,500, excluding local authority costs.  The annual number of service users seen ranged from 450 in an integrated service to 1600 in a hospital service. Estimates for the  cost per service user consultation in these examples varied between £121 and £489.

The main financial concerns raised by finance directors were for the sustainability of funding for services, particularly for providing ECLOs and rehabilitation staff, and the inadequacy of the amount payable by the DoH National Tariff to cover clinic costs.

Conclusion: The key cost drivers for the 3 service models considered were in staffing and the provision of aids and equipment for loan to service users. Our estimates must be used with caution due to incomplete responses from those surveyed.  Further research is required to ascertain the cost effectiveness of the different types of service model to deliver the most appropriate outcome for people with low vision. 

2.2 Background

The LOVSME team identified a range of low vision service delivery models operating around the UK. Many of these services meet or exceed the recommendations of the Low Vision Services Consensus Group (LVSCG 1999) and the NHS guidelines (NHS 2007). The costs relating to these services are often difficult to quantify separately from other eye services. This section details the key cost drivers of the service and the methodology we employed.

A number of distinct types of UK low vision service delivery models were identified by the team for both adults and children. These service models included those operating a “one stop shop” model or integrated service where health, social services, education and voluntary sector services are all available in one place, to the more traditional (optometry led) hospital services which involve referral between hospital, local authority and voluntary sector services. Other service models identified by the team were: an orthoptist led hospital service, a social services led service and a commercial provider. 

We constructed a top-down cost profile of these services (Drummond  2004). The purpose was to gain an understanding of the key cost drivers for the service and to consider the sustainability of the services currently operating in the UK.

2.3 Methods

Finance officers involved in the provision of low vision services at 7 exemplar sites (defined in the accompanying report) were invited to take part in a survey requesting current levels of investment in services for people with low vision. This survey was part of the profiling exercise conducted by the LOVSME research team. We designed a short questionnaire to be administered by telephone (Appendix 2). The questionnaire was piloted with providers of an integrated service model by members of the LOVSME research team. No changes were made.

Finance directors from local authority, NHS and  voluntary sector providers were asked to provide cost information in respect of the level of investment in services for people with low vision for the financial year 2007/08 focusing on staffing, training, equipment for assessment and loan, information packs, administration, travel and any other costs. We included open ended questions regarding service user charges, future sustainability and finance directors were given an opportunity to discuss other aspects of funding. All telephone interviews were conducted by PL, Not all finance directors were interviewed because detailed answers were provided electronically.

Reported costs are from a NHS, local authority and voluntary sector perspective. Details of overhead costs for heating, lighting, and cleaning, for example, were not requested. Costs falling on the people with low vision and their families are beyond the scope of this report. The data were held securely on a password protected laptop, recorded and analysed using an Excel spreadsheet.

The questionnaire was sent electronically to 18 finance directors, at least 2 were from each of the 7 exemplar sites. Follow-up emails and phone calls were sent by PL, TM and other LOVSME team members to maximise returns. 

Response rate

Fifty percent of the finance directors surveyed provided some cost data from 5 of the 7 sites.  We received cost data from NHS, local authority and voluntary sector providers at 2 service delivery sites, and partial data from a further 3 sites. Two sites were unable to supply any cost data, others were able to provide costs for one or two aspects of service delivery.  

The reason given for non-response was either, 

· the difficulty in separating costs for low vision services from other activity within ophthalmology services

· or, pressure of work at the time of the request. 

This applied to NHS, local authority and voluntary sector service providers. Our survey was conducted at the end of the financial year, a busy time for finance directors. The voluntary sector often relies on unpaid staff to take on this role. 

2.4 Results from the survey 

Our survey findings indicate that the annual costs by type of low vision service from NHS, local authority and voluntary sectors was between £122,000 and £439,875 for the financial year 2007-08. The estimated annual cost of a hospital service was £263,500, 29% of which were direct hospital costs. This estimate does not include local authority costs. The integrated service model had annual costs of just under £440,000. This includes local authority costs, funding from Supporting People and service user costs for training and travel. The commercial service model had an annual cost of between £150,000 and £200,000 (mean £174,505). The latter model provided countywide services and was unable to unbundle costs for just one part of the county; the range was provided by the service manager. 

The results of the survey broken down by service type are shown in Table 1; this includes the sites from whom we had the most detail. Two of the 3 sites provided costs for insurance and one included client travel and training costs. Local authority costs were not available for the hospital based service. Further details of all responses are shown in Table 2. This table is incomplete, for example, we have NHS costs only for the orthoptist led hospital service and no local authority costs from either the hospital service or, more importantly, the social services led service. Activity data are taken from the findings of the LOVSME project, detailed in Chapter 1. 

Not all areas were able to give consistent activity data, to enable us to relate costs to activity. Some service providers collected activity data based on number of contacts, in person or by phone, some by number of service users and others by new and follow-up consultations. Therefore defining a cost per consultation is problematic. However using the number of consultations at hospitals  and assuming between 2 and 4 contacts per client at the integrated service we have estimated a total cost per consultation of between £121 and £489, inclusive of aids, equipment, travel and administration. 

This economic study was intended to give a broad estimate only and gives an indication of where the main cost drivers are. The tables show that the highest costs are for staffing, followed by equipment and low vision aids for demonstration and loan. Not all finance directors who took part in our study had a separate budget for assessment equipment or training. One NHS respondent reported that although there was no NHS budget for training, monies generated from private patients were used for training purposes, around £1,500 for 2007-08.  

We asked the finance directors additional questions about service user charges and sustainability. An open ended question was included to give respondents an opportunity to discuss other funding concerns.  The responses are detailed below.

Service user charges

We asked respondents for details of any charging arrangements that were in place for service users. Most respondents said that no charges were made apart from the voluntary sector providers who sell aids and equipment in their shops and request fuel costs for volunteer transport or social outings. Service users at the integrated service paid the first £5 of travel and the service paid the remainder. 

With the exception of private patients, the only charges for equipment or aids were for adult NHS service users who required a duplicate or a higher specification aid than that prescribed by the low vision service. (For example a bulky set of spectacles is available free on loan, but a lighter pair is available which service users could pay for). Children are able to have duplicate equipment for no additional charge, enabling them to have one at home and at school. 

A NHS respondent said that there were no charges if the people accessing their services met the Fair Access to Care Criteria operational in the county, currently set at meeting the needs of people at critical or substantial risk.  

Future sustainability

Respondents were asked what concerns they had about financial security for the unit or service. Respondents primarily raised concerns about the possibility of services being commissioned from agencies or providers other than their own or they were concerned about the sustainability of certain aspects of the service, particularly rehabilitation and ECLOs. 

Concerns were raised that the Darzi review (Darzi 2008) had highlighted various options for service provision and external purchasing which could lead to a review of current configuration. However, one NHS respondent who investigated  purchasing services through community optometrists found that the service would have been more costly to deliver. Indeed it was said that some NHS services operated at a loss. Another finance director raised concerns that a different provider might deliver a different service model.

Concerns were raised that certain staff within the low vision services may not be sustainable, in particular eye clinic liaison officers (ECLO). Mention was made of the valuable role these individuals perform. Funding for these posts was from charities such as RNIB or the local voluntary sector organisation for the first year only. Additional funding was required from other sources to ensure continuity. This was not always available from the NHS. One site was considering allocating healthcare assistant funding to ELCO posts or using monies from a pharmaceutical company.  

Concerns were also raised about the availability of long-term funding for rehabilitation workers.

The voluntary sector service providers expressed concerns about the sustainability of funding for the services offered as their income is dependent upon voluntary donations. Grants provided only a small amount of money and local authority funding was difficult to obtain. One site had received lottery funding but it was thought unlikely a second application would be successful.

Other concerns

The amount payable per consultation through the DoH National Tariff was raised by a number of NHS respondents. This is a funding arrangement that pays an average rate per consultation to NHS Trusts (DoH 2007-8). The amount payable varies between England, Wales, Northern Ireland and Scotland. The level set is based on returns sent by NHS Trusts. There were 2 main areas of concern:- 

· There is no separate tariff for optometry appointments, seen as a diagnostic and support service within ophthalmology. A respondent said “optometry income comes from money siphoned from ophthalmology.”  Some areas either have, or will be negotiating, a separate local Tariff to be paid for new referrals. 

· The ophthalmology tariff (including aids and equipment) in England is around £100 per first appointment and £60 per follow-up out of which the Trust retains 50% for overheads. The resulting amount, a respondent said, is insufficient to cover the costs of the department therefore they operate at a loss. 

2.5 Discussion
Not all providers were able to give an estimate of service delivery costs. Those that did varied in the detail provided. The cost estimates that were available from the finance directors survey show a wide variation. There are a number of possible explanations including variation in service provided, activity, case mix and  variation in methods of costing between providers.

The rural community setting showed a higher cost for travel than those in urban areas, as expected. Overhead costs have not been included, apart from those related to staffing.  Costs related to providing IT, heating, lighting and cleaning would be around an additional 25%.

There have been concerns raised about the level of the National Tariff and its inadequacy to cover the costs of service providers. Our evidence suggests that in at least one area the NHS optometry costs alone are greater than the amount that could be generated by the ophthalmology national tariff. This has implications for the sustainability of the services. Furthermore concerns specifically about the funding for ECLOs were raised. ECLOs provide an important role in ensuring that service users are aware of other services that are available for them. In addition, concerns were raised about future funding for rehabilitation staff.

The key costs drivers highlighted in our survey are for staffing and for equipment. We found this to be the case for all providers whether they are NHS, local authority or voluntary sector. 

We found that the barriers to breaking down the low vision service costs have been in separating the low vision service costs from eye services or by disease group. The other barrier was in separating costs to a local community when a county wide service is provided.

Our survey represents a small sample of service provision in the UK. The costs we present are to give an indication only and should not be considered representative. 

The data we obtained for this preliminary study were as complete as possible given the time frame and resources. We were unable to obtain costs from all NHS hospitals operating in each area or from all local authority and voluntary sector providers. 

2.6 Conclusion
The key cost drivers across all types of low vision service model provision are in staffing and in equipment for people with low vision. The sustainability of funding remains a key concern for all providers. Our estimates of the costs of the service models currently operating in the UK only gives an indication of the costs involved in providing low vision services. Further research is required to ascertain the cost effectiveness of the different types of service model to deliver the best outcome for people with low vision.

This economic study has provided information for a research funding application to consider the effectiveness and cost-effectiveness of services for people with low vision. The LOVSME research team should consider approaching finance directors as well as clinicians and managers in the planning stage of any trial to gain their involvement and co-operation from the outset. 
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Table 1 Detailed level of investment in UK£ by Low Vision service model for the financial year 2007/08

	Breakdown
	Traditional (optometry led) hospital service 
	 Integrated service
	Commercial service (range1)


	

	
	NHS
	Voluntary sector
	LA (not available)
	Total
	NHS,PCT,LA, Supporting People and adult education

	Total
	

	Staffing         
	60,000
	158,000
	
	218,000
	300,000
	
	128,919 – 171,720
	

	Training
	No NHS budget
	1,500
	
	1,500
	11,2752
	
	2,000 - 2664
	

	Assessment equipment
	
	
	
	0
	
	
	Included in equipment and aids below
	

	Service user information packs, 
	
	1,000
	
	1,000
	6,000
	
	1,637 – 2,181
	

	Equipment and low vision aids for demonstration or loan
	15,000
	1,000
	
	16,000
	21,500
	
	4,375 – 5828
	

	Administration
	
	6,000
	
	6,000
	21,000
	
	5,230 - 6966
	

	Travel 
	2,000
	6,000
	
	8,000
	34,0002
	
	7,500 - 9990
	

	Other (including rent, insurance, newsletter community optometrist fees, governance or management fees Inclusions vary between sites)
	
	13,000
	
	13,000
	46100
	
	0
	

	Total
	77,000
	186,500
	
	263,500
	439,875
	
	149,661 – 199,349
	

	New appointments and
follow-up appointments
All appointments
	        400
      1200

1600
	400 f2f
	
	1600
	450 clients
	
	1241
	

	Appointment cost (total cost / N)
	48
	
	
	165
	244-4893
	
	121-161
	


1  this is a county wide service cost and the range represents the estimate for one area only

2 includes travel and training for clients

3  based on  2-4 contacts for each of the 450 clients

	
	Traditional (optometry led) hospital service
	Integrated service 1
	Commercial service 2
	
	Orthoptist led hospital service3
	Orthoptist led hospital service 4

	
	NHS
	Vol.
	LA
	Total
	NHS,PCT,LA, Supporting People & education

	LA
	Range
	Mean
	NHS 
	
	Total
	NHS
	

	
	
	
	
	
	
	
	Min.
	Max
	
	
	Vol.
	
	
	

	Staffing
	60,000
	158,000
	
	218,000
	
	300,000
	
	128,919
	171,720
	150,320
	42,000
	60000
	102,000
	25,753
	

	Training
	
	1,500
	
	1,500
	
	11,2752
	
	2,000
	2,664
	2,332
	2,000
	1750
	3,750
	3,150
	

	Assessment equipment
	
	
	
	0
	
	
	
	
	
	
	Unknown
	
	
	0
	

	Service user information
	
	1,000
	
	1,000
	
	6,000
	
	1,637
	2,181
	1,909
	500
	6000
	6,500
	0
	

	LVS aids
	15,000
	1,000
	
	16,000
	
	21,500
	
	4,375
	5,828
	5,101
	21,000
	6000
	27,000
	27,093
	

	Administration
	
	6,000
	
	6,000
	
	21,000
	
	5,230
	6,966
	6,098
	3,500
	4000
	7,500
	14,774
	

	Travel
	2,000
	6,000
	
	8,000
	
	34,0002
	
	7,500
	9,990
	8,745
	1,000
	1600
	2,600
	0
	

	Other
	
	130005
	
	13,000
	
	46,100
	
	0
	0
	
	9,0007
	
	9,000
	
	

	Total
	77,000
	186,500
	
	263,500
	
	439,875
	
	149,661
	199,349
	174,505
	79,000
	77,350
	156,350
	70,770
	

	N where known
	
	
	
	
	
	450 clients
	
	
	
	
	
	
	
	
	

	New appt.

Follow-up
	400

1200
	100

300
	
	
	
	
	
	
	
	
	216

226
	100
	
	764

338
	

	New&FU

Phone contact
	1600
	400

1000
	
	1600
	
	450

clients
	
	1241
	1241
	1241
	479
	500
	
	1102
	

	Cost per appt.

Cost per contact
	48
	466

133
	
	165
	
	244-4898
	
	121
	161
	141
	165
	
	
	64
	


1 Minimal funding from local authority

2 Minimal funding from NHS, range of costs from LA as accurate unbundling for 1 area of the county not possible,  charity funding not available

3 No reply from  LA

4 No reply from charities and LA not able to supply

5 comprising newsletter, rent and insurance

6 comprising insurance, , professional indemnity, rent, overheadsand management fee

7 clinical assessments by community optometrist
8 based on  2-4 contactss for each 450 client

3 Appendix 1 
3.1 Key Issues

This document identifies the key issues that come from the Low Vision Services Consensus Group Document and the NHS Low Vision Service guidelines. These documents are significant because of the widespread consultation, including service users, that was part of their development and should form the basis of our benchmarking exercise.
Low Vision Services Consensus Group Document:
1) Who should be able to use low vision services?

a. A person with low vision should be able to use low vision services at any stage after low vision is identified.

b. Access to the service should not be exclusively determined by clinical parameters e.g. emotional, psychological, occupations and educational needs should be considered.

2) Where should services be?

a. As close to the persons home as possible.

b. Transport should be made available for those unable to use public transport.

3) What services should be available?

a. People should be able to access all elements of the service see figure 1.

b. Mechanisms for interagency referral and information exchange should ensure a “seamless service”.

c. referral for a full eye examination with an ophthalmologist.

d. Many people can identify need for low vision services including the person themselves.

e. In some cases it is appropriate to offer low vision services before diagnostic procedures are complete.

f. Locol protocols should be developed a range of stake holders including ophthalmologists and GPs.

g. GPs should be kept informed about individuals

h. Those accessing low vision services have had a full eye examination with an optometrist.

i. Annual eye examinations with an optometrist if the person is no longer under the care of an ophthalmologist.

j. Oral information should be provided

k. Written information should be provided (appropriate format).

l. Everyone who is eligible should be offered registration, fully informed about the benefits and supported in making this decision.

m. Information about local and national support services should be provided.

n. An individuals needs should be assessed.

o. Access to emotional support services in some instances e.g. counselling, peer support services. And offered at an early stage.

p. People should have their best optical correction.

q. Collect information about the individual needs should be collected.

r. An assessment of visual function (refraction, near and distance VA, reading ablity, contrast sensitivity, effect of light on these parameters and, visual field / colour vision where appropriate.

s. An assessment of a persons ability to do real life tasks must also be available.

t. Selection of appropriate low vision aids.

u. Low vision aids only provided by suitably qualified staff.

v. Should be able to access full range of low vision aids.

w. Hospital services should provide aids on a loan / free of charge basis.

x. Electronic low vision aids should also be available on a loan basis, shared use or purchase. Childen, students and people of working age (via Access to Work) should have electronic aids provided on a loan basis.

y. Users should be trained in the use of low vision aids.

z. Social services are responsible for providing daily living and mobility aids.

4) When should services be available?

a. People should be able to get information about services available as soon as they are aware that they have an eyesight problem.

b. Information should be available immediately

c. Assessment and provision of low vision services should begin within 6 weeks

5) Continued support

a. People should have enough information to know where to go if they need further help.

b. People should be able to go back to any part of the service

6) Monitoring

a. All elements of the service should be subject to regular, professionally conducted clinical or service audit.

NHS Recommended Standards for Low Vision Services
1) Design principles:

a. Low Vision Services should be multi-disciplinary (coordinating health, social care and voluntary providers in the area)

b. Services delivered should be based on the needs identified by the clients or their carers.

c. Services should be able to cope with a range of needs e.g. those with disabilities e.g. learning disabilities.

d. Evidence of user participation in implementation of pathways and protocols.

e. Registration should not be a pre-requisite to accessing services.

f. Local guidelines / protocols / pathways should be based on evidence and accepted guidance and confirm to local governance arrangements.

g. Timescales should be agreed and monitored.

h. Each part of the process should have a booking procedure.

i. Clients should be advised of current waiting times.

j. Clients low vision needs should be reviewed.

k. Regular eye examinations recommended

l. Upon initial referral to low vision services:

m. Information about the service on offer should be provided.
2) Referral, assessment and service

a. Referral to low vision services should be open to any health or care professional based upon locally developed guidance. This should also include self-referral and subsequent requests for review.
b. Clients should be able to access the service irrespective of the degree of sight loss or reduction in vision, as early as possible to minimise negative impact on quality of life.
c. Diagnosis is essential and practitioners should ensure that all appropriate medical interventions have / are being employed.

d. Low vision assessments should be tailored to individual needs.

e. A comprehensive range of services should be highlighted.

f. Following a comprehensive low vision service a care and delivery plan can be agreed.

g. The exact content of the low vision assessment should be subject to local agreement/protocols and to include all aspects of a client s needs relating to health and social care.

h. A low vision assessment should always offer: and eye health examination, a functional visual assessment.

i. Appropriate optical / non optical aid should be supplied.

j. Advice on lighting, contrast, filters, tactile aids, electronic aids and other non optical aids.

k. Training in the use of aids should be provided.

l. Links to broader rehabilitation services, such as home assessment and mobility as well as possible referral to structured therapy programmes, counselling, education and employment services.
m. Review of benefits, welfare rights etc.

3) Information

a. Information should be provided in an appropriate format for each client.

b. The information should allow clients to make informed decisions about their care.

c. With prior consent from the client, information should be communicated to other professionals involved in the care.

d. All professional interacting with the client within a low vision serice shuld use a health/care record which can be shared with appropriate consent.

4) Service improvement, monitoring and evaluation.

a. Use recording systems that can identify: number clients referred, client demographics, inter professional communications.

b. Service user opinions should be sought.

5) Training.
a. All people participating in the delivery of the services should be suitable trainied and accredited.

b. The training should ensure a quality and seamless service between health and social care.

c. The training should included knowledge of working with people who have learning and multiple disabilities.
d. Ongoing accreditation

e. Training should be multidisciplinary

f. All personnel CRB checked

6) Communication
a. Information held in confidence, unless client permits disclosure.

3.2 Visit Guidelines

BACKGROUND INFORMATION

You should have a copy of the completed Part 1 questionnaire for the service to be visited. It contains information about the structure of the service.

Additional information about components of the service will become available, in advance of the visit, in the form of completed ‘Part 2’ questionnaires. There may be numerous Part 2 questionnaires because different contributors to the overall rehab package will have completed this questionnaire. Please examine copies of this background material before the visit and discuss this with the other visitor/s and identify any areas that require clarification at the visit.

A Health Economics questionnaire (to be completed via a telephone interview with Pat Linck at Bangor) was also sent at the same time as the Part 2 questionnaires. Pat aims to undertake the HE telephone interviews between 9th March and the 27th March and the service provider should have contacted Pat to arrange a suitable time / date for this. Please direct any HE queries to Pat 01248 382397 or p.linck@bangor.ac.uk.

Please discuss the details of the visit with our contact at the main site and make any arrangements that you feel are necessary for a successful visit.

PURPOSE OF VISITING SERVICES

1) To build a positive relationship with the service - to help facilitate this and future research efforts.

2) To clarify any queries that arise from the Part 1/2 questionnaires.

3) To find out from the providers of different parts of the service what they consider "best practice" elements of their service. Can they provide specific examples of how this ‘best practice’ has helped individuals?

4) To obtain example materials where this may be useful e.g. patient information material.

5) Photograph of the service infrastructure where appropriate e.g. examples of best practice design etc.

6) To discuss the need for future research on low vision service outcomes and find out if the service might be willing / able to take part in a RCT type study in the future.

7) To what extent is there any scope for a control group at the service (directly e.g. via a 3 month waiting list) or indirectly via another local low vision service provider (e.g. hospital) that has a waiting list that we could tap into.

8) To obtain any audit report data or executive summary in the event that such audit has taken place (if the organisation is happy to provide us with access to this information).

VISIT PROFORMA: Part 1

Outstanding issues to be completed before visit

	Name of Service:



	Issues from Part 1 / 2 questionnaires that require clarification (if any):




VISIT PROFORMA Part 2: 

	Component of service


	Name of person providing information:
	Identified ‘Best Practice’
	Examples / evidence of how this ‘best practice’ helps people? Description / materials / photos etc

	Ophthalmological monitoring/treatment of pathology


	
	
	

	Optometric Care/Refraction/Clinical Visual Assessment


	
	
	

	Optical Low Vision Aid assessment


	
	
	

	Electronic Low Vision Aid assessment


	
	
	

	Component of service


	Name of person providing information:
	Identified ‘Best Practice’
	Examples / evidence of how this ‘best practice’ helps people? Description / materials / photos etc

	Low vision training (eg eccentric viewing; head and eye movement adaptation in hemianopia; use of telescopes or hyperoculars)


	
	
	

	Social Care (self care needs; help at home)


	
	
	

	Resource centre with equipment displays


	
	
	

	Evaluation of Sensory Substitution requirements/Mobility/Activities of Daily Living/Communication


	
	
	

	Component of service


	Name of person providing information:
	Identified ‘Best Practice’
	Examples / evidence of how this ‘best practice’ helps people? Description / materials / photos etc

	Day centre/social group (specific to VI)


	
	
	

	Psychological support/counselling service


	
	
	

	Educational support team (Qualified teachers/classroom assistants for the visually impaired) 


	
	
	

	Employment support services


	
	
	

	Local voluntary society


	
	
	

	Any other facilities you offer or know of local to your area?


	
	
	


3.3 Part 1 Questionnaire

Dear Service Provider,

You have very kindly agreed to take part in a research project to document the different ways in which low vision services are provided in the UK This is being sponsored by RNIB and undertaken by the LOVSME Research Team. 

The full range of services available to visually impaired individuals is extensive, and we are aware that this is sometimes provided in a single location, but that frequently there is a multi-agency model. We know that this approach can work very well, and we want to investigate how this happens. This “profiling”of existing services is a pilot study preceding a much more extensive evaluation of how the elements of a service combine to produce positive outcomes. Colleagues from the Centre for Economics and Policy in Health (Bangor University) are part of the project team and are considering the costs associated with the different service models. 

You may feel unable to answer detailed questions on all aspects of the low vision service, particularly if it is part of a multi-agency collaboration. Therefore we are asking you to complete the table below to provide the name and contact details of appropriate individuals who we could contact and who would be able to provide detailed information on each aspect of the service in your locality in a follow-up questionnaire, and visit. Please complete the table as fully as possible, and if you have any queries please contact (ADD NAME OF THEIR CONTACT ON THE TEAM). We will send the individuals you have identified a more detailed questionnaire to complete, and will follow this up with a phone call to clarify some of the issues raised, and then a visit to the service by members of the LOVSME team.

In this initial questionnaire to identify the scope of the service, we are asking you to provide contact information for the individuals we need to speak to in order to find out how the service operates on a day-to-day basis, and also for the individuals in accounting or finance departments who can provide information on the costs of service provision, and the charging arrangements for service users. 

If services are provided by different agencies, please give brief details of how patients get referred between them.

Your contribution to the LOVSME project will be invaluable, and we very much appreciate your time and effort in completing the questionnaire.

Kind regards

(INSERT NAME OF THEIR CONTACT) on behalf of the LOVSME Research Team

For a visually-impaired client who attended your service, where would they obtain the different elements of their low-vision care? Please complete the table as fully as possible. 
	
	Not available locally
	Type of funding and funding organisation 
	How many VI service users access the service per year (approx)?
	Location (eg name of hospital; address of resource centre; client’s home)
	Suggested contact person to provide details of delivery/day-to-day running of the service (address, phone, e-mail)
	Suggested contact person to provide details of financial/budgeting aspects of service (address, phone, e-mail)

	Ophthalmological monitoring/treatment of pathology


	
	
	
	
	
	

	Optometric Care/Refraction/Clinical Visual Assessment


	
	
	
	
	
	

	Optical Low Vision Aid assessment


	
	
	
	
	
	

	Electronic Low Vision Aid assessment
	
	
	
	
	
	

	Low vision training (eg eccentric viewing; head and eye movement adaptation in hemianopia; use of telescopes or hyperoculars)
	
	
	
	
	
	

	Social Care (self care needs; help at home)


	
	
	
	
	
	

	Resource centre with equipment displays


	
	
	
	
	
	

	Evaluation of Sensory Substitution requirements: Mobility/Activities of Daily Living/Communication
	
	
	
	
	
	

	Orientation and mobility training
	
	
	
	
	
	

	Training in Braille


	
	
	
	
	
	

	Emotional/Psychological support/counselling service
	
	
	
	
	
	

	Day centre/social group (specific to VI)


	
	
	
	
	
	

	Educational support team (Qualified teachers/classroom assistants for the visually impaired) 
	
	
	
	
	
	

	Employment support services


	
	
	
	
	
	

	Local voluntary society


	
	
	
	
	
	

	Are there any other elements of the service available locally that are not listed above?


	
	
	
	
	
	


Please provide details of inter-agency referral methods/procedures which operate in your service:

3.4 Part 2 Questionnaire

Dear        ,

The Low Vision Service in which you are involved is being included in a research project being sponsored by RNIB and undertaken by the LOVSME (Low Vision Service Model Evaluation) Research Team, to investigate the different ways in which low vision services are provided in the UK. 

If  you feel unable to answer the questions in particular sections of the questionnaire, please could you provide the name and contact details of (a) suitable person(s) who we could contact and who would be able to complete those sections of the questionnaire. 
Firstly there are several questions relating to the facility in which the service is housed. This will be followed by different questions specific to the services which you are directly responsible for. 

Thank you in advance for your time ands effort in completing the questionnaire. Your answers will be invaluable in building up a picture of your Low Vision Service and its successful operation.

Kind regards

Chris Dickinson

chris.dickinson@manchester.ac.uk
Tel: 0161 306 3874
THE BUILDING AND LOCALITY

If this service is always offered in the service user’s own home, please ignore starred questions 

	
	
	Please give brief details to explain your answer

	*Is building used solely for VI services?
	
	

	*Has it been designed/adapted for VI clients? 
	
	

	*Are there any specific transport arrangements for VI clients?
	
	

	*Is there any specific building provision for particular patient groups (eg paediatric, learning disabled, cognitive/perceptual disorders, ethnic groups)
	
	

	*Is there privacy for consultations?
	
	

	Hours/days of operation
	
	

	Approx number of visits/interactions provided per year
	
	

	How many new service users and how many follow-up?  
	
	

	Is there scope to increase client numbers with existing staff/facilities?
	
	

	Catchment area for service (eg. name of local authority/council; radius in miles)
	
	


STAFFING
	Category/Job description 

Eg: rehab worker; optometrist; classroom assistant
	How many individuals in this category?
	How many full-time equivalents?
	Qualifications
	CRB checked?

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Any VI-specific qualification/accreditation of any staff?

Do you provide any VI-specific in-house training/updating?

Any training specific to “multi-disciplinary”/”inter-agency” working?  

What staff appraisal/professional development procedures do you have?
Eligibility and appointments

	Eligibility/criteria for referral/acceptance into service
	

	Can service users self-refer?
	

	Who can make referrals (eg, GP, Optometrist, Ophthalmologist, Specialist teacher)? Give approx percentage from each source 


	

	How are referring agencies/patients informed about the service? How is it advertised/publicised? Please tick as applicable and add extra categories if needed.
	Website
	PCT list
	GP surgery notices
	Local directory (please give details)
	
	

	What are the criteria for patient to be discharged?
	

	Could they return later if required (without re-referral)?
	

	What information is sent out to clients pre-visit?
	

	What information is gathered about clients pre-visit?
	

	What is the current waiting list FOR THIS SPECIFIC COMPONENT OF SERVICE?
	

	Typical length of visit/appointment 
	

	When is follow-up scheduled? What form does this take?
	


REPORTS AND RECORDS

	Does the service user have a nominated “key worker” or “case co-ordinator” (or equivalent)?
	

	How are records held?


	

	Is any information from consultations shared with any other agency? How is this done?
	

	What will happen as a result of the visit (eg, care plan agreed; report back to referring source; refer on to other agencies)?
	

	Is any information about result of visit given to patient? In what format?
	

	Is patient’s GP informed?


	


INFORMATION

Is information about any of the subjects listed below provided to service users? 
	
	Is this provided?
	At what stage? 
	Who provides?
	In what format? (eg. written, verbal, tape)
	Available in different languages? (or with interpreter)
	Is there a record that this has been done?

	Pre-appointment information


	
	
	
	
	
	

	Explanation of eye condition 


	
	
	
	
	
	

	Explanation of use of vision (eg lighting, sit close to TV etc)


	
	
	
	
	
	

	Local support/voluntary society


	
	
	
	
	
	

	National organisations/charities


	
	
	
	
	
	

	Counselling/Helplines


	
	
	
	
	
	

	Registration


	
	
	
	
	
	

	Benefits/welfare rights


	
	
	
	
	
	

	Driving


	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


AUDIT

Does this particular element of the service have:

Service Audit (eg. monitoring number of  clients, referrals into service, age, gender, ethnicity) 

Yes/No

Performance/Clinical Audit (eg, presenting VA, presenting pathology, monitoring outcomes, determining effectiveness of interventions)

Yes/No

If yes, briefly describe methods; how frequently is this done, and when was last audit? 

If yes, how frequently is this done, and when was last audit?

Is there a mechanism to obtain feedback from service users? How is this done?

How are results of audits/evaluations used to modify services? Include an example if possible.

********************************************************************

OPHTHALMOLOGICAL ASSESSMENT/TREATMENT

What specialist equipment/facilities are available for diagnosis/treatment?

Please give brief details. Add any extra items in the blank rows at the end of the table.

	
	Available in your clinic? (Y/N)
	Please give brief details

	Slit-lamp
	
	

	Tonometer (contact or non-contact)
	
	

	Ophthalmoscopes/Fundus lenses/Gonioscopy
	
	

	Fundus Photography
	
	

	Fluorescein angiography
	
	

	Ultrasound
	
	

	Anterior segment imaging
	
	

	Posterior segment imaging
	
	

	
	
	

	
	
	

	
	
	


What are the arrangements for assessment of pathology?


At the time of first visual assessment? (or prior to first assessment?)


Whilst a service user?


After discharge?
Is there a policy on the use of CVI and/or RVI?

Are numbers of these registrations/referrals (ie the number of these forms completed) routinely monitored/audited?

What % of service users are registered?

Is there any specific provision for particular patient groups (eg paediatric, learning disabled, cognitive/perceptual disorders, ethnic groups)

	Please tick the appropriate box below:
	

	I have been able to answer the questions in this section
	

	I have been able to  provide only partial information in this section
	*

	If you ticked the starred box, please suggest a  suitable individual to 

complete this section. Please give contact details including phone and e-mail. 
	


OPTOMETRIC EXAMINATION/VISUAL ASSESSMENT/REFRACTION

How frequently do service users have “optometric examination”? How is this arranged/delivered?

What equipment is available for optometric visual assessment? Add any extra items in the blank rows at the end of the table.

	
	Methods

	Visual acuity
	

	Contrast sensitivity
	

	Colour Vision
	

	Visual Fields
	

	Reading  (please specify which functions measured eg: threshold print size, critical print size, reading speed)
	

	Reading material in other languages (give examples)
	

	“real life tasks” (give examples)
	

	
	

	
	

	
	


Is there any specific provision for particular patient groups (eg paediatric, learning disabled, cognitive/perceptual disorders, ethnic groups)

Is there a policy on the use of  RVI and/or LVI/LVL (if applicable)?

Are numbers of referrals/letters routinely monitored/audited?

Do you know what % of service users are registered?

	Please tick the appropriate box below:
	

	I have been able to answer the questions in this section
	

	I have been able to  provide only partial information in this section
	*

	If you ticked the starred box, please suggest a  suitable individual to 

complete this section. Please give contact details including phone and e-mail. 
	


OPTICAL LOW VISION AID ASSESSMENT
What equipment is available, and how can the service user obtain it?

 Add any extra items in the blank rows at the end of the table.

	
	Not available
	For assessment/testing
	Does assessment include “real world tasks”?
	For short-term loan
	For long-term/permanent loan
	For purchase

	Hand and stand magnifiers
	
	
	
	
	
	

	Table-mounted stand magnifiers
	
	
	
	
	
	

	Spectacle-mounted plus lenses
	
	
	
	
	
	

	Hand-held distance monocular/ binocular telescopes 
	
	
	
	
	
	

	Spectacle mounted distance telescopes
	
	
	
	
	
	

	Spectacle mounted near telescopes
	
	
	
	
	
	

	Bioptic telescopes
	
	
	
	
	
	

	Reverse telescopes
	
	
	
	
	
	

	Hemianopia prisms
	
	
	
	
	
	

	Tints and shields


	
	
	
	
	
	

	Lamps 
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


	Please tick the appropriate box below:
	

	I have been able to answer the questions in this section
	

	I have been able to  provide only partial information in this section
	*

	If you ticked the starred box, please suggest a  suitable individual to 

complete this section. Please give contact details including phone and e-mail. 
	


ELECTRONIC LOW VISION AID ASSESSMENT
What equipment is available, and how can the service user obtain it?

 Add any extra items in the blank rows at the end of the table.

	
	Not available
	For assessment/testing
	For short-term loan
	For long-term/permanent loan
	For purchase

	Table-top CCTV
	
	
	
	
	

	Pocket electronic magnifier (eg Looky, Quicklook)
	
	
	
	
	

	Television reader (eg Bierley monomouse, Eezee-Reader)
	
	
	
	
	

	Head-mounted Video Magnifier (eg Jordy 2)
	
	
	
	
	

	Computer with enhancement software (eg Zoomtext)
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


	Please tick the appropriate box below:
	

	I have been able to answer the questions in this section
	

	I have been able to  provide only partial information in this section
	*

	If you ticked the starred box, please suggest a  suitable individual to 

complete this section. Please give contact details including phone and e-mail. 
	


NON-OPTICAL/SENSORY SUBSTITUTION

What equipment is available, and how can the service user obtain it?

 Add any extra items in the blank rows at the end of the table.

	
	Not available
	For assessment/demonstration
	For short-term loan
	For long-term/permanent loan
	For purchase

	Aids for household tasks (eg talking scales, talking watch, large print/high contrast)
	
	
	
	
	

	“Talking Books” (of any type)
	
	
	
	
	

	Aids for writing (eg writing frame, signature guide)
	
	
	
	
	

	White canes
	
	
	
	
	

	Adapted games/toys
	
	
	
	
	

	Braille computer
	
	
	
	
	

	Reading machine
	
	
	
	
	

	Computer with speech output
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


	Please tick the appropriate box below:
	

	I have been able to answer the questions in this section
	

	I have been able to  provide only partial information in this section
	*

	If you ticked the starred box, please suggest a  suitable individual to 

complete this section. Please give contact details including phone and e-mail. 
	


ASSESSMENT OF SOCIAL NEEDS

Add any extra items in the blank rows at the end of the table.

	
	Where does assessment take place? 
	Is carer involved?
	Who carries out assessment?
	What type of intervention available?

	Assessment of home (eg lighting, safety)
	
	
	
	

	Assessment of social care needs (eg meals, self-care)
	
	
	
	

	Assessment of psychological status/depression/need for counselling
	
	
	
	

	Assessment of financial situation/benefits entitlements
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


	Please tick the appropriate box below:
	

	I have been able to answer the questions in this section
	

	I have been able to  provide only partial information in this section
	*

	If you ticked the starred box, please suggest a  suitable individual to 

complete this section. Please give contact details including phone and e-mail. 
	


PATIENT TRAINING

Which of the following types of training are offered in your service?

Add any extra items in the blank rows at the end of the table.

	
	Any special equipment/facilities used? (eg Neuro Vision Technology)
	What format? (eg. self-study at home, CD, visit to centre, home visit)
	What category of staff are involved? (eg nurse, occupational therapist, orthoptist)
	If the training involves visits, are these one-to-one or group? What location?How long does each visit last? How many visits per service user (on average)?

	Use of (complex) optical devices (eg telescopes, hyperoculars)
	
	
	
	

	Eccentric viewing/reading
	
	
	
	

	Eye and head movement to compensate for field loss 
	
	
	
	

	Indoor Mobility
	
	
	
	

	Outdoor Mobility
	
	
	
	

	Household tasks/ADL
	
	
	
	

	Braille
	
	
	
	

	Computer use (eg enhancement software)
	
	
	
	

	Self-management/Structured therapy (eg coping strategies)
	
	
	
	

	
	
	
	
	

	
	
	
	
	


	Please tick the appropriate box below:
	

	I have been able to answer the questions in this section
	

	I have been able to  provide only partial information in this section
	*

	If you ticked the starred box, please suggest a  suitable individual to 

complete this section. Please give contact details including phone and e-mail. 
	


Is there anything else you want to tell us about the services you offer that we have not captured above?
VISIT PROFORMA 3:

Audit material

	Is any audit material available? Is the service willing to share this with us?




Future Research 

	Is the service willing to take part in future low vision research? For example, a multicenter study of low vision service outcomes?



	Is there any possibility of a waiting list control (e.g. 3 months) or, does the service provider know of another local LV service that might have a lengthy waiting list (that may provide controls?)



	Are there any other issues that might affect this service’s ability to take part in a multicentre study?




Appendix 2
3.5 Initial Health Economics Letter 
Centre for Economics and Policy in Health

IMSCaR

Bangor University

Dean Street

Bangor

Gwynedd LL57 1UT

Tel: Pat Linck 01248 382397

March 2nd 2009
Dear Service Provider

Financial questions for Low Vision Service Model Profiling (LOVSMP)

We are writing to you in connection with the Low Vision Service Model Profiling study which has recently been funded by the RNIB. My colleague Rhiannon Tudor Edwards and I, from the Centre for Economics and Policy in Health, are working together with project team to consider the costs associated with the different service models. 

We propose to start the process by finding out what the current budget for the Low Vision Unit in your area is, whether this is from the NHS, PCT, LHB, local authority, or a charity funder. We are also interested in finding out what charging arrangements you have in place for service users. This information together with the information gathered from the enclosed questionnaire pack will enable us to estimate the current service provision costs. 

In order for us to find out this information, we would be grateful if you would agree to be interviewed. To facilitate the interview we have attached a form which outlines the area of interest for the interview.  If you think there is someone better placed to give us the information then please could you email us their name and contact details.  We will then contact that person to make further arrangements.  
Please could you reply by email giving a few alternative dates and times when we could telephone you between 9th March and the 27th March, (email  p.linck@bangor.ac.uk).  Please include a telephone contact number.

All information that is collected during the course of the research will be kept strictly confidential and will not be used for any other purpose. All data will be held securely. 

We would be very grateful for your assistance in this important research. If you have any queries or comments then please do not hesitate to contact me.

Yours faithfully

[image: image1.png]* PRIFYSGOL CYMRU «
UNIVERSITY OF WALES

BANGOR




Pat Linck

Research Officer

Email p.linck@bangor.ac.uk
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Centre for Economics and Policy in Health

Institute of Medical and Social Care Research

Dean St

Bangor University

Gwynedd LL57 1UT

Tel: Pat Linck  01248 382397

Financial questions for Low Vision Service Model Profiling (LOVSMP)

Name of the Low Vision Unit / service : 

Please would you give a contact name and email address for further financial information. 

Name: .......................................

Email: ..................................................................

1. Please complete the following grid in £ for the last financial year, 2007-08

Level of investment in the Low Vision Unit / service for the financial year 2007/08

	
	NHS, PCT or LHB 
	Charitable or voluntary sector
	Local government

social services or

special education


	Staffing 

                 
	
	
	

	Training


	
	
	

	Assessment equipment


	
	
	

	Service user information packs, audio tapes, CD, or other 
	
	
	

	Equipment and low vision aids for demonstration or loan
	
	
	

	Administration


	
	
	

	Travel 


	
	
	

	Other, please itemise


	
	
	


2. Service users charges

Please could you give details of any charging arrangements that are    in place for service users?
3. Future sustainability
What concerns do you have about financial security for the unit / service?
4. Anything else
Is there any other aspect of the funding for the Low Vision Unit /service that we have not yet discussed? 
Thank you very much for you assistance.  If you have any queries or comments then please do not hesitate to contact me.

Pat Linck, Research Officer

Phone 01248 382397

Email   p.linck@bangor.ac.uk
Appendix 3 
3.6 Sersen sensory impairment provider task group 
Eligibility Criteria for Scoring Support Levels

SERSEN has devised eligibility criteria for scoring support levels to children and young people with sensory impairment.  27 Local Authorities have participated in developing the criteria through consultation and trialling of materials.

In producing the criteria for eligibility it is our intention to:

· assist Local Authorities to interpret data provided for benchmarking,

· provide service heads with the means to make valid comparisons across services,

· provide a means of identifying how much support a pupil should receive,

· provide a means of justifying the support provided,

· assist service heads in making the case for maintaining the appropriate level of support to families and schools,

· provide services with entry and exit criteria for supporting pupils.

These criteria are not intended for use with pupils who are currently placed in maintained specialist schools for pupils with sensory impairment, independent and non-maintained specialist schools for pupils with sensory impairment.  It is SERSEN’s intention to address eligibility criteria for this group of pupils at a later date.

It is important to note that having established a score for each pupil individual services will then decide, through applying their own weighting, the level of support that is associated with each score.  There is no recommendation from SERSEN regarding the level of support.  However, an example of application of weighting is attached with the notes of guidance.

Definitions of the terms used in the document are the same as those used by SERSEN in their benchmarking exercise and are included in the notes of guidance.

Determining the support level for a child or young person is an evolving process therefore the form is not intended to be completed as a one-off exercise but to inform the on-going review around the support for a child or young person’s needs.  

Implicit within levels of support required is the child or young person’s ability to access the curriculum.

Services may have well-established criteria which are used regularly to identify appropriate support.  The SERSEN eligibility criteria may serve as a common set of criteria which will provide services with a means of making comparisons of provision.

SERSEN SENSORY IMPAIRMENT PROVIDER

TASK GROUP

Eligibility Criteria for Scoring Support Levels
Notes of Guidance

The total number of points that may be scored for any one individual is 100 therefore all scores can be represented as a percentage.

Score only one descriptor in each box.

A box may not merit a score therefore score 0 if not applicable.

Having obtained a final score for each individual apply weighting to determine the level of support.

The categories of sensory impairment are described below.  The BATOD definitions are used for hearing impairment.  The definitions for visual impairment are the same categories adopted for use in the first stage of the SERSEN benchmarking exercise carried out in Local Authorities in 2005.

Glossary of terms

Multi-sensory impairment:
a diagnosed visual and hearing impairment with at least a mild loss in each modality.
Unilateral sensory loss:
either monaural hearing or monocular vision 

Mild sensory loss: 
hearing: unaided threshold 21-40 dBHL;

vision: within the range 6/12 – 6/18;

multi-sensory: dual impairment with a mild loss in both modalities

Moderate sensory loss:

hearing: unaided threshold 41-70 dBHL;

vision: within the range 6/18 – 6/24;

multi-sensory: dual impairment with a moderate loss in both or the most affected modality

Severe sensory loss:

hearing: unaided threshold 71-95 dBHL;

vision: within the range 6/36 – 6/60;

multi-sensory: dual impairment with a severe loss in both or the most affected modality

Profound sensory loss:
hearing: unaided threshold in excess of 95 dBHL;

vision: blind 3/60 or less;

multi-sensory: dual impairment with a profound loss in both or the most affected modality

Educational placement: 
all settings supported by the service from early years to college 

Mainstream:
LA maintained mainstream early years/school provision

Resource Base:
on-site, dedicated LA special provision with specialist staffing for pupils with sensory impairment

Special School:
LA maintained special school (non sensory impairment)

Children/young people:

all learners in the target group

Parents/carers:
all those who have responsibility for the care of children and young people

Early Years:
birth to school-age

Curriculum:
an holistic view is taken and this covers all aspects of the curriculum and ethos

Mobility Officer:
a person trained and qualified to provide mobility training for children in educational settings 

3.6.1.1.1.1 Example of application of weighting following scoring with SERSEN Eligibility Criteria
3.6.1.2 Pupil Record Sheet




Pupil Name:
	3.6.2 Date
	                                
	
	3.6.3 Date
	                   
	
	3.6.4 Date
	                  

	1
	
	
	1
	           
	
	1
	         

	2
	
	
	2
	
	
	2
	

	3
	
	
	3
	
	
	3
	

	4
	
	
	4
	
	
	4
	

	5
	
	
	5
	
	
	5
	

	6
	
	
	6
	
	
	6
	

	7
	
	
	7
	
	
	7
	

	8
	
	
	8
	
	
	8
	

	9
	
	
	9
	
	
	9
	

	10
	
	
	10
	
	
	10
	

	3.6.5 TOTAL SCORE 
	
	
	3.6.6 TOTAL SCORE
	
	
	3.6.7 TOTAL SCORE
	

	Category
	
	
	Category
	
	
	Category
	


	Score
	Category
	Support

	70%
	A
	2 or more visits per week

	50 – 69%
	A
	Regular ongoing teaching input; weekly

	40 – 49%
	A
	Fortnightly

	30 – 39%
	B
	Monitoring monthly or short term teaching input

	25 – 29%
	B
	Monitoring twice termly

	20 – 24%
	C
	Termly monitoring

	15 – 19%
	C
	Twice yearly visit/written advice, staff awareness

	< 15%
	NFA
	Off caseload


SERSEN SENSORY IMPAIRED TASK GROUP

Eligibility Criteria for Scoring Support Levels

Name of child/young person:   ……………………………………………………………………………………………………………….    

Date of birth: …………………………………………….  Date of completion:  ………………………………………………………..

	1a. Degree of hearing or visual impairment

Monaural, monocular; mild HI/VI; fluctuating conductive HI
                                    4








      
         


Moderate permanent conductive       

8                                                                           


Moderate HI/VI; mild HI with conductive overlay; monaural with conductive overlay; conductive onset at 12 months of age and ongoing throughout early years.  

Functional moderate loss due to auditory neuropathy/cerebral visual impairment    
8    

     
                                                                                      


     







Severe HI/VI; moderate HI with conductive overlay; functional severe loss due to

auditory neuropathy/cerebral visual impairment        

12                                                  
          

Profound HI; profound VI; educationally blind       

15                                                      


OR

1b. Degree of hearing and visual impairment (MSI)

Moderate to profound auditory and significant visual impairment          

8                          

Moderate to profound auditory and significant visual impairment and other

significant disabilities                                    

10                                                            

    
(     
6                         

Central processing problems of vision and hearing                                              
(
8            

(6 = mild, 8 = moderate, 12 = severe, 15 = profound)    
(
12
                                   

                                                                                                                         
(
15

Progressive sensory impairment   

12                                                                              

Significant visual impairment;  and a possible loss of auditory processing mechanisms (associated with severe physical disability or severe cognitive

disability) and severe communication delay               

15

                                                                                        





	2.   Additional sensory impairment factors

Continuing assessment required eg. fluctuating condition    
5                                           

Recently acquired permanent sensory loss (within last 12 months)     
5                            

Continuing deteriorating/degenerative progressive loss                              
5                    

Late diagnosis                                                                                                    
5        





	3.   Support for placement (including Early Years settings and home visits)

Attends Local Authority Special School (non sensory impaired) with high level of teacher/TA support available within placement                             
2                             

Change of class/form tutor                                                       
5                                      

Change of phase                                     
5                                                                    

Entry to or change of school, re-assessment of need         
10                                            

Setting requires high level continuous support and advice    
10                                        





	4. Training requirement

Specialist staff available within educational placement ie. HI/VI/MSI
2

Key staff/parents/carers have knowledge and understanding of the impact of sensory impairment
4

Key staff/parents/carers require additional training on sensory impairment
6

Key staff/parents/carers new to sensory impairment
8

Key staff need tuition in braille/signing skills/use of specialist equipment
10





	5. Support for effective use of specialist equipment by child/young person

Specialist equipment may include radio aids, braille, tactile and speech access

programmes, soundfield systems, CCTVs, LVAs etc.

Low level of support      
2                                                                                              

Medium level of support       
4                                                                                       

New user of equipment              
6                                                                                  

High level of support                    
8                                                                              





	6a.   HI – personal hearing aids

Child/young person uses personal aids at home and/or in educational placement effectively   
2                                                                                               

Child/young person uses personal aids reluctantly/ineffectively  
4                                                                                         

Child/young person does not use prescribed aids, which adversely affects access           to curriculum                                                                                           
4                   

Child/young person needs support to fault find and maintain         
6                                 

Child/young person recently issued with personal aids               
10                                  

Child/young person has recently received cochlear implant         
10                                  

 6b. Development of mobility skills

Child/young person requires assessment by Mobility Officer enskilled to work with children/young persons    
2                                                                                    

Child/young person requires advice and/or programme at home/educational placement from Mobility Officer           
4                                                                         

Child/young person requires short term programme delivered by Mobility Officer 
8                 

Child/young person requires long term programme delivered and maintained by Mobility Officer                                                                                             
10        





	7.   Learning environment

Contained learning environment with carpets or curtains, good clear contrast,                 and minimal reflections off surfaces
2

Contained learning environment with limited acoustic treatment, minimal                       appropriate lighting, low level visual contrast
4

Learning environment without carpets or curtains                       
6                                   

Learning environment with noise spillover/inconsistent room layout and visual focal points/hazards                                                                                       
8             

Highly reverberant/high level of noise/high level of visual distraction          
10                   





	8. Functional hearing/vision

Functional hearing/vision good given appropriate management strategies  

through monitoring and advice       
2                                                                              

Functional hearing/vision needs targeted support in order to access the 

curriculum                               
6                                                                                   

Functional hearing/vision needs high level of targeted support by specialist 

teacher at individual pupil level to establish and develop skills for learning 
10                     





	9. Personal/Social learning needs

Short term specialist intervention to develop personal/social learning skills        
4                

Long term specialist intervention required to develop personal/social learning skills   
7                                                                                                                           

Sensory impairment severely inhibits motivation, attention and interaction 



and relationship with others, requiring regular and significant specialist intervention
10   



  







    




	10. Multi-agency liaison/role

Sensory Teacher contributes to multi-agency working for child/young person   
6
                 

Sensory Teacher is lead professional identified for school-aged child/young person  
8          

Sensory Teacher is lead professional for early years child or lead support worker for nursery/school aged child/young person with high level of liaison and joint working with other professionals                                                                       
10          

Sensory Teacher is lead professional for child or young person with complex needs requiring a high level of liaison and joint working with other professionals           
12           






                                                                                               Total score:

3.7 Specialist support services
SERVICE FOR VISUALLY IMPAIRED CHILDREN

CRITERIA FOR INVOLVEMENT

Children whose functional vision fulfils one or more of the following criteria will receive support from the Service.  The exact nature and level of support provided will be based on individual need using Service assessment guidance.

It is important to note that:
· The level of difficulty resulting from a clinically measured visual impairment inevitably varies from child to child.  The decision regarding levels of support and intervention requires experienced, professional judgement.


The child/young person:

· Should present an identifiable ophthalmic condition which has the potential to interfere with the learning process.
· Will have a distance acuity of 6/18 or worse.
· Will have a near visual acuity of N14 or worse.
· May have a restriction in the field of vision.
There may also be evidence of:
· Additional special educational needs such as social, emotional or behavioural difficulties which may be associated with an underlying visual condition.

· The need for additional resources, modifications or adaptations being required for reasons of vision.

The initial visit is in most cases sufficient to ascertain whether further involvement is necessary.
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Will have a distance acuity of 6/18 or worse.

Will have a near visual acuity of N14 or worse.
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Additional special educational needs such as social, emotional or behavioural difficulties which may be associated with an underlying visual condition.

The need for additional resources, modifications or adaptations being required for reasons of vision.

The initial visit is in most cases sufficient to ascertain whether further involvement is necessary.

Service for Children with a Visual Impairment

Factors to be considered in the grading of support:

Name: __________________________________________________________

Date:  ___________________________________________________________

School attended (if applicable):  _____________________________________

Category of confirmed vision loss

a)
1/60 or below




20

b)
6/60






16
c)
6/36






8
d)
6/24 – 6/18





4

e)
monocular difficulties



2

(only with additional problems)
+ late diagnosis





8
+ deteriorating vision




8


Age of Child

a)
3-5 years





10
b)
6-11 years





8
c)
11-16 years





4
d)
16 +






2


Key Stage Position

a)
nursery or reception




6
b)
year 2, year 6, year 9 (end of KS)


10
c)
year 10 – 11





8
d)
other years





2


Functioning

a)
Braille user exclusively



20
b)
requires CCTV/high magnification


14
c)
needs slight enlargement/blackboard

8
             assistance
d)
copes with the normal forms of


0
             presentation in the classroom






Functioning – general

a)
out of KS in all subjects



10
b)
out of KS in a number of subjects


8
c)
within KS but below that of peers


6
d)
working at the same level as the rest

0
             of the group



Additional difficulties

a)
significant other difficulties compounding

10
             affect of vision loss
b)
additional difficulties affecting the use of

5 
             vision in the classroom
c)
additional difficulties – main factor in

2
             placement (Special School)


Equipment factors

a)
cannot use any visual aids



10
b)
poor attitude towards LVAs


8
c)
uses aids but needs reminding


3
d)
uses LVAs to good effect



1
          
+ monocular viewer




4
 

+ hand magnifier



4


School factors

a)
lack of understanding/limited


10
             experience of VI
b)
lack of available resources



8
c)
pupil in mixed ability class



2
d)
additional help available in school


1


Teacher factors

a)
poor presentation of materials (distance)

2
b)
poor presentation of materials (near)

2
c)
others






2


Curriculum factors

a)
modifications needed to the form and

10
             content of curriculum materials
b)
modifications required to curriculum

8
             materials
c)
unmodified curriculum but appropriate

4
             teaching strategies needed




Pupil factors

a)
pupil has difficulty in forming relationship

5
             with peers
b)
has difficulties in forming relationships

5
c)
has difficulty in coming to terms with 

5
             vision lo9ss


Family circumstances

a)
exceptional family circumstances


10
b)
parents need support



5
c)
parents need contact



3


Miscellaneous factors

a)
medical condition related to vision

5
b)
historical – school’s/parents views

5


Motivational factors

a)
pupil poorly motivated



8
b)
pupil occasionally requires 


6
             encouragement
c)
pupil highly motivated – no



4
             encouragement required




TOTAL SCORE   ____________

Teacher Referral = <30

Level B = 45/60

Level D = 75/90


Level A = 30/45


Level C = 60/75

Support Plan = 90+
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