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Executive Summary 

Low vision services aim to enable people with loss of vision to regain or maintain as 

much independence and autonomy as possible, and can include rehabilitation, visual 

aids, emotional support and advice. Low vision is common in older people and 

impacts on every part of a person‟s life. It is associated with falls, reduced capacity 

to carry out everyday activities, the need for residential care and is one of the 

strongest risk factors for functional status decline in community living adults. 

Evidence suggests that low vision services significantly reduce visual disability and 

are associated with positive patient outcomes.  Furthermore, for the relatively small 

costs of low vision aids, there can be huge cost saving in terms of health and social 

care support. 

 

To enable effective planning of services and respond to the needs of an ageing 

population, it is essential to understand the current provision within Scotland. To 

date, there has been no comprehensive review of services to facilitate this planning. 

Therefore, the Scottish Government has commissioned this review with the aim of 

determining the nature, extent and geographical distribution of low vision services in 

Scotland and to compare this with the location of older people.  

 

The data was collected using a questionnaire. A total of 45 services were identified 

across Scotland, of which about half were optometry practices and hospital clinics, 

and the remainder were social services, local societies/charities and specialist 

teachers.   

 

Geographical mapping of the services identified a cluster of services around the 

more densely populated central belt of Scotland and considerably more scarcity 

around the rural (more elderly) areas. The results identified an inequality of access to 

services in terms of both waiting times and provision of aids.  

 

The review identifies a number of challenges to consider for future planning of 

services, including access, service capacity and effective integration and signposting 

between service providers.   
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Introduction 

The Scottish Government is committed to improving services for sensory impaired 

people in Scotland (See Hear strategy) (Scottish Government, 2014). This review 

has been commissioned to determine the current provision of low vision services.   

This review aligns with the Community Eyecare Review (insert link to document) 

(Scottish Government, 2017), published alongside this report, which has identified 

the need to improve access to low vision services across Scotland.  It also responds 

to calls to consider service redesign to provide patient care closer to home and 

optimise the roles of all clinicians to deliver safe and effective patient care, as 

outlined in the Modern Outpatient: A Collaborative Approach 2017-2020 (Scottish 

Government, 2016). 

Anecdotal reports suggest that there is an under-provision and inequality of low 

vision services across Scotland. Furthermore, access to services can be delayed by 

geographical location of services and long waiting times.  Therefore, it is timely to 

have a comprehensive study of current services as a basis for future service 

development.  

1.0 Defining low vision and registration 

1.0.1 Low Vision 

In the UK „low vision‟ has not been defined in legislation. However, a definition was 

adopted by the Low Vision Services Consensus Group (1999). 

 

“A person with low vision is one who has an impairment of visual function for whom 

full remediation is not possible by conventional spectacles, contact lenses or medical 

intervention and which causes restriction in that persons everyday life.”  

 

This definition uses the person‟s functional ability rather than any specific level of 

acuity or other clinical measurements of function to define low vision. It goes on to 

say: 

 

“This definition includes but is not limited to those who are registered as blind and 

partially sighted.” 

 

This definition acknowledges that there are individuals who are facing restriction in 

their life due to poor vision, but who are not yet at the stage of registration.  

 

1.0.2 Registration  

The statutory definition for the purposes of registration as a “blind” person under the 

National Assistance Act (1948) is that the person is “so blind as to be unable to 

perform any work for which eyesight is essential”. “Partial sight” is not defined in the 

http://www.gov.scot/Publications/2014/04/7863/0
http://www.gov.scot/Publications/2016/12/2376
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act but a guideline for functional definition is given as: “substantially and permanently 

handicapped by defective vision caused by congenital, illness or injury”.  In Scotland 

the current registration form (BP1) is undergoing review and will be replaced by The 

Certificate of Vision Impairment (CVI) form (Scotland). This form is for those people 

aged 16 and over (younger people are notified under the Visual Impairment Network 

for Children and Young People (VINCYP)). The CVI (Scotland) form will perform the 

same function as the BP1, in that it formally certifies someone as partially sighted or 

as blind (the proposed updated terms being „sight impaired‟ or „severely sight 

impaired‟, respectively) so that the local council can place their name on the register 

of sight impaired people. Registration provides the patient access to support and 

services, in addition to providing diagnostic and other data that may be used for 

epidemiological analysis. 

 

Guidelines are given on the registration form about the level of impairment (including 

visual acuity and visual field) which help make the registration process more 

objective.  However, it should be noted that these are only guidelines and the final 

decisions about who can be certified are made by a Consultant Ophthalmologist who 

is advised to take other circumstances (such as whether the person lives alone or if 

they also have a hearing impairment) into account. 

1.1 The number of people with low vision in Scotland 

To date, there is no data which accurately identifies the number of people in 

Scotland who have low vision. The best estimate is provided by Scottish 

Government registration data statistics. These were last published in 2010 and show 

34,492 people are registered blind or partially sighted. However, as registration is 

optional, this number underestimates the true picture. Indeed, it has been suggested 

that registration data may only reflect 23-38% of eligible people (RNIB, 2013). 

1.1.1 Future projections of the prevalence of low vision 

 
The number of people with low vision is expected to increase in the future. Age is 

known to be a significant risk factor for vision loss and the number of people living in 

Scotland aged 65 and over is projected to increase by 53% over the next 25 years 

(National Records of Scotland, 2015).  

 

1.2 The causes of low vision in the UK 

Age related macular degeneration is the leading cause of sight loss in adults, 

followed by glaucoma, cataracts and diabetic retinopathy. The major causes of 

blindness in children are distinctly different from those in the adult population.  

Prenatal factors (including genetic causes) are involved in over 60% of cases, and 

up to 77% of children with a visual impairment have either Cerebral Visual 

Impairment or Optic Nerve Disorders (Rahi and Cable, 2003).  In the working age 
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population, the ocular complications of diabetes and glaucoma are the most common 

causes of blindness, in addition to Retinitis Pigmentosa. 

1.3 How does low vision affect people? 

Low vision impacts on every part of a person‟s life. It is associated with: 

 Falls (Black and Wood, 2005, Schwartz et al., 2005, Abdelhafiz and Austin, 

2003, Ivers et al., 2003) 

 reduced capacity to carry out everyday activities (Haymes et al., 2002)  

 the need for residential care (Vu et al., 2005) 

 one of the strongest risk factors for functional status decline in community-

living people (Stuck et al., 1999)  

However, because older people often have multiple health problems (Barnett et al., 

2012), many of these individuals may also have additional health conditions which 

further compromise health and rehabilitation outcomes, including reduced quality of 

life, disability, increased healthcare costs, increased inpatient admissions and higher 

death rates (Marengoni et al., 2011). 

1.4 Low vision services 

In 1999, in the UK, the Low Vision Consensus Group which was made up of 

professional and user groups defined a low vision service: 

 

“A low vision service is a rehabilitative or habilitative process, which provides a range 

of services for people with low vision to enable them to make use of their eyesight to 

achieve maximum potential.” (Low Vision Services Consensus Group, 1999) 

 

In 2002, the College of Optometrists further identified the aim of low vision services:  

 

“The primary aim of low vision services is to enable people with loss of vision to 

regain or maintain as much independence and autonomy as possible. Low vision 

services achieve this through a wide range of tools depending on individuals needs 

including: rehabilitation, visual aids, emotional support and advice.” (The College of 

Optometrists, 2013) 

 

Traditionally, low vision services were provided in hospitals by both optometrists and 

dispensing opticians (Silver and Thomsitt, 1977). Early low vision assessments 

focused largely on the provision of optical low vision aids (magnifiers) which provided 

the patient with access to conventional sized print (Bier, 1960).  However, these 

services have evolved and now encompass a more holistic rehabilitative approach 
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including: assessment of a patient‟s understanding of their ocular condition and its 

prognosis; discussion of needs and initial goal setting; assessment of vision; 

provision of low vision aids; advice about lighting and other methods of enhancing 

vision; provision of information about the ocular condition and other rehabilitative 

services; referral to such services, where necessary; re-appraisal of goals; and 

arrangement for follow up (Reeves et al., 2004). 

 

Over a 25 year period, there has been considerable change to the assessment of the 

visual status of low vision patients in the United Kingdom (Culham et al., 2002). 

Indeed, it is no longer only the hospital who provide services. Low vision services in 

the UK are now supported by various providers who input different parts of care and 

support. Across the UK there are a variety of service models, which include hospital 

based clinics, multi-disciplinary services, primary care models and out-sourced 

hospital clinics. Funding for such services are generally via the NHS, local authorities 

and the third sector.  

 

In 2002 low vision services were mapped nationally across the UK (Culham et al., 

2002). The conclusion from that report was that the distribution of services was 

geographically uneven and there appears to be scarcity in some areas.  

Furthermore, it highlighted apparent inadequacies in service provision in terms of 

distribution, magnitude, and coordination.  Nearly twenty years on from the collection 

of that mapping data, there is no current comprehensive overview of the state of low 

vision service provision in Scotland.   

  

1.5 Aim of this project 

The aim of this study is to provide an up-to-date review of low vision service 

provision in Scotland. This aim will be achieved by determining the nature, extent 

and geographical distribution of low vision services in the Scotland and to compare 

this with the location of older people. 
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Method 

A retrospective survey was used to gather data from low vision services across 

Scotland.  

2.0 The Advisory Group 

An advisory group were selected to review the methods and survey content.  The 

group consisted of research leaders in the field of low vision service development 

and provision. 

 Dr Tom Margrain, Reader, Optometry & Vision Sciences, Cardiff University 

 Dr Barbara Ryan, Chief Optometric Advisor to the Welsh Assembly 

 Dr Ann Sinclair, Ophthalmologist, NHS Fife 

2.1 Assumptions 

The basic assumptions based on current professional knowledge of services, were 

that:  

• there is no set pattern of provision; 

• services are being provided in many types of location;  

• services are using a variety of professional and voluntary practitioners who in turn 

were providing a variety of service models and  

• there is a need for comprehensive data about service availability.  

 

2.2 Design 

A 15 item questionnaire was developed by Helen Court and Gillian Mitchell (see 

Appendix), based on knowledge from previous studies which sought to evaluate the 

provision of low vision services (Culham et al., 2002). The questionnaire was 

reviewed by a group of 5 optometrists (NHS Education for Scotland senior 

postgraduate tutors) and the advisory group to check content and face validity.  The 

questions included detail about the type of service, sources of funding, services 

included, staff/agencies involved and referral routes. 

The questionnaire was initially administered by telephone. This method of data 

collection was selected based on the experience and advice of Dr Barbara Ryan. 

One week prior to the telephone call, a covering letter was sent to all potential 

providers. Upon first telephone contact, the provider was offered the opportunity to 

respond to the survey over the phone. However, if they were unable to respond at 

that time, they were given the option of arranging a further call, being posted a paper 

copy (with pre-paid return envelope) or being sent an internet link to an online 

version of the questionnaire.  After 2-4 weeks, if the paper or online questionnaire 

had not been completed, another questionnaire was sent.  Failing this, a final 

telephone call was attempted. 
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2.2.1 Identification of potential service providers 

The following groups were identified as potentially delivering a low vision service: 

 Hospitals with eye departments 

 Optometry practices 

 Local authority social services 

 Local societies/charities for people with VI 

 Specialist teachers 

 Glasgow Caledonian University Optometry department 

Gillian Mitchell, Client Services Manager at Sight Action, compiled a database 

containing all the contacts for each of the groups.  Service providers were identified 

using various existing published directories. Optometry Scotland, Dr Janet Pooley 

(Scottish Government Optometric Advisor) and the Optometric Advisors for each 

NHS Health Board also were contacted to help compile the database. These lists 

were then cross validated by contacting the Sensory Impairment Partnership leads 

(SeeHear team leads) – representatives from all Scottish local authorities 

responsible for overseeing sensory impairment provision. They were further 

validated by using lists provided from a mainstream low vision aid provider, who 

provides aids to services across Scotland. 

Optometry practices were by far the largest potential group of providers (n=9591).  

Rather than phone all of these practices, practices were contacted who had been 

identified by the process above. Optometric Advisors will have the best knowledge of 

services in their area, and as such we are confident that we have contacted the 

majority of optometry providers.  The database identified that there were four 

community-based services, and a number of practices providing private services. 

2.3 Data analysis 

All the survey data was entered into SPSS (ver 20) by Gillian Mitchell. For purposes 

of validation, data entry was checked by Helen Court. Analysis of the type and extent 

of services were performed using SPSS software. 

Mapping the location of services across Scotland was achieved by using Instant 

Atlas (an interactive mapping programme), including data about Health Board 

boundaries and percentage of the pensionable aged people within each Board2.   

  

                                                           
1
 NHS Education for Scotland, Optometry in Scotland: Education & Workforce Report, 2017 

2 Population data National Office for Statistics: mid 2014 
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Results 

Data was gathered from March 2016-October 2016. 

3.1 Response rate 

Initially 105 potential providers were identified using the methods outlined above. Of 

these, there was a response rate of 76%. However, 21 of the non-respondents were 

optometry practices connected to a community scheme. The administrators of the 

schemes were contacted and provided grouped data for the schemes as a whole. A 

further 2 optometry practices and 2 specialist teachers did not respond. 

Using the methods described above to identify services, there was difficulty 

establishing a list of specialist teachers. To that end, there may be an under-

representation of this service type in this data set. However, it should be noted that 

this service type is specific to children, and as such are a distinct group from the 

other services (which provide the majority of services to those aged 16 and over). 

3.2 Types of low vision service providers 

A total of 45 low vision service providers were identified (figure 1). Of these, four 

were community optometry low vision schemes, which include 54 optometry 

practices. 

 

Figure 1: Low vision service providers in Scotland 
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3.3 Funding of services 

Funding of the services is from a variety of sources (see figure 2). Hospital clinics 

and community-based LV schemes are exclusively NHS funded. All the funding from 

the department of education (n=3) was all for specialist teachers, with these 

providers also receiving funding from NHS contracts and social services. The 

services included in the „other‟ were local organisations and the university eye clinic.   

 

 

 

Figure 2: Funding sources for low vision services 

 

3.4 Geographical location of services 

The distribution of low vision service providers throughout Scotland is illustrated in 

Figure 3. There is a distinct clustering of services in urban areas where population 

densities are highest, while rural regions are less well served.  

The map also identifies the separate health boards, which are shaded to represent 

the percentage of people over pensionable age i.e. areas of darker shading have a 

higher proportion of older individuals.  The prevalence of low vision increases with 

age, and therefore we can infer that areas shaded darker also have a higher 

proportion of people living with low vision.  In Health Boards where there is a higher 
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Conversely, in areas of higher population density but a higher percentage of younger 

people, services are more available e.g. GGC, Lothian.  

 

Figure 3: Map to show location of low vision service providers against percentage of 

individuals over pensionable age according to local health board boundaries (ONS, 

2014). Small spots indicate low vision provider locations. 
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Figure 4 identifies that no service provider is represented within all 14 Scottish NHS 

Health Boards. The hospital service provides low vision assessments in 75% of the 

Health Boards (n=9). Of the five health boards with no direct hospital presence, three 

of the Boards have large community based low vision schemes in operation 

(Lanarkshire, Ayrshire & Arran, Fife).  The other two Boards (Western Isles & 

Orkney) are served mainly by resource/sensory centres funded by the local authority 

social services. Both these Boards also have a private optometry services available. 

 

     

 

Figure 4: Percentage of NHS Health Boards providing different types of low vision 

service  
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3.5 Capacity of services 

Figure 5 identifies the numbers of assessments (initial and review appointments) 

provided by each of the service providers within a 12 month period. The graph 

identifies that the services providing the largest number of assessments tend to be 

hospitals, community optometry low vision schemes and local societies/charities.  It 

is important to note that whilst hospital and local societies/charities generally provide 

the service from one location, the community based service is provided via a group 

of optometry practices located throughout the health board. 

 

 

 

Figure 5: Number of low vision assessments (including initial and review 

assessments) per year across low vision service providers in Scotland 
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3.6 Waiting times 

Figure 6 identifies the waiting times to access the service for an initial low vision 

assessment. All optometric services (private and community based schemes) had a 

waiting time of less than 2 weeks. Of the seven services with waiting times of 2 

months – 6 months, five were hospitals with eye departments and two were local 

authority social services. One provider (specialist teacher) reported a waiting time of 

6 months – 1 year. 

 

 

Figure 6: Waiting times to access low vision service 

3.7 Services provided to patients 

Figure 7 identifies the variability of services provided by the 45 low vision providers.  

All but two of the providers (local societies/charities) supply low vision aids.   

Eye examinations are a feature of all optometry low vision providers and the majority 

of hospital services. Two hospital services reported not providing an ophthalmic or 

optometric eye examination, but these were both orthoptist led, and therefore it is 

possible that the orthoptist will check vision as part of the assessment.  Eye 

examinations are reported in a small percentage of local societies/charities (n=3, 

27%) and specialist teacher services (n=1, 20%), however they are not a feature of 

local authority social service provision. 

Provision of counselling is mainly within the domain of local authority social services 

(n=4, 80%) and local societies/charities (n=6, 55%). This was reported as a feature 

in 50% of the hospital services and within one community based low vision scheme. 

Provision of specialised low vision/rehabilitation training is provided by all local 

authority social services providers and the majority (91%) of local societies/charities. 
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It was reported as a feature of 5 (42%) hospital services. However, it is not reported 

within any optometry practice based services. 

Social support is also a feature of all local authority social services and the majority 

of local societies/charities (n=9, 82%). It is almost absent from all other service 

providers. This is similar to home visits, which are a feature of all local authority 

social services and the majority of local societies/charities (n=10, 91%).  Home visits 

are also reported to be a feature of two of the community based optometry low vision 

schemes and two of the private optometric providers. Home visits are largely absent 

from hospital services. 

Transport and employment opportunities were reported in less than 25% of service 

providers. Neither of these services were provided by optometric services.   

Large print is mainly provided by local societies/charities, local authority social 

services and specialist teachers. Again, this service is not provided by optometric 

services. 

 

 

Figure 7: Services provided to people with low vision   
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3.8 Low vision aid provision 

3.8.1 Cost of low vision aids to patient 

As previously identified, the majority of services supply low vision aids (96%) to the 

patient.  Of these, two thirds of the providers supply the aids free-of-charge (on a 

loan basis) to the patient.  Low vision aids are provided free-of-charge by all hospital 

providers, local authority social services and community based optometry low vision 

schemes. About half of the local societies/charities (45%) provide aids free of charge 

and the majority of specialist teacher providers (80%).  However, both the private 

optometry practices and the university eye department do not supply aids free-of-

charge. 

Of those providers who supply low vision aids free-of-charge, 20% (n=6) have a 

maximum policy on the number of aids provided to the patient.  This included one 

local authority social services, two local societies/charities, one specialist teacher 

and two community based optometry low vision schemes. 

3.8.2 Types of low vision aids 

Figure 8 identifies the variety of the low vision aids provided across the services 

(n=43).  Hand held magnifiers are common to all providers, and all other optical low 

vision aids available in over 70% of all the services. 

High reading addition spectacles were available from all community optometry LV 

schemes, private optometrists and university eye clinic services – which are all 

optometrist led services.  The hospitals also reported providing these in 75% of 

services. However, they were less frequently provided from the other services, 

maybe due to the lack of a prescribing optometrist. 

Less than 50% of the providers reported offering lamps and electronic aids.  Lamps 

are least likely to be provided by hospital (n=0) and community optometry LV 

schemes (n=1, 25%), and are more commonly provided by local societies/charities 

(n=7, 64%). Similarly, electronic aids are less likely to be provided by hospital 

services (n=2, 17%) and community optometry LV schemes (n=1, 25%), and more 

common within local authority/social services (n=3, 60%), specialist teachers (n=3, 

60%) and local societies/charities (n=6, 55%). 

Local authority social services and local societies/charities also provide a large 

proportion of non-optical devices, 100% and 91% respectively. These are not 

reported as provided in any of the hospital services. 
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Figure   8: Percentage of different types of aids provided across all low vision 

providers in Scotland 
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Figure 9 identifies that there are a range of referral routes into low vision services. 
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hospital services (42%) and specialist teachers (40%) not reporting this as an option.  

Apart from the university eye clinic, which identified optometrist and self-referral as 

the only referral routes, all other referral routes were identified for a proportion of all 

other providers. 
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Figure 9: Referral routes for people with low vision into a service 
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Figure 10: Referral routes following low vision assessment 
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Discussion 

This is the most comprehensive review of low vision service provision across 

Scotland ever conducted. The study has identified a range of service types, 

however, there is little consistency in terms of distribution, content of service and 

coordination. Indeed, there appears to be a scarcity and under provision of services 

in many areas. 

Given the high response rate it is likely that our data provides an accurate reflection 

of low vision services available across Scotland. As previously mentioned, specialist 

teacher information was difficult to identify, and as such this group are likely to be 

underestimated in this report.  However, the number of children with low vision is 

small compared to the older population, and whilst children may benefit from the 

services identified in this review, they will also have a range of services available to 

them from birth. The growing demand for low vision services will arise mainly from 

the elderly population and future planning of services will need to primarily respond 

to this need.  

This study has identified that within Scotland the majority of low vision services are 

provided by NHS funded hospital based clinics and community-based LV schemes, 

local societies/charities and local authority funded services.   

4.1 Key message 1: Access to low vision services are inequitable across 

Scotland 

Based upon the evidence collated in this review, future planning of services should 

consider patient access, in terms of both geographical location, waiting times and 

aids.   

a. Geographical location of services 

The mapping of services (figure. 3) indicates a scarcity of services in rural areas. 

There is a higher prevalence of older individuals in the rural areas, suggesting a 

higher proportion of people with low vision needs compared to the urban areas.  

Unfortunately, we know that older people are also significantly more likely to have 

additional physical and mental co-morbidities, compared to younger individuals. This 

can create significant barriers in terms of access to services if those services are far 

from a person‟s home.  Many of the services do not provide transportation, and as 

such this may lead to patients unable to access services.   

Local access to services has been identified as a core principle in the Primary Care 

Vision in the Modern Outpatient Programme (Scottish Government, 2016) and is 

further supported by recommendations in the See Hear Strategy (Scottish 

Government, 2014). This type of service design will reduce geographical barriers to 

timely patient care.  Therefore, future planning must ensure that there is fair and 

equitable access for these people to low vision services. 
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b. Waiting times 

The review has also identified that there is a variability of waiting times (for an initial 

appointment).  Early provision of services is important to enable these individuals to 

retain the maximum amount of independence possible. The majority of individuals 

accessing these services are older, and are experiencing restriction in their everyday 

life, whether that be preparing food, reading bills or recognising people‟s faces.  This 

can lead to deterioration in physical health and increase feelings of isolation.  

Encouragingly, all community optometry services reported providing appointments 

within 2 weeks, but waiting times in some of the other services were up to 6 months.  

For an elderly patient with other co-morbidities, 6 months is a considerably long time 

to wait.  

Future planning needs to consider the importance of providing timely access for 

patients to services. This reaffirms the priority actions of the Scottish Vision Strategy 

to “ensure habilitation/rehabilitation are available as soon as necessary and reflect 

the needs of the individual (RNIB, 2013).  Although relating to a different health 

condition, a good example of the impact of timely care upon patient outcomes can be 

seen in cases of Motor Neurone Disease.  Timely care has been legislated for in 

cases of Motor Neurone Disease where services were often so slow in a very rapidly 

progressing condition that the patient was often dead before the aid was 

forthcoming.  Although low vision may not be overtly so critical, the impact of delayed 

intervention for the patient can severely impede their ability to maintain 

independence and may compound the effects of other comorbidities.  Consequently, 

this can lead to increased burden upon social care and other areas of the health 

service. 

c. Low vision aids 

The review identified that there is a lack of uniformity across (and within) service 

types concerning low vision aid provision.  Of note, one third of services reported 

charging for aids.  

4.2 Key message 2: The capacity of services is variable 

In terms of future planning, consideration needs to be given to demand and current 

provision of services.  There may well be workforce issues that need to be 

addressed. 

The review identified a total of 45 services. However, three quarters of the current 

providers deliver 400 or less appointments per year, and over half (55%) provide 

less than 200. Of the 12 services which self-reported providing over 400+ 

appointments per year, the highest estimate of delivery was 1100 appointments per 

year (which was delivered by a community based LV scheme).  
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Although accurate estimates of people with low vision are unknown, we know that 

demand will continue to increase with an ageing population.  Therefore, it is essential 

to consider how delivery capacity can be increased to meet patient need.  

4.3 Key message 3: There is variability in service types/models 

The review has identified that low vision services are being delivered via a variety of 

service types in Scotland. However, it is clear from the data that these services often 

integrate with each other and do not exist in isolation (3.9.2). Indeed, to provide a 

service which meets patient need, integration and patient pathways are required.  It 

was beyond the scope of this review to analyse current integration, however it was 

surprising how many individuals were unaware of other service providers within their 

health board.   

The See Hear document (Scottish Government, 2014) has identified the need to 

develop clear care pathways, which requires an integrated approach between 

service providers. This enables resources to be optimised and provides a more 

positive patient journey.  Realistic Medicine (Scottish Government, 2017) 

encourages a reduction in unnecessary variation in practice and outcomes; patients 

should be able to access high quality low vision services across Scotland. Future 

planning needs to consider how services can be effectively integrated to allow the 

patient easy access to all the help they require.       

4.4 Conclusions/future work 

This review has identified that there is lack of uniformity of low vision services across 

Scotland. There is a scarcity in rural areas and inequality in terms of both waiting 

times and access to aids.  To meet the needs of an ageing population, and to align 

with the See Hear strategy, future planning must consider how to provide equitable 

access to patients so that help is received in a timely manner. 

Failure to respond to the current inequalities in service provision will potentially store 

up problems in other areas of the health service. This is largely an older population 

with a range of physical and mental comorbidities (Court et al., 2014). If a person is 

unable to manage their health condition due to low vision (e.g. unable to see 

medications, unable to take exercise or prepare healthy meals), their condition may 

deteriorate which may increase the burden on other primary, community or 

secondary care services.  

The review has identified that there is a need to provide increased accessibility to 

services in rural areas. The results show that there are many different service types 

in Scotland, and consideration should be given to which of these can help meet this 

need.  The review has identified specifically that the community based LV schemes 

have the ability to deliver high capacity over a wide geographical area, and also 

provide short waiting times.  

It would be pertinent to consider the option of increasing the provision of such 

schemes across Scotland. Scotland has an extremely capable and highly trained 
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optometry workforce, who is well placed to provide services at a community level.  

Furthermore, there is strong evidence from Wales that a national community based 

LV scheme is an effective method of service delivery which delivers positive patient 

outcomes (Court et al., 2009, Court et al., 2010, Ryan et al., 2013, Ryan et al., 

2010).  This scheme embeds training for the eye care professionals and integrates 

patient-centred outcome measures to ensure a safe and quality service for patients.  

Importantly, such a service provides an easy access point for patients to low vision 

support, and a clear pathway and signposting to other service providers e.g. 

hospitals, social services and local societies/charities.  

In conclusion, future planning requires policy makers to consider the current status of 

provision, and seek an evidenced-based solution which will improve the access and 

equality of low vision services to people in Scotland.  
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Appendix 

Telephone survey scoping current provision of low vision care in Scotland 
 
 
Survey code: 
 
Date of telephone interview: 
 
Organisation name: 
 
Organisation type: 

1.  Hospitals with eye departments 

2. Optometry practices 

3. Local authority social services 

4. Local societies/charities for people with VI 

5. Specialist teachers 

6. Glasgow Caledonian University Optometry department 

Contact name: 
 
Address: 
 
Telephone number: 
 
Email address: 
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Questions: 
 
 

1. Do you provide a low vision service in your area?  
   

1. YES    2. NO 

 
 

 

   
If the answer is no, there is no need to continue with survey 

 
2. What kind of service do you provide?  

   

1. Sell only  

2. Other  

 
 

3. How many people do you see each year for: 
 

 
 
 
 
 
 
 
 
 
 
 

If 200 + probe for number seen---------------------- 
 

b. Follow up 
assessment 

 

1. 0-10  

2. 11-25  

3. 26-50  

4. 51- 100  

5. 101-200  

6. 200+  

7. Don‟t know  

8. No answer  

 
If 200+ probe for number seen---------------------------------------- 

 
 
4.  What was your annual spend last year on low vision aids? 

 
 

a. Initial assessment  

1.  0-10  

2. 11-25  

3. 25-50  

4. 51-100  

5. 101-200  

6. 200+  

7. Don‟t know  

8. No  answer  
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5. Who provides the low vision service in your organisation? 
 

Options Answers 

1.  Optometrist(s)  

2.  Ophthalmologist(s)  

3.  Counsellor(s)  

4.  Nurse(s)  

5.  Medical social worker(s)  

6.  Orthoptist(s)  

7.  Rehabilitation worker(s)  

8.  Social worker(s)  

9.  Specialist Teacher(s)  

10. Other  

 
 

6. After you receive the initial enquiry, how long do people wait for their 
first low vision assessment? 
 

1. Less than 2 weeks   

2. 2 weeks – 2 months  

3. 2 months – 6 months  

4. 6 months – 1 year  

5. 1 year plus  

6. Don‟t know  

7. No answer  
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7. Which authority or agency is the main funder of your low vision service? 
 
 

 
 

1. NHS Hospital contract  

2. NHS  separate contract  

3. NHS GOC  

4. NHS GOS  

5. NHS- other  

6. NHS- Don‟t know  

7. Social services/work department  

8. Voluntary sector  

9. Private  

   10.School  

11. Department of education  

12. Department of employment  

13. Other  

14. Don‟t know  

15. No answer  

 
 

8. Please indicate which of the following services you provide to people 
with low vision? 
 

Options Answers 

1.   Optical low vision aids  

2.   Non- optical low vision aids  

3.   Ophthalmological eye examination  

4.   Optometric eye examination  

5.   Counselling  

6.   Information service  

7.   Specialised low vision training  

8.   Rehabilitation training  

9.   Social support  

10. Home visits  

11. Transportation service  

12. Employment opportunities  

13. Large print  

14. Volunteer service  

15. Other  

 
9. What types of aids are provided by the service? 

 

Options Answers 

1.  High add specs  

2.  Hand held non illuminated magnifiers  

3.  Hand held illuminated magnifiers  

4.  Fixed focus magnifiers  
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5.  Chest magnifiers  

6.  Folding magnifiers  

7.  Bar magnifiers  

8.  Stand magnifiers  

9.  Illuminated stand magnifiers  

10. Bright fields  

11. Distance aids (e.g. Telescopes)  

12. UV Filters  

13. Lamps  

14. Electronic magnifiers  

15. Batteries  

16. Non–optical devices(e.g. clip boards, coloured 
overlays, typoscopes, reading stands) 

 

17. TV distance glasses  

 
10. Does the service provide aids free of charge to the patient/client? 

 

1. Yes 2. No 

  

 
 

11. Do you have a policy on the maximum number of aids supplied per 
person? 
 

1. Yes  2. No 

  

       
 

12.  Who refers people with low vision into your service?  
 
 
 
 
 

13. Where do you refer people to, once they have been seen at your low 
vision service? 
 

Options Answers 

1. Referral to HES  

2. Referral to GP  

3. Optometrist  

4. Low vision clinics  

5. Social services  

Options Answers 

1. Optometrists  

2. Ophthalmologists  

3. GP  

4. Self- referral  

5. School  

6. Department of education  

7. Social services / Work department  

8. Other  
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6. Local organisations for people with low vision  

7. Other  

 
14. Do you provide services to people with low vision outside your 

establishment? 
 

Options Answers 

1. Home   

2. School  

3. Place of work  

4. Other  

 
15. A. Do you screen for depression? 

 

Options Answers 

1. Yes  

2. No  

 
B. If yes, do you use a screening tool? 

 

Options Answers 

1. Yes  

2. No  

 
C. If yes, what is the name of the screening tool? 
 
-------------------------------------------------------------------- 

 
 
Thank you for taking the time to answer this survey  
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