
Cross Party Group on Vision 
Notes of the meeting 8 February 2017  

Conference Room D, Ty Hywel, 6.30 pm 
 

In attendance: 
Dr Dai Lloyd AM, Chair (DL)  
Mike Hedges AM 
Peter Lewis, Planned Care Board, Welsh Government (PL) 
Rebecca Jones, National Planned Care Programme (RJ) 

Darren Price, Support Staff for Dai Lloyd (DP) 
Ceri Jackson, RNIB Cymru (CJ)  
Gareth Davies, RNIB Cymru (GD) 
Rhian Nowell-Phillips RNIB Cymru 
Kate Breeze, RNIB Cymru 
Sian Biddyr, RNIB Cymru 
Richard Timothy RNIB Cymru 
Rosie Raison, RCN  
Richard Bowers, Wales Council of the Blind 
Peter Jones, Guide Dogs Cymru 
Jonathan Mudd, Guide Dogs Cymru (JM) 
Andrea Gordon, Guide Dogs Cymru 
Marilyn Campbell (MC) 
Joan & Ben Williams (JW) 
 
Apologies  
Nick Ramsey AM, 
Janet Finch-Saunders AM 
Caroline Jones AM 
Marion Butchart, Novartis 
Emma Sands, RNIB Cymru) 
Angie Constabile, Sense Cymru 
Tracey Good, NHS CEHR 
Sali Davies, Optometry Wales 
 
Dr Dai Lloyd opened the meeting at 6.40 pm with a welcome to 
everyone. A particular welcome was extended to Marilyn Campbell and 
Joan and Ben Williams who were attending to give a patients 
perspective to the work of the group.   
 
1. Minutes from the last meeting on 30 November 2016 
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Notes of the last meeting were agreed as a true record of proceedings 
and there were no matters arising not already covered elsewhere. 

 
2. Presentation from Peter Lewis on the Wales Ophthalmic Board 
Mr Peter Lewis (PL), introduced himself to the group and gave a brief 
history of the Planned Care programme, set up two years previously by 
the then Minister Mark Drakeford to encourage more sustainable 
services and to improve the patient experience through sharing  good 
practice and creating sustainable care pathways. 
 
The planned care programme requires measurement and management 
of demand and capacity in each of the major subspecialties and employs 
a balanced service change approach based on three primary drivers; 
clinical value prioritisation, integrated care and best in class. 
 
PL explained that the programme would be delivered according to the 
principles of “managing successful programmes” and monitored by a 
national programme board.  
 
The national service plan would be delivered by individual health boards 
and reported through national specialty boards. The programme were 
supported by expert reference groups and relied heavily on patient 
involvement. 

PL outlined the way in which patients would be involved in the process, 
including the use of patient stories, stakeholders, the ophthalmic board 
and a patient empowerment study. 

The draft demand and activity submissions for 2016/17 had indicated a 
gap between demand and activities. This had highlighted a data 
collection problem which had thrown up serious anomalies. 

The data highlighted the fact that follow up numbers were greater than 
new patient demand, which underlined the fact that if the follow up care 
wasn’t in place then patients would suffer. 

Lines in the sand 
PL explained that in order to follow prudent health care principles, 
patients should only be referred into secondary care if required; many 
follow-ups could be seen by trained optometrists who were keen to be 
involved.  
 
Glaucoma 
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Delays in follow up could cause sight loss or blindness and so there was 
an urgent need to address the problem. 

Patchy data made it difficult to quantify the extent of the problem and 
Health Boards didn’t have sufficient knowledge to know how many follow 
up appointments were for Glaucoma treatment. 

As Glaucoma was flagged as a high risk area it had been pulled up for a 
special study (involving Cardiff and Swansea Universities looking at the 
available data) to identify how many patients required follow up 
treatment. 

Following assessment of the risk of glaucoma progression (via an 
ophthalmologist led clinic or ODTC), “low risk” patients will be monitored 
by community optometrists (following an “active discharge” policy) in 
accordance with an individualised plan for care (drawn up between the 
patient and their consultant). “Medium risk” ocular hypertension / 
suspect glaucoma will be monitored in an ODTC according to local 
arrangements. 
 
Cataracts 
PL explained that patients who underwent  routine cataract surgery and 
who had no additional  complications could be followed up by 
optometrists for refraction, vision acuity (VA) assessment, glasses and 
outcome feedback to ophthalmology (in accordance with the Focus on 
Ophthalmology (FOO) pathway for cataracts).  

This structure aimed to reduce the referral to treatment waiting times 
through active management of capacity and demand. 

AMD 
PL explained that follow up numbers were greater than new patient 
demand, so if follow up wasn’t addressed then patients would suffer. 
The HIW thematic review had highlighted the problems in the system 
and CJ, highlighted concern about the number of people who were 
losing their sight whilst waiting for delayed or cancelled appointments.  

PL believed that the HIW report had also highlighted a number of 
positive issues, although he wished that the scope of the review had 
been broader. 

PL then highlighted a recent speech by the Health Secretary in which he 
had stated that whilst some of the recommendations of the report might 
take time to deliver others would be implemented this year.  
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As the discussion was now turning to waiting times and follow up 
appointments, the Chair suggested that the discussion continue as item 
three on the agenda. 

3. Discussion on ophthalmology waiting times and follow up 
appointments 
GD highlighted the lack of data on delayed appointments and underlined 
the need to capture the numbers to enable the issue to be addressed. 

The Chair related his concern that he had intervened for a constituent 
who was losing their sight whilst on a waiting list, the issue had only 
been resolved after he had become involved. 

DL quoted figures from the Member’s Research Service on follow up 
waiting lists which came to 31,741 people, meaning 90% of those or 
28,566 were at risk of irreversible harm. 

Targets for follow up appointments were negligible and there was a need 
to address this. 

DL asked PL what support he required need to start addressing the 
problems and the response made it clear that empowering  people was 
fundamental, letting staff have the time to do their jobs and also 
involving patients in the process. 

Marilyn Campbell highlighted her experiences of having appointments 
put back on either a three or six month basis. 

She had 1% of her sight remaining and this allowed her to be 
independent. Her optometrist took her pressure regularly, but could not 
prescribe. Her sight loss and condition causes her a great deal of 
distress in her day to day life. 

Joan (JW) had AMD and her optometrist had queried whether she had 
Glaucoma which requires monitoring. After 12 months (JW) was still 
waiting for an appointment and is extremely keen to retain her remaining 
vision. 

She explained that the Optometrist checked her pressures to ensure that 
she wasn’t getting worse, whilst waiting for an appointment. 

PL explained that the guidelines were clear that pressures over a certain 
threshold level were automatically referred.  
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CJ believed that there should be adequate communications about 
delayed appointments and asked whether the patient experience teams 
should get involved. 

RJ explained that there had been a push over recent months to looking 
how the information could be captured and utilised as a series of 
questions for Patient Reported Outcome Measures (PROMs) and 
Patient Reported Experience Measures (PREMs). 

PL asked Marilyn whether she was content to be monitored by her 
optometrist providing her condition remained stable, to which she replied 
yes, although if new drops were required she had to attend the hospital. 

CJ highlighted the fact that Sian Biddyr had been involved with the Cwm 
Taf project, where feedback had highlighted that, providing the 
communication was good; people were happy to receive treatment from 
an optometrist or a nurse. 

SB concurred explaining that patient satisfaction was extremely high in 
Ophthalmic Diagnostic and Treatment Centres (ODTCs). 

PL felt that the system was constrained by reliance on secondary 
healthcare and CJ concurred that patients would be happy, providing the 
communications were right. 

JM encouraged everyone to work together to move this agenda forward, 
CJ highlighted the 31,000 individuals who were at risk at the current 
time. 

The Chair wanted to tackle the delays in follow up treatment and it was 
agreed that a letter go on behalf of the group, to Vaughan Gething 
highlighting the plight of those 33,351 individuals who are in danger of 
losing their sight and requesting Welsh Government’s plan to tackle the 
problem. 

It was also agreed to ask the Cabinet Secretary to publish the number of 
follow-up patients waiting over their clinically agreed ‘target date’ on a 
regular basis. 

It was also agreed to invite the patient experience teams to the next 
Cross Party Group which would allow the Cabinet Secretary’s response 
to be considered and they would be encouraged to discuss how Welsh 
Government could support the PE teams to improve services. 

4. AOB 
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JM congratulated CJ for the work she had done in ensuring that referral 
to treatment times had remained firmly in the spotlight. 

It was agreed that the next meeting should be held during May/June 
2017; the Chairman thanked everyone for their attendance and closed 
the meeting at 7.25PM. 
 
 
 


