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Cross Party Group on Vision 
Minutes of meeting, 17 July 2018 
 

Tŷ Hywel, National Assembly for Wales 
Room A, 12.15pm to 1.15pm 
 
Meeting on: Eye care capacity and workforce planning  
 

In attendance: 
 
Chair: Nick Ramsay, Assembly Member, in place of Dr Dai Lloyd, 
Assembly Member (attended at 1pm) 
 
Presenters: 
Mike Austin: Consultant Ophthalmologist, Abertawe Bro 
Morgannwg University Health Board and Chair of Wales 
Ophthalmic Planned Care Board 
Heather Waterman: Professor of Nursing and Opthalmology, 
School of Health Care Sciences, Cardiff University 
Karen Phillips: Head Orthoptist at Abertawe Bro Morgannwg 
University Health Board 
 
Attendees: 
Darren Price, Support Staff for Dr Dai Lloyd, Assembly Member  
Dr Dai Lloyd, Assembly Member (joined the meeting at 1pm) 
Mike Hedges, Assembly Member 
Craige Wilson, Cwm Taf University Health Board 
Ruth Rhydderch, Cardiff Institute for the Blind People  
John Saunders, Cardiff Institute for the Blind, Trustee 
Bablin Molik, Sight Cymru 
Peter Jones, Guide Dogs Cymru 
Sian Biddyr, RNIB Cymru  
Ansley Workman, RNIB Cymru  
Kirsty James, RNIB Cymru 
Karen West, Personal Assistant to Kirsty James 
Joan Williams, Patient  
Helen Haighs, Personal Assistant to Joan Williams 
Eileen Schott, Patient  
Marilyn Campbell, Patient 
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Apologies: 
Janet Finch-Saunders, Assembly Member 
Caroline Jones, Assembly Member 
Sarah O’Sullivan Adams, Welsh Government 
David O’Sullivan, Welsh Government 
Olivia Shorrocks, Welsh Government  
Peter Lewis, Welsh Government 
Fiona Jenkins, Welsh Government 
Sali Davis, Optometry Wales  
Owen Williams, Wales Council for the Blind  
Richard Bowers, Wales Council for the Blind 
Andrea Gordon, Guide Dogs Cymru 
Sharon Beckett, Sight Cymru 
Ceri Jackson, RNIB Cymru  
Elin Edwards, RNIB Cymru  
Rebecca Colclough, RNIB Cymru 
Gareth Davies, RNIB 
 

1. Welcome and Introductions  
Nick Ramsay welcomed everyone to the meeting.  
Nick had kindly agreed to chair the meeting as Dr Dai Lloyd was 
unable to attend until 1pm.   
 

2. Update from Peter Lewis, Clinical Lead 
    of Wales Ophthalmic Planned Care Programme 
Apologies were sent from Olivia Shorrocks at Welsh Government, 
explaining that Peter was unable to present on eye care capacity 
and demand data for this meeting. She advised: 
 
“Demand and capacity planning for ophthalmology services is 
underway, we are focusing on the provision of data around the 
follow up glaucoma priority and as yet are not in a position to share 
this wider. An update will be provided in October.” 
 

3. Update on progress of the Electronic Patient 
Record 

Mike Austin gave an update on the progress of the development of 
an Electronic Patient Record in his role as Chair of the Wales 
Ophthalmic Planned Care Board and as Vice Chair of the Welsh 
Government Electronic Patient Record task and finish group. A 
copy of Mike Austin’s presentation is provided in Appendix 1. 
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Following the update, an opportunity was given for questions. 
 
Eileen Schott, asked “At what point will private providers be able to 
make e-referrals and link in to secondary care via an Electronic 
Patient Record?” 
 
Mike Austin replied that private providers are currently doing this 
with 15 practices in Cardiff and Vale University Health Board 
making e-referrals in to secondary care. Also, primary care 
providers (optometrists) are currently referring into secondary care 
for cataract referrals. 
 
A further question was raised about the timeline and costs for 
implementing e-referrals and the EPR across Wales. 
 
Mike Austin stated that the cost of implementation would be 
several million pounds, however, the cost of not doing this would 
have a further impact on both patients and staff resources. He said 
that it would no longer be feasible not to do this. He highlighted the 
importance and need for an informatics connection between 
primary and secondary care and said that it was possible that the 
National Wales Informatics Service (NWIS) could implement this in 
one health board per month and then in just over six months, to roll 
this out across Wales.  
 
A question was asked by Bablin Molik about whether there is 
funding to support this? 
 
Mike Austin answered that an agreement to provide an EPR 
should be allocated through each health board’s Integrated 
Medium Term Plan (IMTP). Welsh Government are aware of this 
and they are going to ask health boards to include this in their 
IMTPs. 
 
Please note that the term Integrated Medium Term Plan (IMTP) is 
a statutory requirement of all health boards and describes the 
entirety of the health board’s business, detailing how its budget 
and workforce will be deployed over a specific time period.  
 
Mike Austin reiterated that the EPR is a priority in the Welsh 
Government Together for Health, Eye Care Delivery Plan, so we 
have to meet this and that we need a bespoke eye care EPR and 
IT plan.  
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Action 
The group agreed that a letter should be sent from Dai Lloyd 
to the Minister expressing our support for the implementation 
of the EPR and requesting confirmation that funding will be 
prioritised and included in each health boards’ Integrated 
Medium Term Plans. 
 
John Saunders said that currently he receives a hard copy of his 
appointment letters by post, but asked whether he could receive 
these by email? 
 
Mike Austin answered that this was possible and could see no 
problem with this. 
 

4. Presentations: Workforce planning in eye care 
Three presentations were given outlining different roles in hospital 
eye care services and progress being made with developing 
accredited modules in order to train health care support staff to 
increase the capacity of eye clinic teams. 
 
A brief summary of the main points in each presentation is 
provided below. The PowerPoint presentation slides will be 
circulated with the minutes.  
 

Presentation 1 
Mike Austin: Enabling Consultant Capacity in Eye Care. 
 
Mike Austin’s presentation gave an overview of the consultant’s 
role as the senior doctor in the eye clinic team. He gave examples 
of what this role involves and these included: providing clinical 
management and leadership for the eye clinic team, taking 
ultimate responsibility for the care of patients, listening to and 
examining patients, investigating and making a diagnosis, 
prescribing medication, performing operations and procedures etc. 
 
He explained that there is plenty of scope for professionals other 
than ophthalmologists to take on many roles and tasks which have 
been undertaken mainly by ophthalmologists in the past and that 
creating a multi-disciplinary team would enable more consultant 
capacity.  
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He gave an example of managing patients with glaucoma and 
although there are specific things that consultants need to do, 
there are other aspects of the glaucoma pathway that could be 
carried out by nurses, technicians and health care support workers 
etc. Time would also be saved by implementing IT connectivity and 
the Electronic Patient Record as this would enable consultants to 
virtually review eye images of relevant patients instead of seeing 
all patients face to face which would take longer. This new model 
of eye care ensures that the role of the consultant provides specific 
targeted input where it is needed the most and that creating a 
multi-disciplinary team provides a more resource effective, 
sustainable workforce measures to meet demand and capacity in 
eye care. 
 

Presentation 2  
Professor Heather Waterman: Nursing in Multi-Disciplinary 
Teams. 
 
Heather Waterman introduced herself as Professor of Nursing and 
Ophthalmology at Cardiff University and advised that she was 
previously an ophthalmic nurse. 
 
She gave an overview of the role of a nurse in the eye clinic team 
and advised that nurses could do so much more than their current 
role allowed. She explained that the traditional role of nurse 
provided some treatments and perhaps dealt with dry eyes, but 
that the role could be expanded and that nurses are currently 
underutilised in the eye clinic team. 
 
She said that currently there are very few ophthalmic nurses in the 
UK. Access to specialist training is a challenge with only a few 
universities running relevant courses.  The situation is similar in 
Wales, as although accreditation is provided by Cardiff University 
School of Optometry, ophthalmic nursing is rarely included in each 
health board’s IMTPs, so not many nurses take up this training.  
 
She said that clinical leaders needed to recognise and allocate 
specific funding for this role to be included in the eye clinic team. 
 

Presentation 3 
Karen Phillips: Development of the Health Care Support 
Worker Role in Ophthalmology 
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Karen Phillips explained that her interest in workforce development 
and planning has involved developing training and accreditation for 
health care support workers (non-medical workforce). 
 
She explained that this is a measure to support capacity in the eye 
clinic team. It follows principles of prudent healthcare, is cost 
effective and contributes towards creating a safe, highly effective 
workforce. 
 
She made reference to the Cavendish Report 2013 which 
identified issues such as: 
 
“Too many workers are signed off as competent without 
necessarily being so” and  
“Caring does not feel like a career with clear routes to progress” 
 
The NHS Skills and Career Framework for Clinical Healthcare 
Support Workers was launched in 2015, with the intention of being 
mandatory by 2018. 
 
Following discussion with the Royal College of Nursing, RNIB, 
ophthalmic nursing and other partners, plans were drawn up to 
utilise training material already developed by the orthoptic team at 
the Princess of Wales Hospital in Bridgend and to scope additional 
topics which would need to be incorporated. 
 
She stated that the Agored Cymru, credit and qualifications 
framework for Wales was used to develop training plans for 
different levels of staff in the eye clinic team. She said that an 
Agored qualification allows “on the job” training to take place with 
suitably qualified assessors and professional links, already in place 
in most health boards. 
 
The long-term plan will involve developing higher level units to 
support specific eye condition pathways. For example, this may 
include eye conditions such as glaucoma where training would 
involve use of a slit lamp and taking ophthalmic images etc. 
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Following the presentations an opportunity was given for 
questions and discussion. 
 
Eileen Schott, whose interest lay in ensuring that staff are following 
the necessary standards of fitness to practice, asked whether staff 
were getting relevant experience whilst training? 
 
Karen Phillips explained that health care staff following this 
accreditation process are already doing these jobs. The 
accreditation process ensures that they are meeting the necessary 
standards required for their roles. For patient safety, all 
competencies are sighed off before they are able to see a patient 
on their own. The education framework is peer reviewed and staff 
have to undertake practical training, course work and produce 
reflective journals. This training has been developed using the 
Royal College of Ophthalmology framework and competencies.  
 
Bablin Molik asked a question about the cost of accreditation and 
whether funding needed to be allocated to this?  
 
Karen stated that a small amount of funding is paid to Agored, but 
that the savings gained through producing a highly skilled 
accredited workforce, enabling greater workforce capacity, far 
outweigh this. 
 
Heather Waterman stated that a scoping exercise needs to take 
place to capture capacity and demand and find out how many 
health support workers are required in the eye care workforce. 
 
Karen Phillips said that Abertawe Bro Morgannwg University 
Health Board, Cwm Taf UHB and Cardiff and Vale UHB are 
embarking on work in this area. 
  
Bablin Molik asked whether we have the right number of people to 
fit these roles and if staff progress through the training, will they 
then be sure of having jobs? 
 
Karen Phillips explained that staff are already doing these jobs and 
that more staff needed to be trained to support capacity. 
 
Darren Price thanked Karen Phillips for the work she is doing 
locally on this but highlighted that different eye conditions need 
different clinical skills. He said that it was a shame that Peter Lewis 
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couldn’t be there today as we could then see how this work maps 
the data that Peter Lewis could provide on demand and capacity. 
 
Darren Price stated that we need a pan Wales detailed eye care 
workforce plan, involving data around capacity and demand and 
the necessary workforce needed to map this. 
 
Heather Waterman stated that this needs to go into each health 
board’s IMTP, including the necessary allocation for specific 
workforce training. 
 
Marilyn Campbell said that she would value better training for 
nurses in eye clinics. She highlighted her frustration that at her eye 
clinic appointments, as part of her eye examination, nurses 
frequently ask her to look through a pinhole even though she has 
explained to them that she has no central vision. 
 
Karen Phillips said that the module she is developing involves 
providing staff with knowledge and understanding of specific eye 
conditions, so this would avoid this situation from happening. 
 
Action: The group agreed that the presentations demonstrate 
that lots of good work is taking place around workforce 
planning.  However, that in the letter to Vaughan Gething, we 
ask for clarification from Welsh Government about how they 
are going to ensure that new developments in workforce 
planning are going to be rolled out consistently across health 
boards in Wales and whether this will be funded nationally.  
 

5. Discussion and conclusions. 
 

The group reviewed the response letter from The Minister for 
Health, Wellbeing and Sport to the Chair’s letter following the 
Cross Party Group of the 13 March 2018. 
 
Concern was raised by the group as to whether the commitment 
by Welsh Government to ensure that health boards will fully 
implement  the new Outcome Focussed Measures in the agreed 
September timeframe, would be met.  
 
Mike Austin said that this timeline is still on target. He explained 
that the term shadow reporting refers to the application of the 
clinical prioritisation measures and that in September these will be 



9 
 

recorded and reported manually, while NWIS are setting up the 
necessary informatics. 
 
He said that health boards will need to report back on the 
proportion of priority or risk one patients that they see within 125 
per cent of the target date timeframe specified. 
 
Also that health boards will need to report on this alongside 
Referral to Treatment Time. 
 

6. Any other business 
No other business was declared. 
 

7. Next meeting and dates 
Dates and times of the next meeting would be confirmed. 
 
The meeting was concluded at 1.15pm 
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Appendix 1 
 

Referring to Agenda item 3 
 

Update from Mike Austin on electronic referral and the 
Electronic Patient Record  
 
This update is compiled from the work of Welsh Government task 
and finish group, chaired by Andrew Griffiths, Director NHS Wales 
informatics services (NWIS), that had wide representation drawn 
from all stakeholder groups. 
 
The outline business case for this group, currently sits with the 
Welsh Government Business Case Assessment Panel with a 
response expected in approximately four weeks. 
 
I present this update as vice-chair of the task and finish group and 
chair of Wales Ophthalmic Planned Care Board. 
 
The Together for Health Eye Healthcare Delivery Plan for Wales 
2013-2020, states that there will be an EPR for eye care. 
 
This approach is supported by Health Inspectorate Wales 
Ophthalmology Services Thematic Report 2015-16. 
 
A vital part of the Delivery Plan is the connection of all parts of the 
eye services via information and communication technology.  
 
The lack of an EPR is impeding achievement of capacity and 
demand balance for eye care and missing opportunities to deliver 
cost savings by skill mix. Without an EPR with fit for role 
ophthalmic functionality, the national Eye Care Plans will not be 
deliverable. 
 
An EPR is required to allow the hospital clinicians and community 
optometrists to electronically access and record information 
relating to patients.   
 
This includes a re-balance of care from hospital settings to 
community settings where clinically and economically appropriate.  
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This can only be achieved through an electronic system, to provide 
the information that is required to manage the patient safely and 
efficiently, wherever and whenever they are seen. 
 
This is in line with Welsh Government guidance on Ophthalmic 
Diagnosis and Treatment Centres, for glaucoma and medical 
retina patient pathways, where patients meet the most appropriate 
practitioner at the interface between primary and secondary care 
for comprehensive evaluation based on multi-disciplinary team 
working,  

 

High-end diagnostic infrastructure services will be empowered by 
full EPR functionality, allowing senior specialist oversight and 
clinical governance via a virtual clinic environment.  
 
An electronic referral system will provide the essential connectivity 
platform on which access to a whole service ophthalmic EPR can 
be built. 
 
We have proposed a national programme, hosted by Cardiff and 
Vale University health board on behalf of NHS Wales working with 
NHS Wales Informatics Service (NWIS).  
 
There will be two concurrent work streams, both being required. 
These involve: 
 

• an e-referral system. Workstream 1. Recommendation is to 
roll-out the system which is currently in advanced pilot stage 
in Cardiff and Vale University Health Board, and 

 

• an electronic patient record. Workstream 2. 
Recommendation is to procure a commercially available 
software solution. A number of viable options exist. For 
example, as previously evaluated and procured by the 
Moorfields Eye Hospital group, based in London and South 
East England, and NHS Scotland which are currently going 
to procurement for some 800 optometric practices and 14 
health boards. 

 

Our EPR recommendation is for a national demonstrator site in 
one eye unit. This would initially be for one pathway (for example, 
cataract or glaucoma) and from this, to overcome and learn from 
issues arising from installation. 
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All other health boards will second IT staff for training purposes. 
Following success and evaluation, it is envisaged that there will be 
a phased all Wales roll-out over an approximate six months’ 
timeframe. 
 
Health boards will need their eye care services to have dedicated 
IT and management time to ensure the systems are effectively 
deployed and the clinical change required is managed across 
primary and secondary care. 
 
In common with Radiology, which is another big-time user of digital 
informatics approach to healthcare, health boards’ ophthalmic 
services should look to appoint to their own establishment, clinical 
informatics officers to oversee essentials of digital transformation 
of eye care. 
 
Neither capital nor revenue for this is specified within health 
boards’ current budgets or Integrated Medium Term Plans 
(IMTPs), so, a financial solution must be found to access additional 
central resources of capital and revenue. To provide sustainable 
eye care without the IT support outlined would cost significantly 
more. 
 
Health boards are signed-up to the national eye care plans and 
this includes their commitment to the specifics of EPR and e-
referral. 
 
The provision for funding of their share of e-referral and EPR 
facility should now be formally specified in Integrated 
Medium Term Plans (IMTPs) of health boards and NWIS as a 
matter of urgency. 
 
Dedicated optometry to ophthalmology e-referral and dedicated, 
bespoke ophthalmic EPR across primary and secondary care need 
to be formally adopted and wholeheartedly supported by Welsh 
Government and this includes being written in to NHS Wales 
informatics plans. 


