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1. Executive Summary

1.1 Introduction 

The need for information and support at the time of diagnosis has long been recognised (Rees et al., 2010; Evans et al., 2007) and although patchy has been undertaken informally by a range of individuals from ophthalmic nurses, local society's workers and unpaid volunteers. A number of roles have evolved to provide this support and onward referrals to other agencies such as social services including that of the qualified Eye Clinic Liaison Officer (ECLO). However, to date there has been no formal evaluation of the impact of this role on patients and eye clinics or of cost effectiveness. In 2009 RNIB commissioned researchers at City University London to conduct the first evaluation of the ECLO role. The aim of the project was to assess the:

· Need for the ECLO role

· Cost implications for the ECLO role

· Impact on quality of life and adaptation to vision loss in people who are blind and partially sighted
1.2 Methods 

In order to investigate the aims and objectives the project was divided into several different studies. Each study investigated the ECLO role from a different perspective. It was our intention to gather information about the ECLO role from several different view points so that an evidence base could be built using information gathered from patients, eye care professionals such as Ophthalmologists and Optometrists and ECLOs themselves. Table 1.1 lists the different studies which were used to investigate each objective. More information on each study can be found in the different sections of the report.

Table 1.1:  Study objectives and methods used to investigate each objective

	Objective
	Method

	Need for the ECLO role
	· Survey of eye care professionals (Section 4)

· In depth interviews with eye care professionals (Ophthalmologists and Optometrists) (Section 5)

· Quality of life and adaptation to vision loss in patients with and without access to an ECLO using validated questionnaires  (Section 9)

	Cost implications for the ECLO role


	· In depth interviews with ECLOs  (Section 7)

· ECLO diaries (Section 6)

· Survey of ECLOs (Section 8)



	Impact on quality of life and adaptation to vision loss in people who are blind and partially sighted
	· Quality of life and adaptation to vision loss in patients with and without access to an ECLO using validated questionnaire. (Section 9)




1.3 Discussion 

The current study has given us the opportunity to investigate the ECLO role using a variety of different mechanisms such as a diary study, quality of life questionnaires and a survey. It should be noted that where eye care professionals expressed opinions about ECLOs these were likely to have been gained from working with both qualified ECLOs and people in other, similar roles who were not qualified ECLOs. Qualified ECLOs undertake the City University London accredited ECLO four day training course. A majority of ECLOs (87%) who participated in the different studies were qualified ECLOs. 
Perception of eye professionals

A large number (greater than 80%) of eye care professionals agreed that emotional and family support are essential services for blind and partially sighted people despite the fact that this type of support was not always available in their clinic. Approximately 33% of eye care professionals felt that emotional support was not available in their clinic or primary care trust and an even greater number (55%) felt that family support was not available. Data from the ECLO diaries and survey indicate that ECLOs provide emotional and family support to patients on a regular basis. There were mixed opinions about whether ECLOs reduce the amount of time spent with patients.  Fifty six percent of clinical staff who had worked with ECLOs felt that they reduced the time that they would spend with patients. Clinical staff who had not worked with ECLOs and rehabilitation staff felt that the presence of an ECLO would not reduce the amount of time they would spend with patients. Although ECLOs may not necessarily reduce the amount of time some eye care professionals spend with their patients, they provide additional services in eye clinics, which the patients may not have had access to in the absence of an ECLO. A large proportion of eye care professionals who took part in our survey investigating the ECLO role (90% of clinical staff and 63% rehabilitation officers) agreed that ECLOs significantly improve the patient experience. Most clinical staff (77%) reported that they felt more comfortable when patients left their room if they knew that they had the support of an ECLO. Sixty six percent of clinical staff who took part in the survey felt that a member of staff (an ECLO or equivalent) should be appointed to bridge the gap between clinical and social care.
Cost implications for the ECLO role

The average price of the ECLO training course is £760.00 based on information collected from the ECLO survey. The average annual cost of employing an ECLO is £38,170 pro rata. This includes salary costs, employer national insurance and superannuation contributions, overheads such as telephone, heating and stationary, capital overheads such as building and fittings costs and one time training and set up costs. The cost of an ECLO per patient per contact is £17.95 assuming an average of 9 patients are seen per day, in a 42 week year. The costs involved are likely to rise every year in line with inflation and this must also be borne in mind. Costs are also likely to be 15%-20% higher in London.
Cost effectiveness of ECLOs based on the employer

ECLOs employed by the NHS on average see more patients per day (19) than local authorities (10) and charities (5). However, findings must be interpreted with caution due to the fact that the differences were not statistically significant (p=0.102), the sample size was small and patient numbers were based on self report. Future studies should use a larger sample size and base the findings on audit rather than self report. Taking into account the different average salaries for ECLOs employed by each type of organisation and the average numbers of patients ECLOs from each organisation see, the cost of an ECLO per contact is lowest for ECLOs employed by the NHS (£10.20), followed by local authorities (£13.50) and charities (£32.34).
ECLO as part of another role
ECLOs that had a dual role (for example worked as an ECLO on some days and a nurse on other days) saw more patients per day on average than those who only worked as an ECLO suggesting that ECLOs who have a dual role are more cost effective.  Although the sample size of the dual role ECLOs was small (n=4) the results were significant at a level of 5% which means that there is only a 5% chance that the difference found is not a true difference. This suggests that results are very reliable despite the small sample size. The advantage of having a dual role would be that on days when the clinics were not busy the ECLO could carry out their other role. Further studies are required which investigate different models for the ECLO role.

Variability in the ECLO role

There is some variability in the ECLO role which needs to be addressed.  There is a lack of standardisation of the ECLO role and there is some confusion over the services that ECLOs provide. Some ECLOS appear to be well known within their departments, conversely, 12.5% of eye professionals who were aware of the ECLO role were unsure whether their hospital employed an ECLO or not.
There is also variability in how ECLOs obtain patient’s, some ECLOs obtain patients through referrals from clinicians in the hospital, whilst other obtain patients from waiting areas or use a combination of both approaches.  ECLOs also receive variable facilities at the hospitals they work at. Some ECLOs do not have access to hospital records or a manager within the hospital.  Twenty three percent of ECLOs did not have a private room to talk to patients in, 27% did not have a telephone, 46% did not have a computer and 32% did not have any storage space. Given that a large part of the ECLOs job involves making referrals and listening to patients in a confidential manner it is important that they are provided with adequate facilities to perform their role.

Quality of life study on patients with and without access to an ECLO

The study was unable to establish a link with ECLO's with quality of life. A larger sample size, different questionnaires or measuring the effects of the intervention within two months of the intervention taking place may reveal different conclusions. Alternatively, it maybe that an ECLO’s effect cannot be measured using Quality of life questionnaires.
1.4 Conclusions

· ECLOs report that they provide services such as information and emotional support that are currently missing in eye clinics in the UK. 

· With the current research we were unable to establish a link with ECLO's with quality of life. This may have been because the questionnaires chosen were not sensitive enough, because the sample size was too small or the effects of the intervention were measured too late.
· Our research also highlighted the variability in the current ECLO role which is likely to prevent the ECLO role developing to its full potential.
Variability in the ECLO role and recommendations for the role

2.1 What is variable?

· The title

· The services offered

· The employer

· The qualifications

· Whether a drop-in service is offered

· Whether an appointment system is offered

· Whether the patient is followed up or not

· The appointment duration

· Whether results of appointment are written in hospital notes

· The type of appointment (home visit, hospital visit)

· The environment that the patient is seen in (private room etc)

2.2 Why is a uniform service required?

· At the moment clinicians do not fully understand the ECLO role or the services that they provide and this may be partly because the title and the role are variable between trusts.

· Clinicians may struggle to understand the type of patients that they should refer if there is variability in the services offered.  

· Responsibilities such as referring to social services can only be passed over to ECLOs if they are consistently provided throughout the entire year to every patient in need of this service. Otherwise there is a danger that sometimes the patients will miss out on that service. 

· If a service has been provided it needs to be documented in their hospital notes in order to improve communication and reduce repetition.

· Every patient should be able to access/experience the same minimum standards and be offered the same services to meet their individual needs.
· The ECLO service needs to be based on patient need identified by either their clinician or the patient themselves or their relatives. At the moment many ECLOS approach patients in the waiting room 

· The fact that ECLOs are gaining many appointments in this manner suggests that the clinicians are failing to refer patients who might require this service.

· The ECLO role needs to be standardised so that it that it can be evaluated to identify whether the role is beneficial to eye care professionals and their patients. This will also help in more accurate calculations of the costs involved in implementing the ECLO role.
· Provisions should also be put in place for continuing professional developments so that ECLOs can keep up to date with advances in their field.

2.3 Recommended best service model

· Have one title for ECLO

· Have one uniform job description

· Have several ECLOs trained within the same hospital so that during busier clinics 2 ECLOs could be used which would also provide coverage during sickness, holidays, meeting etc.

· Have a specialist ECLO trained to deal with paediatrics

· ECLOs need to be successfully integrated into the department in order to continually review and improve patient services

· Research suggests that an NHS ECLO with a dual role review more patients and are better integrated into the department

· ECLO visits need to be written into their hospital notes. This will improve communication between staff, prevent repetition and provide a proper understanding of the patient’s clinical history

· Writing in the hospital notes will also promote the ECLO role throughout the entire department

· A drop-in service should be provided to patients who need immediate information and emotional support.

· An appointment system should be offered for patients who are too tired to wait, during very busy periods or when there is no ECLO coverage.

· A consistent follow up service should be provided 

· ECLO’s should be provided with adequate resources such as a private room, telephone with answer service, computer and access to hospital notes

· To ensure that all patients who require the ECLO service are referred, all clinicians need to be made aware of: 

· When there is an ECLO in their trust

· The services they provide

· How they provide these services

· How to refer to an ECLO

· The type of patients to refer

· Clinical audit would ensure that referrals are being carried out in timely manner and that the advice given is understood and utilised to its best potential.

2.4 Models of ECLO provisions

The information gathered from different parts of this study has been used to create four models of how the ECLO role could be implemented (Appendix 5). Currently there is not sufficient evidence to support one model over another, and which model is most effective may be dependent on the requirements of individual eye clinics. The models assume that the patient will make contact with the ECLO after their first meeting with their consultant and will also be able to access the ECLO at a later stage if required.

Model 1 describes a nurse or multiple nurses per clinic who have ECLO training and who can perform an ECLO-type role if called on by patients. The main advantages of this model are that the nurses are already integrated into the clinic and in contact with patients. This model would therefore be well utilised and cost effective because no additional staff would need to be employed. However, the main disadvantage is that there may not be appropriate resources to make referrals and discuss matters in confidence with the patient. Model 1 is likely to be suitable in quiet clinics with low incidences of visual impairment, such as paediatric clinics.

Model 2 describes a dual role ECLO who works as a nurse on some days, and an ECLO on others. The advantage of this over Model 1 is that the ECLO could act as a continuous point of contact and would have greater resources to give advice and make referrals. However, additional funding would be required for the days the nurse worked as an ECLO. Model 2 is likely to be suitable for eye clinics that are only busy with people with visual impairment on certain days.

Model 3 describes ECLOs (full time or part time) who do not have a dual role. Although this has the many advantages of Model 2 (i.e. having resources to act as a point of contact), the ECLO may be under utilised because they do not integrate into the clinic. Model 3 (part time ECLO) is likely to be suitable for eye clinics that are only busy with people with visual impairment on certain days.  Model 3 (full time ECLO) is likely to be suitable for clinics that are busy every day with people with visual impairment.

Model 4 describes the presence of a nurse or nurses with ECLO training who work in addition to an ECLO. This would have many of the advantages of Model 2, but with the ECLO always being accessible and well utilised because nurses could bring patients to the full time ECLO. Model 4 is likely to be suitable for clinics that are busy every day with people with visual impairment.

Additional ways to increase the utilisation of ECLOs would be to create an NHS funded, clinical pathway to include the ECLO. This would mean the ECLO role was essential to patient care and clinicians may then value and use the service more. Two of the interviewees (In depth interviews with Eye Care Professionals, Section 5) felt that every patient should see an ECLO. At the very least, this would introduce the ECLO as a point of contact, and they can provide other services at their discretion. One interviewee felt that all clinicians should have training about visual disability, which may lead to greater appreciation of the social impact of visual impairment and greater appreciation and utilisation of the ECLO role. To reduce costs, someone who acted as a full time ECLO could be a volunteer, however this may make the service too varied.

2.  Introduction

2.1  Introduction

City University London was commissioned by the RNIB to build an evidence base to assess the impact of Eye Clinic Liaison Officers (ECLOs) on the care of blind and partially sighted people.  The current report details the various studies that were undertaken as part of that process. The project commenced in May 2009 and was completed in December 2010.

2.2 The problems associated with visual impairment

It is estimated that in 2008 about 1.8 million people had visual impairment in varying degrees in the UK (Access Economics, 2009) although only 364,615 of these individuals were registered as being sight impaired (SI) or severely sight impaired (SSI) (Health and Social Care Information Centre, 2008; Local Government Data Unit Wales, 2008; National Statistics, 2007). People with a visual impairment are likely to experience poorer quality of life, are at an increased risk of developing depression (Branch et al, 1989 and Carabalese et al, 1993), are more likely to be socially isolated (Verstraten et al, 2005) and have a higher incidence of falls than people with 'normal' sight (Ivers et al, 2002 and McCarthy et al, 2002) Given that registration is usually the gateway to appropriate services and entitlements, it is likely that only a small minority of people affected by sight loss receive the help they require to function independently (Bruce et al, 1991). 

2.3 Eye Care Liaison Officers 

There is some evidence to suggest that early intervention in the form of emotional support and timely referral to other organisations such as social services may overcome some of problems associated with visual impairment (Norwell and Hiles, 2005, Hodge & Barr, 2010). Although inconsistent across the UK, some informal early intervention in the form of emotional support, signposting and information provision has been available in eye hospitals (Personal correspondence: ECLO conference 2010). This is provided by a wide range of individual's including ophthalmic nurses, local societies and unpaid volunteers. Since 1994 however, the provision of support and advice has developed into a more formal post when the first RNIB supported Eye Clinic Liaison Officer (ECLO) became operational in Rotherham. 

By June 2010 there were 49 accredited ECLO's (having completed the 4 day Eye Clinic Support studies course) in post (personal correspondence with Angela Edwards, 2010). There were also 154 non-accredited people undertaking a similar role called Point of Diagnosis Officer, Eye Clinic & Information Liaison Officer (ECLIO), Visual Impairment Liaison Officer (VILO), Vision Support Officer or any other appropriate title as decided by the hospital that they worked at. In order to train as an ECLO, interested individuals can attend a four day training course run by the RNIB. In some instances hospitals may train their own ECLO or supplement the training provided on the RNIB course with additional training depending on the needs of the individual hospital. 

2.4 What does an ECLO do?

Although no standard job description for the ECLO role currently exists, RNIB ECLO’s are trained to carry out the following role (ECLO research brief, 2008)
· Advice about registration and certification

· Information on eye conditions

· Emotional support

· Referral to other agencies (e.g. social care)

· A bridge between clinical and social services

· Family support 

In 2007, the ECLO role was recognised by the Royal College of Ophthalmologists in its guidelines to commissioners and clinicians which recommend the use of ECLOs as part of a contemporary Age Related Macular Degeneration (AMD) service delivery in the UK. It states that:

“ECLOs will provide the vital link between AMD treatment and rehabilitation (Low Vision Aids) and support (social) services and allow better integration of care.’’ (Royal College of Ophthalmologists, 2007)

2.5 Aims and Objectives

Whilst there is limited evidence to suggest that the services provided by the ECLO may be beneficial to those with a visual impairment (Norwell and Hiles, 2005; Royal College of Ophthalmologists, 2007), to date there has been no formal evaluation of the service. In order to secure funding and future sustainability as well as understanding how the role can be improved, there is an ever increasing need to evaluate the effectiveness of the ECLO. 

The current project was designed to ascertain the following:

· Need for the ECLO role? 

· Cost implications for the ECLO role?

· Impact on quality of life and adaptation to vision loss in people who are blind and partially sighted.
2.6 Methodology

In order to investigate the aims and objectives of the project, the project was divided into several different studies. Each study investigated the ECLO role from a different perspective. It was our intention to gather information about the ECLO role from several different view points so that an evidence base could be built based on information gathered from patients, eye care professionals such as Ophthalmologists and Optometrists and ECLOs. Table 1 lists the different studies which were used to investigate each objective.

Table 3.1:  Study objectives and methods used to investigate each objective

	Objective
	Method

	Need for the ECLO role
	· Survey of eye care professionals (Section 4)

· In depth interviews with eye care professionals (Ophthalmologists and Optometrists) (Section 5)

· Quality of life and adaptation to vision loss in patients with an without access to an ECLO using validated questionnaires (Section 9)

	Cost implications for the ECLO role


	· In depth interviews with ECLOs (Section 7)

· ECLO diaries (Section 6)

· Survey of ECLOs (Section 8)

	Impact on quality of life and adaptation to vision loss in people who are blind and partially sighted
	· Quality of life and adaptation to vision loss in patients with an without access to an ECLO using validated questionnaire (Section 9)




More information on each study can be found by looking at the individual sections. The report has been divided into 12 sections.

2.7 Section Overview

Section 1 is the executive summary which presents a brief summary of the report.
Section 2 discusses the variability of the ECLO role and gives recommendations for the best service model.
Section 3 introduces the reader to the ECLO role and the aims and objectives of the study.

Section 4 describes the survey of eye care professionals. The aim of the survey was to assess if there is currently an under provision of specific services for blind and partially sighted people in eye clinics and in the community. Additionally, the survey investigated if eye care professionals were aware of ECLOs and the services they provide, as well as their opinions of these services. 

Section 5 describes in depth semi structured interviews with a small number (n=4) of Ophthalmologists and Optometrists. The aim of the interviews was to establish the opinions of these individuals on the role of ECLO’s and how the ECLO role impacts the way in which these professionals work within a hospital setting. 

Section 6 describes the ECLO diary study. Eleven ECLOs kept a record of their activities for 20 clinics. The aim of the diary study was to gather information on the number of patients seen, time spent per patient and time spent on administration. 

Section 7 describes in-depth semi structured interviews with a small number (n=4) of ECLOs. The aim of the interviews was to obtain an insight into the role of ECLOs and understand ways in which they work and their integration with other professionals in the hospital.

Section 8 describes the survey of ECLOs. The survey was primarily used to determine the costs associated with employing an ECLO although additional information such as whether ECLOs have been provided with sufficient resources to carry out their role was also investigated.

Section 9 describes the quality of life study that was carried out using validated questionnaires to ascertain whether ECLOs are able to improve the quality of life and adaptation to vision loss in patients with a visual impairment.

Section 10 concludes the report by discussing the findings of the individual elements of the study as a whole and makes recommendations about areas for further study.
Section 11 lists all the people who helped us with this study.
Section 12 lists all the references that were included in the report.
Section 13 lists all the appendixes that are of relevance to the report.

The opinions of clinical and rehabilitation staff on services for blind and partially sighted people and Eye Care Liaison Officers

2.8 Introduction 
Visual impairment has wide ranging consequences on many aspects of an individual’s life from education and employment (Douglas et al., 2008) to drastically reducing independence (Marx et al., 1994). Visual impairment can also mean that other aspects of health suffer because the individual is more likely to have injuries from falls (for example, Vu et al., 2005) and may be prone to depressive symptoms (for example Rees et al., 2007). 

Many conditions resulting in visual impairment cannot be cured or alleviated entirely, as a result of which rehabilitation services are often the main source of care. Rehabilitation aims to reduce disability (Massof et al., 2005) so that the impact of the impairment on the individual’s life is minimised. Rehabilitation services can include the examination of vision, emotional support, training with low vision aids and orientation and mobility training. In the UK, the majority of low vision examinations are provided in the hospital, although this is gradually changing with initiatives such as the ‘Welsh Low Vision Scheme’ where examinations are provided in the community by certified Optometrists in their practices (Welsh Low Vision Service, 2005). As well as having a low vision examination which results in the provision of low vision aids such as magnifiers, patients also require other forms of help such as emotional and family support and modifications to their living environment. This tends to be provided in the community by social services. A typical patient journey would include a visit to a low vision clinic followed by referral to social services. 

The amount of time it takes the patient to actually start this journey is variable and depends on the waiting lists for both the low vision clinic and social services which can vary between a few weeks to more than four months (Department of Health, 2009; The Health and Social Care Information Centre, 2009). Culham et al. (2002) suggested there was an under provision in the number of low vision consultations offered in hospitals per year and that there are far fewer services in costal towns and rural areas where the elderly population is high due to migration. Furthermore, there is evidence to suggest that many eligible patients do not receive any support at all. For example Douglas et al (2008) found that 17% of those registered within the previous 8 years received no services. 

A specific service that may be necessary for people with visual impairments is emotional support and counselling, particularly in the initial stages of the disease, yet these needs are often overlooked. Research has shown that after an appointment at an eye clinic 70% of the patients wanted to talk to someone about their fears and concerns but only 19% were given the opportunity to do so (McBride, 2001). Douglas et al., (2008) found that registered individuals who were dissatisfied with the services received often mention they would have appreciated emotional support and counselling. A survey of services in the United States found that although 44.9% of people had problems or difficulties with psychological adjustment to their sight problems, only 21.1% of low vision services provided psychological services, 4.9% had a psychologist and 28.4% offered support groups, (Owsley et al., 2009). 

Several hospitals in the UK have recognised this problem and employ ECLOs to provide patients with emotional support as well as other support as described in Section 3. 

2.9 Aims of the Study

The aims of the current study were as follows

· To assess if there is currently an under provision of specific services for blind and partially sighted people in eye clinics and in the community and whether ECLOs are able to provide these services which will establish the need for the ECLO role (Aim 1)
· To ascertain if eye care professionals are aware of ECLOs and the services they provide, as well as their opinions of these services (Aim 2). 

These aims were investigated by creating a questionnaire for professionals who worked in the area of visual impairment in the UK, in a variety of different roles both in a hospital setting and in the community.

2.10 Methods

Reliability of the questionnaire

The initial version of the questionnaire was piloted on a small group of clinicians (n=12) who worked either in a hospital or in the community. The questionnaire was checked for face validity by two professionals who had extensive experience in the area of visual impairment and questions amended based on comments received from them as well as comments received from the small group of professionals who participated in the pilot study. The questionnaire was found to have a moderate degree of test-retest reliability when the questionnaire was re-administered (observed kappa= 0.512) approximately three to five weeks later (Mean= 3.6 weeks). Some questions had poor repeatability but these were still retained in the final version of the questionnaire as it felt that the questions investigated important aspects of the low vision service in the UK. More information about the pilot version of the questionnaire and related statistics can be found in Appendix 1.
The final version of the questionnaire was administered to two groups of professionals: clinical staff (examples include optometrists and ophthalmologists) and rehabilitation officers (examples include rehabilitation and social services officers). The questionnaire administered to the two groups of professionals was slightly different to account for the different roles that these individuals undertake based on their location and expertise. Clinical staff tend to work either in the hospital or the community but rehabilitation staff officers mainly work in the community.

Results are reported separately for the individual groups. 

Participants were recruited through professional bodies, special interest groups and clinical practices throughout the UK. Professional bodies/groups or individuals were provided with an invitation letter stating the aims and length of the survey and contact details of the researchers. The survey could be completed online, by paper or over the phone. All participants completed the survey online using the online tool survey monkey
.

2.11 Results

The results are presented in several sections. Section A details the results relating to the demographics of the participants who took part in the study. Section B details the results pertaining to the first aim of the study and section C details the results pertaining to the second aim of the study.

Section A
Profile of participants completing the survey 

Clinical staff

84 participants started the survey (answered more than one question). Results were analysed for all 84 participants where answers were given. Of these, 67 completed the whole survey and specified their occupation; 9 ophthalmologists, 13 optometrists, 21 orthoptists, 19 dispensing opticians, 2 nurses and 3 other health care professionals (2 receptionists and 1 administrator). 65.7% of respondents worked in hospitals, 23.9% worked in private practices, and 10.4% worked in other settings (including charities, schools and patient’s homes).

Rehabilitation officers/other related personnel

56 participants started the survey (answered more than one question). Results were analysed for all 56 participants where answers were given. Of these, 42 completed the whole survey and specified their occupation; 36 were rehabilitation workers, 4 social or support workers and 2 managers. 81.0% carried out most of their work from patient’s homes and 7.1% carried out most of their work in hospitals. 33.3% carried out a majority of their work in other places, including schools, low vision centres, nursing homes and social services offices.

Section B
What services are available in eye clinics for individuals with sight loss who are eligible for registration?

Clinical and rehabilitation staff were asked about the services available (for example, explanation of the cause of vision loss) at the hospital they worked at most or at hospitals in their local authority respectively. They were also asked if they felt the service was essential or not, regardless of whether the service was currently available. 

Clinical staff

Most clinical staff indicated that the majority of services were available to individuals in their hospital or PCT. However, family support (50%) and emotional support (68%) were not as widely available as other services, such as explanation of the process of registration (93%) (Table & Figure 4.1).

To determine if there were statistical differences in the reported availability and services deemed essential by clinical staff, a Chi Square analysis was performed on the data. Only participants who answered both questions were included in the analysis (n=69). Despite there being some differences between the availability of services and if they were deemed essential (especially emotional and family support), no statistical differences were found [p<0.10].

Table 4.1: Availability of services for people who are blind and partially sighted and how essential these services are: Findings from clinical staff
	Service
	Percentage of respondents who felt the service was available with actual numbers in brackets (n=72)
	Percentage of respondents who felt the service was essential  with actual numbers in brackets (n= 81)

	Explanation of the cause of the patient's vision loss and prognosis
	93 (n=67)
	99 (n=80)

	Explanation of the process of registration
	93 (n=67)
	96 n=78)

	Explanation about the use of Low Vision Aids
	96 (n=69)
	97 (n=79)

	Training in the use of Low Vision Aids
	94 (n= 68)
	99 (n=80)

	Explanation about the use of non-optical aids
	90 (n=67)
	100 (n=81)

	Referring to social services
	93 (n= 67)
	88 (n=71)

	Family Support
	50 (n=36)
	83 (n=67)

	Emotional Support (excluding counselling)
	67 (n=48)
	86 (n=68)

	Signposting to other sources of help
	89 (n=64)
	91 (n=74)


Figure 4.1. The percentage of respondents who indicated services were available and essential for blind and partially sighted people in eye clinics. Findings from clinical staff.
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Rehabilitation staff

Findings were slightly different for rehabilitation staff. Services such as training in the use of low vision aids (59%), explanation about the use of non-optical aids (56%), emotional support (67%) and family support (35%) were not as widely available as other services such as explanation of the process of registration (89%). (Table and Figure 4.2)

To determine if there were statistical differences in the reported availability and services deemed essential by rehabilitation staff, a Chi Square analysis was performed on the data. Only participants who answered both questions were included in the analysis (n=51). Significant differences were found for explaining LVAs, training in LVAs, family support and signposting to other services (p<0.10, Fisher’s exact test). This means that although a service was considered essential for blind and partially sighted people this was not necessarily always available to the patients.
Table 4.2: Availability of services for people who are blind and partially sighted and how essential these services are: Findings from rehabilitation staff.
	Service
	Percentage of respondents who felt the service was available with actual numbers in brackets (n=54)
	Percentage of respondents who felt the service was essential with actual numbers in brackets (n=53)

	Explanation of the cause of the patient's vision loss 
	81 (n=45)
	100 (n=53)

	Explanation of the process of registration
	89 (n=48)
	100 (n=53)

	Explanation about the use of Low Vision Aids
	76 (n=41)
	96 (n=51)

	Training in the use of Low Vision Aids
	59 (n=32)
	94 (n=50)

	Explanation about the use of non-optical aids
	56 (n=30)
	94 (n=50)

	Referring to social services
	96 (n=52)
	100 (n=53)

	Family Support
	35 (n=19)
	87 (n=46)

	Emotional Support (excluding counselling)
	67 (n=36)
	98 (n=52)

	Signposting to other sources of help
	76 (n=41)
	92 (n=49)


Figure 4.2 The percentage of respondents who indicated services were available and essential for blind and partially sighted people in eye clinics. Findings from rehabilitation staff. (*) indicates that the number of respondents who indicated a service was available and essential was significantly different (p<0.10).
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Availability of services for blind and partially sighted patients: Are there differences in opinion between clinical and rehabilitation staff?
The estimates of which services were available in hospitals were compared between clinical staff in hospitals and rehabilitation staff in the community. Statistically significant differences were found for explaining the cause of vision loss [p<0.10, Fisher’s exact test], explaining the use of low vision aids [p<0.05, Fisher’s exact test], training in the use of low vision aids [p<0.001, Fisher’s exact test], explanation about the use of non-optical aids [p<0.001, Fisher’s exact test] and signposting to other sources of help [p<0.10, Fisher’s exact test]. In all cases, a greater proportion of clinical than rehabilitation staff reported that the particular service was available.
Which services are essential for blind and partially sighted patients: Are there differences in opinion between clinical staff and rehabilitation officers?

The opinions about the services deemed essential for individuals with visual impairment were compared between clinical staff in hospitals and rehabilitation staff in the community. Significant differences in the services deemed essential for individuals with vision loss were found for referring to social services [p<0.01, Fisher’s exact test], emotional support [p<0.05, Fisher’s exact test] and explanation about the use of non-optical aids [p<0.10, Fisher’s exact test]. Rehabilitation staff were more likely to feel that emotional support and referring to social services was essential, but clinical staff more often felt explanation about non optical aids was essential.
Who provides patient related services in the hospital/PCT?

Clinical staff at hospitals without an ECLO were asked who was responsible for providing patient related services in their hospital/PCT for patients who were blind and partially sighted. If more than one member of staff provided a service, these results are shown in the ‘multiple personnel’ column.

The results are shown in Table 4.3 and cells in bold show the most frequent response. What is immediately evident is that for most services, no one individual is specifically responsible for delivering a service because it is provided by multiple personnel (these services are explanation of the cause of vision loss, explanation of registration, explanation about the use of non optical aids, referring to social services and signposting to other sources of help). There were also gaps in the care provided particularly for family and emotional support because often no one provided this service. Of the respondents surveyed, 48.3% said that family support and 34.5% said that emotional support was not provided by anyone in the hospital/PCT. Additionally 17.2% of respondents were unsure about who provided family support and 20.7% were unsure about who provided emotional support.

Clinical staff were further questioned with regards to how they felt about the time spent by the personnel they specified on these patient related services in the hospital. The majority of respondents felt that having clinical members of staff involved in patient services was a good utilisation of their time (69%). Additionally, the majority of respondents said that there should be a member of staff who specifically handles these patient related services (66%).

Staff providing patient related services in the community

Rehabilitation staff were also asked who provided patient related services in their local authority for patients who were blind and partially sighted. Table 4.4 show the results. If more than one member of staff provided a service, these results are shown in the ‘multiple personnel’ column.

These results show that rehabilitation workers are the main provider of training in low vision aids, however, multiple personnel frequently provided all other services listed in the table (4.4). All the services surveyed appear to be provided by personnel in the community. It was also clearer who provided family and emotional support in the local authority compared to the hospital/PCT because only 6.3% of respondents surveyed were unsure of which personnel provided family support and 12.5% were unsure of which personnel provided emotional support.

Rehabilitation staff were further questioned with regards to how they felt about the time spent by the personnel they specified on these patient related services in the local authority. The majority of respondents said that they felt that having designated members of staff in their local authority involved in patient services was a good utilisation of their time (69%). Additionally, the majority of respondents said that there should be a member of staff who specifically handles these patient related services (81%).

Table 4.3: Services provided by different eye care professionals: Findings from the clinical staff survey (percentage of respondents; n=29) 
	Service
	Ophthal-mologist
	Optom-

etrist
	Orthoptist
	Nurse
	Other personnel
	Not sure
	Multiple personnel
	No one
	Row Total

	Explanation of the cause of vision loss
	37.9 (n=11)
	0.0 (n=0)
	3.4 (n=1)
	0.0 (n=0)
	6.9 (n=2)
	3.4 (n=1)
	48.3 (n=14)
	0.0 (n=0)
	29



	Explanation of registration
	27.6 (n=8)
	3.4 (n=1)
	3.4 (n=1)
	6.9 (n=2)
	20.7 (n=6)
	0.0 (n=0)
	34.5 (n=10)
	3.4 (n=1)
	29



	Explanation about the use of Low Vision Aids
	0.0 (n=0)
	17.2 (n=5)
	34.5 (n=10)
	0.0 (n=0)
	0.0 (n=0)
	24.1 (n=7)
	17.2 (n=5)
	6.9 (n=2)
	29

	Training in the use of Low Vision Aids
	0.0 (n=0)
	24.1 (n=7)
	34.5 (n=10)
	0.0 (n=0)
	20.7  (n=6)
	3.4 (n=1)
	10.3 (n=3)
	6.9 (n=2)
	29



	Explanation about the use of non-optical aids
	0.0 (n=0)
	13.8 (n=4)
	20.7 (n=6)
	3.4 (n=5)
	13.8 (n=4)
	3.4 (n=1)
	37.9 (n=11)
	6.9 (n=2)
	33



	Referring to social services
	13.8 (n=4)
	3.4 (n=1)
	3.4 (n=1)
	3.4(n=5) 
	20.7 (n=6)
	6.9 (n=2)
	44.8 (n=13)
	3.4 (n=1)
	33



	Family Support
	0.0 (n=0)
	0.0 (n=0)
	0.0 (n=0)
	0.0 (n=0)
	24.1 (n=7)
	17.2 (n=5)
	10.3 (n=3)
	48.3 (n=14)
	29


	Emotional Support
	0.0 (n=0)
	3.4 (n=1)
	6.9 (n=2)
	6.9 (n=2)
	13.8 (n=4)
	20.7 (n=6)
	13.8 (n=4)
	34.5 (n=10)
	29



	Signposting to other sources of help
	0.0 (n=0)
	3.4 (n=1)
	10.3 (n=3)
	3.4 (n=1)
	20.7 (n=6)
	3.4 (n=1)
	44.8 (n=13)
	13.8 (n=4)
	29



	Column Total
	23
	20
	34
	15
	41
	24
	76
	36
	


Table 4.4: Services provided by different eye care professionals: Findings from the rehabilitation staff survey (percentage of respondents; n=16) 

	Service
	Hospital Staff
	Rehab Workers
	Low Vision Therapists
	Occupational Therapists
	Social Workers
	Other
	Not sure
	Multiple personnel
	No one
	Row total

	Explanation of the cause of vision loss
	12.5 (n=2)
	25.0 (n=4)
	0.0 (n=0)
	0.0 (n=0)
	0.0 (n=0)
	0.0 (n=0)
	0.0 (n=0)
	62.5 (n=10)
	0.0 (n=0)
	16

	Explanation of registration
	6.3 (n=1)
	31.3 (n=5)
	0.0 (n=0)
	0.0 (n=0)
	0.0 (n=0)
	0.0 (n=0)
	0.0 (n=0)
	62.5 (n=10)
	0.0 (n=0)
	16

	Explanation about the use of Low Vision Aids
	6.3 (n=1)
	25.0 (n=4)
	0.0 (n=0)
	0.0 (n=0)
	0.0 (n=0)
	0.0 (n=0)
	0.0 (n=0)
	68.8 (n=10)
	0.0 (n=0)
	15

	Training in the use of Low Vision Aids
	6.3 (n=1)
	56.3 (n=9)
	0.0 (n=0)
	0.0 (n=0)
	0.0 (n=0)
	0.0 (n=0)
	0.0 (n=0)
	37.5 (n=6)
	0.0 (n=0)
	16

	Explanation about the use of non-optical aids
	0.0 (n=0)
	43.8 (n=7)
	0.0 (n=0)
	0.0 (n=0)
	0.0 (n=0)
	0.0 (n=0)
	0.0 (n=0)
	56.3 (n=9)
	0.0 (n=0)
	16

	Referring to social services
	18.8 (n=3)
	6.3 (n=1)
	0.0(n=0) 
	0.0 (n=0)
	0.0 (n=0)
	0.0 (n=0)
	6.3 (n=1)
	68.8 (n=10)
	0.0 (n=0)
	15

	Family Support
	0.0 (n=0)
	18.8 (n=3)
	0.0 (n=0)
	0.0 (n=0)
	0.0 (n=0)
	6.3 (n=1)
	6.3 (n=1)
	68.8 (n=10)
	0.0 (n=0)
	15

	Emotional Support
	0.0 (n=0)
	31.3 (n=5)
	0.0 (n=0)
	0.0 (n=0)
	0.0 (n=0)
	6.3 (n=1)
	12.5 (n=2)
	50.0 (n=8)
	0.0 (n=0)
	16

	Signposting to other sources of help
	6.3(n=1) 
	25.0 (n=4)
	0.0 (n=0)
	0.0 (n=0)
	0.0 (n=0)
	0.0 (n=0)
	0.0 (n=0)
	68.8 (n=10)
	0.0 (n=0)
	15

	Column Total


	9
	42
	0
	0
	0
	2
	4
	83
	0
	


Section C
Opinions about ECLOs

Awareness of ECLOs

Respondents were asked about their awareness of the ECLO service by asking them if they had ever heard of the ECLO or equivalent service. It should be noted that staff were not questioned about the qualifications of the ECLO they worked with as this would not have been something they would necessarily be aware of.  It is therefore likely that some professionals who participated in this study worked with people providing an 'ECLO' service who were not accredited via the City University London accredited RNIB training course.
75.3% (n=82) of clinical staff and 94.2% (n=52) of rehabilitation staff answered in the affirmative, suggesting that awareness was quite high. Those who responded positively were then asked if their local hospital/PCT/local authority employed an ECLO or equivalent service. The results are shown in Table 4.5. It is interesting to note that a proportion of both clinical (15.3%) and rehabilitation staff (10.2%) were unsure if an ECLO (or equivalent) worked in their hospital/PCT/local authority. These estimates are likely to be conservative because the survey was advertised as being about ECLOs and is likely to have attracted people who were already aware of ECLOs to complete it. 

Table 4.5: Responses to the question “Do any hospitals in your local authority/does your hospital/PCT employ an ECLO/equivalent personnel?”
	Response
	Number of clinical staff
	Percentage of clinical staff
	Number of rehabilitation staff
	Percentage of rehabilitation staff

	Yes
	29
	49
	33
	68

	No
	21
	36
	11
	22

	Not sure
	9
	15
	5
	10


Awareness of the services ECLOs provide

Respondents who said their hospital/PCT/local authority employed an ECLO were asked if they knew which services they provided. The results are shown in Table 4.6 and Figure 4.3. The services in bold (explanation about the use of low vision aids, training in the use of low vision aids and explanations about the use of non optical aids) in Table 4.6 are generally not part of the ECLOs role (as defined by the RNIB), but all other services are. Clinical staff frequently reported that services that are not part of the ECLO role were actually provided by the ECLO (up to 70% for explanation of non-optical aids). Conversely, Rehabilitation staff often reported that services that an ECLO can provide were not part of the ECLO service (for example, 31% said they did not provide family support).

Table 4.6: Percentages of Eye care professionals who thought that the various duties were part of the ECLO role (actual numbers in brackets)
The services highlighted in yellow (explanation about the use of low vision aids, training in the use of low vision aids and explanations about the use of non optical aids) are not usually part of the ECLO role (as defined by RNIB). 
	Service
	% Clinical
	% Rehab

	Explanation of the cause of vision loss 
	70% (n=16)
	46% (n=12)

	Explanation of registration
	100% (n=23)
	77% (n=20)

	Explanation about the use of Low Vision Aids 
	57% (n=13)
	27% (n=7)

	Training in the use of Low Vision Aids 
	48% (n=11)
	4% (n=1)

	Explanation about the use of non-optical aids 
	70% (n=16)
	39% (n=10)

	Referring to social services
	96% (n=22)
	85% (n=22)

	Family Support
	78% (n=18)
	31% (n=8)

	Emotional Support 
	91% (n=21)
	58% (n=15)

	Signposting to other sources of help 
	100%(n=23)
	81% (n=21)


Figure 4.3: Percentage of respondents claiming the ECLO performed particular services as part of their role.
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Utilisation of the ECLO service

Participants were asked, “Within hospitals/PCTs in your local authority are the services of the ECLO/equivalent personnel: under utilised, well utilised or over utilised”. Figure 4.4 (a) shows that 66% of clinical staff thought that the ECLO service was well utilised, but 17% felt they it was under utilised and 17% thought it was over utilised. Figure 4.4 (b) shows that 70% of the rehabilitation staff felt that ECLO service was well utilised, 17% felt that it was under utilised and 13% felt that it was over utilised. 

Figure 4.4 (a). How well clinical staff though that ECLOs/equivalent service was utilised. 

[image: image4]
Figure 4.4 (b). How well rehabilitation officers though the ECLOs/equivalent service was utilized
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The effect of ECLOs on the patient experience

Participants who worked in a hospital/PCT/local authority which employed an ECLO were asked whether they felt that the ECLO/equivalent service significantly improves patient care and makes the patient experience better. A majority of professionals felt that ECLOs improve the patient experience. Figure 4.5 (a) shows that of the clinical staff who participated in the survey, 90% agreed or strongly agreed with the statement, 0% neither agreed nor disagreed, 7% disagreed or strongly disagreed and 3% didn’t know. Figure 4.5 (b) shows that of rehabilitation officers who participated in the survey, 63% agreed or strongly agreed with the statement, 13% neither agreed nor disagreed, 17% disagreed or strongly disagreed and 7% didn’t know.

Figure 4.5 (a). Clinical staff’s agreement with the statement “The ECLO/equivalent services in my local hospital/PCT significantly improves patient care and makes the patient experience better”.
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Figure 4.5 (b). Rehabilitation staff’s agreement with the statement “The ECLO/equivalent services in my local hospital/PCT significantly improves patient care and makes the patient experience better”.
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Do ECLOs influence the way in which Eye Care professionals work?

The survey investigated whether ECLOs have had an impact on the working patterns of rehabilitation and clinical staff who have worked with them. Additionally for professionals who had no experience of working with an ECLO, the survey investigated what they felt about potentially working with an ECLO and the effect on their working pattern. The results in this section should be treated with caution because these questions were found to be unreliable (see Appendix 1, questions 11-12 and 15-16 for details of the pilot questionnaire). 
Time spent with patients

Participants were asked whether having an ECLO would significantly reduce the average time they spent with patients. Table 4.7, Table 4.8 and Figure 4.6 shows the results. The most frequent response from rehabilitation staff was that they did not think that an ECLO would reduce the amount of time spent with a patient, regardless of whether they worked in an area where there was an ECLO or not. However, more than half of the clinical staff who had experience of working with an ECLO felt that having an ECLO would reduce the amount of time spent with patients (55.6%). Clinical staff without an ECLO felt that having an ECLO would not reduce the amount of time spent with a patient. 
Table 4.7. Percentage of Clinical staff (with actual numbers in brackets) who responded to the question, “Having an ECLO would significantly reduce/significantly reduces the average time I would spend with a patient. Please give your opinion on this statement”

	Response
	ECLO present in area of work
	ECLO not present in area of work

	Strongly agree or agree
	55.6 (n=15)
	35.7 (n=15)

	Neither agree nor disagree
	14.8 (n=4)
	28.6 (n=12)

	Strongly disagree or disagree
	22.2 (n=6)
	28.6 (n=12)

	Not applicable
	7.4 (n=2)
	7.1 (n=3)


Table 4.8. Percentage of rehabilitation staff with actual numbers in brackets who responded to the question, “Having an ECLO would significantly reduce/significantly reduces the average time I would spend with a patient. Please give your opinion on this statement”
	Response
	ECLO present in area of work
	ECLO not present in area of work

	Strongly agree or agree
	21.4 (n=6)
	35.3 (n=6)

	Neither agree nor disagree
	21.4 (n=6)
	17.6 (n=3)

	Strongly disagree or disagree
	50.0 (n=14)
	41.2 (n=7)

	Not applicable
	7.1 (n=2)
	5.9 (n=1)


The impact of ECLOs on the patient journey

Clinical staff were asked if they would be more comfortable when the patient left their room and rehabilitation staff were asked if they would feel happier meeting with patients if they had already met with an ECLO. Table 4.9 and Figure 4.7 show that the majority of clinical staff (regardless of whether they had access to an ECLO or not) would be more comfortable when patients left their room if they knew the patients had the support of an ECLO. 
Table 4.9. Percentage of clinical staff with actual numbers in brackets who responded to the question, “I would be/I feel more comfortable when patients left my room if I knew that the patient has the support of an ECLO”.  

	Response
	ECLO present in area of work
	ECLO not present in area of work

	Strongly agree or agree
	77.8 (n=21)
	76.2 (n=32)

	Neither agree nor disagree
	14.8 (n=4)
	14.3 (n=6)

	Strongly disagree or disagree
	0.0 (n=0)
	2.4 (n=1)

	Not applicable
	7.4 (n=2)
	7.1 (n=3)


Figure 4.6. Responses to the question, “Having an ECLO would significantly reduce/significantly reduces the average time I would spend with a patient. Please give your opinion on this statement”
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Figure 4.7. Clinical staff’s responses to the question: “I would be/I feel more comfortable when patients left my room if I knew that the patient has the support of an ECLO”.  
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Rehabilitation staff, were asked a slightly different question (“I would feel happier meeting with patients if I knew they had already met an ECLO”), because they would see a patient after they had met an ECLO. Table 4.10 and Figure 4.8 shows that rehabilitation staff have varied opinions, and mixed comments were made. One respondent stated that patient meetings were more effective if the individual had already met with an ECLO and another suggested that patients were more open to discussing solutions. However others felt that patients could become confused due to duplication of work and that rehabilitation staff often receive inappropriate referrals from the ECLO. 
Table 4.10. Percentage of rehabilitation staff with actual numbers in brackets who responded to the question, “I would feel happier meeting with patients if I knew they had already met an ECLO”.
	Response
	ECLO present in area of work
	ECLO not present in area of work

	Strongly agree or agree
	28.6 (n=8)
	35.3 (n=6)

	Neither agree nor disagree
	50.0 (n=14)
	35.3 (n=6)

	Strongly disagree or disagree
	25.0 (n=7)
	23.5 (n=4)

	Not applicable
	3.6 (n=1)
	5.9 (n=1)


Figure 4.8. Rehabilitation staff’s responses to the question: “I would feel happier meeting with patients if I knew they had already met an ECLO”.
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Do eye care professionals think an ECLO is a good use of financial resources?

Eye care professionals were asked if they thought that employing an ECLO would be a good use of financial resources. The results are shown in Table 4.11, Table 4.12 and Figure 4.9. A majority of professionals felt that employing an ECLO is a good use of financial resources, but it is clear that those with ECLOs in their place of work are more likely to think an ECLO is a good use of financial resources.

Table 4.11. Percentage of clinical staff with actual numbers in brackets who responded to the question, “Employing an ECLO for my hospital/PCT/local authority is/would be a good use of financial resources”.

	Response
	ECLO present in area of work
	ECLO not present in area of work

	Strongly agree or agree
	77.8 (n=21)
	40.5 (n=17)

	Neither agree nor disagree
	7.4 (n=2)
	38.1 (n=16)

	Strongly disagree or disagree
	3.7 (n=1)
	9.5 (n=4)

	Not applicable
	11.4 (n=3)
	11.9 (n=5)


Table 4.12. Percentage of rehabilitation staff with actual numbers in brackets who responded to the question, “Employing an ECLO for my hospital/PCT/local authority is/would be a good use of financial resources”.
	Response
	ECLO present in area of work
	ECLO not present in area of work

	Strongly agree or agree
	67.9 (n=19)
	47.1 (n=8)

	Neither agree nor disagree
	14.3 (n=4)
	23.5 (n=4)

	Strongly disagree or disagree
	17.9 (n=5)
	23.5 (n=4)

	Not applicable
	0.0 (n=0)
	5.9 (n=1)


Disadvantages of the ECLO role

All participants were asked if there were any disadvantages to the ECLO service, although some participants used this space to express other comments (neutral and positive). The frequencies of the type of comments made are shown in Appendix 2. There were 31 negative comments relating to the structures and systems ECLOs work in (for example, duplication of work, lack of co-ordination between services and confusion of roles) and only 11 relating to the services they provide.

Figure 4.9. Reponses to the question, “Employing an ECLO for my hospital/PCT/local authority is/would be a good use of financial resources”.
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2.12 Discussion

The questionnaire to eye care professions in clinical and community settings produced a range of interesting results into what services are available for individuals with vision loss and their opinions on the ECLO service.  The first aim of our study was to determine what services are available and what services are missing for people with visual impairment.  The hypothesis was that if services were missing for people with visual impairment and ECLOs provided these services then there would be a need for the ECLO role. The second aim of the study was to ascertain if eye care professionals were aware of the services that ECLOs provide as well as their opinions of these services, The hypothesis was that if eye care professionals felt that the ECLOs services were useful and valued these services then this would indicate that there was a need for such a role.

The main finding of the study which is of relevance to the future of the ECLO role was that 80% of eye care professionals agreed that emotional and family support are essential services for visually impaired people despite the fact that this type of support is not always available in their clinic.  Most (66%) clinical staff felt that an ECLO should be appointed to provide such services.

Findings from other areas of our study (Section 6 and 8) indicate that all ECLOs provide emotional and family support suggesting that they are able to provide services which are currently missing from eye clinics in the UK.
Services for people with visual impairment

Overall it would appear, from an eye care professional’s point of view that a majority of services such as explanation of the cause of vision loss and explanation about the use of low vision aids are available to blind and partially sighted patients both in the hospital and in a community setting. However, the story seems to be very different when looked at from the patient’s perspective. Douglas et al (2008) found that patients were less likely to report availability of services such as explanation of the causes of visual impairment. These findings have successfully been replicated recently in a yet unpublished study (Douglas et al., 2010). For example in the current survey eye care professionals felt that explanation about the use of low vision aids was available to at least 75% of patients attending the hospital, but only 45% of patients surveyed by Douglas et al (2008) felt that they had been provided with information about low vision aids. Similar findings were found for other services such as social care routes and information on helpful aids and equipment.  

Why are there differing views between patients and eye care professionals on services available for blind and partially sighted patients? 

There are two reasons why estimates of the availability of services from eye care professionals and patients differ. Firstly, it could be that these services are provided and available (as reported by eye care professionals) but they are not known to or being accessed by many patients, because there is no standardised referral pathway or personnel to ensure they are signposted in the right direction. Secondly, the responses from eye care professionals and/or patients could be inaccurate because using a survey to gather information means that responses are subjective and possibly inaccurate. For example in the current survey, up to 24% of clinical staff were unsure about who provided some services, and rehabilitation staff may have under-reported the availability of some services in eye clinics when compared to clinical staff. The experiences of patients are often collected retrospectively, which may also make them unreliable. For example, Douglas et al. (2008) investigated which services patients received in the clinic when they were first registered and some of these patients were registered eight years ago. 

Either way, it would appear that there are some discrepancies between services which eye care professional staff feel are provided and services which patients feel they receive. To accurately assess what services are available to people with visual impairment, a clinical audit of services available and whether eligible patients are receiving them should be carried out. This will help to determine whether services are being inaccurately reported, or patients are not accessing the services appropriately. If patients are not accessing services properly, it would support the development of referral pathways for services in social and clinical care to increase the awareness of services that patients can access.

Lack of emotional and family support in eye clinics

Although eye professionals such as ophthalmologists and optometrists felt that a majority of services were available to patients some services such as family (50%) and emotional support (67%) are less likely to be available in eye clinics and often there were no staff to provide these services.  These results suggest that there is an under provision of some types of services in eye clinics, at the point of diagnosis and that ECLOs are in a position to provide this type of service. Previous research has suggested a need for family and emotional support because patients were leaving eye clinics feeling depressed and unsupported (McBride, 2001) and Norwell and Hiles (2005) suggested that patients were often not given information about the help available to them. Although our results show that, signposting to other services and family and emotional support is not entirely absent, it may still not be meeting the needs of patients.
Differences in opinion between rehabilitation and clinical staff

There were statistically significant differences in opinion between clinical and rehabilitation staff on what services were considered essential for people with visual impairment. Rehabilitation staff were more likely to consider emotional support and referring the individual to social services as essential when compared to clinical staff, but clinical staff were more likely to consider explanation about non optical aids a essential. There are two possible interpretations to this which are not entirely independent. Firstly all staff may believe that their own services are more essential to patients. Secondly, staff only understand specific types of needs, i.e. rehabilitation staff may have a greater understanding of the social needs of the patient because they focus on the disability rather than the impairment (WHO, 2001), unlike clinical staff. 

Consequently, patients may not be referred to the services providing emotional support by clinical staff, and these services are unlikely to be provided in hospitals. It is particularly important that clinicians are sensitive to the emotional needs of patients with vision loss, because depression in this group is often missed by GPs (Crawford et al., 1998).
 The LOVSME Project  (2009) support the current findings that clinical staff may not value referring an individual to social services. They found that referrals to social services based on need when registration criteria are not met
 were quite low, at only 15%, suggesting that clinical staff tend to refer individuals for further help only when individuals meet the criteria for registration.

Personnel responsible for provision of services for blind and partially sighted people

The survey revealed that services for blind and partially sighted people were provided by a number of different staff within the hospital and in the community. While in some cases it may be advantageous to have several members of staff who can provide the same information in other cases this may be detrimental and cause a duplication of work. For some services, such as explaining the cause of sight loss it would be advantageous if any personnel an individual had contact with could provide this explanation. However, for other services, such as emotional support or information about local societies, it would be better to develop standardised referral pathways so that clinicians knew where to refer patients. Developing such pathways would prevent duplication and also provide a more consistent and uniform service for patients.

Opinions about ECLOs from eye care professionals

Providing practical help and support to blind and partially sighted people at the point of diagnosis may be very important. Reduction in independent functioning, such as ability to carry out daily living activities can predict depression six months later (Horowitz et al., 2006)., suggesting that to prevent depression, practical assistance should be given to increase independent functioning and prevent risk of injury (Norwell and Hiles, 2005). Therefore having someone in the clinic such as an ECLO who can provide emotional support and signpost to more tangible support is important as it will help to fill in the gaps in care between visiting the eye clinic and receiving a visit from social services. Most clinical staff felt that a member of staff (an ECLO or equivalent) should be appointed to provide such services (66%). 

Do ECLOs reduce the time that clinical and rehabilitation staff will spend with patients? 
A little over half the clinical staff surveyed (56%) who had an ECLO thought it reduced the average time they spent with patients, however clinical staff who did not have an ECLO had mixed views, which may present a challenge when convincing clinicians to employ ECLOs. The current survey also found that the majority of clinicians (approximately 76%) would feel more comfortable when patients left their room if they had the support of an ECLO.  Conversely however Rehabilitation staff did not think that an ECLO would reduce the amount of time spent with patients and had mixed opinions on whether they were happier to meet with a patient who had already met an ECLO.. On the other hand some of the work that rehabilitation staff are involved in, for example, providing emotional and family support to patients and welfare benefits advice may overlap with the role of the ECLO. Both rehabilitation and clinical staff agreed that an ECLO was a good use of financial resources (this response was more likely from staff that already had an ECLO, 78% vs. 41%). 

Do ECLO’s improve the patient experience?

A large proportion of eye care professionals surveyed (90% of clinical staff and 63% of rehabilitation staff) agreed that ECLOs significantly improve the patient experience.
Disadvantages of the ECLO role

Participants were asked if there were any disadvantages about the ECLO role. The comments fell into two categories; the content of the service they provide and the way the ECLO is integrated within the current NHS and social services structures. There were few negative comments about the service they provide (11 comments; for example, providing confusing or wrong information) but many more relating to the structure and integration of the ECLO (31 comments; for example, lack of awareness of the  ECLO role, lack of co-ordination between services, duplication of work and the ECLO being overworked/overstretched). Therefore most of the issues about an ECLO are organisational, and there needs to be a way for ECLOs to fit into the system to be effective.

Problems with integration of the ECLO into the hospital systems such of lack of awareness of the ECLO role was evident in the answers to other questions. A proportion of those who had heard of ECLOs were unsure if their hospital/ employed an ECLO (15% of clinical staff and 10% of rehabilitation staff). There was also some confusion about the services they provide. Clinical staff tended to overestimate the number of services provided by the ECLO whereas, rehabilitation staff tended to underestimate the number of services provided by ECLOs; for example, only 31% correctly stated that an ECLO can provide family support. Therefore there is some confusion over what an ECLO does amongst eye care professionals, including the ECLOs themselves. To deal with this confusion, there needs to be a standardisation of the ECLO role
2.13 Conclusions

There is a lack of emotional and family support services in many eye clinics in the UK. ECLOs provide this type of support and signpost patients to relevant services. This is probably why the majority of clinicians felt that employing an ECLO would be a good use of financial resources. Eye care professionals who work in an area with an ECLO believe they are good for patient care. It is however unclear if they reduce the amount of time clinicians spends with patients. It should be noted that some of the services that ECLOs provide are additional services that fill in the gaps in care and will compliment rather than alter the behavior and reduce the time spent by other professionals in the clinic, resulting in a better quality of care for the sight impaired individual. In other cases however they are duplicated services and have the potential of reducing the amount of time clinicians spends with patients. 
The ECLO service could be better integrated into the hospital system. This was evident from a number of negative comments relating to integration of the ECLO into the team within the eye clinic. This has resulted in confusion over which services they do and do not provide and lack of awareness of where they are employed. The creation of standardised referral pathways may make it clearer what an ECLO does in the patient journey and help co-ordinate the ECLO service with existing services.
3. In-depth semi structured interviews with Optometrists and Ophthalmologists

3.1 Introduction

The aim of the in depth semi-structured interviews with eye care professionals was to establish the opinions of a small number of ophthalmologists and optometrists on the role of ECLOs and how the ECLO role impacts the way in which these professionals work within a hospital setting.  To the author’s knowledge this is the first time that such a study has been carried out.  The insight of these professionals was used to gain a better understanding of the ECLO role. This information was used in the development of the ECLO survey and diary.
The role of Ophthalmologists and Optometrists in the UK

In the UK, the Ophthalmologist will co-ordinate the testing of certain visual function parameters including refraction, acuity, contrast sensitivity and field sizes as well as inspecting the heath of the eyes in order to devise an appropriate management strategy. Optometrists may be involved in checking the refraction of current glasses and provide more suitable ones. They may prescribe low vision aids which will depend on the condition and its progress, but may also depend on the types of task that the individual wishes to perform.

What the in-depth interviews investigated?

Optometrists and Ophthalmologists were asked whether ECLOs conveyed a range of potential advantages or benefits which allowed them to work better. These included whether having an ECLO or similar personnel had an impact on the time spent with patients, influenced how they felt when a patient left their room or had an impact on whether they discharged a patient or not. The interviewees were also given the opportunity to discuss advantages and disadvantages of working with an ECLO.

The interviewees were also asked to discuss their opinions of the ECLO role, which was important because findings from the ECLO diaries (Section 6) have found that working practices vary considerably. The insight of eye care professionals about which ways of working are most effective for ECLOs is potentially very valuable.

Additionally, optometrists and ophthalmologists were asked to discuss how they felt the ECLO service was beneficial to patients and if they felt that ECLOs were an essential part of the eye clinic.

3.2 Methods

Participants

Two optometrists and two ophthalmologists were recruited to participate in the interviews. A small sample size was chosen to gain in depth information into the views of a small number of clinicians which could be used to complement the information gained via the online questionnaire to a larger sample of clinicians (Section 4). The authors were in contact with these professionals via the current project or for other professional reasons. Each optometrist and ophthalmologist worked at a different clinic. Those interviewed reflected a range of working practices and opinions, however since the sample was small (n=4) the results should not be interpreted as representative of eye care professionals in general. 
The participants were informed that the information from the interviews would be used in a report to the RNIB. They were assured that no data which could identify them would be disclosed and that all information collected would be anonymised. For this reason, each interviewee has been given a reference name; Optometrist (a), Optometrist (b), Ophthalmologist (a) and Ophthalmologist (b).

In addition, a rehabilitation officer was present during some of the interview with Optometrist (b), who also provided some comments. This individual will be referred to as Rehabilitation Officer. They only provided comments in relation to the advantages of having an ECLO.

Design

The interview was designed to have both open ended questions and to raise more general topics for discussion. Appendix 3 includes all questions and topics raised. Questions were phrased in a neutral way so as not to bias responses. 

Procedure

The interviewer conducted three of the interviews in person and one by telephone. The interviewer discussed the topics and asked the questions shown in Appendix 3 in the order shown. If a particular question had already been addressed in response to another question, it was not asked again. 

Notes of the responses were written down by hand during the interview. The notes were then typed and sent by email to the interviewee as soon after the interview as possible. The interviewee made any amendments, clarifications or additions and returned the notes to the interviewer. The notes were only used for analysis after the interviewee had approved them.

Analysis

No formal analysis was conducted because of the small sample size. Comments made by the optometrists and ophthalmologists were considered, topic by topic, by the interviewer. Efforts were made to express the range of opinions and comments made rather than attempting to arrive at a consensus or representative view. The organisation of results does not always reflect the order the questions were asked so that the views expressed could be described as clearly as possible. Additionally, the answers to particular questions were not considered in isolation but in the context of other answers provided. This was done with the assistance of the tables in Appendix 4.

3.3 Results

Profiles of the interviewees

Each interviewee had some involvement with ECLOs, but the nature of their contact differed, as did their background. This meant that a wide range of opinions and insights about the ECLO role could be gathered.

Job title

The job titles of the interviewees reflect their background. Optometrist (a) was a ‘Low Vision Specialist’ and the Optometrist (b) was a ‘Deputy Head of Optometry’. Ophthalmologist (b) was an ‘Associate Specialist Ophthalmologist’. Ophthalmologist (a) was a retired ‘Clinical Academic’ and retired ‘Consultant Paediatric Ophthalmologist’. The Rehabilitation Officer was the head of social services in the area and a co-ordinator for social and community services.

Time in post

All interviewees were extremely experienced in their area of work and had been in their post between 10 and 40 years.

Experience of working with ECLOs

Optometrist (a) had worked with two ECLOs(both ECLOs were accredited ECLOs), and with another member of staff who did a similar role during the past 25 years. Optometrist (b) had worked with two ECLOs (both ECLOs were accredited) over the past 3 years. Ophthalmologist (a) worked with an ‘Information Advice Officer’ who was an accredited ECLO. Ophthalmologist (b) had little contact with ECLOs over the course of their career but helped to construct the ECLO course. Each ECLO/equivalent that these professionals had worked with had worked part time.
Other support services in the clinic

Some clinics that the professionals worked in had additional support services available to patients. The clinic worked in by Optometrist (b) had an Orthoptist to provide information and support at the point of diagnosis to children and their families, such as advice on visual stimulation and signposting to local and national support services. Ophthalmologist (a) said that patients coming to the Low Vision Clinic were able to see the welfare and advice team and a volunteer who demonstrated low vision aids.

The impact of ECLOs on eye care professionals

The interviewees were asked specific questions about whether having an ECLO had any impact on their work.

Do you think that having an ECLO has any impact on the amount of time you would spend with a patient? 
Opinions on whether having an ECLO reduced the amount of time that they would spend with a patient was mixed. Both of the Ophthalmologists said that having an ECLO meant that patients receive something in addition to what is provided by clinical staff.

“What ECLOs may be able to do is deliver something different that the ophthalmologist can’t do and is not the person to do it”

“…without an ECLO they won’t get any of this support in the clinic. Ideally they should be in all clinics.”

Optometrist (a) felt that although having an ECLO did not always reduce the time spent with the patient, it made the time they spent with the patient more efficient.

“It means you can get more done, and become more efficient at achieving rehabilitation outcomes”.

Optometrists (a) and (b) felt that having an ECLO could reduced the time spent with the patient in some cases.

At point of diagnosis, the ophthalmologist can hand over to the ECLO to explain the social impact of their condition.

In a low vision clinic, eye care professionals can hand over to the ECLO for emotional support; “It is good to let the ECLO talk to the patients when the main thing they want to do is talk”.

Both optometrists (a and b) said that having an ECLO reduces the amount of time spent on paper work and making referrals after the appointment.

Do you/would you feel differently when a patient leaves your room when you know there is an ECLO around?

All interviewees (n=4) were of the opinion that they felt positive about the presence of an ECLO or similar in the clinic.
“(because) … the patient gets a more rounded and holistic level of care.”

“(I) would feel more comfortable (when a patient left their room to see the ECLO) and that something positive and more supportive was being done”.

“(I) will direct them to the low vision clinic to reach the ECLO and hope the patient gets all the information they need”.

Are you likely to discharge a patient earlier because of the presence of an ECLO?

The interviewees were asked whether patients were discharged into the community earlier due to the presence of an ECLO. In principle, if the advice that the patients needed was not strictly medical the patient could be discharged into the community earlier with the ECLOs support reducing the number of follow up appointments with the Ophthalmologist/Optometrist.

Optometrist (b) and Ophthalmologist (a) both said that they did not discharge patients earlier because of the presence of an ECLO or similar, but ideally they would. The basis on which the decision to discharge patients was more likely if they were registered (Ophthalmologist (a)) or if they are well supported and had stable vision (Optometrist (b)). Staff in the clinic of Optometrist (b) were considering involving the ECLOs in the discharge process, so that patients could be discharged earlier, but the ECLO would still be a contact point in emergencies.

Ophthalmologist (b), who was a consultant paediatric ophthalmologist, said that children are rarely discharged from the clinic, especially because the child’s needs change with age in terms of education etc. They were of the opinion that the presence of an ECLO would not lead to earlier discharge rates for paediatric clinics because the ECLO may not have all the necessary expertise in terms of knowledge about the eye condition to help in the same way an ophthalmologist can.

Optometrist (a) did not discharge patients from the clinic. 

Other advantages to eye care professionals

The interviewees were asked what the main advantages of having an ECLO were for them, as opposed to the advantages an ECLO brought to the patients. General advantages mentioned were:

“Two heads are better than one. Both (the optometrist and ECLO) will approach the same problem from different angles”.

‘’They provide a good point of contact for both clinical and rehabilitation staff as well as for patients. For example, giving feedback about what help the patients are getting, if they are having any problems and how patients are getting on more generally’’.

Are there any disadvantages to having an ECLO?

Ophthalmologist (a) said that there were no disadvantages, however ECLOs or similar personnel were not open with hospital staff about what they have said to patients, and more feedback would be useful. Ophthalmologist (b) suggested that a potential problem is that an ECLO could become too personally involved with patients/clients.

Both optometrists (a and b) did not mention any disadvantages of having an ECLO.

Summary of the impact of ECLOs on the interviewed eye care professionals (n=4)
· Optometrists (a and b) felt that the ECLOs saved them time with certain patients on support and administration; both ophthalmologists (a and b) said that having an ECLO provides an additional service to patients so did not save them time.

· Patients were not discharged earlier due to the presence of ECLOs.

· All interviewees (n=4) felt more positive when a patient left their room if there was an ECLO to provide support and information because the patient would be getting more holistic care.

· ECLOs act as a useful point of contact for eye care professionals as well as for patients

The impact of ECLOs on patients

The interviewees were asked what aspects of the ECLO role is most beneficial to patients and what the advantages of having an ECLO were to patients. The comments have been organised into thematic categories below. 

Explanation of conditions and/or treatment

“They can reinforce and re- explain the diagnosis given by the Ophthalmologist, allowing the patient and/or family time to ask questions”

‘’They can reassure the patient about their eye condition.’’
“They have insight into the clinical pathways that the patients won’t”.

Emotional support

“They are available to give immediate emotional support when patients are in the low vision clinic or Ophthalmology clinic”

“The time and listening they can give to patients in the early stages when they are diagnosed “ (n=2)

“The impersonal 'befriending'”.

Family Support

 “ECLOs are … particularly good for supporting the families”

‘’They are available to speak to the family immediately, at the point of diagnosis and during follow-up visits’’.

The family support provided by ECLOs was also mentioned as being particularly important when providing for the needs of blind and partially sighted children.
Information

“They provide an immediate point of contact for people diagnosed with serious sight loss …(and) their families”

“They explain the process of certification/ registration to the patient (when appropriate) and then efficiently process CVIs as well as maintaining a database of all those certified at the Eye Hospital”

“Their knowledge of local support service and advice about benefits is invaluable. They can signpost patients to appropriate community support services”

Referrals

“... listening to the patients needs and knowing what help is out there.”

“If there is an issue, the ECLO will refer directly and quickly to social services so they can see the patient early. ECLOs can also fast track CVIs when appropriate”.

‘’Showing the patients that there are positive things that can be done and signposting, such as to talking newspapers.’’
Holistic care for the patient

Several comments were made about the way ECLOs bridge the gap between clinical and social services by making links to the community.

“The understanding that ECLOs have of low vision services and the way they integrate the services inside the hospital with those in the community makes a big difference.”

“ The emotional support initially is helpful in the short term, and the signposting can point patients towards long term help”

“The patient gets a more rounded and holistic level of care”

General comments

“They provide an immediate point of contact for people diagnosed with serious sight loss …(and) their families”.

“They are a real integral and important part of the eye care pathway”.

“For patients, the presence of an ECLO is of inestimable value”.

“The ECLO fills the gaps in care that previously existed”.

“They are brilliant!” (n=2)
“There should be one in every clinic”

“A patient and/or parent don’t always know what to ask or what is available to them, but these people still need support. Some people are unintelligent or have a disregard for authority and so need people who will be in contact with them so they can receive support.”

“Patients can be un co-operative because they are in shock or depressed. In these cases, no one particular person has adequate time and patience so having another person dealing with a patient as well helps a lot”.

Is there anything ECLOs do that may not be beneficial to the patient?

Ophthalmologist (b) said it was difficult to know if any problems would arise from having an ECLO since they had never worked closely with one. However in their opinion a potential problem with ECLOs and similar services is that they are not always around when patients need them. This is particularly difficult in paediatric clinics where visual impairment is relatively low incidence. 
Optometrist (a) said although there is nothing that ECLOs do that is not beneficial, the patients, “are not always keen to talk to an ECLO, but will often give it a go”.

Should patients be seen by the ECLO immediately at point of diagnosis or when they are experiencing difficulties?

Three interviewees were of the opinion that the patient should meet the ECLO whenever it was appropriate, and one thought that information at the point of diagnosis was more important. Several comments were made about the advantages of the ECLO being generally available:

“There are benefits if the ECLO is available generally in big clinics (such as the AMD clinic) to talk with groups of people. The groups themselves can be beneficial by sharing experiences. There are other times when someone will need individual attention and emotional support (for example in diabetes and glaucoma clinics)”.
“Each patient is different. Some patients at the point of diagnosis can’t deal with more information. Others will want information to be provided immediately. This is why it is important for the ECLO to be flexible; to be able to provide services immediately or later”. 

“The more opportunities the patient has to talk about their condition and to get an explanation of what is happening the better. Discussions can help to soften the blow, but not get rid of it entirely. It is not always appropriate to discuss everything at once, because there is a lot of information to take in. For example if you have just been told that you are going to lose your sight, you’re not going to be very receptive to information about the transport options available. People can be more receptive to the information later.”
Should every patient with a condition causing sight loss see an ECLO?

Optometrist (b) thought it would be good if everyone met with the ECLO to introduce them as a point of contact, explain their role and how the appointment system in the clinic worked. Because of the patient’s different needs, the time spent with an ECLO would vary. Ophthalmologist (a) thought that it would be good for everyone to see that ECLO, but not everyone would want to because of their differing needs and current support.

Optometrist (a) and Ophthalmologist (b) thought that everyone should have the option of meeting with an ECLO. Ophthalmologist (b) thought that everyone should be given their contact details but patients cannot be forced to see an ECLO. Optometrist (b) thought that patients resistant to help from the ECLO should be followed up a week later to make sure they did not need any help.

The ECLO is the right person to be providing support and information to patients in the clinic.

A theme that emerged from the interviews was that the ECLOs have a unique role in the clinic, and they are in the best position to be providing support and information.

 “What ECLOs may be able to do is deliver something different that the ophthalmologist can’t do and is not the person to do it”.

“The time and listening they can give to patients in the early stages when they are diagnosed, and early signposting. Later on they can provide different help to the patients. The ECLO with their skills and training is the right person to be doing this”.

Summary of the impact of ECLOs on patients based on interviews with four eye care professionals
The interviewees (n=4) were of the opinion that ECLOs provide great benefits to patients in terms of explaining the clinical aspects of their condition, emotional and family support, providing information and making referrals. More generally, there were several comments relating to the holistic care of the patient and how the services provided by the ECLO were immediately available. Importantly, these four clinicians believe that ECLOs provide valuable additional support and do not replace the role of the clinician
 Opinions of how well the ECLOs integrate into eye clinics
A theme that emerged from interviews with ECLOs (Section 7) was that not all of ECLOs integrated well into eye clinics for a number of reasons. Therefore, obtaining the opinions of other eye care professionals was thought to be valuable. However, this is not a representative sample, because the interviewees were all particularly interested in the ECLO role.

How well do you feel that ECLOs integrate into the clinic?

The experience of most of the interviewees (Ophthalmologist (a) and both optometrists) was that the ECLOs or similar personnel had integrated well into the clinic. Optometrist (b) felt that the ECLOs integrated well because they already worked in the clinic and still did on other days of the week. Optometrist (a) felt that the ECLOs had to work hard to fit into the hospital, but rarely had any problems doing so, but it was dependent on the background of the ECLO and the hospital they worked in. They also said, “The more they criticise the eye clinic, the more the unit ends up loving them!”
Ophthalmologist (b) (who had little contact with ECLOs) gave opinions on the integration of ECLOs into hospitals in general. They felt that, “ECLOs are sitting on the edge and are not fundamentally part of the clinic” because the ECLO service has been “thrust on eye clinics” by people/organisations who think they understand blind and partially sighted people, but they do not work well with them on the ground. Because ECLOs have been imposed on clinics, clinicians have not engaged with or felt empowered by the service, making it a battle to get clinicians to use the service and for the ECLO to build relationships with other staff. “If ECLOs are to work, we have to say that the role is essential to the service” and make them fully integrated. For example, because ECLOs are not always well integrated into the clinic an ECLO, “…can’t go to the consultant and say ‘you should have sent this patient to me’ etc, because the ECLO would never know which patients they had missed”.

Ophthalmologist (b) suggested that creating a formalised Clinical Pathways for newly diagnosed blind and partially sighted people, funded by the NHS would be beneficial. This could help integrate ECLOs into the patient journey and thus the clinic and would ensure that patients have access to certain services by certain times. Clinical Pathways are currently used in cancer and diabetic services.

Do you work closely with ECLOs?

The interviewees (n=3) (who worked with an ECLO) felt that they worked closely with the ECLOs or equivalent service (this question was not relevant to Ophthalmologist (b)). Optometrist (b) said they worked very closely with the ECLOs because their room was in the clinic, and so they were visible all the time. Ophthalmologist (a) said that they were the only Ophthalmologist in the clinic who worked closely with the Advice and Information Officer.

Do you understand the service that ECLOs provide?

The interviewees (n=3) were of the opinion that they fully understood the service provided by ECLOs (this question was not relevant to Ophthalmologist (b)). Optometrist (b) said the reason the service was so well understood was because the optometry department devise and lead the training of the ECLOs. Ophthalmologist (a) felt that only a small minority of staff understood the service provided by the information and advice officer.

Summary of the integration of ECLOs into the clinic based on the views of four eye care professionals
In some cases, the ECLO has integrated well into the hospital, clinicians work closely with the ECLO and understand the service they provide. Reasons for this were because the ECLO worked closely in the clinic, had another role in the hospital and the training program for the ECLOs was created by the staff themselves. If the ECLO role is ‘thrust’ onto clinics, the ECLO role will not be valued, understood or seen as essential to patient care, so clinicians will not use it.
Structure of the ECLO role

The interviewees were asked to comment on what qualifications they thought the ECLO should have. They were also asked to comment on other factors relating to the ECLO role such as other roles that ECLOs might have within the clinic and appointment systems.

Qualifications, training and experience

Qualifications

When asked if there were any particular qualifications an ECLO should have, Optometrist (a) said that ECLOs they had previously worked with had social work qualifications, but Ophthalmologist (b) did not think that any particular qualifications were necessary. Ophthalmologist (a) however thought that a qualification would be useful to standardise the service.

Training course

Currently an accredited ECLO course is run by the RNIB in Birmingham which lasts for four days. All mentioned that a training course for ECLOs is/would be useful, however, most clinicians interviewed mentioned that this course alone is not sufficient. Ophthalmologist (b) said there needs to be an accredited course but feels that the RNIB have “missed the point” or misunderstood the original aim of the course which was to further develop the expertise of people who were already in eye clinics.

Ophthalmologist (a) thought it would be useful if all staff in eye clinics could attend a one day, intensive course so that everyone could learn a little about what an ECLO does and learn some of the skills themselves. They said that “Nurses do want to do this sort of training but there are time and financial constraints”.  Ophthalmologist (a) previously worked with a nurse who completed a training course to become an ECLO run by the RNIB (not the current, 4 day course), but it was too long and expensive. Ophthalmologist (a) noted that the current ECLO course is not generally known to Ophthalmology staff.
Ophthalmologist (a) also recommended that the RNIB could organise study days involving a two hour lecture and include skills training on how to lead people with visual impairments and learn what information is useful for people who are registering. The RNIB has the name and could really make an impact.

Training ‘on the job’

Training on the job, provided by the hospital was recommended by both optometrists, but both ophthalmologists (a and b) did not think the hospital could/should provide ECLO training. In the clinic of ECLO (b), the optometry department devised a training program for the ECLOs involving both the department and social services. The training consisted of various modules including attending certain clinics, and knowledge of rehabilitation services and charities. For example they had to be aware of the bereavement process and the role of the charity desk in the hospital (staffed 2 days a week). When the ECLOs completed the modules, the module would be signed off by the professional who provided the training. This helped the ECLO to fill the gaps in the service to compliment what was already there and to avoid duplication. This was also a good way of making contacts.

Personal attributes

Three of the clinicians interviewed felt that the person in the ECLO role should have various personal attributes. The person specification for the appointment of ECLOs at Optometrist (b)’s clinic required the individual to be self motivated and prepared to act on their own initiative. 

“It is important that you have the right person doing the job. You need someone proactive. The ECLOs need to seek out work (as the clinics can be very busy) and make sure the doctors know they are around”

“ECLOs should be a friendly and personable person to talk to”

“The person has to be nice and interested in people”
Experience

Experience was thought to be most important for the ECLO. Optometrist (a) felt that the ECLO had previously worked for social services, “(they) knew which buttons to press to get certain things done in each service and it helped to increase their effectiveness. (They) knew the politics and organisation of each system”. Experience of working and communicating with people with visual and/or hearing impairment and knowledge of procedures and practices in the field of visual impairment was part of the person specification for recruitment of the ECLOs in Optometrist (b)’s clinic.

Should ECLOs have another role in the clinic?

Three interviewees were of the opinion that if the ECLO had another role in the clinic this would be useful. For example on some days they could work as an ECLO and on other days as a nurse. Optometrist (a) thought this did not matter as long as the individual had relevant experience in health and social care.
Optometrist (b) works with two ECLOs who each have another role within the hospital which they thought was good from an efficiency point of view. Additionally they commented, “Clinics can be sporadic and the ECLO runs the risk of being very busy one day and not the next. This is why it is good that the ECLO has designated days rather than being full time. If it is quiet, the ECLO could perform their other role within the clinic which means the ECLO can be flexible”. Ophthalmologist (a) felt that that nurses could be trained to be more useful (although not fully qualified ECLOs) and that having a dual role meant they that they could simply be called on when needed.

Ophthalmologist (b) thought that there could be two types of ECLOs who would work alongside each other. Volunteers who are not medically related who are unqualified, people who understand the local scene and qualified ophthalmic nurses who are also ECLOs. Additionally they said that, “More and more I think that the optimum qualification for an ECLO is a nurse” and ‘’the ECLO course was originally developed to give additional skills to nurses who were often under utilised in clinics’’. Orthoptists or optometrists could also be ECLOs if they had time. Ophthalmologists (a) and (b) mentioned a large number of advantages to having a member of the medical team in the clinic also trained as an ECLO. 
‘’A nurse or orthoptist is more integrated into the unit’’

“Nurses should ask anyone who comes into the clinic how their vision is and how they are coping, regardless of registration status and any other factors”.

‘’They already have knowledge of eye conditions; “they could liaise with the consultant and ask medical questions such as the prognosis and chances of the patient going blind”.

‘’Are respected by patients’’ 

“Having a nurse trained with ECLO skills would make sense in a paediatric clinic. Blind children are quite infrequent, so if there is a nurse with these skills, then they would always naturally be in the clinic anyway.”

“The skills of ophthalmic nurses are generally underutilised (so have more time on their hands) … ECLO training will extend the expertise of these staff – nurse or orthoptist”

‘’The nurse ECLO could be the lead on visual awareness training in the eye and other hospital departments.’’ 

Ophthalmologist (b) thought ECLO training for Ophthalmologists would be useful “It is a scandal that eye clinic staff do not receive visual awareness training… ophthalmologists in training do not know how to ‘deal’ with visually disabled people”. 

Ophthalmologist (a) stated that having someone who is just an ECLO would be useful because they could take over all aspects of their service currently being performed by other staff (e.g. providing information and advice). This would make staff roles clearer and patients will know who to talk to about specific needs.

Given the profile of your hospital, do you think that the ECLO should work full time?

Optometrist (a) and Ophthalmologist (a) both thought that the ECLOs may not be needed in the clinic at all times. Optometrist (a) thought that despite this, a full time ECLO would find plenty to do in their hospital, including developing the role and increasing awareness of visual impairment. Optometrist (b) who works with part time ECLOs thought that there was enough consultant activity to have an ECLO working full time, but given their current job description, it is appropriate that they work part time.

The downside of having a part time ECLO is that people would need to return to the clinic for advice. However, Ophthalmologist (a) said that patients tend to manage this, and it was not essential for the ECLO to be in every day.

Ophthalmologist (b) thought that the ECLO had to be in the clinic all the time, so that they could be accessed when the patient needed them.

Should an ECLO have an appointment system or a drop-in service?

Three interviewees were in favour of ECLOs using a mixture of appointments and drop ins. Both optometrists thought that having just an appointment system was too rigid, because ECLOs should be available when the patients need them, otherwise, “the ECLO would loose their instant impact”. However, Optometrist (b) said that an argument could be made for a more structured system, such as booking an appointment to see the ECLO if they were booked for one at the clinic already.

Ophthalmologist (b) was against ECLOs having an appointment system. They thought that having an appointment system would “introduce a massive layer of beaurocracy and cost huge amounts of money”. The costs of an appointment system that they mentioned were the cost of hospital transport and the cost of someone taking time off work to bring someone else to the hospital. They said that, “sometimes there will be people lining up to talk to them but that happens”.

In terms of funding, do you see the role of an ECLO as being a good use of resources?

All interviewees (n=4) said that the ECLO was a good use of resources. Optometrist (b) said it was difficult to quantify the impact of the ECLO service, “It isn’t cost effective on paper, but in terms of how much it helps the patient, it is very worthwhile”. The two Ophthalmologists interviewed thought funding for ECLO services will be difficult to secure in the current economic climate. Ophthalmologist (b) said they originally thought training nurses to be ECLOs would be a cost-neutral solution. Using volunteers instead would mean the service was too variable.
Summary of the structure of the ECLO role based on the opinions of four eye care professionals
· All the clinicians interviewed (n=4) were of the opinion that an ECLO was a good use of resources.
· ECLOs have integrated well into some clinics and not others.

· All the clinicians interviewed (n=4) were of the opinion that that ECLOs need to have specific personal attributes, such as being a friendly person. Both Optometrists (a and b) felt that training by the hospital was important, but the both ophthalmologists (a and b) put more emphasis on a standardised or accredited qualification/training. 
· A mixture of models were highlighted including dual role ECLOs such as nurses with ECLO training, volunteer ECLOs, full time and part time ECLOs.

· Three clinicians interviewed were of the opinion that it would be useful if ECLOs had a dual role (one of these was Ophthalmologist (b) who had not worked with ECLOs).
· Three clinicians commented that an ECLO would not always need to be full time because they are not necessarily required for every clinic.
· A mixture of appointments and drop-ins for ECLOs to see patients were favoured by most interviewees (n=3).

3.4 Discussion

The impact of ECLOs on eye care professionals: opinions from four eye care professionals
The responses from interviewees suggested that ECLOs conveyed many direct benefits to patients but not necessarily to them. The optometrists felt that the ECLOs saved them time with certain patients on support and administration, however the ophthalmologists did not agree, presumably reflecting the different roles that Optometrists and Ophthalmologists have within the clinic in terms of patient management and administration. The presence of ECLOs did not mean that patients were discharged earlier by reducing the number of routine review appointments needed by the patient.

The positive effects of an ECLO on eye care professionals was that they  felt more positive when a patient left their room if there was an ECLO to provide support and information, explicitly because they felt the patient was receiving more holistic care. The clinicians may not always spend less time with a patient because of the presence of an ECLO, but this is because the ECLO is providing additional support and information which they would not otherwise receive, in addition to having their needs considered from a different view point. 

Therefore, the benefits of ECLOs to eye care professionals is that they are re-assured and/or appreciate the fact that there is someone to provide information and support in addition to what they themselves could provide, even though the ECLOs may not save them time or reduce the numbers of routine appointments they give.

The impact of ECLOs on patients- opinions from four eye care professionals
The interviewees mentioned many positive activities that ECLOs perform with patients, including providing a good point of contact, emotional support and the immediate availability of this support within the clinic. Overall, it was felt that the ECLOs contributed something unique to the clinic because:

· They provide services in the clinic that would be otherwise missing

· The ECLO is the appropriate person to do this because of their skills, and because it might be helpful to the patient if they receive support from someone who is not clinical staff, who has not delivered bad news.

Two of the interviewees thought that every patient should see an ECLO. This could introduce the ECLO as a point of contact. The ECLO is a patient centred service, meaning that the ECLO will do something different with each patient depending on their needs. However, in some respects this could be to their detriment; if the service is optional to patients then maybe it will not be utilised. It was remarked that often patients are hesitant to talk to the ECLO, and that because the ECLO service is not seen as essential by staff, clinicians will not utilise it. Therefore having one obligatory meeting with the ECLO to introduce them as a point of contact, or to perform something that is essential to their initial visit to the eye clinic would be advantageous, and the ECLO could provide other services if necessary.

Integration of ECLOs into eye clinics- opinions from four eye care professionals
ECLOs were appointed to bridge the gap between clinical and social services for blind and partially sighted patients, but there also seems to be a gap at the professional level. The interviews with ECLOs (Section 7) indicated that some ECLOs were not well integrated with eye clinics, and thus could be underutilised, and the interviews with optometrists and ophthalmologists provided further insight. Clinicians who worked with well integrated ECLOs suggested several reasons for this:

· The ECLO’s room is close to the clinic

· The service provided was well understood by the interviewees

· The ECLO was well known to clinic staff

Additionally, the role was not seen as essential to patient care, so it was underutilised. 

Organisation of the ECLO role; dual roles, working hours and appointment systems- opinions from four eye care professionals
Ophthalmologist (b) thought that there should be two types of ECLOs, one full time ECLO (possibly a volunteer) and another part time ECLO who is a full time nurse, but who also has ECLO training, and would  perform the ECLO role when required by patients. Other dual role ECLOs work as nurses on some days and as ECLOs on others. 

Three clinicians interviewed mentioned advantages to having an ECLO with a dual role, including that ophthalmic nurses are currently underutilised in clinics so they could be simply called on to perform the ECLO role when required, they are already integrated into the clinic, nurses are respected by patients and they have good knowledge of eye conditions and so they can give advice specific to the patient's condition. One interviewee also mentioned that all staff should have some training in visual disability.
Another advantage mentioned by the interviewees of having an ECLO with another role in the clinic, was that when the ECLO had no patients to see, they could do their other role, because they would likely have busy days and quiet days, depending on the clinics running. However, this does not acknowledge that ECLOs spend approximately 40-50% of their time on administrative work. Additionally, when interviewees were asked if an ECLO would need to work full time, most clinicians commented that they would not be needed in the clinic at all times, but did not make specific comments if this meant they would not need to be employed full time. 

However, it seems somewhat contradictory that a majority of the interviewees felt that a key advantage of an ECLO is that they can be accessed when required by the patient, immediately or at a later date. An advantage of having a full time ECLO is that patients can access them when required and that administration can be fitted around meetings with patients. 

Three clinicians interviewed felt that the ECLO should have a mixture of appointments and drop ins, so that they could be accessed when required by the patient. A majority of clinicians interviewed thought that having an appointment system alone would be too inflexible.

In conclusion, having a nurse who is also an ECLO has many advantages. They have better understanding of eye conditions, and are integrated and accessible in clinics. These staff members could be called on when needed by patients. However, it is also useful to have a full time ECLO who would always be in clinic or can arrange appointments to meet patients when convenient, who can  talk with patients in private, had a greater knowledge of local services and the resources to do administrative work such as referring patients. In essence, nurses who are ECLOs will have an easier job finding patients to talk to, and the full time ECLO will be easier for patients to access in their own time.

Are ECLOs a good use of resources- Opinions from four eye care professionals
All interviewees felt that the ECLO service was a good use of resources. However, one optometrist felt that it was difficult to quantify the value of the service to patients. Additionally, most (n=3) clinicians interviewed felt that the ECLO position was unlikely to secure funding because visual impairment is a low priority subject to hospitals/PCTs and the government.
5.5 Conclusions

The clinicians interviewed: 

· Were concerned about the holistic care and welfare of their patients and thus valued the work that ECLOs carry out with patients.
· Were of the opinion that ECLOs provide a unique contribution to the clinic, by providing services that would otherwise be missing. 
· Felt the ECLO was a good use of resources, but were pessimistic about future funding for services for blind and partially sighted people.

· Felt that although ECLOs would not reduce the number of patients clinicians see, in some cases they may reduce the time clinicians spend with the patient or on administration. 
What do Eye Care Liaison Officers do? – A diary study

3.5 Introduction

In UK eye clinics, patients given a diagnosis with a condition which will lead to visual impairment are not always satisfied with the services provided for them in the eye clinic (Douglas et al., 2008). Three main problems exist. Firstly there is a lack of information provided. One study found that at the point of certification, many are not given information about what happens after registration as Sight Impaired or Severely Sight Impaired (45%) or given no information whatsoever (17%; Douglas et al., 2008). Secondly, very few individuals are provided with emotional support. McBride et al. (2001) found that after an appointment at an eye clinic, 70% of the patients wanted to talk to someone about their fears and concerns but only 19% were given the opportunity to do so. Finally, although individuals may receive more information and emotional support once they are contacted by social services, there is often a significant wait for a rehabilitation officer to visit. (Department of Health, 2009; The Health and Social Care Information Centre, 2009). During this time the individual is at risk of injury from falls (for example, Vu et al., 2005) and may be prone to depressive symptoms (for example Rees et al., 2007). Additionally, individuals may not be referred to social services and other services until they meet the criteria for registration (The LOVSME Project, 2009), but assistance may be required long before this.

For these reasons, the role of the ECLO was created. As we have previously discussed (Section 2 and 3) although the ECLO role seems to address many of the current problems with UK services, no objective evidence yet exists of their effectiveness. There is also a lack of information about the services ECLOs provide and the number and type of patients they see. In the current study we used a patient diary, completed by ECLOs to gather information about the number of patients seen, time spent with each patient and the time spent on administration. This information will be combined with the information gathered in the ECLO survey to determine the cost of an ECLO (Section 8)

The information from the diaries of ECLOs will also be used to gain a better understanding of what an ECLO does. The survey of eye care professionals in eye clinics and the community (Section 4) found that some professionals were unsure whether there was an ECLO in their hospital or local authority (10-15%). Additionally, there was confusion over the services provided by ECLOs. For example only 30% of rehabilitation staff knew that ECLOs provide emotional support. This maybe because at times ECLOs are not always well integrated into eye clinics. Lack of integration into the clinic and lack of understanding of the services provided by ECLOs could represent a vicious cycle, i.e. if services are not well understood, the ECLO will not integrate and vice versa. It is important that ECLOs are integrated and their services understood so that they can be properly utilised in a clinic. If the services that ECLOs provide are not well understood (as suggested) they may not be receiving many referrals from the eye clinic, or they may receive inappropriate referrals.

Therefore the ECLO diaries were used for two main purposes:

1. To gather information on the number of patients seen, time spent per patient and time spent on administration

2. Gaining a better understanding of what an ECLO does on a day to day basis to explore why there is a misunderstanding of the services that ECLOs provide.

3.6 Methods

Participants

A total of 11 ECLOs were recruited to the study. All participants were currently employed as an ECLO or equivalent personnel. RNIB estimate that there were 49 accredited ECLOs at the time of carrying out this study in June 2010 i.e. ECLOs who have undertaken the City University London accredited RNIB ECLO training course. There were 154 people who were doing an 'ECLO' type role but were not accredited ECLOs (Personal correspondence with Angela Edwards, RNIB). All ECLOs who participated in the current study were RNIB accredited ECLOs which means that 22.5% of all accredited ECLOs participated in the study. The participation of only accredited ECLOs in the study means that there was a greater likelihood that respondents were carrying out a standardised role which would potentially make it easier to investigate the ECLO role.
Invitations to take part in the study were sent to ECLOs by email. ECLOs were also invited to participate in the study at RNIB events. At such events they were normally recruited on the day and given a diary. They also had the option of contacting the investigators later if they wanted to take part.  ECLOs were given a participant number of 1 to 11. The diaries were not completed anonymously, but the data reported has been anonymised.
Materials

Two versions of the ECLO diary were used. ECLO Diary Version 1 was designed based on comments from ECLOs and is shown in Appendix 6. Modifications were made to produce Version 2 (see Appendix 7), based on feedback from ECLOs completing Version 1. Seven participants completed ECLO Diary Version 1 and four participants completed ECLO Diary Version 2. 

A summary of the information that each version collected is shown in Table 6.1. The information was required per clinic. One clinic constituted either a morning or an afternoon in the eye clinic.

Table 6.1. Information collected in ECLO diary per clinic. Factors followed by ‘2’ in brackets indicates that this information was only gathered in Version 2.

	Details of ECLOs
	· Full time/part time

· Time in post

· Hours worked per week

· Average length of clinic

· Operates an appointment system?

· Other ways of obtaining patients?

	Patient Details
	· Age

· Sex

· Ethnic origin

· New/recall

· Seen at clinic/home/ telephone

· Advice given

· Total time spent with patients

· Time with each patient (2)

	Other information
	· Time spent on all administration 

· Time spent on patient administration (2)

· Time spent on non patient administration (2)

· Time spent travelling to patients

· Number of patients who failed to attend


Procedure

Participants were asked to keep the ECLO diary for 20 clinics, i.e. 2 weeks if working full time. The ECLO diary was then returned to City University London. 

3.7 Results

About the ECLOs

Information was gathered from a total of 11 ECLOs. Three ECLOs worked part time (average 14.1 hours per week, and eight ECLOs worked full time (average 35.0 hours per week). The ECLOs had been in their current post for an average of 3.6 years (n=7, standard deviation 3.6 years). Three ECLOs operated an appointment system at certain occasions during the working week.

The data in Table 6.2 describe the numbers of patients seen, and time spent with patients and on administration on an average day. For the purpose of these calculations, one day consisted of two clinics, to take into account that some ECLOs work part time and do not always work a whole day. So the information is presented per clinic. 
On average, an ECLO will see 6 patients per day. For each patient they will spend an average of 30 minutes with the patient and 15 minutes on patient related work. Overall, 45% of their day (3.2 hours) will be spent directly with the patient. A substantial proportion of each day (38%, 2.6 hours) is spent on non-contact activities. Some of this was patient related, for example making referrals to other agencies and sending them information by post, but other administration was not patient related, such as completing monitoring reports of their own activities and attending staff meetings.

Table 6.2. Descriptive statistics about an ECLOs day including the number of patients seen per day and the time spent with patients as well as on other tasks
	Factor
	Number of ECLOs
	Average
	Range

	Patients seen per day (number)
	11
	6.1
	0-16

	Time spent with patients per day (hours)
	11
	3.2
	0-7

	Time on all administration per day (hours)
	9
	2.6
	0-8


Data about patients

Data about the patients seen by ECLOs was gathered for 127 clinics (approximately 64 days) and for 390 individual patients.
The ages of patients

The ages of the patients seen by ECLOs was analysed where information about age was available (n=328). The proportion of ECLOs’ meetings or telephone calls to patients in each age group are shown in Table 6.3 and Figure 6.1. This broadly reflects the population who are registered as partially sighted (sight impaired) or registered as blind (severely sight impaired), the majority of which are over 75 years
, shown in Table 6.3.
Table 6.3. The percentage of all patients seen by ECLOs and registered people in each age group

	Age
	Number of patients seen by ECLOs
	Percentage of patients seen by ECLOs in each age group (%)
	Percentage of partially sighted population in each age group (%)
	Percentage of blind population in each age group (%)

	0-4
	5
	2
	0
	1

	5-17
	12
	4
	3
	3

	18-49
	52
	16
	11
	13

	50-64
	25
	8
	9
	10

	65-74
	42
	13
	10
	10

	75+
	192
	59
	66
	64


Figure 6.1. The percentage of all patients seen by ECLOs by age group
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The sex of patients

The sex of patients seen by ECLOs is show in Table 6.4. The majority of patients were female (60.8%). This is comparable to the numbers estimated to be registered as sight impaired or severely sight impaired; 63% female and 37% male (Future Sight Loss UK, 2009).

Table 6.4. The sex of patients seen by ECLOs

	Sex
	Number of patients
	Percentage of patients (%)

	Female
	237
	60.8

	Male
	153
	39.2


The ethnicity of patients

The ethnicity of the patients seen by ECLOs is shown in Table 6.5. The vast majority were white (96.4%). The ethnicities of patients seen by ECLOs are similar to the ethnicities of people registered as sight impaired or severely sight impaired in the UK (Future Sight Loss, 2009). 

Table 6.5. The number of patients in each ethnic group seen by ECLOs.

	Ethnic Group
	Number of patients
	Percentage  of patients (%)
	Future Sight Loss (2009) estimates

	White
	374
	95.9
	96.4

	Asian
	9
	2.3
	2.1

	Black
	0
	0.0
	0.7

	Other
	2
	0.5
	0.7

	Unknown
	4
	1.0
	Not applicable


How do ECLOs meet with patients?

Referrals to ECLOs; how do patients reach the ECLO?

To understand how patients access ECLOs, the ECLOs were asked to record how the patients were referred to them (n=389). Table 6.6 and Figure 6.2 show that that patients mostly access ECLOs through hospital services such as eye clinics (55.9%) and low vision clinics (13.8%), but they also receive many self referrals (11.8%). 

Table 6.6. The sources of referral to ECLOs (n=389)

	Sources that referred to the ECLO
	Number of patients
	Percentage of patents (%)

	Eye clinic
	218
	55.9

	Low vision clinic
	54
	13.8

	Other medical services (e.g. GPs, ward nurses)
	24
	6.2

	Patient approached by ECLO
	19
	4.9

	Social services
	8
	2.1

	Charities
	4
	1.0

	Self
	46
	11.8

	Family
	10
	2.6

	Other
	6
	1.5


Figure 6.2. Sources that referred patients to ECLOs
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The sources of referral to each ECLO were investigated to see if there were any differences between the ECLOs. The results are shown in Table 6.8 and Figure 6.3. This shows that there is some variability in the ways that ECLOs are accessed by patients. For example, ECLO 6 approached many patients themselves, whereas ECLO 5 received referrals from a wide range of sources. This seems to be related to the length of time the ECLO had been in the current post; ECLO 5 received a wide range of referrals and had been in the post the longest time (9 years), but ECLO 6 had been in the post for under 6 months, and so may not have built up relationships and therefore approached many patients themselves.

Table 6.7. The percentage of patients referred from each source to each ECLO.

	ECLO ID Number
	Eye Clinic
	Low Vision Clinic
	Other medical services
	Patient approached by ECLO
	Social services
	Charity
	Self
	Family

	1
	64.5
	32.3
	0.0
	3.2
	0.0
	0.0
	0.0
	0.0

	2
	61.9
	38.1
	0.0
	0.0
	0.0
	0.0
	0.0
	0.0

	3
	8.0
	84.0
	0.0
	0.0
	0.0
	0.0
	8.0
	0.0

	4
	76.5
	2.9
	0.0
	0.0
	2.9
	0.0
	11.8
	5.9

	5
	38.8
	12.2
	4.1
	2.0
	8.2
	0.0
	16.3
	12.2

	6
	45.0
	0.0
	0.0
	50.0
	0.0
	0.0
	5.0
	0.0

	7
	31.7
	2.4
	41.5
	0.0
	2.4
	2.4
	14.6
	0.0

	8
	82.9
	8.6
	0.0
	0.0
	0.0
	2.9
	5.7
	0.0

	9
	56.0
	0.0
	2.7
	9.3
	1.3
	2.7
	25.3
	2.7

	10
	57.1
	19.0
	9.5
	0.0
	0.0
	0.0
	9.5
	0.0

	11
	86.8
	0.0
	2.6
	0.0
	2.6
	0.0
	5.3
	0.0


How the ECLOs were accessed by patients can be broken down by age, as shown in Figure 6.4 (n=328). It is interesting to note that the proportion of self referrals is particularly high for people aged 18-49 years, 35%, compared to 7% for people over 75 years.

Table 6.8. The percentage of patients in each age group who were referred to ECLOs by various sources.

	Age in years
	Number of patients in each age group
	Eye Clinic
	Low Vision Clinic
	Other medical services
	Patient approached by ECLO
	Social services
	Charity
	Self
	Family
	Other

	0 to 4
	5
	100.0
	0.0
	0.0
	0.0
	0.0
	0.0
	0.0
	0.0
	0.0

	5 to 17
	12
	50.0
	8.3
	25.0
	0.0
	0.0
	0.0
	0.0
	16.7
	0.0

	18 to 49
	52
	28.8
	13.5
	5.8
	3.8
	9.6
	1.9
	34.6
	0.0
	1.9

	50 to 64
	25
	60.0
	16.0
	4.0
	0.0
	0.0
	0.0
	16.0
	0.0
	0.0

	65 to 74
	43
	55.8
	14.0
	9.3
	4.7
	2.3
	2.3
	9.3
	0.0
	2.3

	75+
	192
	64.6
	13.5
	5.7
	6.8
	0.5
	0.5
	6.8
	0.5
	1.0


Figure 6.3. How each ECLO is referred to by a range of sources?
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Figure 6.4. Referral sources to the ECLOs by age group.
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Table 6.9, Figure 6.5 and Figure 6.6 shows how each gender are referred to the ECLO (n=328). There are few differences between these groups, other than males more frequently access the ECLO through the eye clinic (61% compared to 56%) and females more frequently access the ECLO through the low vision clinic (15% compared to 11%).

Table 6.9. The percentage of each sex who were referred by each source to the ECLOs (n=328)
	Sex
	Eye Clinic
	Low Vision Clinic
	Other medical services
	Patient approached by ECLO
	Social services
	Charity
	Self
	Family
	Other

	Female
	54.7
	15.1
	7.3
	5.2
	2.1
	1.6
	10.9
	1.0
	1.0

	Male
	60.9
	10.9
	5.8
	5.1
	2.2
	0.0
	13.0
	0.7
	1.4


Figure 6.5. The percentage of females who were referred by each source to the ECLOs
[image: image16.emf]Eye Clinic

56%

Low Vision Clinic

15%

Other medical services

7%

Social services

2%

Charity

2%

Self

11%

Patient approached by 

ECLO

5%

Family

1%

Other

1%


Figure 6.6. The percentage of males who were referred by each source to the ECLOs
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How many patients are new or recalls?

Using the diaries ECLOs recorded whether the patient was meeting with them for the first time (new) or whether the patient had met with them before (recall). The results are shown in Table 6.10. We found that most patients seen by the ECLOs were new to them (61.7%), but a significant proportion had met with the ECLO on a previous occasion (38.3%). The proportion that are new and recalls vary considerably between ECLOs (see Table 6.11 and Figure 6.6). For example almost all patients seen by ECLO 1 were new, but almost all patients seen by ECLO 2 were recalls. This may be due to the number of new and recall patients to the clinic as a whole. There did not appear to be a relationship between the length of time the ECLO had worked in the post and whether they saw new/recall patients.

Table 6.10. Numbers of patients who are new and meeting the ECLO again

	Meeting type
	Number of patients
	Percentage (%)

	New
	240
	61.7

	Recall
	149
	38.3


Table 6.11. The percentage of patients who were new or recalls for each ECLO

	ECLO ID Number
	Percentage of patients who were new (%)
	Percentage of patients who were recalls (%)

	1
	87.1
	12.9

	2
	4.8
	95.2

	3
	79.2
	20.8

	4
	79.4
	20.6

	5
	69.4
	30.6

	6
	35.0
	65.0

	7
	85.4
	14.6

	8
	80.0
	20.0

	9
	24.0
	76.0

	10
	61.9
	38.1

	11
	81.6
	18.4


Figure 6.6. The percentage of patients who were new or recalls for each ECLO
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Where did the ECLOs talk with the patient?

The majority of meetings with patients took place in the clinic (62.5%) but a significant number of conversations also took place on the phone (33.4%) which is important because visual impairment may prevent an individual meeting the ECLO at the clinic. These results are shown in Table 6.12.

Table 6.12. The locations of meetings with patients
	Where the talk with patient took place
	Number of meetings
	Percentage of all meetings (%)

	Clinic
	243
	62.5

	Hospital ward
	6
	1.5

	Telephone
	130
	33.4

	Home
	4
	1.0

	Other e.g. Low vision support meeting
	4
	1.0


The location of meetings with patients varied between ECLOs, as shown in Table 6.13 and Figure 6.7. Some ECLOs carried out the majority of their work by telephone, (ECLO 5) and others carried out all their work in the clinic (ECLOs 1 and 2).

Table 6.13. The percentage of meetings which took place at each location for each ECLO.

	ECLO ID No.
	Clinic
	Hospital Ward
	Telephone
	Patient's home
	Other

	1
	100.0
	0.0
	0.0
	0.0
	0.0

	2
	100.0
	0.0
	0.0
	0.0
	0.0

	3
	84.0
	0.0
	16.0
	0.0
	0.0

	4
	70.6
	2.9
	23.5
	2.9
	0.0

	5
	20.4
	0.0
	73.5
	0.0
	6.1

	6
	45.0
	5.0
	50.0
	0.0
	0.0

	7
	65.9
	2.4
	24.4
	7.3
	0.0

	8
	85.7
	0.0
	14.3
	0.0
	0.0

	9
	50.0
	4.1
	44.6
	1.4
	0.0

	10
	38.1
	0.0
	61.9
	0.0
	0.0

	11
	71.1
	0.0
	28.9
	0.0
	0.0


Figure 6.7. The percentage of meetings which took place at each location for each ECLO.[image: image19.emf]0%
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The information and support ECLOs provide to patients

Topics of discussion

The topics that the patients and ECLOs discussed were categorised and the number of meetings in which each topic was discussed were recorded (n=367). The results are shown in Table 6.14. Topics in the ‘other’ category were discussed most frequently. The category 'other' includes a list of specific items (such as talking books, home help, mobile phones, holidays, dual sensory loss and advice on what to ask at the appointment with the consultant) that were discussed but each topic was discussed with just one of two patients. The next most frequently discussed topics were registration and information about eye conditions and/or treatment. Interestingly, low vision aids, optical and non optical (e.g. lighting) were discussed frequently, in up to 18.2% of all meetings, although this is not officially part of an ECLO’s role. 

Table 6.14. Topics discussed in meetings between ECLOs and patients.

	Topic discussed
	No. of patients advised
	% of total patients for which the topic was discussed

	Eye condition and/or treatment
	79
	21.5

	Registration/CVI
	71
	19.3

	Benefits
	63
	17.2

	Education or employment
	22
	6.0

	Low vision services (such as LVA clinics and sensory support) 
	76
	20.7

	Optical LVAs (including CCTVs)
	62
	16.9

	Non-optical LVAs (including software)
	71
	19.3

	Alternative viewing strategies
	1
	0.3

	ECLO role/contact details
	14
	3.8

	National societies (e.g. AFBP, RNIB)
	39
	10.6

	Local societies
	29
	7.9

	Other (e.g. BT 195 and talking books)
	91
	24.8


Table 6.15 and Figure 6.8 shows the topics discussed broken down by age (n=316). Again it is clear that low vision aids are frequently discussed. The topics discussed in some age groups are similar to each other, suggesting that certain groups have particular needs. For example, the 18-49 and 50-64 are similar in the frequency of discussion relating to education and/or employment.

Table 6.15. Percentage of topics mentioned with patients of each age group

	Age group
	Eye condition and/or treatment
	Registration/CVI
	Benefits
	Education or employment
	Low vision services (such as Low vision clinics and sensory support) 
	Low vision aids (any)
	ECLO role/contact details
	National societies e.g. AFBP, RNIB
	Local societies
	Other (e.g. BT 195 and talking books)

	0 to 4
	13.3
	6.7
	0.0
	6.7
	6.7
	33.3
	0.0
	13.3
	0.0
	20.0

	5 to 17
	10.0
	10.0
	6.7
	23.3
	0.0
	40.0
	3.3
	6.7
	0.0
	0.0

	18 to 49
	7.7
	9.4
	10.3
	6.8
	5.1
	44.4
	0.9
	2.6
	1.7
	11.1

	50 to 64
	11.5
	1.6
	11.5
	9.8
	11.5
	41.0
	0.0
	1.6
	1.6
	9.8

	65 to 74
	10.2
	7.1
	7.1
	0.0
	8.2
	43.9
	1.0
	9.2
	3.1
	10.2

	75+
	6.9
	7.1
	8.1
	0.0
	10.0
	45.6
	2.4
	4.8
	4.3
	10.9


Figure 6.8. Percentage of topics mentioned with patients of each age group
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Referrals to other agencies

Part of an ECLO’s role is to refer an individual to other agencies or to contact them on behalf of the patient for advice. 40.8% of patients were referred to another service by the ECLO and/or the ECLO contacted the service on behalf of the patient. Table 6.16 and Figure 6.9 shows how often ECLOs referred patients to particular services when specified (n=150). Referrals to social services were most frequent and made up 61% of all referrals. 

Table 6.16. Services that ECLOs referred patients to, or contacted on a patient’s behalf

	Service ECLO referred the patient to
	Number of referrals to each agency
	Percentage of all referrals that were made to each agency

	Social Services
	112
	58.9

	Benefits advice
	18
	9.5

	National societies
	13
	6.8

	Local societies
	12
	6.3

	GP
	9
	4.7

	Audiologist
	5
	2.6

	Counselling
	4
	2.1

	Fire service
	1
	5.3

	Library Service
	1
	0.53

	Independent Living Assessment
	2
	1.1

	Education
	1
	0.53

	Nurse practitioner
	1
	0.53

	Physiotherapist
	1
	0.53

	Alcohol support
	1
	0.53

	Patient Advices Liaison service
	1
	0.53

	Learning disabilities
	1
	0.53

	Computer support
	1
	0.53

	Care manager
	1
	0.53

	Specialist housing
	1 
	0.53

	 Other
	4
	2.1


Figure 6.9. Services that ECLOs referred patients to, or contacted on a patient’s behalf, as a percentage of all referrals made.
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How often do ECLOs provide emotional support?

ECLOs provided emotional support in 29.2% of meetings with patients and/or their families and carers. Additionally, 1.8% of patients were accompanied by the ECLO to their appointments in the hospital. Emotional support is frequently provided to patients in meetings, corroborating previous findings that loss of sight is feared (De Leo et al, 1999). Patients new to the ECLO more frequently required emotional support (in 32.1% of meetings) than patients the ECLO had met before (24.2%).

People supported other than the patients themselves

ECLOs frequently gave advice and support to people other than the patients themselves. Family members of the patient were advised and/or supported in 11.3% of meetings. Rehabilitation officers, care home staff and other care workers were given advice in 3.3% of meetings.

3.8 Discussion

Average breakdown of an ECLOs working day?

The diaries kept by the ECLOs have provided a wealth of information which has helped us gain a better understanding of what ECLOs do on a daily basis, and the types of people they provide information and support to. The first aim of the diary study was to gain a better understanding of the numbers of patients seen per day, and time spent with patients and on administration. An ECLO reviews on average 6 patients per day spending approximately 45 minutes per patient, which is broken into 30 minutes in discussion with the patient and 15 minutes on patient related administration as a result of the meeting. Patient administration may include referring the individual to other agencies and sending information to the patient by post (if the meeting was conducted by telephone). 

It is difficult to establish what an ideal appointment time with an ECLO is, and thus what the expected number of patients seen per day is. There may be no ideal amount of time with a patient because some patients may need to spend 5 minutes with the ECLO to convey simple information such as the contact details of social services, whereas others may need to spend at least one hour with the ECLO if they need emotional support. This is similar to what happens in an optometry clinic; Shah et al. (2008,2009) found that for a patient presenting with complex symptoms like flashes and floaters, an eye exam can take approximately 30 minutes whereas simple eye exams for a patient presenting with headaches was shorter. Because patients with visual impairment tend to be more complex, consultation durations are likely to be longer and thus fewer patients will be seen. One low vision clinic saw 6 patients per day (LOVSME Project, 2009) and one of the authors has experience of working in a low vision clinic where 10 patients are see per day, and the average of 6 patients per day is roughly within this range.

Additionally, two ECLOs spent over two hours per day on other administration, such as writing monitoring reports of their activities with patients and attending meetings. The monitoring reports may only be required because the role is relatively new, and could be a way of auditing the new service. Once the service is well established, less monitoring may be required which would mean that these two ECLOs would have more time to spend with patients. ECLOs truly are acting as a bridge between social and clinical services as 60% of referrals made were to social services. If ECLO’s are to provide a bridge between clinical and social services then this service should be consistently provided throughout the entire year to all patients requiring a referral. The referral should also be documented in their hospital notes in order to avoid repetition with another clinician.  Emotional support was provided to patients and/or their families in 29% of all meetings recorded. This is not surprising because many people with sight loss experience depressive symptoms (for example Mojon-Azzi et al., 2008; Rees et al., 2007; Stelmack, 2001). Patients who were meeting the ECLO for the first time more frequently required emotional support (32.1%) than those who had previously met with the ECLO (24.2%). This suggests that the emotional impact of sight loss may be most severe when initially diagnosed or in the earlier stages of the condition and supports the need for early interventions such as ECLOs to provide initial support. However, the level of emotional support given to patients being seen again also suggests that sight loss will continue to have a negative impact throughout the individual’s life. 

Type of people that currently access an ECLO’s services

Although individuals do not have to have a visual impairment to see an ECLO, the people who the ECLO met with broadly reflected the population of people with visual impairment. Most patients were female (61%) and Future Sight Loss UK (2009) estimated that 63% of those who are sight impaired or severely sight impaired are female. The ethnicity of the vast majority of patients were white (96%) which reflects the estimate that 96% of people with visual impairment are white (Future Sight Loss UK, 2009). Bosanquet and Mehta (2008) suggests that ethnic minorities may be vulnerable to exclusion. No patients of black ethnicity were seen by the ECLOs, however this figure is 0.7% of the sight impaired and severely sight impaired population in the UK which would only represent 3 patients in this current research. The proportion of Asian patients seen (2.3%) does reflect the proportion in the sight impaired and severely sight impaired population (Future Sight Loss UK, 2009). 

The proportion of patients seen by ECLOs in each age group, 0-4, 5-17, 18-49, 50-64 and 75+ was broadly similar to the proportion of registered people in these categories (The Health and Social Care Information Centre, 2008). For example, 12% of the patients seen by ECLOs were aged 65-74, and 10% of the partially sighted population and 10% of the blind population are in this age group. However, ECLOs see a greater proportion of people aged 18-49 than the proportions registered (17% seen by ECLO, 11% registered partially sighted, 13% registered blind), but a smaller proportion than those registered aged 75+ (59% seen by ECLO, 66% registered partially sighted, 64% registered blind).

There are two possible reasons for this finding. Firstly it could be that people between the ages of 18 and 49 need more advice about specific topics such as about education and employment. However, Figure 6.8 showed that there was no remarkable difference in the topics discussed between these age groups. A second reason could be that people aged 18-49 were more proactive in seeking out advice. This is possible, since the current study highlighted that self referrals to the ECLO from this age group were high, making up 35% of all referral sources, but self referral only accounted for 7% of referrals to the ECLO for people over 75 years. Ophthalmologists should be made aware that the demand for information appears to be higher in the younger age group and therefore consider directly referring more patients in this age group more often in the future.

Variability in the ECLO role 

A general theme that emerged from the analysis was that the services provided to patients varied greatly between ECLOs. An ECLO reviews on average 6 patients per day however the standard deviation reveals that there is a great deal of variation in the numbers of patients seen per day ranging from no patients to 16 patients. Some aspects of the ECLOs variability could be a positive thing particularly in terms of the flexible, ‘patient centred’ service that ECLOs offer. The time that ECLOs spent with each patient ranged from 5 minutes to two hours, unlike fixed time appointments with clinical staff. This means that if a patient has a small query which could be quickly clarified, the ECLO can provide this as well as discussing problems in depth if necessary. Additionally, they offer advice on wide ranging topics including eye conditions and/or treatment, benefits, charities, talking books, mobile telephones and holidays. Finally, they can also refer to appropriate agencies to meet the wide ranging, holistic needs of patients, from medical services (for example GPs, genetic counsellors, audiologists) to social needs (e.g. to self help services and counsellors). The patient centred approach is particularly important because there is some evidence that some eye care professionals may not consider individual’s visual function in the context of their everyday life and personal requirements. Shah et al. (2008) found that during a standard sight test with optometrists, 23% did not ask about the nature of the individual’s visual tasks, 22% did not ask if the patient was a driver and 9% did not ask their occupation. Therefore it is important that there is someone in the eye clinic who will be able to provide advice that is relevant to the person as a whole and their everyday task. Because patients will have different requirements, the ECLO will vary the amount of time with each patient and the advice given.

An alternative explanation for the variation in patient numbers might be explained by the number and type of clinics which are running on that specific day. For example clinics which specialise in the retina probably review many more patients with visual impairment than a clinic which specialises in paediatrics. Additionally, certain days in the hospital are dedicated to research, audit and teaching with few if any clinics running. This variation probably means that at times the ECLO is very busy resulting in longer waiting times and shorter appointments times for the patients reviewed on that day.  Although this hypothesis has not been backed up by statistical analysis closer analysis of the ECLO diaries reveals that higher the number of patients reviewed the shorter the appointment times. This postulation is also backed up by the ECLO interviews (Section 7) where several ECLOs stated that at times they felt over stretched in terms of the amount of the time they had available to spend with patients.

The ECLO service might benefit from having several people in one department trained as an ECLO. On busy clinic days more than one ECLO could be used to reduce patient waiting times and increase appointment duration if considered appropriate for that specific patient. This system would also provide holiday and sickness cover when it was needed. 

Finally, ECLOs who had worked in the post longer received referrals from a wider range of sources, which highlights the importance of building up relationships. Additionally, some ECLOs carried out most work in the clinic, and others by telephone, possibly because they have access to different resources.

3.9 Conclusions

· On an average day an ECLO will see 6 patients, spending 45 minutes providing information, referrals and support (30 minutes with the patient and 15 minutes on administration). This is comparable to the time other eye care professional spend with patients with visual impairment.

· People aged 18-49 years were more proactive than older age groups for seeking out advice from the ECLO possibly suggesting that these patients should be referred more often.

· ECLOs truly act as a bridge between clinical and social services because they receive most referrals from medical services, and most referrals are made to social services.

· Better organisation of the service is required to improve consistency of care across all clinics. Each patient should wait the same amount of time, have the same services offered and have the same amount of time devoted to their appointment regardless of their day of attendance.  

· The ECLO role needs to be standardised.  This will allow for better integration of the ECLO into the hospital system

· Emotional support was provided in nearly 30% of all meetings, suggesting that sight loss has a significant emotional impact on patients. Patients new to the ECLO required emotional support more frequently than patients who were meeting the ECLO again, suggesting that emotional support early in the sight loss journey is required by many people.
In depth semi-structured interviews with Eye Care Liaison Officers

3.10 Introduction

The aim of the interviews conducted with ECLOs was to obtain an insight into the role of ECLOs. Four ECLOs were interviewed in January 2010 to further understand their ways of working and their relationship with other professionals in the hospital.

The study described below is a qualitative study which was conducted to guide the development of a quantitative questionnaire for ECLOs and other personnel who fulfil a similar role (Section 8). Because of the variability of the ECLO role, a range of questions needed to be generated which were applicable, relevant and would represent all ECLOs who completed the questionnaire. The ECLOs interviewed reflected a range of working practices and opinions, however since the sample was small (n=4) the results should not be interpreted as representative of ECLOs in general.

The interviews were focused on the ECLOs themselves and the ways they worked, rather than their work with patients. Information about the discussions and support ECLOs provide to patients was previously obtained from the ECLO diaries (Section 6) It was particularly important to understand how ECLOs worked because data from the ECLO diaries suggested that working practices varied. A greater understanding about the structure and content of the ECLO role will provide a context in which to interpret quantitative data. 

3.11 Methods

Participants

Four ECLOs were selected to be interviewed. This sample size was similar to the sample size chosen for the in depth semi structured interviews with clinicians (Section 4). An invitation to participate in the interviews was sent out to all ECLOs who had previously completed an ECLO diary (n=8). Six people responded to the invitation. Only four participants were required and the first four ECLOs who responded were recruited to take part in the interviews. 

The participants were informed that the information from the interviews would be used in a report to the RNIB and to develop a questionnaire for ECLO's. They were assured that no data which could identify them would be disclosed and that all information collected would be anonymised. For this reason, the ECLOs have each been given a letter, (a-d), which will be used to refer to the comments of an individual ECLO when necessary.

Design

The interview was designed to be semi-structured allowing the interview to be flexible in addition to exploring specific topics. Appendix 8 includes all questions and topics raised. The topics and questions were broad in scope so that they could be relevant to all ECLOs and to allow the ECLOs to give as much information as possible. 

Procedure

The interviewer contacted the ECLO by telephone at a time previously arranged. The interviewer discussed the topics and asked the questions shown in Appendix 8 in the order shown. If a particular question had already been addressed in response to another question, it was not asked again. 

Notes of the responses were written down by hand during the discussion. The notes were then typed up and sent by email to the ECLO as soon after the interview as possible. The ECLO then made any amendments, clarifications or additions and returned the notes to the interviewer. In one case, an ECLO manager also verified the notes made from the interview but the ECLO concerned made the final comments on the interview notes. Only the notes verified by the ECLOs were used in the analysis.

Analysis

Due to the small sample size comments made by the ECLOs were considered, topic by topic, by the interviewer, rather than carrying out a formal statistical approach. Efforts were made to express the range of opinions and comments made by the ECLOs rather than attempting to arrive at a consensus or representative view of ECLOs. The organisation of results does not always reflect the order the questions were asked so that the views expressed by the ECLOs could be described as clearly as possible. Additionally, the answers to particular questions were not considered in isolation but in the context of other answers provided. This was done with the assistance of the tables in Appendix 9. 

3.12  Results

Job profiles

The ECLOs interviewed varied in many aspects of their post. The researchers felt that it was important to try and gather the broadest range of information possible in relation to the different working practices of ECLOs.

Job title

Two of the interviewees were called ECLOs and two had other titles such as ‘Point of Diagnosis Officer’
.

Time in post

The number of years that the ECLOs had worked in their current post ranged from 1 to 10 years. The ECLO post had been in existence at the interviewee’s current hospital for variable lengths of time, ranging from 11 months to 10 years.

Terms of work

Two of the ECLOs worked full time (approximately 35 hours per week) and the other two worked part time. Two of the ECLOs were employed on a permanent basis and the remainder were employed on a contractual basis. Three were funded jointly by the PCT and the local authority, but ECLO (d) was funded solely by the PCT and was an employee of the hospital.

Other roles in the hospital

Two of the ECLOs also had other roles within the hospital with patient and public involvement to help improve the service provided by the hospital.

Relevant Qualifications

All four ECLOs had attended the ECLO training course run by the RNIB and accredited by City University London. The range of other qualifications reflected the different professional backgrounds of the interviewees; one was a state registered nurse and the others had qualifications in counselling, emotional support and/or advice and guidance.

Sources of referral to ECLOs

ECLOs were asked where they received referrals from. The referral sources mentioned were:

Self referrals

Eye clinic 

Low vision optometrist

Technicians

District nurses

Hospital appointments

Casualty

GP

Other doctors

High Street Opticians

Low Vision Therapist

Rehabilitation officers

RNIB

Macular Disease Society (MDS)

The range of sources of referral varied greatly between the ECLOs, echoing the findings from the ECLO diary study (Section 6).

Appointment Systems

The ‘ECLO diary study’ (Section 6) highlighted that many ECLOs did not work using a formalised appointment system like optometrists and ophthalmologists within hospitals. Some ECLOs suggested that the lack of an appointment system made completing the ECLO diary difficult. To further investigate the different ways of working, ECLOs were asked if they had an appointment system and what their opinions of working with such a system were.

Did ECLOs ever use an appointment system?

ECLO (d) operated a formal appointment system at certain times. ECLOs (a) and (b) sometimes made informal appointments when a patient had an appointment at the hospital. For example, when a patient had an appointment to see clinical staff at the hospital, an appointment or referral would subsequently be made with the ECLO. The remaining ECLO did not use an appointment system at any time.

Advantages of an appointment system

ECLOs were asked about the advantages of having an appointment system. One ECLO did not think that there were any advantages. Other ECLOs suggested a number of advantages:

The patient could arrange to see the ECLO when they had appointments in the hospital with other professionals.

“Easier to obtain referrals’’ because they can be fit into a schedule.

‘’Means the ECLO service is more formalised, making it a professional service like other eye care professionals in hospitals’’.

“Patients would be less suspicious than if you approached them in the waiting room”.

The ECLO can run their own clinics, access hospital notes prior to the patient attending the appointment and make comments on the notes ready for other professionals in the clinic.

It would help to organise the ECLO’s time effectively so that gaps of time in the day with no appointments could be used by ECLOs to identify patients themselves.
Disadvantages of an appointment system

ECLOs were also asked about the disadvantages of an appointment system. One ECLO did not think that there were any disadvantages to an appointment system. The disadvantages mentioned by other ECLOs were:

Appointments are “very fixed and inflexible”.

“Means there is no free time for people to drop in, including emergencies”.

It “may lead to having to turn patients away”.

Although “the ECLO could offer to telephone people turned away, this would not be suitable for everyone”.
“The ECLO may miss out people whose conditions are less serious but could benefit from advice”, i.e. the patient may not feel their issue is serious enough to make an appointment but some informal advice could be useful.

“Some people may not want to return to the hospital [just to see the ECLO]”.
Other ways of obtaining patients

ECLOs were asked “What other ways do ECLOs obtain patients and what are the advantages and disadvantages of obtaining patients in this way?” Their responses are shown below.
Referrals from clinic and others sources

Three ECLOs received referrals from the clinic and other sources.

Advantages: 

“Can potentially meet more people”, than if simply waiting for people to self refer.

Disadvantages:

No disadvantages were mentioned relating to this approach.

Referrals made when the patient has an appointment at the hospital

Two ECLOs received referrals when the patient had an appointment at the hospital.

Advantages: 

“Increases availability and accessibility”, because the patient is already at the hospital, so does not have to make further travel arrangements.

Disadvantages:

‘‘None if you have a combination of this with an appointment system.’’

Identifying patients to talk to in the waiting room 

Two ECLOs would approach patients in the waiting room of an eye clinic to ascertain if they needed any help. The other two ECLOs did this occasionally. 

Advantages: 

“Can potentially meet more people” because the ECLO may approach people who would not get referred to an ECLO or the idea of registration had never been presented to them.

Disadvantages: 

One ECLO covered a number of hospitals and felt that inevitably they missed some patients because they did not have enough time.

‘’It is difficult to identify who to approach and which people have a given condition, making it difficult to know what advice to give’’.

“People can be suspicious of being approached (at least initially)”.

Self referrals

Two of the ECLOs received self referrals from patients. No advantages or disadvantages were mentioned about this approach.

Visiting patients in the community

One ECLO visited patients in the community. No advantages or disadvantages were mentioned about this approach.

Obtaining patients in a range of ways

Advantages of obtaining patients in a range of ways:

‘’It is flexible which is good for both the patient and the ECLO.’’

Patients “can still make appointments when appropriate/necessary”.
‘’Increases accessibility of the ECLO.’’

Disadvantages of obtaining patients in a range of ways:

‘’Variability of work.’’

‘’Means that working can be chaotic.’’

What system of obtaining patients did ECLOs prefer?

All ECLOs mentioned that having an appointment system (at least some of the time as opposed to having only an appointment system) was a good idea. Two ECLOs thought that having appointments as well as time to allow drop-ins was preferable, because the flexibility of the ECLO role was important. Another ECLO thought a variant of this was the best system where appointments with the ECLO were attached to other appointments the patient had arranged at the hospital/clinic. 

Following up patients

The ‘ECLO diary study’ showed that the proportion of patients who were ‘new’ or ‘recalls’ varied greatly between ECLOs. Differences in follow-up practices between ECLOs may be able to explain this variability. For example, ECLOs who follow up referrals made on behalf of the patient would have repeated contact with the patient resulting in a larger proportion of ‘recall/follow-up’ meetings with the patient. However, ECLOs who did not follow up referrals may not have repeated contact with patients and a large proportion of meetings with patients would be ‘new’. The interviewees were therefore asked whether patients were followed up to ascertain if this differed between ECLOs. 

Do ECLOs follow up patients?

When the interviewer asked this question, some ECLOs required clarification, and the following elaboration was provided: For example, do you ever refer a patient to an agency and check at a later date that the agency has contacted the patient, or make contact with the patient on another occasion to make sure they have received what they need?

Three ECLOs followed up patients when it was necessary. ECLO (b) said that they did not follow up referrals because they tended to refer patients to Action for Blind People where they would act on the referral and follow it up if required.
Do ECLOs see ‘following up’ patients as part of their role?

Two ECLOs clearly stated that they felt following up patients was part of their role and one ECLO justified their comment by stating that an ECLO is not a ‘one stop shop’, i.e. they do not have one meeting with patients to point them in the right direction, but contact was continuous. ECLO (b) would follow up patients only in certain cases (due to AFBP tending to follow up the referrals).

Other relevant comments about referrals

ECLO (d) stated that the amount of work required to follow up every patient would be too time consuming especially when there were new referrals entering the system all the time. They felt that most patients returned to the clinic every 3-6 months and were made aware that they could talk to the ECLO if they were waiting to hear from service providers and at any time in the future should they require information.

ECLO (b) said that following up patients was useful for the ECLO themselves because the job could be emotional and therefore knowing what happened to the referrals made was important.
Recalls

The ECLOs were asked if they either:

1. Tended to have long relationships with patients (i.e. saw them at various stages in their patient journey?). Or

2. Pointed them in the right direction so that they could access other services quickly?

Three of the four ECLOs said that they did both and it depended on the needs of patient. Some patients were seen on many occasions over several years as their situation or sight changed. 

One ECLO suggested that it depended on which stage in the patient journey the ECLO met with the patient. For example, if a patient was starting Lucentis treatment, the Lucentis team would refer the patient to the ECLO. Each time the patient came back into the clinic for treatment they would have the option of seeing the ECLO if they wished, and again when they become eligible for registration. They would also have the opportunity of attending an open day and meeting the ECLO (gathering of a range of eye care professionals who talk to people who have been recently registered). Patients with sudden sight loss, who were eligible for registration, were seen by the ECLO on the day that they visited the clinic. They also had the opportunity of attending an open day where the ECLO was present, giving them a second opportunity to speak to the ECLO if they needed.

ECLO (b) mostly had one off meetings with patients. This could be because they obtained most patients by identifying them in the waiting room, worked at several hospitals and had not worked for very long as an ECLO. ECLO (c) also identified patients in a similar manner but had an arrangement with AFBP for following up patients.

Patient records

All ECLOs kept records of the activities carried out with patients, but these took different forms for each ECLO.

Description of records kept

The type of records kept is shown in Table 7.1 and shows that there is no standardised method of data collection. ‘Activities with patients’ include advice given and topics discussed by the ECLO and patient.

Table 7.1. Description of record kept
	ECLO
	Type of record
	What it records?

	(a)
	Contact sheet
	· Activities carried out with patients

	(a)
	Referral document
	· Who patients are referred to (these are posted to the appropriate professional to take action)

	(b)
	Journal
	· Own activities

· Referrals made

	(c)
	Database
	· Activities carried out with patients

	(d) 
	Database
	· Activities carried out with patients

· Who patients are referred to

· Number of patients

· Details of patients

	(d)
	Records of CVIs
	· CVIs

	(d)
	Records of open days
	· Records of open days

	(d)
	Electronic hospital records
	· Notes made by consultant

· Notes made by anyone else (including the ECLO’s activities with patients)


How the information from records was used

Some of the interviewees made additional comments regarding what their records were used for. ECLO (b) stated that records were kept for the benefit of the ECLO, ECLO manager and for monitoring reports. The records kept by ECLOs (a) and (d) were kept to audit the service, but ECLO (d)’s records were also used to keep other members of the medical team informed.

Are ECLO’s records separate or integrated with hospital records?

All ECLOs, except ECLO (d), kept records that were separate from hospital records.

ECLOs (b), (c) and (d) all expressed a preference for having the ECLO records integrated with the hospital records. ECLO (b) suggested that this would be useful for both the ECLO and the consultant. ECLO (d) felt that the ECLO needs to access and add to all hospital systems, patient information databases and notes in order to provide a safe and effective service. ECLO (c) said the reason they did not have access to the hospital records was because they were not employed by the hospital.

Other opinions expressed about patient records

One ECLO stated that keeping records of the activities was difficult when there was a constant stream of patients.

Non–Contact Duties
Feedback received in the more patient focused ECLO diary study (Section 6) was that the diaries did not accurately reflect the ECLO’s working day because it did not detail the amount of time ECLOs spent on non-contact duties. To better understand the issue ECLOs, were asked what their non-contact duties consisted of and how much time they spent on them. 

The non-contact duties carried out by ECLOs are shown below. Unless otherwise specified, n=1.

Recording referrals (n=4)

Recording statistics (n=4)

Recording information about the nature of the contact (n=4)

Ordering relevant information for leaflet racks

Seeking information (n=3)

General filing

Writing up minutes of meetings

Contacting patients about their queries and appointments (n=2)

Developmental work (for developing the ECLO position)

Public and patient involvement work

Reading and attending courses/events to keep knowledge up-to-date (n=3)

Providing training within the hospital to other staff (n=2)

Organising open days

Auditing of diabetic registration numbers

Recording CVIs, photocopying them and sending them out to the relevant agencies

Other projects

How much time do ECLOs spend on non-contact duties? 
The amount if time spent by the ECLOs on non-contact duties is listed below in table 7.2.

Table 7.2. Amount of time that ECLOs spend on non-contact duties
	ECLO
	Comment on the time spent on admin
	Time worked
	% of total time (approx)

	(a)
	Half of every day
	Full time
	50%

	(b)
	Couple of hours per day
	Part time
	50%

	(c)
	2 half days admin, 3 half days with patients
	Part time
	40%

	(d)
	15 hours per week
	Full time
	40%


Comments about the time spent on non-contact duties:
The amount of time spent on administration was a necessary and valuable part of the job.

One of the ECLO’s indicated that sometimes they had to complete their administrative work outside working hours.

Although one ECLO spent 15 hours on non-contact duties a week, they needed more time for non-contact duties and had made a proposal for administrative support.
ECLO (d) said that an hour long meeting with a patient could generate two hours of administrative work. Typical referrals included referrals to social services, a rehabilitation officer and benefits advisors. Referrals to social services could take 30 minutes because many detailed questions had to be answered. Additionally, all activities had to be recorded in a database.

Administrative support

Two ECLOs also had administrative support for 6 hours per week. The administrative support staff who worked with one of the ECLOs helped with the following:

Making up the standard information pack for patients.

Customising the standard information pack with relevant information.

Filling racks.

Organising information boards and displays.

Ordering information requested by the ECLO.

ECLO (d) had made a proposal for more administrative support and thought that this type of support was essential for all ECLOs. They felt that the support staff would need to work 30 hours per week and felt that this would be an efficient use of financial resources because the ECLO could then see more patients (around 30 per week) and have more contact time with them.

Integration into the hospital

ECLOs are a relatively new position in eye clinics, and therefore it was important to try and understand how they integrated into the systems that already exist, and how successful the system has been by asking the following questions.

Do ECLOs work closely with other professionals?

ECLO (d) was the only ECLO who worked closely with other professionals on a regular basis. They attended directorate meetings, departmental training days as well as working closely with community agencies, running a monthly open day and attending local RNIB meetings. 

ECLOs (a) and (c) occasionally worked closely with other professionals. ECLO (a) stated that working closely with others is difficult because other professionals tend to be very busy. ECLO (c) worked closely with certain professionals such as the low vision optometrist, but did not work closely with all staff and there was not much time to build professional relationships.

ECLO (b) did not work closely with other professionals. This was because their time was spread out over many different hospitals, thereby reducing the time spent at each hospital, making it difficult to establish relationships with others working in the hospital.

Do other professionals understand the service ECLOs provide?

ECLOs (a) and (b) stated that some people understood the service they provide. ECLO (a) suggested that it was difficult to tell if people understood the service, but those who had a close relationship with the ECLO understood the service better. ECLO (b) said that some professionals were wrapped up in their own activities and were either unaware or did not make an effort to understand the ECLO service. ECLO (b) pointed out that the ECLO role is unique and is generally not well understood.

ECLO (c) said that although the professionals they worked with had been told about the service ECLOs provide, they did not seem to understand its importance nor value the ECLO role.

The services provided by ECLO (d) were well understood by other professionals. ECLO (d) felt that this was partially because staff at the hospital had received information on the ECLO service during a Low Vision Ophthalmology Staff Training afternoon. The ECLO spoke at the training and provided staff with comprehensive information about the benefits of the ECLO service including a list of support agencies and services that the ECLO could put the patient in contact with.

Misconceptions about the work that ECLOs do

Some misconceptions about the service that ECLOs provided included:

The only services ECLOs provide is emotional support or leaflets.
The ECLO is a social worker.
An ECLO stated that their role was not well understood because others in the clinic had a general lack of understanding of the social side or the social model of disability.
Additionally, another ECLO suggested that some people have very high expectations about what services are available to blind and partially sighted people in general when actually these are limited.
ECLO (d) suggested that there used to be misconceptions about the services provided by the ECLO, but the provision of training to staff has lead to a better understanding  of the ECLO service.

ECLO (d) said that the ‘ECLO’ term can be wrongly used as a ‘catch-all’ term. For example, some individuals have used it to describe someone who works at an information desk handing out leaflets but at other times to describe a fully involved ECLO who can provide formal counselling. Using the term ‘ECLO’ in the right ways will help reflect what they can offer as a professional and will result in a greater level of trust on the part of the medical staff.
Do others appreciate the value of ECLOs work?

ECLOs (a) and (b) both stated that whether people valued their work or not depended on how well others understood the work they undertook, i.e. those who understood the type of work ECLOs did tended to appreciate their work. Accordingly, ECLO (c) stated that because people did not understand the service ECLOs provided they did not value what the ECLO did. ECLO (d) stated that people did value their work, and not surprisingly it was ECLO (d) who indicated the greatest understanding of the ECLO role amongst other staff.

ECLO (d) suggested that a health care professional will only refer to a service if they trust it, because ultimately, consultants are accountable for their clinics and would not take responsibility for someone who was not providing a reliable service. Therefore, unless the service was trusted, it would not become part of the clinic. For a service to be trusted, it had to be credible, professional, reliable and accountable.

Do ECLOs receive professional support from hospital staff?

Three ECLOs (a, b and c) did not receive professional support from hospital staff, although ECLO (a) stated that when they attended departmental meetings hospital staff listened to their concerns. ECLO (b) said that this was a difficult question because they had not been in a situation where professional support was needed, but were aware of people who could be approached if an issue arose. ECLO (c) stated that they did not receive any professional support in relation to their own visual impairment; their request for facilities for guide dogs had not been acted on and the database that they kept was difficult to use because of the lack of appropriate equipment in the hospital.

ECLO (d) however received extensive professional support from the hospital. This particular ECLO was supervised by an NHS manager who was the Head Optometrist in the department. Prior to becoming an NHS employee at this particular hospital, they worked as an ECLO in another hospital but they were employed by an external agency. This meant that there were no managers within the hospital who were responsible for external members of staff. Managers external to the hospital were on different premises and did not work or communicate with the ECLO very often. Therefore the ECLO and manager did not understand each others needs on a daily basis and this meant that the ECLO had to be extremely resourceful and assertive to solve problems and get the resources and space to conduct a good quality service. ECLO (d) also suggested that when an ECLO is external to the hospital, they may face conflicting demands from their external employers and the managers in the eye clinic which can create tensions, especially if communication is limited.

ECLOs (a) and (b) both mentioned that the ECLO role can be emotionally demanding. ECLO (a) suggested that therefore, the ECLO may need some emotional support themselves.

ECLO (b) suggested that an ECLO manager is required to manage all ECLOs in the country. ECLO (d) suggested that it would be good for ECLOs to have conferences to meet each other.

Do ECLOs attend meetings?

In Table 7.3 describes the types of meetings attended by ECLOs. No data relates to the fact that this information was not available.

Table 7.3. Type of meetings attended by ECLOs

	ECLO
	Staff meetings
	Audit meetings
	Departmental meetings
	Other meetings

	(a)
	No data
	No data
	Yes
	No data

	(b)
	No
	Yes
	No data
	No data

	(c)
	No
	Yes
	No data
	No data

	(d)
	Yes
	Yes
	Yes
	· Local RNIB

· Children’s education VI team

· Local support group

· Patient Information Days

· Hospital Equality and Diversity Committee


ECLO (a) stated that when they attended departmental meetings they felt that people would listen to their concerns. ECLO (b) did not attend staff meetings but though they would be useful.

How would/do ECLOs increase awareness of their role in the hospital?

Below are different ways the ECLOs have increased awareness of their role. Unless otherwise stated, n=1.

ECLOs part of introduction to new staff.

Taken part in an ‘NHS New Roles’ event.

Involved in the development of new services.

Offers information to staff at eye/stroke wards (n=2).

Gives talks about their role at meetings (n=4).

Gives training about visual impairment (n=2).

Involved in groups/committees to improve the patient experience for blind and partially sighted visitors.

Works with Falls Co-ordinator and Hospital Discharge Team.
Other activities outside the hospital

Attend local Visual Impairment Support Group meetings.
Attend the open day with various agencies that are organised by the ECLO for recently registered patients.
ECLO (a) said that they found raising awareness of their role very difficult because their contractual areas were very large with several general hospitals within the area. Therefore they were unable to raise awareness effectively everywhere. ECLO (b), who works over many hospital sites, stated that generating awareness of the ECLO role was difficult because of high staff turnover.

ECLO (d) felt that attending team meetings and giving presentations had influenced the development of relationships and working links with others in the clinic. They were listed on the agenda at staff meetings in order to update staff in the hospital and community on the development of the service. 

Other comments related to integration into the hospital
ECLO (d) had worked as an ECLO for a local society previously but was now employed by the NHS. This particular ECLO felt that because they were employed by the NHS, they were better supported by others in the clinic. They received all emails and communication from the hospital. They felt that the ECLO should be seen as an allied health professional attached to a standardised governing body.

ECLO (d) felt that when they were an external member of staff, the service was entirely different and was seen as an ‘add-on’ or extra service rather than being an integral part of the patient pathway. However, any ECLO service is beneficial to the patient. They also felt that being external to the clinic made it much more difficult to implement change and development within the hospital because they had to go through twice as many systems and they did not have the same influence as when working as an internal employee.

ECLO (d) said that there were many advantages to being employed directly by the eye clinic and that it resulted in a more effective and efficient service. This particular ECLO was frustrated by the fact the NHS did not employ other ECLOs, now that they had experienced the benefits of being in the NHS. In addition ECLO (d) felt that in order for the ECLO role to become an integral part of the Eye Care Pathway, each eye clinic should have their own internal ECLO.

ECLO (c) said that there needed to be better communication and organisation between the ECLO and hospital staff. For example, cancellations were made in the hospital but this was not always communicated to the ECLO.

Job satisfaction

What aspects of their job do ECLOs enjoy most?

n=1 unless otherwise specified.

Feeling like you are making a practical difference.

Helping people (n=2).

Feeling what you are doing is valued.

Providing emotional support.

Providing information.

The variety of work.

Patient contact.

Developing the ECLO service.

Getting to know the patients.

What aspects of their job do ECLOs dislike?

ECLO (d) did not mention any negative points about their role. Other ECLOs mentioned (n=1 for all comments):

The amount of administration.
Dislikes amount of travelling (works at many hospitals).
Cramped and unpleasant working environment.
“It can be emotionally difficult and depressing seeing one patient after another” (especially when just starting the job).

“Sitting in the clinic when no-one needs help”.

Overall, the positive points mostly reflect enjoying patient contact. The negative points fall into three categories. Firstly ECLOs can be overstretched/not provided for in a number of ways (not enough time to complete administration and are spread out over too many areas). Secondly, ECLOs are not always well integrated into the hospital (they do not have enough professional support to help them with their emotionally draining role and do not receive referrals from those in the clinic so are sometimes left sitting in the clinic). Thirdly, ECLOs may not have enough resources to carry out their job as effectively as they would like to.
Overall, are ECLOs feelings towards their job positive, neutral or negative?

All four ECLOs said they felt positively towards their job.

Professional development

Training from within the hospital was only available to ECLO (d). This included human rights training, safeguarding vulnerable adults and children and disability and equality in service delivery. The other ECLOs had access to some training, conferences and/or events through AFBP or social services.

Suggestions from the ECLOs about personal development

ECLO (d) said that it would be good to have ongoing training courses for ECLOs in addition to relevant internal NHS training courses. ECLO (c) also said that training courses in the hospital would be useful.

ECLO (a) who had worked in the role for 10 years said that it would be good to have a break from the job to try and develop what had been learned.

Other opinions expressed by ECLOs

When asked if there was anything else the ECLOs wished to mention they suggested there was a need to unify the ECLO role and some mentioned concerns about their working environment.

Call for a uniformity of approach

Individual ECLOs perform their roles in a different way. One ECLO suggested that ECLOs and similar personnel need to have one manager to manage all ECLOs. Another ECLO said that if the service was rolled out nationally (which they believed it should be), it needed to be standardised in order to earn a good reputation to increase its appeal to areas which did not yet have an ECLO.

Working environment

ECLO (b) said that the working environment of ECLOs needed to be improved. ECLOs need a private room/office, computers and other appropriate resources. ECLO (d) said that to provide a quality ECLO service, ECLOs need to have their own equipped office and admin support. An ECLO service is not an ECLO service when it is run as an information desk in the corridor and it is unethical to patients (in terms of the lack of patient care) for it to be carried out like this. However, ECLO (d) also recognised that there can be conflicting demands for space in an eye clinic, but ECLOs need to be given storage space and a private room to consult with patients.

ECLO (d) had access to the staff library and could also hire out the Education Centre rooms when they needed to meet with various agencies.

3.13 Discussion
Appointment Systems

All ECLOs mentioned some preference for having an appointment system at least sometimes. If ECLOs offered formalised appointments at particular times in the week, ECLOs may be able achieve the advantages of an appointment system without experiencing some of the disadvantages that may occur if only an appointment system was in place. For example, if an ECLO had an appointment system, patients could make appointments with the ECLO when they had another appointment in the hospital and it would allow the ECLO to access the patient’s notes before the appointment, without having to turn away patients who need to drop in. It must however be noted that if an appointment system is put in place this may have some cost implications for the ECLO service and may add a level of bureaucracy to the service. 

Other ways of obtaining patients

Obtaining patients in ways other than through appointment systems allows the ECLO to be accessed by as many people as possible and there do not appear to be many disadvantages in adopting this system. However, identifying patients to talk to in the waiting room has some disadvantages (such as patients being initially suspicious of the ECLO) so an appointment system or receiving referrals may be preferable. One advantage of identifying patients in the waiting room is that the ECLO may come into contact with people that would not otherwise get referred to them, and interestingly the two ECLOs who identified patients in the waiting room reported that the service they provided was not well understood by others in the hospital.

It would be preferable if all the hospital staff were aware of the role on an ECLO, so that all patients requiring this service could be referred to the ECLO and no patients were missed. However, identifying patients in the waiting room may be the best way of working when awareness of the ECLO is low because at least the individual has the opportunity of talking to the ECLO which they may not have otherwise had.

Identifying patients in the waiting room to talk to and offer help could be a good way of starting the ECLO service when the service is new and awareness is low. Once working relationships have been established and referrals increase, the ECLO could change their way of working to appointments, waiting for drop-ins and receiving referrals. The results section includes a number of ways in which ECLOs have increased awareness of themselves for example by giving talks about their roles at meetings. However, one ECLO remarked that despite this, their service was still not well understood.

Following up patients

Whether an ECLO follows up patients on a regular basis varies between ECLOs, and may depend on the structure in which the ECLO is embedded or the agencies/services that are locally available. For example, ECLO (b) may follow up referrals less because they know that AFBP will follow up the patient when they are referred. Therefore, even if all ECLOs were required to work in a similar, standardised way, the variability of local services may mean that the role of an ECLO will need to vary to provide the same level of help to an individual.

Recalls

Most of the ECLOs saw patients over long periods of time at various stages of their patient journey but also had one-off meetings with patients. They indicated that this was a result of the different needs of the patients. However, ECLO (b) mostly had one-off meetings with patients, possibly due to their relationship with AFBP and the services they provide in that particular area. 

Patient records

All ECLOs kept records of activities carried out with patients but these took different forms. Three of the ECLOs (b, c and d) expressed a preference for having their records integrated with hospital records. ECLO (c) stated that they could not use the hospital records because they were not employed by the hospital, and the only ECLO in the study that had access to the hospital records was employed by the NHS.

Non-contact and Administration duties

The administrative duties that ECLOs carry out are wide ranging, but often involve recording referrals, statistics and the nature of the contact with patients. The proportion of time spent on non-contact duties is substantial; approximately 40-50% of their total working time. It is therefore not surprising that two ECLOs had administrative support (albeit only for 6 hours per week) and one of these ECLOs had made a proposal for the admin support to increase to 30 hours per week to raise the amount of time and number of patients they had contact with. Therefore, some ECLOs felt that the amount of time spent on non-contact duties was occupying too much time which they could be spending with patients. However, one ECLO believed that administration was a necessary and valuable part of the job, so opinions about non-contact duties and administration varied between ECLOs.
Integration into the hospital 

A clear difference is present between ECLO (d) and the other ECLOs in relation to how well the ECLOs were integrated into the hospital system. Unlike the other ECLOs, ECLO (d) consistently felt that they worked closely with other professionals, received professional support from within the hospital, the ECLO service was well understood and their work was valued by staff in the clinic. Additionally, ECLO (d) was the only ECLO in the current sample who had access to hospital records. ECLO (c) felt that the reason they did not have access to hospital records was because they were not employed by the hospital. 

ECLO (d) did not appear to differ greatly in terms of their job profile except for the fact they were employed solely by the NHS. For example, all ECLOs had completed the ECLO course, had a mixture of appointments, referrals and drop-ins and had a mixture of long relationships and one-off meetings with patients. Therefore the greater integration of ECLO (d) into the hospital system and the subsequent benefits could be because they are employed by the NHS. Therefore, being employed by the NHS may convey a number of benefits to make the ECLO role more efficient and supported.

Job satisfaction

Despite a number of negative points being raised, every ECLOs said they felt positively towards their job, suggesting that the positives they mentioned outweighed the negatives. The positive aspects of the job were mainly related to enjoying patient contact. The negative points made were related to not being integrated into the NHS (e.g. not having professional support to deal with the emotional aspect of the job) and being overstretched in a number of ways (e.g. working at a number of hospitals leading to a significant amount of travelling). The ECLO employed by the NHS had no negative comments to make about their role.

Professional Development

Only the ECLO employed by the hospital had access to the same training as other NHS staff. The others had some opportunities through social services or AFBP.

Call for a uniformity of approach

Two ECLOs said that a uniform approach was needed to standardise the ECLO role because different ECLOs worked in different ways. However, even if the role was standardised, the role may have to be varied due to the differences in provisions of local services. Having made this point it is worthwhile noting that the Department of Health has released plans to standardise the care system in the future, in a similar way to the NHS. Therefore, the ECLO role may only be able to be completely standardised when the systems they work within and with are also standardised.
Working environment

A number of ECLOs suggested that they did not have appropriate resources to carry out their job effectively. For example, they did not have a private room to speak to patients or enough storage space. The resources available for ECLOs will be investigated further in the survey to a larger sample of ECLOs and will be reported in Section 8.

3.14 Conclusions
The interviews provided substantial information which was used to develop a questionnaire which further investigated the ECLO role (Section 8). 

The interviews have suggested a range of factors which may prevent ECLOs from being as effective as they could be which could be why the average number of patients seen  could be low (on average 4 per day for some ECLOs) as found by the ECLO diaries. One of these factors is that ECLOs are not always well integrated into the hospital system which means they may not access hospital records, cannot access NHS training and they do not receive professional support they need, which is especially important because some ECLOs mentioned that the role is emotionally draining.

Additionally, some ECLOs seem to have a poor profile in the workplace. Some ECLOs who are responsible for large areas or work at many hospitals have problems raising awareness of themselves effectively which leads to others in the hospital not understanding/misunderstanding the service they provide and not valuing the ECLO service. This may lead to eye care professionals in hospitals not referring patients to the ECLO. Additionally, when ECLOs are work in several different hospitals over a wide area, and have to identify patients in the waiting room themselves because awareness of their role is low amongst eye care professionals, patients are likely to slip through the net and not receive the help they need. 
Finally, it seems that some ECLOs may not have sufficient resources to provide a quality service. Not all ECLOs had sufficient storage space or had access to a private room in which to consult with patients and their families. The latter point is particularly important given that it is part of the ECLOs role to provide emotional support and many patients are unlikely to want to discuss private issues in public areas such as a waiting room.

To improve ECLO effectiveness of ECLOs they:
· Need to be provided with sufficient resources.

· Need administrative support so that they are not overstretched.

· Need to be well integrated into the hospital system so that the service they provide is well understood and they get the professional support they need to carry out their role effectively.

 Survey of Eye Care Liaison Officers- What is the cost of an ECLO?

3.15 Introduction

The cost of visual impairment to the UK is enormous; an estimated £22 billion (Access Economics, 2009). Of this, £2.14 billion are direct costs such as hospital expenditure and costs associated with falls, £4.34 billion are indirect costs such as lower employment and the costs of informal carers and £15.51 billion is due to the loss of healthy life and premature death. Additionally, the number of people registered as sight impaired and severely sight impaired in the UK is predicted to double by 2050, to nearly 4 million people (Access Economics, 2009). The aim of the current study was to investigate the cost of employing an ECLO and the other cost implications of an ECLO. 

It has been recognised that there is a need for better provision of information and support in eye clinics in the UK (McBride, 2001; Douglas et al., 2008). The role of an ECLO has been established to provide information about eye conditions, services as well as emotional support to anyone who requires this support in eye clinics. Additionally, ECLOs provide onward referrals to other services for patients in eye clinics, ensuring that patients know about these services and access them. However, the cost of an ECLO intervention per patient has not yet been determined. It is important to establish the cost implications of an ECLO because there is a perception that an ECLO is not a good use of financial resources amongst those who have no experience of ECLOs, but those who have worked with an ECLO feel they are a good use of financial resources (Section 3). 

When calculating the cost of low vision services, it is worth bearing in mind that these services will differ from standard eye clinic services in hospitals. The LOVSME Project (2009) found that for a hospital low vision service, approximately 12% of all appointments were low vision appointments, but they take up more than 12% of the total time because they are longer. The researchers found that for one hospital service, approximately 6 patients were seen per day in a low vision clinic. These findings are similar to those found in the ECLO Diary study (Section 6); ECLOs saw on average 6-7 patients per day and spent 45 minutes per patient. The cost of a low vision service has been investigated by the LOVSME Project (2009). They found for a traditional, optometry lead low vision service the cost was £133 per contact (including costs to the NHS and voluntary sector such as rent and insurance, but not local authority costs). For an integrated service including the NHS, PCT, local authority, and a charity, the cost per contact ranged from £244-489. An integrated service for one patient for one year was found to cost £360 (Access Economics, 2008; McLeod et al., 2006). 

An issue raised in the in depth interviews conducted with ECLOs (Section 7) was that ECLOs may not have been well invested in. For example, some ECLOs do not have the resources in terms of a private room, telephone or computer equipment, to carry out their role effectively. Additionally, some ECLOs worked at many different hospitals, rather than being based at one hospital which may make their job more challenging. ECLOs may only be cost effective given sufficient investment. For example, if they are not being given a telephone/computer, they cannot refer patients to other agencies efficiently, which will result in the patient not always receiving the full benefits of an ECLO.

Additionally, we wanted to determine whether ECLOs funded and/or employed by the NHS were better integrated into the system, and thus being able to provide a better service. Previous research (Section 7) revealed that an ECLO employed by the NHS felt that they were better integrated into the service, and other staff understood the service that they provided. 

In summary, the survey investigated factors relating to the costs of an ECLO in three different ways:

· What is the cost of an ECLO per contact?

· Have the current ECLOs been sufficiently invested in?

· Are ECLOs employed by the NHS more integrated into the clinic, and thus better value for money?

3.16 Methods

Participants

An invitation was sent out by the RNIB and the authors of the study to all ECLOs known to them. It was made clear that responses were anonymous.

Design

The survey was created online using the online resource Survey Monkey
. The survey was designed using information from interviews previously conducted with ECLOs (Section 7). The survey was piloted using one ECLO and one individual who had previously worked as an ECLO. Changes were made based on their comments.

Procedure

The survey could be completed online, by paper or over the phone. All participants completed the survey online using the online tool survey monkey. All questions were optional so that ECLOs did not have to reveal information that they did not want to share or that could potentially identify them.

3.17 Results

Description of the ECLOs completing the questionnaire

The survey was completed by 23 ECLOs.  As discussed previously in Section 6 RNIB estimates that there were 49 accredited ECLOs at the time of carrying out this study in June 2010. Accredited ECLOs are those who have undertaken the City University London accredited RNIB ECLO training course. There were 154 ECLOs/equivalent personnel who were doing an 'ECLO' type role but were not accredited ECLOs(Personal correspondence with Angela Edwards, RNIB). 20 out of the 23 ECLOs who participated in the survey were accredited ECLOs which means that 40.1% of all accredited ECLOs participated in the study and 1.94% of ECLOs who participated in the study were not accredited. Of the ECLOs who were not accredited one was a dispensing optician and one was a social worker. One ECLO did not specify their qualifications or whether they had attended the ECLO course.  The three ECLOs who had not undertaken the RNIB training course appeared to be performing a similar role to the ECLOs who had undertaken course The participation of a majority of RNIB accredited ECLOs into the study means that there was a greater likelihood that all ECLOs were carrying out a standardised role which would potentially make it easier to investigate the ECLO role. All questions were optional, so not all ECLOs answered every question.
Of the ECLOs completing the survey and answering the particular questions, 20 were female and 1 was male (n=21). Sixteen ECLOs specified that they were white British, 3 just specified white and 2 specified just British (n=21). The average age of the ECLOs was 44.7 years (standard deviation 8, ranging from 30-58).

All 23 ECLOs specified their job title. Most of the ECLOs had the job title of Eye Care/Clinic Liaison Officer (14), but other titles included Advice and Information Officer (3) and Low Vision Support Worker (3). Several ECLOs were employed by national charities (9), but some were employed by local authorities (5) and the NHS (5)
. These results are shown in Figure 8.1.

Figure 8.1. The number off ECLOs employed by the NHS, local authorities and charities.
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Funding for the ECLO position was provided by the following organisations (n=23): local authorities (7), NHS (6), jointly by the local authority and NHS (2), local charities (4), national charities (3) and jointly by the local authority and charity (1). These results are shown in Figure 8.2.
Figure 8.2. The number of ECLOs funded by the NHS, local authorities and charities.
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Twelve ECLOs worked part time and the remaining worked full time (9). Nine specified if they were permanent (5) or temporary/contracted (4) staff. The average number of hours worked per week was 24.6, (standard deviation 12.0, n=21). Six had another role in the hospital, for example as a nurse or administrator. Most ECLOs (14) were the only ECLO in their place of work, but some worked with up to 3 others. The average time in the current post for an ECLO was 3.3 years (standard deviation 3.4, n=21). The average time the hospital had employed any ECLO was 6.9 years (standard deviation 6.1 years, n=19).

Cost of an ECLO’s intervention

The cost of training and employing an ECLO were calculated in combination with estimates of the numbers of patients seen, the cost of an ECLO’s intervention per patient and per patient per lifetime were calculated. Notes about the assumptions made and limitations of these calculations are shown in Appendix 10.

Cost of training an ECLO

The training to become an ECLO was provided by a range of organisations (n=18); National societies (7), local societies (7), the NHS (2) and local authorities (2).
· 82.6% (19 out of 23) completed special training to become an ECLO

· All 19 of these ECLOs attended the course at RNIB in Birmingham

· The average price of attending the course was £760 (n=10)

Many of the ECLOs mentioned other relevant qualifications and/or training including in the following areas which may have been obtained prior to taking up the ECLO position:

· Nursing

· Training in particular conditions (e.g. stroke, dementia)

· Sight/visual awareness

· Undergraduate and postgraduate degrees in social policy, social work and/or administration

· Benefit advice training

· Rehabilitation

· Social work

· Low vision therapy

· Counselling, listening skills

· Information and guidance training

Numbers of patients and time with patients

Table 8.1 shows the numbers of patients that the ECLOs saw on days where patient numbers were average, busy days and quiet days. One ECLO was excluded from these calculations because they worked less than one full day per week. The average estimate of the number of patients seen on an ‘average day’ was 9.1, but the standard deviation was very high (7.9), as was the range (2-31). 

Table 8.1. The average numbers of patients seen on quiet, average and busy days.

	Type of day
	n
	Average (number of patients)
	Standard deviation
	Range

	A quiet day
	17
	3.7
	3.8
	0-15

	An average day
	19
	9.1
	7.9
	2-31

	A busy day
	17
	13.6
	10.0
	5-32


Table 8.2 shows estimates of the amount of time the ECLOs spent with patients on an average, busy and quiet day. Again, one ECLO was excluded from these calculations because they worked less than one full day per week. The average estimate of the time spent with patients on an ‘average day’ was 3.5 hours, with a standard deviation of 2.3 hours and a range of 0.3 to 7.0 hours. ECLOs were asked if they were satisfied with the time they had available for patient care. 65.0% were satisfied, 30.0% were not, and 5.0% were unsure (n=20). Of those who were not satisfied, one felt that paperwork took up too much time, and two others wanted more time to be able to provide patients with more information.

Table 8.2 The average amount of time spent with patients on quiet, average and busy days (hours).

	Type of day
	n
	Average (hours)
	Standard deviation
	Range

	A quiet day
	13
	2.1
	1.4
	0.0-4.0

	An average day
	18
	3.5
	2.3
	0.3-7.0

	A busy day
	16
	4.8
	3.3
	0.3-10.0


Cost of employing a full-time ECLO

The full economic costs of employing a full time ECLO in the first year of service are £ 38,170 per annum. This includes salary costs, employer national insurance and superannuation contributions, overheads such as telephone, heating and stationary, capital overheads such as building and fittings costs and one time training and set up costs.  In the second year of operation, the service becomes slightly cheaper costing £34,300 per annum assuming that there are no more training and set up costs.  It should be noted that the costs involved are likely to rise every year in line with inflation and this must also be borne in mind. Costs are also likely to be 15%-20% higher in London.

Further details of how these calculations were made can be found in table 8.3 and appendix 10.
Cost of an ECLO per contact (includes face to face contact and administration generated as a result of the patient contact) 
· Cost per contact in year 1 (including one-off training and set up costs
): £19.97

· Cost  per contact of an ECLO after year 1: £17.95 
The cost of an ECLO per contact was calculated assuming a full time ECLO was reviewing 9.1 patients per day, working 5 days a week, 42 weeks per year. More information can be found in table 8.3 and appendix 10.

Cost of an ECLO per lifetime per patient (includes face to face contact and administration generated as a result of the patient contact)

The average cost of an ECLO intervention over a person’s lifetime was calculated for five age points assuming a person consulted an ECLO once per year, once every two years and once every five years (Table 8.4). The following age points were used since data on life expectancy and percentage of the population that are male and female were available for these ages:  8, 40, 70, 80 and 84.

The average overall cost of an ECLO per patient (assuming yearly contact) was estimated using the formula below. The formula is weighted to take the following into account

· Different life spans for males and females. Females tend to live longer

· Number of people registered blind varies with age. For example more people are registered blind over that age of 65 than between the ages of 0-15 years. It should be noted that the proportion of people registered are reported in age ranges and not in age points.  All our age points were included within these ranges but this is a shortcoming of our calculation.

· The proportion of males and females in the population. There are more females than males in the general population

Formula

Sum of: Age group [cost per lifetime for once per year contact with an ECLO x proportion each sex
 x proportion registered blind
].

· The average lifetime cost of an ECLO per patient is estimated at £247.90

For example,

· Cost of ECLO per lifetime 

a. 70 year old female: £288.10

b. 70 year old male: £247.17

The number of years of life remaining for a 70 year old female and male is 16.05 and 13.77 years respectively. Given that the cost of an ECLO per contact is £17.95 and assuming that patients will consult the ECLO every year the cost per lifetime contact for a 70 year old female and male is £288.10  (£17.95* 16.05) and £247.17 (£17.95*13.77) respectively.

· Proportion of the population who are female at age 70: 52.6%, Females therefore make up a greater proportion of the average cost of an ECLOs intervention per lifetime for 70 year olds [Average cost of ECLO intervention for 70 year olds for both genders= (0.526 * £288.10+ 0.474 *£ 247.17= £268.69]

· To calculate the proportion that each age group should contribute to the average lifetime cost, figures for the proportion of people registered blind at each age group was obtained. 12.3% of those registered as blind were in the group of 65-75 years, including the mid point of 70 years [12.3% of £268.69 = £32.97]

· Adding the proportions contributed by other age groups, also weighed by proportion of each sex at each age group and proportion registered blind at each age group gives the average lifetime cost.

Table 8.3:  Calculating the costs per patient of an average ECLO

	 
	
	Notes

	Average patients per day
	9.1
	Based on responses from ECLOs who took part in the survey (Table 8.1) 


	Patients per year 
	1911
	Assuming a 42 working weeks per year

	Average annual salary
	£23,358.71
	Based on responses from ECLOs who took part in the survey

	Salary on-costs (Includes Employers NI costs + 14% of employers salary for superannuation costs)
	£5,528.98
	Based on data from Unit Costs for Social and Health Care 2010
. 

	Average training cost
	£760.00
	Based on responses from ECLOs who took part in the survey

	Set up cost 
	£3,110.00
	Data from the Northampton Business Case proposal

	Overheads


	£3,130.00
	Based on data from Unit Costs for Social and Health Care 201018. 

	Capital Overheads
	£2,283.00
	

	Cost per patient (Year 1) 
	£19.97
	Includes training and set-up costs

	Total Cost (Year 2)
	£17.95
	Assumes no training costs


Table 8.4. The estimated lifetime cost of an ECLO’s intervention per lifetime for various ages and frequencies of contact with an ECLO.

	Age
	8
	40
	70
	80
	84

	Once per year
	£1,291.49
	£349.07
	£268.70
	£154.45
	£119.55

	Once every 2 years
	£645.74
	£174.54
	£134.35
	£77.23
	£59.78

	Once  every 5 years
	£258.30
	£69.81
	£53.74
	£30.89
	£23.91


The impact of administration on the costs of an ECLO

Previous research (Section 7) revealed that the amount of non-contact time, including administration was problematic for some ECLOs. The survey found that the average time spent on non-contact time per day was 2.6 hours. The percentage of an ECLOs day that is spent on non-contact time was estimated using the ECLOs that worked full time. On average, 31.6% of an ECLO’s day is spent on non-contact time (SD=14.3%, range =13.3-54.1%, n=8). Five of the ECLOs (22.7%) had someone to provide them with administrative support, for an average of 12.3 hours per week (n=4). The types of non-contact time activities carried out by ECLOs was extensive, including recording the advice and referrals made to patients (n=22), seeking information for patients (n=22), contacting patients about their queries and/or appointments (n=22), administration relating to certificates of visual impairment (CVIs; n=22), attending courses or own research to keep knowledge up-to-date (n=22), attending meetings (n=22) and providing training to other members of staff (n=21).

In conclusion, although non-contact time is an important part of the role and ensures that a patient’s needs are dealt with, there needs to be a standardised way to record information about patients. This could allow more patients to be seen and reduce the cost per patient.
Have ECLOs themselves been sufficiently invested in?

The survey also investigated whether ECLOs themselves have been sufficiently invested in, because previous research (Section 7) suggested that some do not have sufficient resources. For example some ECLOs did not have access to a private room in which to talk with patients.

What facilities and resources are provided to ECLOs in eye clinics?

The resources that were available to each ECLO are shown in Table 8.4 and Figure 8.7. Most, ECLOs had access to a private room/office (81%), a telephone (76.2% and storage space (71.4%), but only 57.1% had access to a computer. Other facilities that ECLOs mentioned were display racks for information and display areas for low vision aids.

Table 8.4. The percentage of ECLOs with actual numbers in brackets that had access to each facility or resource
	Facility/resource
	% of ECLOs

	Private room/office
	77.3 (17 out of 22)

	Computer
	54.5 (12 out of 22)

	Telephone
	72.7 (16 out of 22

	Storage space
	68.2 (15 out of 22)


Figure 8.3. The percentage of ECLOs that had access to each facility or resource
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ECLOs were asked if they were satisfied with the facilities made available to them. The results are shown in Figure 8.4. Only 54.5% were satisfied with their resources (n=22). When examining the additional comments made by the ECLOs, a number of themes emerged. Some ECLOs were dissatisfied because they had no facilities, their facilities varied over the clinics covered, they had to share facilities with other members of staff which meant they could not always access them and facilities were provided but there was still a shortage of space. One ECLO expressed concern for the patient if they could not have a discussion about their problems in a private room.

Figure 8.4. Answers to the question, ‘Are you satisfied with the facilities made available to you at the hospital(s) you work at?’
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Do the ECLOs ever have to work overtime?

ECLOs were asked if they ever had to work overtime. 63.6% said they did have to work overtime, as shown in Figure 8.5. The reasons given for working overtime are shown below, with the number of ECLOs mentioning each reason shown in brackets. One ECLO stated that it would be good to have ‘protected hours’ in which to provide care to patients.

· To meet the needs of patients or clinics run late (9)

· To clear administration work (5)

· Clinics are short staffed (1)

· To meet the needs of groups not covered by normal hours (1)

· Attending talks, events or conferences (1)

· Attending meetings (1)

· Providing training to other staff (1)

Figure 8.5. Answers to the question, ‘Do you ever have to work overtime?’
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Have ECLOs and the clinics they work in been sufficiently

invested in?

ECLOs were asked to give their opinions of their own ability to provide care to patients and the care that patients received in the eye clinic. The results are shown in Figure 8.6. 82.6% were satisfied or very satisfied with the standard of care that they were able to give, and 87.0% were satisfied or very satisfied that they had adequate training for their work. The ECLOs had slightly lower opinions of the patient care in the clinics they worked in. 73.9% were satisfied or very satisfied that patients were receiving adequate care, and 69.6% were satisfied or very satisfied with the patient’s experiences in the clinic. In the survey, 19 participants specified their employer, 4 were employed by the NHS, 6 by local authorities and 9 by charities.

Figure 8.6. ECLOs opinions on the care that they provide to patient and the patient’s experience in the clinic as a whole.
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Are ECLOs employed by the NHS more integrated in eye clinics?

Previous research (In Section 7) suggested that ECLOs employed by the NHS may be more integrated into the eye clinic. The survey was used to investigate whether ECLOs employed by the NHS are able to work more effectively. 
Do ECLOs employed by the NHS see more patients?

Table 8.12 describes the number of ECLOs who specified their employer, the number of patients they see and the cost per patient. One ECLO was excluded because they worked less than one full day per week. Table 8.5 shows that ECLOs employed by the NHS see a much larger number of patients (19.0) per day than those employed by local authorities (10.0) or charities (5.4). When taking into account the average salary of ECLOs employed by each employer (Table 8.5) this means that the cost per patient is lowest  for NHS ECLOs (£10.02) followed by local authorities (£13.06 per patient) and then ECLOs employed by charities (£31.51 per patient). To determine whether there were any significant differences between the numbers of patients seen by ECLOs employed by each type of organisations, the Kruskal-Wallis Test was performed. No significant differences were found.   2 (d.f.=2, N = 16)=4.557, p =0.102.  This means that there is a 10% chance that this difference was not a true difference which possibly requires further research with larger numbers.

Table 8.5. Average cost per contact of an ECLO per patient based on the employer 

	 
	NHS (n=3)
	Local Authority (n=4)
	Charity (n=9)

	Average patients per day
	19.1 (+/-12.5)

Range= 6-31
	10 (+/-7.1)

Range=4-20
	5.4 (+/-2.8) Range=2-10

	Patients per year 
	4011
	2100
	1134

	Average annual salary
	£27,845.50
	£17,933.33
	£24,488.00

	Cost per contact
	£10.20
	£13.50
	£32.34


Does having another role within the clinic mean the ECLO sees more patients?

It was suggested in the interviews with optometrists and ophthalmologist (Section 5) that the ECLO having another role within the clinic may increase the numbers of patients they see. One ECLO was excluded because they worked less than one full day per week. Four out of 22 ECLOs had another role within either the eye clinic or hospital, such as nurse or administrator, and 3 of these were employed by the NHS. Table 8.6 shows that those with a dual role tend to see a higher number of patients per day (16.8) than those who only work as an ECLO (7.1). To determine whether there were any significant differences between the numbers of patients seen by ECLOs with dual roles and ECLOs who were only employed as an ECLO the Kruskal-Wallis Test was performed. A significant difference was found, 2 (d.f.=1, N =18)=4.251, p =<0.05, meaning that those with a dual role within the hospital see significantly more patients than those who only work as an ECLO. Taking into account the average salary of all ECLOs and the numbers of patients ECLOs with a dual role see per day compared to a single ECLO role the cost of a dual role ECLO is much lower per contact at (£11.34) compared to a single ECLO role per contact of (£18.39). This also indicates that there is only a 5% chance that the difference found is not a true difference. This suggests that results are very reliable despite the small sample size.
Table 8.6. The average number of patient seen per day by those who have a dual role in the hospital, and those that only work as an ECLO.

	Dual role or single role in eye clinic
	Average no. of patients seen per day
	Standard deviation
	Range
	N

	Dual role in hospital
	16.8
	11.2
	6-31
	4

	Work only as an ECLO
	7.1
	5.7
	2-20
	15


Differences in record keeping between ECLOs employed by different agencies

The ECLOs were asked how they kept records of the activities they carried out with patients. Table 8.7 shows that ECLOs employed by the NHS always make notes of their activities in hospital records. When asked, 90.5% of ECLOs expressed an interest in making their notes in hospital records. One participant was excluded because they did not keep records in either of these ways. To determine whether there were any significant differences in record keeping by ECLOs employed by the NHS compared with ECLOs not employed by the NHS a Chi-Square Test was performed. A significant difference was found, p = 0.034, meaning that those employed by the NHS are significantly more likely to write in hospital records. This means that there is less than a 5% chance that the difference found is not a true difference which suggests that results are very reliable despite the small sample size.

Table 8.7. How ECLOs employed by different organisations keep records of their activities.
	Employer
	ECLO makes notes in hospital records
	All records separate from hospital records

	NHS
	100.0 (5 out of 5)
	0.0 (0 out of 5)

	Local authority
	0.0 (n=0 out of 2)
	50.0 (1 out of 2)

	Charity
	44.4 (4 out of 9)
	35.7 (3 out of 9)


How ECLOs employed by different agencies are managed?

Table 8.8 shows the management arrangements for different ECLOs. Regardless of their employer, most ECLOs have a manager, but the NHS ECLOs are more likely to have a manager within the clinic. To determine whether there were any significant differences in the management of ECLOs employed by the NHS compared with ECLOs not employed by the NHS a Chi-Square Test was performed. A significant difference was found, p < 0.001, meaning that those employed by the NHS are significantly more likely to have someone to manage work within the clinic. This means that there is less than a 5% chance that the difference found is not a true difference which suggests that results are very reliable despite the small sample size.

Table 8.8. How ECLOs employed by different agencies are managed

	Employer
	Percentage of ECLOS where senior personnel are informed of their actions (number out of total)
	Percentage ECLOs with someone to manage work within the clinic (number out of total)

	NHS
	80.0 (4 out of 5)
	80.0 (4 out of 5)

	Local authority
	100.0 (5 out of 5)
	0.0 (4 out of 4)

	Charity
	80.0 (4 out of 5)
	0.0 (6 out of 6)



Do ECLOs with different employers obtain patients in different ways?

ECLOs were asked how they obtain patients; by scheduling appointments, waiting for patients to drop in, identifying patients in the waiting rooms or visiting them in the community. The results are shown in Table 8.9. ECLOs obtained patients in a number of different ways. NHS ECLOs were most likely to operate an appointment system but least likely to identify patients in the waiting room. Most ECLOs received drop ins, but few in any of the groups visited patients in the community.

Table 8.9. The ways that ECLOs obtain patients when they have different employers. Note: Many ECLOs obtain patients in a number of ways so they were able to select multiple options in the survey.

	Employer
	Percentage of ECLOs with an appointment system (number out of total)
	Percentage of ECLOs receiving drop ins
	Percentage of ECLOs identifying patients in the waiting room
	Percentage of ECLOs visiting patients in the community

	NHS
	60.0 (3 out of 5)
	100 (5 out of 5)
	60.0 (3 out of 5)
	20.0 (1 out of 5)

	Local authority
	40.0 (2 out of 5)
	75.0 (3 out of 4)
	100 (4 out of 4)
	25.0 (1 out of 4)

	Charity
	50.0 (4 out of 8)
	88.9 (8 out of 9)
	88.9 (8 out of 9)
	11.1 (1 out of 9)


Do ECLOs with different employers have different amounts of contact with other eye care professionals? 

ECLOs were asked how frequently they have contact with particular eye care professionals both in the NHS and the community (e.g. ophthalmologists and rehabilitation officers) to determine whether the organisation that employs them has an effect on their contact frequency. For example, ECLOs employed by the local authority may have more contact with rehabilitation officers than ECLOs employed by the NHS. Frequency was determined in terms of contact with professionals on a daily, weekly or monthly basis or even if they never have contact with particular types of eye care professionals. Because of this, ECLOs who worked less than 1 full day per week were excluded.

Figures 8.7, 8.8 and 8.9 as well as Tables 8.10, 8.11 and 8.12 show the frequency of contact with hospital staff in the eye clinic for ECLOs employed by the NHS, local authorities and charities respectively. Overall, it appears that the ECLOs employed by the NHS have more frequent contact with other staff in the clinic than those employed by local authorities or charities. To determine whether there were any differences in the frequency of contact with clinical staff between ECLO employed by different types of organisation, the Kruskal-Wallis Test was performed. A significant difference was found only for contact with administrative staff,  2(d.f.=2, N = 13)=6.400, p =<0.05. ECLOs employed by the NHS had significantly more contact with administrative staff in eye clinics than ECLOs employed by Local authorities and charities. No other significant differences were found (p<0.10).

Table 8.10. The frequency (in percent) with actual numbers in brackets that ECLOs employed by the NHS have contact with other staff in the eye clinic (n=3).
	Frequency of contact
	Daily
	Weekly
	Monthly
	Never

	Ophthalmologists
	100.0 (n=3)
	0.0(n=0)
	0.0(n=0)
	0.0(n=0)

	Orthoptists
	66.7 (n=2)
	33.3(n=1)
	0.0(n=0)
	0.0(n=0)

	Eye Nurses
	100.0
	0.0(n=0)
	0.0(n=0)
	0.0(n=0)

	Hospital Optometrist
	66.7
(n=2)
	0.0(n=0)
	33.3 (n=1)
	0.0(n=0)

	Hospital Dispensing Opticians 
	66.7

(n=2)
	0.0(n=0)
	33.3(n=1)
	0.0(n=0)

	Administrative Staff
	100.0 (n=3)
	0.0(n=0)
	0.0(n=0)
	0.0(n=0)


Figure 8.7. The frequency that ECLOs employed by the NHS have contact with other staff in the eye clinic (n=3).
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Table 8.11. The frequency (in percent) with actual numbers in brackets that ECLOs employed by local authorities have contact with other staff in the eye clinic (n=4).
	Frequency of contact
	Daily
	Weekly
	Monthly
	Never

	Ophthalmologists
	75.0(n=3)
	0.0(n=0)
	25.0(n=1)
	0.0(n=0)

	Orthoptists
	25.0 (n=1)
	50.0(n=2)
	25.0(n=1)
	0.0(n=0)

	Eye Nurses
	100.0(n=4)
	0.0(n=0)
	0.0(n=0)
	0.0(n=0)

	Hospital Optometrist
	50.0(n=2)
	50.0(n=2)
	0.0(n=0)
	0.0(n=0)

	Hospital Dispensing Opticians 
	0.0(n=0)
	25.0(n=1)
	25.0(n=1)
	0.0(n=0)

	Administrative Staff
	0.0(n=0)
	25.0(n=1)
	25.0(n=1)
	0.0(n=0)


Figure 8.8. The frequency that ECLOs employed by local authorities have contact with other staff in the eye clinic (n=4).
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Table 8.12. The frequency (in percent) with actual numbers in brackets that ECLOs employed by charities have contact with other staff in the eye clinic (n=8 for all except hospital dispensing optometrist where n=7)
	Frequency of contact
	Daily
	Weekly
	Monthly
	Never

	Ophthalmologists
	75.0(n=6)
	25.0(n=2)
	0.0(n=0)
	0.0(n=0)

	Orthoptists
	25.0(n=2)
	50.0 (n=4)
	25.0(n=2)
	0.0(n=0)

	Eye Nurses
	75.0(n=6)
	25.0(n=2)
	0.0(n=0)
	0.0(n=0)

	Hospital Optometrist
	12.5(n=1)
	62.5(n=5)
	0.0(n=0)
	25.0(n=2)

	Hospital Dispensing Opticians 
	0.0(n=0)
	14.3 (n=1)
	85.7 (n=6)
	0.0(n=0)

	Administrative Staff
	75.0(n=6)
	25.0(n=2)
	0.0(n=0)
	0.0(n=0)


Figure 8.9. The frequency that ECLOs employed by charities have contact with other staff in the eye clinic (n=8 for all except hospital dispensing optometrist where n=7).
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Figures 8.10, 8.11 and 8.12 show the frequency that ECLOs employed by the NHS, local authorities and charities respectively have contact with agencies outside of the clinic. Tables 8.13, 8.14 and 8.15 give precise figures. NHS ECLOs seem to have most frequent contact with local and national charities, whereas local authorities have most frequent contact with social/rehabilitation workers. There are no major differences between the groups in terms of the frequency of contact with benefits advisors. To determine whether there were any differences in the frequency of contact with staff outside the clinic between ECLO employed by different types of organisation, the Kruskal-Wallis Test was performed. No significant differences were found (p<0.10). 

Table 8.13. The frequency (in percent) with actual numbers in brackets that ECLOs employed by the NHS have contact with other staff outside the eye clinic (n=3, except for counsellors where n=2). 
	Frequency of contact
	Daily
	Weekly
	Monthly
	Never

	Social/rehabilitation workers
	66.7(n=2)
	33.3(n=1)
	0.0(n=0)
	0.0(n=0)

	Benefits advisors 
	0.0(n=0)
	100.0(n=3)
	0.0(n=0)
	0.0(n=0)

	Local charities 
	66.7(n=2)
	33.3(n=1)
	0.0(n=0)
	0.0(n=0)

	National charities
	66.7(n=2)
	33.3(n=1)
	0.0(n=0)
	0.0(n=0)

	Counsellors 
	0.0(n=0)
	50.0(n=1)
	50.0(n=1)
	0.0(n=0)


Figure 8.10. The frequency that ECLOs employed by the NHS have contact with other staff outside the eye clinic (n=3, except for counsellors where n=2).
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Table 8.14. The frequency (in percent) and actual numbers in brackets that ECLOs employed by local authorities have contact with other staff outside the eye clinic (n=3 for social/rehabilitation workers and counsellors, n=4 for benefits advisors and national charities, n=5 for local charities).
	Frequency of contact
	Daily
	Weekly
	Monthly
	Never

	Social/rehabilitation workers
	100.0(n=3)
	0.0(n=0)
	0.0(n=0)
	0.0(n=0)

	Benefits advisors 
	25.0(n=1)
	50.0(n=2)
	25.0(n=1)
	0.0(n=0)

	Local charities 
	40.0(n=2)
	60.0(n=3)
	0.0(n=0)
	0.0(n=0)

	National charities
	0.0(n=0)
	75.0(n=3)
	25.0(n=1)
	0.0(n=0)

	Counsellors 
	66.7(n=2)
	33.3(n=1)
	0.0(n=0)
	0.0(n=0)


Figure 8.11. The frequency that ECLOs employed by local authorities have contact with other staff outside the eye clinic (n=3 for social/rehabilitation workers and counsellors, n=4 for benefits advisors and national charities, n=5 for local charities).
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Table 8.15. The frequency (in percent) with actual numbers in brackets that ECLOs employed by charities have contact with other staff outside the eye clinic (n=6 for all, except for local and national charities for which n=5)
	Frequency of contact
	Daily
	Weekly
	Monthly
	Never

	Social/rehabilitation workers
	66.7(n=4)
	33.3(n=2)
	0.0(n=0)
	0.0(n=0)

	Benefits advisors 
	33.3(n=2)
	50.0(n=3)
	16.7(n=1)
	0.0(n=0)

	Local charities 
	20.0(n=1)
	60.0(n=3)
	20.0(n=1)
	0.0(n=0)

	National charities
	40.0(n=2)
	20.0(n=1)
	40.0(n=2)
	0.0(n=0)

	Counsellors 
	16.7(n=1)
	50.0(n=3)
	33.3(n=2)
	0.0(n=0)


Figure 8.12. The frequency that ECLOs employed by charities have contact with other staff outside the eye clinic (n=6 for all, except for local and national charities for which n=5)
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ECLOs general activities with patients

A number of papers (Taylor et al., 2006; Rein et al., 2006, Frick et al., 2007, 2010, Access Economics, 2009) have discussed the economic impact of visual impairment. To understand whether ECLOs are addressing the negative impact of visual impairment, detailed questions were asked about their activities with patients. 

The survey first investigated whether ECLOs performed a number of general patient related activities. The results are shown in Table 8.16. All ECLOs (100%) referred patients to social services, provided emotional support, signposting to other services, explained the process of registration and gave information about the low vision clinic. Other activities were provided by a smaller proportion of ECLOs; explanation of the cause of vision loss and prognosis (90.9%), training in the use of low vision aids (36.8%), explanation about the use of low vision aids (85.7%), explanation of non optical aids such as lighting (86.4%) and family support (95.5%).

Table 8.16. Summary of responses to the question, ‘Which of these general activities do you undertake with patients?’
	General patient activities
	Percent Yes
	Percent No
	Total n

	Explanation of the cause of the patient’s vision loss and prognosis
	90.9(n=20)
	9.1(n=2)
	22

	Training in the use of Low Vision Aids
	36.8(n=7)
	63.2(n=12)
	19

	Referring to social services
	100.0(n=22)
	0.0(n=0)
	22

	Explanation about the use of Low Vision Aids
	85.7(n=18)
	14.3(n=3)
	21

	Explanation about the use of non-optical aids. E.g. Lighting
	86.4(n=19)
	13.6(n=3)
	22

	Family Support
	95.5(n=21)
	4.5(n=1)
	22

	Emotional Support (excluding counselling)
	100.0(n=21)
	0.0(n=0)
	21

	Signposting to other sources of help (including charities and advice about housing, education, benefits and employment)
	100.0(n=22)
	0.0(n=0)
	22

	Explanation of the process of registration
	100.0(n=20)
	0.0(n=0)
	20

	Information about the low vision clinic
	100.0(n=22)
	0.0(n=0)
	22


Where ECLOs carry out their work

ECLOs were asked where they perform activities with patients and the results are shown in Table 8.17 and Figure 8.13. The survey found that 57.1% of ECLOs see patients in the clinic daily, but more ECLOs talk to patients by telephone daily (87.7%). 
Table 8.17. The percentage of ECLOs (with actual numbers in brackets) that advise patients in the clinic, on the telephone or in the patient’s home daily, weekly, monthly or never.
	Location where advice given
	Percent Daily
	Percent Weekly
	Percent Monthly
	Percent Never
	Total n

	The clinic
	57.1(n=12)
	42.9(n=9)
	0.0(n=0)
	0.0(n=0)
	21

	On the telephone
	85.7(n=18)
	14.3(n=3)
	0.0(n=0)
	0.0(n=0)
	21

	In the patient's home
	10.5(n=2)
	0.0(n=0)
	15.8(n=3)
	73.7(n=14)
	19


Figure 8.13. The percentage of ECLOs that advise patients in the clinic, on the telephone or in the patient’s home daily, weekly, monthly or never
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What ECLOs discuss with patients?

ECLOs were asked to estimate the frequency that they discuss specific topics with patients and the results are shown in Table 8.18 and Figure 8.14. Many topics were discussed on a daily basis with each ECLO. Least frequently discussed on a daily basis was education or employment, but this is possibly because majority of people with visual impairment are retired. 

Table 8.18. The percentage (with actual numbers in brackets) of ECLOs discussing each topic daily, weekly, monthly or never.

	Topic of discussion
	Percent Daily
	Percent Weekly
	Percent Monthly
	Percent Never
	Total n

	Eye conditions and/or treatment
	78.3(n=18)
	21.7(n=5)
	0.0(n=0)
	0.0(n=0)
	23

	Benefits
	60.9(n=14)
	34.8(n=8)
	4.3(n=1)
	0.0(n=0)
	23

	Registration/CVI
	69.6(n=16)
	21.7(n=5)
	8.7(n=2)
	0.0(n=0)
	23

	Education or employment
	17.4(n=4)
	47.8(n=11)
	30.4(n=7)
	4.3(n=1)
	23

	Low vision services
	69.6(n=16)
	26.1(n=6)
	4.3(n=1)
	0.0(n=0)
	23

	Optical low vision aids
	54.5(n=12)
	31.8(n=7)
	13.6(n=3)
	0.0(n=0)
	22

	Non-optical low vision aids
	73.9(n=17)
	21.7(n=5)
	0.0(n=0)
	4.3(n=1)
	23

	Alternative viewing strategies
	38.1(n=8)
	42.9(n=9)
	4.8(n=1)
	14.3(n=3)
	21

	ECLO role/contact details
	73.9(n=17)
	26.1(n=6)
	0.0(n=0)
	0.0(n=0)
	23

	National societies
	66.7(n=14)
	33.3(n=7)
	0.0(n=0)
	0.0(n=0)
	21

	Local societies
	77.3(n=17)
	18.2(n=4)
	4.5(n=1)
	0.0(n=0)
	22


Figure 8.14. The percentage of ECLOs discussing each topic daily, weekly, monthly or never.
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Referrals that ECLOs make for patients

The frequency that ECLOs referred patients to particular services was investigated in depth. The results are shown in Table 8.19 and Figure 8.15. The most common source of referral was to social services/ROVI (rehabilitation officers for the blind and partially sighted) or sensory team, with 52.4% of ECLOs referring an individual to this service daily, and 28.6% referring weekly. The least frequent service that ECLOs referred to was counselling; no ECLO referred to the service daily, but 26.6% made at least one referral weekly and 52.6% did so monthly.

Table 8.19 The percentage of ECLOs (with actual numbers in brackets) referring to services daily, weekly, monthly or never
	Agency ECLO referred patient to
	Percent Daily
	Percent Weekly
	Percent Monthly
	Percent Never
	Total n

	To social services/ ROVI/ sensory team
	52.4(n=11)
	28.6(n=6)
	19.0(n=4)
	0.0(n=0)
	21

	Benefits advisors
	22.7(n=5)
	50.0(n=11)
	22.7(n=5)
	4.5(n=1)
	22

	National societies
	28.6(n=6)
	38.1(n=8)
	33.3(n=7)
	0.0(n=0)
	21

	Local societies
	45.5(n=10)
	31.8(n=7)
	18.2(n=4)
	4.5(n=1)
	22

	Low vision clinics
	45.5(n=10)
	36.4(n=8)
	18.2(n=4)
	0.0(n=0)
	22

	Counselling
	0.0(n=0)
	26.3(n=5)
	52.6(n=510)
	21.1(n=10)
	19


Figure 8.15.The percentage of ECLOs referring to services daily, weekly, monthly or never.
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Emotional support

Finally, the frequency that ECLOs provided emotional support was investigated. The results are shown in Table 8.20 and Figure 8.16. 73.9% of ECLOs provided emotional support to patients daily, and 52.2% provided emotional support to families or carers daily.

Table 8.20 The percentage of ECLOs (with numbers in brackets) providing emotional support to patients and families/carers
	Group receiving emotional support
	Percent Daily
	Percent Weekly
	Percent Monthly
	Percent Never
	Total numbers

	Patients
	73.9(n=17)
	17.4(n=4)
	8.7(n=2)
	0.0(n=0)
	23

	Families/carers
	52.2(n=12)
	34.8(n=8)
	13.0(n=3)
	0.0(n=0)
	23


Figure 8.16. The percentage of ECLOs providing emotional support to patients and families/carers
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3.18 Discussion 
What is the average cost of employing an ECLO?

The primary aim of the study was to determine the costs of employing an ECLO. The average cost of training an ECLO was £760 at the ECLO course run by the RNIB in Birmingham. .  

The Full economic costs of employing a full time ECLO in the first year of service are £ 38170 per annum. This includes salary costs, employer national insurance and superannuation contributions, overheads such as telephone, heating and stationary, capital overheads such as building and fittings costs and one time training and set up costs.  In the second year of service, the service becomes slightly cheaper costing £34300 per annum assuming that there are no more training and set up costs.

The cost of an ECLO’s intervention per patient was £17.95, assuming that ECLOs see on average of 9.1 patients per day and not including training or set up costs. The average cost of an ECLO’s intervention per patient, per lifetime was estimated at £247.90, assuming the patient would have contact with a patient once per year for their entire life. These costs could potentially be reduced if the patient had less frequent contact with an ECLO, however given that sight loss can progress over a period of time and that the needs of an individual could change with time, it was felt that it would be appropriate if each individual who had sight loss had some form of contact on a yearly basis with an ECLO. During the in depth interviews with ECLOs (Section 7) three out of four stated that depending on the needs of the patients, patients could be seen on many occasions over several years. Maintenance of yearly contact may result in less frequent visits to the hospital although further studies are required to verify this. 

Do ECLO’s have adequate resources?

The survey also investigated whether ECLOs have been sufficiently invested in so far, for example whether they have been given sufficient facilities to carry out their role. The study found that many ECLOs are trying to carry out their role without the necessary resources to do so effectively. 22.7% did not have a private room to talk to patients in. 27.3% did not have a telephone, making it difficult to make referrals. The lack of telephone is particularly worrying because this is the main method that ECLOs communicate with patients (87.7% talk to patients by telephone on a daily basis), suggesting that a telephone is an essential piece of equipment. Finally, 45.5% did not have a computer and 31.8% did not have storage space, which would make it difficult to record the contact made with patients and other agencies. Only 54.5% of ECLOs were satisfied with the resources available to them, because even if they did have adequate facilities, some had to share them with other staff. However, in terms of training, many ECLOs felt that they had been adequately invested in; 87.0% felt they had adequate training for their work. 

Are ECLOs employed by the NHS different?

The final area of investigation for the survey was whether ECLOs employed by the NHS rather than by local authorities or by charities are able to work more effectively because they are more integrated into the eye clinic. On average, NHS ECLOs were found to see more patients per day (19) than local authorities (10) or charities (5). Taking into account the different wages of employees of each type of organisation, this made the cost per patient much lower for NHS ECLOs (£10.02) than for local authority (£13.06) and charity ECLOs (£31.51). These figures should be approached with caution as the findings were inconclusive and not statistically significant (p=.102). Further research is required to determine if actual differences exist in patient numbers seen by NHS ECLOs and non-NHS ECLOs.
Our previous findings have suggested (In-depth interviews with Optometrists and Ophthalmologists, Section 5) that ECLOs who also have another role within the clinic or hospital may be more integrated because staff are aware of them. It was found that those with a dual role saw more patients per day on average (17) than those who only worked as an ECLO (7) and these results were found to be statistically significant. The average cost of a dual role ECLO per patient contact was much lower at (£11.34) compared to a single ECLO role per contact of (£18.39).Although 3 of the 4 ECLOs with a dual role were employed by the NHS, making it difficult to determine whether the greater number of patients seen was due to benefits of being employed by the NHS, due to greater awareness of the ECLO role because the individual is already known to staff, or a combination of the two. Possibly for this reason, NHS ECLOs were less likely to obtain patients by identifying them in the waiting rooms (only 60% did this) because they received many referrals. One hundred percent of ECLOs employed by local authorities and 89% of ECLOs employed by charities obtained patients by identifying them in the waiting room. An alternative explanation for this group of patients reviewing more patients is because they are more likely to have a manager and administrative assistance.

All of the ECLOs employed by the NHS were able to make notes concerning the patient’s visit within their hospital records, unlike the majority of ECLOs employed by local authorities or charities. When all ECLOs were asked, 90.5% said they would like to use hospital records. ECLOs employed by the NHS were also more likely to have the support of a manager in the eye clinic, unlike ECLOs employed by local authorities or charities.

A potential danger of ECLOs being employed by the NHS is that the ECLO will not be well connected to organisations outside of the NHS, which is the purpose of the ECLO role. The ECLOs employed by different agencies were asked how frequently they had contact with professionals within and outside of the clinic. ECLOs employed by the NHS had more frequent contact with other eye care professionals within the clinic, such as ophthalmologists, optometrists, orthoptists, nurses and administration staff, but only the contact with administration staff was found to be statistically significant. In terms of contacts outside of the eye clinic, the NHS employed ECLOs had more frequent contact with local and national charities, however local authority ECLOs had more frequent contact with rehabilitation/social workers and counsellors. Therefore, NHS ECLOs have very frequent contact with eye care professionals within the eye clinic, but this does not prevent them from making links with local and national charities. However, the advantage of being employed by a local authority could mean that these ECLOs have better relationships with the rehabilitation staff at social services. Caution should be taken when drawing conclusions from this data because ECLOs employed by the NHS see more patients in general, and are therefore will have contact with more agencies in general as a result. Additionally the sample size was very small for these comparisons, ranging from 2 to 9 ECLOs.

3.19 Conclusions

· The average cost of an ECLO per contact is £17.95. 
· The administration tasks of ECLOs needs to be streamlined so that it is less time consuming and repetitive which would mean that ECLOs could see more patients and reduce the cost of an ECLO per contact 
· Not all ECLOs have been given sufficient facilities to carry out their role effectively; for example, many did not have a telephone or computer making it difficult to make referrals. Some ECLOs had to share these facilities with other staff
· ECLOs who were employed by the NHS and have a dual role tended to see more patients per day, have the support of a manager within the eye clinic and were able to make notes on hospital records, unlike ECLOs employed by local authorities and charities
· Being employed by the NHS does not prevent ECLOs from making links with agencies outside of the eye clinic, such as local and national charities. However ECLOs employed by local authorities made more frequent contact with rehabilitation and social workers.
4. The effect of Eye Care Liaison Officers on the quality of life of patients with visual impairment

4.1 Introduction

Visual impairment affects an estimated 1.8 million people in the UK, and is predicted to increase, doubling to almost 4 million people by 2050 (Access Economics, 2009). Sight loss is caused by a range of conditions including age related macular degeneration (AMD), glaucoma, diabetic retinopathy, cataract, optic atrophy, hereditary retinal disorders and cerebrovascular disease.  82.7% of people with sight loss are over 65 years of age (Bunce and Wormald, 2000), further adding to the impact of sight loss, because these individuals may suffer from other health conditions in addition to their sight loss.

Visual impairment can have a negative impact on many aspects of life. Sight loss increases the number of injuries resulting from falls (Vu et al., 2005) and the risk of death from injuries (Lee et al., 2002; Pedula et al., 2002). Sight loss has also been associated with depressive symptoms (Mojon-Azzi et al., 2008; Rees et al., 2007; Stelmack, 2001) and increases the risk of suicide (Waern et al., 2002). An individual’s independence can suffer as a result of sight loss, due to a reduction in mobility, difficulty with daily living tasks and inability to take part in leisure activities (Rees et al., 2007), resulting in an increase in the reliance on others which can range from casual care to nursing home admittance (Vu et al., 2005). People with visual impairment are more likely to have difficulty completing their education. Twenty four percent of people who are registered SI or SSI have no qualifications compared to just 15% of the population overall, and only 34% of those who are SI or SSI are in employment compared to 75% of the general population (Douglas et al., 2008).

Visual rehabilitation, for example the provision of low vision aids, orientation and mobility training and counselling are thought to reduce the impact of visual impairment (see for example Horowitz et al, 2005). Although visual rehabilitation is available in the UK, the type of rehabilitation available is variable and a number of inadequacies have been highlighted. Firstly, there is a lack of information given to patients in eye clinics. One study found that at the point of registration, many patients were not given information about what happens after registration (45%) and some were given no information whatsoever (17%; Douglas et al., 2008). Additionally, patients are not often given emotional support when told about their condition; McBride et al. (2001) found that after an appointment at an eye clinic, 70% of the patients wanted to talk to someone about their fears and concerns but only 19% were given the opportunity to do so. Finally, although individuals may receive more information and emotional support once they are contacted by social services, there is often a significant wait (in some instances greater than four months) for a rehabilitation officer to visit. (Department of Health, 2009; The Health and Social Care Information Centre, 2009). Additionally, individuals may not be referred to social services and other services until they meet the criteria for registration (The LOVSME Project, 2009), but assistance may be required long before this.

The role of Eye Care Liaison Officer was created to tackle these problems and to ensure that patients are referred to appropriate services in the community so that they can receive the help they need to reduce the impact of their visual impairment. As discussed previously in this study ECLOs are a relatively new position in eye clinics and there is currently no evidence in the literature to support the view that ECLOs help people with visual impairment adapt better to their vision loss and help improve their well being. The aim of the current study was therefore to determine whether ECLOs can improve the quality of life of blind and partially sighted people.
4.2 Methods

Subjects with and without access to an ECLO who attended an Ophthalmology appointment were invited to participate in the study. Six study sites were chosen: 

· One site where patients did not have access to an ECLO

· Three sites where patients always had access to an ECLO

· Two sites where patients initially did not have access to an ECLO, but subsequently had access to an ECLO as an ECLO role was created.

Study sites were matched as closely as possible and there was a mix of rural and urban sites. The protocol was the same at all sites, regardless of whether the sites had an ECLO or not. The ECLOs were masked as to which patients were taking part in the study.

Patients attending an ophthalmology appointment at the hospitals, who met the eligibility criteria, were invited to participate in the study. They were given information about the study, a consent form with a stamp addressed envelope and were given one week too decide whether they wanted to participate. After one week, a study investigator called the participant to provide any information and answer any questions they had about the study and to ask them if they were interested in taking part. If the participant was interested, they were advised to return the consent form to the study investigators and to arrange a time for the first interview. The participant was telephoned three months later to schedule a convenient time to repeat the same questionnaires. Participants were advised not to reveal to the ECLO that they were participating in the research study.  

Eligibility criteria

Patients who were deemed eligible for the study met the following criteria:

· Requires help and/or support due to gradual loss of visual acuity (not solely on field loss), regardless of registration status.
Exclusion criteria

Patients were not eligible for the study if they met any of the following exclusion criteria:

· Suffering from an ocular pathology which can progress rapidly in a three month period

· Have had a sudden loss of vision

· Are under the age of 18

· Have a severe hearing impairment

· Are a hospital inpatient

· Live in a nursing home

· Cannot communicate in English

The study gained ethics approval from the National Research Ethics Service (09/H0707/47) and the ethics committee’s for the individual sites in addition to the ethics committee at City University London. As a result of the ethics approval process the study was reviewed by a panel of both experts and lay members which included a statistician at the Hammersmith and Queen Charlotte's & Chelsea Research Ethics Committee. The study was also reviewed by an expert in Low Vision at the University of Manchester. The ethics approval process commenced in February 2009 and continued until January 2010.   
Participants agreeing to participate in the study answered a total of five validated questionnaires. The questionnaires took no longer than 45 minutes to administer and the interview was broken down into smaller sessions when required. The questionnaires were administered (by telephone) at the time of recruitment and also 3 months later. The following validated questionnaires were used:

· The Adaptation to Vision Loss-12 (AVL-12; Horowitz et al., 2007) 

· The WHO (Five) Well-Being Index (1998)

· The section of the Manchester Low Vision Questionnaire dealing with knowledge of the eye condition and vision  (Harper et al., 1999): 

· The Low Vision Quality of Life (LVQOL; Wolffsohn & Cochrane, 2000)

· The MOS social support survey (Sherbourne & Stewart, 1991)

In addition to the questionnaires, participants were asked four brief questions about their service utilisation. They answered yes or no to whether they had attended a low vision appointment, received a phone call from social services and social services had visited their home. The participants were also asked to describe whether they have any other forms of help, such as home help. 

Adaptation to vision loss

The Adaptation to Vision Loss-12 (AVL-12; Horowitz et al., 2007) is a 12-item questionnaire which is used to assess how an individual emotionally adjusts to sight loss. The participant is read a statement and asked to what extent they agree or disagree with each statement on a 4-point Likert scale from 0 to 3. For example the participant will be asked to what extent they agree or disagree with the statement, ‘Because of my vision loss, I feel I can never really do things for myself’. Scores can range from 0 (best possible score) to 36 (worst possible score).
Well-being

The WHO (Five) Well-Being Index (1998) is a 5-item questionnaire about general wellbeing. Questions are positively skewed and items ask how often the participant has felt a certain way over the last two weeks. For example, the participant would be asked, ‘over the last two weeks, how often have you felt calm and relaxed’. Responses are given on a 6-point Likert scale from 0 to 5, and scores range from 0 (worst possible score) to 25 (best possible score). 

Knowledge and views on eye conditions and low vision

The patient’s knowledge of their eye condition was investigated using the ‘Knowledge and views on eye conditions and low vision’ section of the Manchester Low Vision Questionnaire (Harper et al., 1999). This asked whether the participant knew the name of their eye condition, if they knew which part of the eye their eye condition effected and whether they agreed or disagreed with some commonly held, but wrong, beliefs about sight loss, such as “using your eyes too much will make your remaining vision worse”.

Low vision quality of life

The Low Vision Quality of Life (LVQOL; Wolffsohn & Cochrane, 2000) questionnaire asks a range of questions relating to quality of life. The questions are arranged under four subscales including activities of daily living and adjustment. The participant is asked to rate their answers on a Likert scale of 1 to 5. If they can no longer perform the task due to vision ‘x’ is recorded. If the participant does not perform the task for non visual reasons, ‘n/a’ is marked. Scores can range from 0 (worst possible score) to 125 (best possible score).

Social support

The social support that each participant had was measured by the MOS (Medical Outcomes Study) Social Support Survey (Sherbourne & Stewart, 1991). Participants were asked to rate how frequently different types of support were available to the participants on a Likert scale of 1 to 5. For example, a participant would be asked how often they had ‘someone to turn to for suggestions about how to deal with a personal problem’. Scores ranged from 19 (worst possible score) to 96 (best possible score).

4.3 Results

Study data were entered into SPSS (version 17.0) and rechecked for any errors.  All statistical tests were carried out using SPSS (version 17.0). In order to test if there were statistically significant differences in the questionnaire scores over a three month period results between the two groups of patients (ECLO intervention vs. no intervention) were compared using a mixed between-within subjects analysis of variance. This test was carried out for each of the five questionnaires used in the study. A Fishers exact test was also carried out in order to determine whether there were any statistically significant differences between the two groups (ECLO intervention vs. no intervention) over time based on their registration status, whether they had received a phone call from social services, whether they had received a home visit from social services and whether they had received any other relevant form of help such as a home help.

Patient demographics 

The original intention of the study was to recruit 48 patients in each group (based on sample size calculations using data from Verstraten et al, 2005) but we were unable to reach these numbers within the desired time frame due to the reasons detailed below. The study started recruitment in January 2010 and recruitment was stopped in December 2010.
Poor recruitment at several sites

At three out of five sites recruitment was poor despite efforts on the part of the investigators (for example sending out monthly newsletters with information on recruitment) to improve recruitment.  This may have been because we did not have a researcher on site that could co-ordinate the recruitment process and speed up referral. At the two sites where recruitment was good this was probably because the investigators had previously worked or were currently working at these sites and had established a good rapport with staff on these sites. The investigators had not worked at any of the other sites and correspondence with these sites was via email, telephone call and in some instances (n=2) a one off visit to the site to introduce the study to the staff.
Subject Drop out

In total 62 patients were recruited into the study but only 27 patients completed the study. Subjects would normally consent to talking part when asked by their consultant, but would often decline when the investigator called them up.  It may be that subjects felt compelled to take part in the study when their main care provider asked them to do so, but once they had more time to think about it (the investigator called the patient up a week after receiving a referral from the consultant) they probably changed their mind.
Of the 27 patients who agreed to participate in the study 17 patients were recruited from sites where patients did not have access to an ECLO and 10 patients were recruited from sites where patients had access to an ECLO. At the end of the data collection period (January 2011) all ECLO and mixed sites were emailed to ascertain whether patients categorised as having seen an ECLO where actually seen by an ECLO. Only if patients had been seen by an ECLO were they included in the ECLO intervention group.

ECLO intervention group

The mean age of participants in this group was 81.30 years (SD: 7.9 years).  80% (n=8) of the participants were female and 20% (n=2) of the participants were male. 70% (n=7) of the participants had Age Related Macular Degeneration, 20% (n=2) had Age Related Macular Degeneration and Glaucoma and 10% (n=1) had Diabetic Retinopathy. The average duration between the first and the second interview was 99.9 days (SD 15.11 days)

No intervention (Non-ECLO) group

The mean age of participants in this group was 75.29 years (SD: 13.2 years).  58.8% (n=10) of the participants were female and 41.2% (n=7) of the participants were male.  47% (n=8) of the participants had Age Related Macular Degeneration, 6% (n=1) had Retinitis Pigmentosa, 6% (n=1) had Glaucoma and Uveitis, 6% (n=1) had a Stroke, 6% (n=1) had a Branch Retinal Vein Occlusion 11% (n=2) had Diabetic Retinopathy and 18% (n=3) had vision loss due to unknown causes. The average duration between the first and the second interview was 89.4 days (SD 3.08 days)

Questionnaire Analysis

The results of the mixed between-within subjects’ analysis of variance are listed below.  The mean values and standard deviation for the individual questionnaire scores at telephone interview one and telephone interview 2 for the two different groups are listed below in table 9.1.
The Adaptation to Vision Loss-12 

There were no significant differences in adaptation to vision loss between the group who received the ECLO intervention and the group that did not receive any intervention over a three month period(F (1, 25) =.001, p = .973).

The WHO (Five) Well-Being Index 

There were no significant differences in well being between the group who received the ECLO intervention and the group that did not receive any intervention over a three month period (F (1, 25) =.027, p =.872).
Knowledge of eye condition and vision  

There were no significant differences in the knowledge of their eye condition between the group who received the ECLO intervention and the group that did not receive any intervention over a three month period (F (1, 25) =.362, p =0.553).
The Low Vision Quality of Life Questionnaire 

There were no significant differences in the quality of life between the group who received the ECLO intervention and the group that did not receive any intervention over a three month period (F (1, 25) =1.135, p =0.297).
The MOS social support survey 

There were no significant differences in the social support received between the group who received the ECLO intervention and the group that did not receive any intervention over time (F (1, 25) =.042, p =.839).
Table 9.1 Mean values and standard deviation for the individual questionnaire scores at telephone interview one and telephone interview 2 for the two different groups 

	Questionnaire
	Group 
	Interview 1 Scores
	Interview 2 Scores (Three months later)

	The Adaptation to Vision Loss-12
	ECLO intervention
	14.5 (5.66)
	13.3(6.11)

	
	No ECLO intervention
	14.11 (6.35)
	13.52(6.70)

	The WHO (Five) Well-Being Index 
	ECLO intervention
	12.9(6.83)
	13.1(7.21)

	
	No ECLO intervention
	12.38(6.43)
	14.35 (5.23)

	Knowledge of eye condition and vision  
	ECLO intervention
	3.33(.82)
	3.33 (.67)

	
	No ECLO intervention
	2.7(1.64)
	3.32(1.57)

	The Low Vision Quality of Life  Questionnaire 
	ECLO intervention
	56.6 (15.07)
	59.2 (13.88)

	
	No ECLO intervention
	66.23(26.34)
	68.7 (26.78)

	The MOS social support survey 
	ECLO intervention
	62.1 (16.97)
	70.60 (11.70)

	
	No ECLO intervention
	62.54 (23.47)
	73.00 (19.77)


Analysis of other questions

Low Vision Appointment

At the time of the first interview 70% (n=7) of participants in the ECLO group and 82.5% (n=14) in the non ECLO had received a low vision appointment.  Following the second interview 100% (n=10) of the ECLO group and 88.2% (n=15) of the non ECLO group had received a low vision appointment. No significant differences were found between the number of participants who had received a low vision appointment at the time of the first interview (p=.638, Fishers exact test) and subsequently at the time of the second interview (p=.516, Fishers exact test).  This finding means that there are no significant differences between when ECLO and non-ECLO patients receive their low vision appointment. 

Call from Social Services

At the time of the first interview 40% (n=4) of participants in the ECLO group and 17.6% (n=3) non ECLO group had received a call from social services.  Following the second interview 80% (n=8) of the ECLO group and 82.5% (n=14) of the non ECLO group had received a call from social services. No significant differences were found between the number of participants who received a call from social services at the time of the first interview (p=1.00, Fishers exact test) and subsequently at the time of the second interview (p=1.00, Fishers exact test). This finding means that there are no significant differences between when ECLO and non-ECLO patients receive a call from social services.

Visit from social services

At the time of the first interview 20% (n=2) of participants in the ECLO group and 23.5% (n=4) had received a visit from social services.  Following the second interview 80% (n=8) of the ECLO group and 41.2% (n=7) of the non ECLO group had received a visit from social services. No significant differences were found between the number of participants who received a visit from social services at the time of the first interview (p=0.516, Fishers exact test) and subsequently at the time of the second interview (p=0.236, Fishers exact test). This finding means that there are no significant differences between when ECLO and non-ECLO patients receive a visit from social services.

Other relevant help

At the time of the first interview 20% (n=2) of participants in the ECLO group and 5.9% (n=1) of participants in the non ECLO group had received other relevant help such as a home help.  Following the second interview 40% (n=4) of the ECLO group and 35.3% (n=6) of the non ECLO group had received other relevant help. No significant differences were found between the number of participants who had received other help at the time of the first interview (p=0.535, Fishers exact test) and subsequently at the time of the second interview (p=1.00, Fishers exact test). 

Registration

At the time of the first interview 20% (n=2) of patients in the ECLO group were not registered, 20% (n=2) were registered SSI and 30% (n=3) were registered SI.  Following the second interview 20% (n=2) of patients in the ECLO group were not registered, 20% (n=2) were registered SSI and 50% (n=5) were registered SI and 10% (n=1) had registration pending. For the non-ECLO group at the time of the first interview 11.8% (n=2) of participants in the ECLO group were not registered, 17.6% (n=3) were registered SSI and 11.8% (n=2) were registered SI.  Following the second interview 5.9% (n=2) of patients in the non-ECLO group were not registered, 23.5% (n=4) were registered SSI and 58.8% (n=10) were registered SI and 11.8% (n=2) had registration pending. Due to the small numbers in each group it was not possible to carry out statistical analysis.

4.4 Discussion

The study was did not establish a link with ECLO's with quality of life. There are several reasons why we were unable to establish a link and the reasons are discussed below.
Small sample size

The sample size of our study was small and there were an unequal number of participants in each group, 10 participants in the ECLO group and 17 participants in the non-ECLO group.  It was our original intention to recruit  47 (this included a 10% drop out rate) participants into each group but due to a high drop-out rate, time constraints and poor recruitment at several sites we were unable to recruit the desired number (Refer to section 9.2 for detailed information). It may therefore be possible that one of the reasons why no differences were found was because of the small sample size. Sample sizes can be estimated either using historical data (data from similar studies in the literature) or if suitable data is not available a pilot study can be conducted and results from the pilot study can be used to calculate the required sample (Lenth, 2001). In the current study we used historical data, with an effect size of 20%
 (data from a study carried out by Verstraten et al, 2005 using the AVL questionnaire) to calculate the sample size.  It is not uncommon that once a study has commenced interim analysis is undertaken to ascertain if the estimated sample size is correct.  For example in a literature review conducted by Montori et al (2005) they found that 64% of studies conducted interim analysis to determine whether their sample size estimation was correct. As a result of the interim analysis investigators can either decide to stop if they feel that an adequate sample has been achieved or if the interim sample size estimation results in unachievable numbers they may decide to stop the study for ethical reasons and potential cost implications.  Based on the results of the current study we have recalculated the sample size using the effect size found, which was1.6%.  We find that in order to find statistically significant differences between the two groups (using the AVL) a sample size of 4650 in total would be required. This suggests that even if we had continued with the study and recruited our desired patient number in each group our conclusions would have remained the same. Recruiting a sample of this size may also not be financially viable or ethical. As it means that with the current questionnaires we would need to review many patients before we could potentially see the impact of what an ECLO does. The new sample size estimation is based on the effect size we found in our sample, which was a random sample, representative of the average blind and partially sighted patient and we would consider our new estimation to be a reliable estimate for the questionnaires that we used in our study. If different, more sensitive questionnaires are used then a different sample size would be needed and a different result may be found.
Sensitivity of the questionnaires used 

We used five validated questionnaire which have previously been used on people who are blind and partially sighted, in fact the LVQOL questionnaire was specifically designed with the blind and partially sighted population in mind.  It is possible that these questionnaires may not have been sensitive enough to pick up changes that may be associated with the ECLO intervention. The emotional and family support that ECLOs provide is a psychosocial type of intervention.  Studies which have used questionnaires specifically designed to detect changes in psychological status have generally not found significant improvements in the patient’s psychosocial status before and after rehabilitation. For example Stelmack et al. (2008) found no improvement in depression using the Centre for Epidemiological Studies Depression Scale (CES-D) at the 4 month follow up, even after an intensive intervention which showed significant improvements in visual function. Two of the questionnaires used in this study, the AVL and the WHO Well Being Index are designed to measure psychosocial status and it may be that these questionnaires are not sensitive enough to measure the changes that might be observed as a result of the ECLO intervention.

Type of intervention

One of the reasons why no link was found between ECLOs and quality of life may have been because the interventions provided by the ECLO are insufficient to cause a change in adaptation to vision loss, well being and quality of life.  It is also possible that the services that ECLOs refer to such as social services may not provide intensive enough rehabilitation programmes to cause any changes. Certainly other studies which have investigated rehabilitation in blind and partially sighted people have found that rehabilitation needs to be fairly intensive before effects are felt. Sessions of rehabilitation need to occur for approximately 2 hours every week for five weeks before they are effective (See for e.g. Wahl et al, 2006; Kuyk et al, 2008).This type of intensive visual rehabilitation is rarely ever encountered in the UK which may partly explain our findings.

Provision and training with low vision aids have found to improve performance in activities of daily living (Horowitz et al., 2006), improve reading speed (Goodrich et al., 2006) and reduce depression (Horowitz et al., 2005).  We would have expected that the group of patients who had access to an ECLO would be more likely to receive a low vision appointment since ECLOs refer patients on a regular basis to low vision clinics (section 6 and 8).  In the current study 70% of patients in the ECLO group and 82% of patients in the non ECLO group had attended a low vision appointment prior to their first interview suggesting that at the time of entering the study many patients would have already experienced the benefits of using low vision aids and an improvement in quality of life and this improvement would not have been necessarily represented in our study.

In the present study, interviews were conducted with patients at the time of entering the study and three months later. It is not entirely clear when patients received a call or a home visit from social services. This could have taken place any time within the three month period and could have occurred before the first interview or between the first and second interviews. Horowitz et al (2000) evaluated the effect of an “Adaptive Skills Training” programme, using a group model of instruction and found a significant improvement in the AVL scales when outcomes were assessed immediately after the service. It may be that in the present study we evaluated the effects of the intervention too late. Wolffsohn et al. (2000) investigated the change in vision-related quality-of-life scores using the LVQOL at 4 follow up periods (at time 0, 4 weeks, 8 weeks, and 12 weeks). They found that in general quality-of-life scores decreased at three months and suggested that outcomes should be assessed up to 2 months post-rehabilitation in order to avoid a significant change in visual acuity during the study period. Future studies should aim to evaluate the outcome of the intervention within two months of it taking place.
Social Services Intervention

The results from the survey of ECLOs, in-depth interviews with ECLOs and the ECLO diary (Section 6, 7 and 8) suggest that ECLOs refer to social services on a regular basis. The main purpose of this referral is so that patients will obtain rehabilitative services in the community such as advice of lighting, daily living skills evaluation etc which may be of benefit to the patients.

Although the interventions provided by social services departments may not be intense enough to provide a measureable improvement in quality of life, adaptation to vision loss and well being, the authors of this study feel that they are still valuable as they provide patients with many services, for example improved lighting which they may not otherwise have had access to.  Services for blind and partially sighted people are very fragmented in the UK and the waiting times for a social services appointment can be as long as four months or greater (Department of Health, 2009; The Health and Social Care Information Centre, 2009). The ECLO may be able to provide a more rapid referral to social services and although no significant differences were found between the two groups possibly due to the small sample size, participants from the ECLO group were more likely to have received a social services visit than patients in the non ECLO group. At the time of the first interview 20% (n=2) of participants in the ECLO group and 23.5% (n=4) had received a visit from social services.  Following the second interview 80% (n=8) of the ECLO group and 41.2% (n=7) of the non ECLO group had received a visit from social services. 

4.5 Conclusions 

To conclude, our study was unable to establish a link with ECLOs and quality of life.  Different questionnaires, a larger sample size or measuring the effects of the intervention within two months of the intervention taking place may reveal different conclusions. Alternatively, it maybe that an EClO’s effect cannot be measured using quality of life questionnaires and an alternate method could be used.
5. Overall discussion and conclusions
5.1 Introduction

This is the first time that the effectiveness of the ECLO role has been evaluated. This was achieved using a combination of approaches which included a quality of life questionnaire to evaluate the role of ECLOs on improving the quality of life of blind and partially sighted people, in depth interviews with a small number of eye care professionals and ECLOs, surveys to a larger number of eye care professionals and ECLOs and an ECLO diary where ECLOs recoded details of the patients they saw. This approach has allowed us to investigate the ECLO role from several different perspectives thereby allowing us to evaluate the current ECLO role and provide suggestions on how the ECLO role may be improved. The study has also given us an opportunity to investigate what services eye care professionals feel are available for blind and partially sighted people in the hospital and in the community and what services are essential.

5.2 Patient support

Absence of information and emotional support in clinics
McBride (2001) and Norwell and Hiles (2005) found that many eye clinics do not provide information and emotional support to patients. The current study further strengthened this finding. Results from the survey of eye care professionals found that a majority of professionals (greater than 80% of eye care professionals surveyed) felt that emotional and family support were essential services for people with visual impairment, yet this type of support was not formally available in many clinics.  Approximately 33% of eye care professionals surveyed felt that emotional support was not available in their hospital or primary care trust. A larger majority (approximately 55%) felt that family support was not available. The current study indicated that the activities of the ECLO were congruent with the general lack of information and support in eye clinics. Seventy four percent of ECLOs provided emotional support and 52% provided family support on a daily basis. The ECLO diary provided further support and showed that nearly a third of the time that ECLOs spend with patient’s is spent on providing emotional support. ECLOs are therefore able to provide services which appear to be currently missing in some eye clinics in the UK.

Practical advice, information and support 

Practical support early on in the sight loss journey, such as help with daily living tasks, may prevent depression (Rees et al., 2010; Evans et al., 2007; Horowitz et al., 2006) by improving participation in daily living. The availability of practical support for people with sight loss is regionally inconsistent and difficult to navigate (National Eye Care Services Steering Group, 2004; Culham et al., 2002). People in eye clinics may not access agencies providing practical support because they are not registered (LOVSME Project, 2009; National Eye Care Services Steering Group, 2004), yet may still require assistance. ECLOs are able to offer practical advice and support to all patients. The ECLO diary study revealed that ECLOs offered advice on wide ranging topics including eye conditions and/or treatment, benefits, charities, talking books, mobile telephones and holidays. Seventy eight percent of ECLOs for example provide information about eye conditions and 70% provide information about registration on a daily basis. 

Referrals

ECLOs also refer patients to a variety of different sources depending on the needs of the patient regardless of registration status. In the current study referrals ranged from medical services (such as GPs, genetic counsellors and audiologists) to social needs (such as self help services and counsellors). Just over half (52 per cent) of the ECLOs surveyed for example, refer patients to social services and 45 per cent refer patients to Low Vision clinics on a daily basis. Results from the ECLO diary study showed that 60% of all ECLO referrals were to social services, suggesting that ECLOs truly act as a bridge between clinical and social care. Conversely, statistical results from the quality of life questionnaires suggest that there is no difference in the numbers of patients receiving social service visits or calls between the ECLO and non ECLO groups. This finding suggests that the ECLO may not be needed as a bridge between clinical and social care as patients also appear to receive referrals without the aid of an ECLO. The findings from our study provide further evidence that ECLOs are able to provide information to individuals regardless of their registration status and they are also able to signpost patients to appropriate sources of help. 

Person centred approach

In depth interviews with eye care professionals and ECLOs, supported by information gained from the ECLO diary study found that the ECLO is a patient centred service. There is evidence in the literature that some eye care professionals may not consider individual’s visual function in the context of their everyday life and personal requirements. Shah et al. (2008) found that during a standard sight test with optometrists, 23% did not ask about the nature of the individual’s visual tasks, 22% did not ask if the patient was a driver and 9% did not ask their occupation. It would therefore seem important for someone within the eye clinic to provide advice that is relevant to the person holistically and their everyday tasks. ECLOs are likely to be able to provide this type of approach. Indeed one of the eye care professionals interviewed felt that the advantage of an ECLO was their ‘’ability for impersonal “befriending”, the human touch. Showing the patients that there are positive things that can be done…’’
The patient experience

A large proportion of eye care professionals (90% of clinical staff) and over half of rehabilitation staff (63%) agreed that ECLOs significantly improve the patient experience. Most clinical staff (77%) reported that they felt more comfortable when patients left their room if they knew that they had the support of an ECLO. Sixty six percent of clinical staff who took part in the survey felt that a member of staff (an ECLO or equivalent) should be appointed to bridge the gap between clinical and social care. One of the clinicians interviewed commented that as a result of the ECLO patients "get a more rounded and holistic level of care.” Another felt that the presence of an ECLO in the clinic meant that "something positive and more supportive was being done’’ for the patient.
Time spent with patients

A little over half the clinical staff surveyed (56%) who had an ECLO thought it reduced the average time they spent with patients however clinical staff who did not have an ECLO had mixed views. Mixed views were also found in the in-depth interviews with clinical staff although these professionals felt that having an ECLO meant that patients received additional support.  One of the clinicians felt that “What ECLOs may be able to do is deliver something different that the ophthalmologist can’t do and is not the person to do it”. Another felt that without an ECLO patients ‘’won’t get any of this support in the clinic. Ideally they should be in all clinics.’’  One of the clinicians who felt that an ECLO would reduce the time spend with patients said, ‘’ It (the ECLO) reduces the time the Ophthalmologist will spend with the patient at point of diagnosis because they can hand over to the ECLO to cover and reinforce the social side. In the low vision clinic, having an ECLO around can reduce the amount of time with the patient when what they need is emotional support, because you can then hand over to the ECLO’’. Rehabilitation staff did not think that an ECLO would reduce the amount of time they spent with patients. 
The differences in responses between clinical and rehabilitation staff may be due to differences in the nature of the roles they perform. Clinical staff such as ophthalmologists and optometrists are involved in the clinical care of patients and it is unlikely that there will be much overlap in their role and the ECLOs role. On the other hand rehabilitation staff are more involved in the social care of patients, a role which may overlap with the role of the ECLO.  ECLOs as we have previously discussed are based in hospitals and their primary role is to act as a bridge between clinical and social care by providing patients with advice and making necessary referrals into the community in addition to providing family and emotional support.  Rehabilitation Officers generally work in the community and in addition to offering the services that ECLOs provide such as emotional and family support they are also able to provide other services such as orientation and mobility training, daily living training and advise about lighting. Rehabilitation officers may therefore feel that since they provide the service anyway there is not much point in duplicating the service, a comment that was made several times during the survey to eye care professionals. Since rehabilitation officers are based in the community patients will not automatically know about their existence and patients generally require a referral into the system.  
Discharging patients

Clinicians were unlikely to discharge patients earlier because of the presence of an ECLO, but ideally they would if patients were registered or if they were well supported and had stable vision.  Children with visual impairment would never be discharged early because of the presence of an ECLO as children have unique needs (such as education) which change with time and children are rarely discharged from clinics. At one eye clinic in the UK staff are considering involving the ECLOs in the discharge process, so that patients can be discharged earlier, but the ECLO will remain a point of contact in emergencies. Further studies will need to be undertaken to see how the ECLO may be used as a way of discharging certain patients earlier.
5.3 The ECLO role

Cost of employing an ECLO

The cost of employing an ECLO needs to be calculated so that anyone considering employing an ECLO will have an understanding of the costs involved. The costs involved are likely to rise every year in line with inflation and this must also be borne in mind. Costs are also likely to be 15%-20% higher in London.

Annual Cost of the service

The full economic costs of employing a full time ECLO in the first year of service are £ 38,170 per annum. This includes salary costs, employer national insurance and superannuation contributions, overheads such as telephone, heating and stationary, capital overheads such as building and fittings costs and one time training and set up costs.  In the second year of service, the service becomes slightly cheaper costing £34,300 per annum assuming that there are no more training and set up costs.

Cost per patient

The cost of an ECLO’s intervention per patient was £17.95, assuming that ECLOs see an average of 9.1 patients per day and not including training or set up costs. The average cost of an ECLO’s intervention per patient, per lifetime was estimated at £247.90, assuming the patient would have contact with a patient once per year for their entire life. These costs could potentially be reduced if the patient had less frequent contact with an ECLO, however given that sight loss can progress over a period of time and that the needs of an individual could change with time, we felt that it would be appropriate if each individual who had sight loss had some form of contact on a yearly basis with an ECLO. Maintenance of yearly contact may result in less frequent visits to the hospital or the GP although further studies would be required to establish this.

Lack of integration

Participants who took part in the survey to eye care professionals were asked if there were any disadvantages about the ECLO role. The comments fell into two categories; the content of the service they provide and the way the ECLO is integrated within the current NHS and social services structures. There were few negative comments about the service they provide (11 comments; for example, providing confusing or wrong information) but many more relating to the structure and integration of the ECLO (31 comments; for example, lack of awareness of the  ECLO role, lack of co-ordination between services, duplication of work and the ECLO being overworked/overstretched). Therefore most of the issues related to an ECLO are organisational, and a system must be put into place so that ECLOs are able to better integrate into the system and thereby improve their effectiveness.

Problems with integration of the ECLO into the hospital systems such of lack of awareness of the ECLO role was evident in the survey. A number of eye care professionals who had heard of ECLOs were unsure if their hospital(s) employed an ECLO (15% of clinical staff and 10% of rehabilitation staff). There was also some confusion about the services they provide. Clinical staff tended to overestimate the number of services provided by the ECLO whereas rehabilitation staff tended to underestimate the number of services provided by ECLOs; for example, only 31% of rehabilitation staff correctly stated that an ECLO can provide family support. Therefore there is some confusion over what an ECLO does amongst eye care professionals. To deal with this confusion, the ECLO role needs to be standardised so that ECLOs receive appropriate referrals 
5.4 Differences in ECLOs depending upon employer

Cost effectiveness of ECLOs based on Employer

On average, NHS ECLOs saw more patients per day (19) than local authorities (10) or charities (5). Taking into account the different wages of employees of each type of organisation, this made the cost per patient lower for NHS ECLOs (£10.02) than for local authority (£13.06) and charity ECLOs (£31.51). These results should be interpreted with caution as statistically no significant differences were found in the number of patients seen regardless of the employer. In addition the sample size was small and the number of patients seen was based on self report. Future studies should carry out an audit of patient numbers seen.

ECLO as part of another role

We found that ECLOs with a dual role saw more patients per day on average (17) than those who only worked as an ECLO (7). Although the sample size of dual role ECLOs was small (n=4) the results were significant at a level of 5% which means that there is only a 5% chance that the difference found is not  a true difference which suggests that results are very reliable despite the small sample size. The average cost of a dual role ECLO per patient contact was much lower at (£11.34) compared to a single ECLO role per contact of (£18.39). Although 3 of the 4 ECLOs with a dual role were employed by the NHS, making it difficult to determine whether the greater number of patients seen was due to benefits of being employed by the NHS, due to greater awareness of the ECLO role because the individual is already known to staff, or a combination of the two. Possibly for this reason, NHS ECLOs were less likely to obtain patients by identifying them in the waiting rooms (only 60% did this) because they received many referrals. One hundred percent of ECLOs employed by local authorities and 89% of ECLOs employed by charities obtained patients by identifying them in the waiting room. An alternative explanation for this group of patients reviewing more patients is because they are more likely to have a manager and administrative assistance or that they will only work as an ECLO on certain days, so they may find patients to see throughout the week and then these are accommodated into their day working as an ECLO, rather than seeing them at a steady rate during the week.

The advantage of having a dual role would be that on days when the clinics were not busy the ECLO could carry out their other role. 

Some of the clinicians who were interviewed felt that ECLO's should have a dual role one of the clinicians commented, “Clinics can be sporadic and the ECLO runs the risk of being very busy one day and not the next. This is why it is good that the ECLO has designated days rather than being full time. If it is quiet, the ECLO could perform their other role within the clinic which means the ECLO can be flexible.”  It was also felt that nurses should be trained to be ECLOs particularly for paediatric clinics although optometrists and orthoptists could be trained if they had the time. One of the clinicians commented, “Having a nurse trained with ECLO skills would make sense in a paediatric clinic. Blind children are quite infrequent, so if there is a nurse with these skills, then they would always naturally be in the clinic anyway.’’  

The disadvantages of having a nurse as an ECLO might be that patients sometimes feel reluctant about asking clinical staff questions as they may feel the nurse is too busy and they are wasting the nurse’s time (Leydon et al, 2000).  Nurses may also not have appropriate contacts in social care however it is likely that with time they will be able to build these links. If ECLOs did indeed have a dual role it would be beneficial to have several professionals within the eye clinic that could carry out the ECLO role if the need arose. This would mean that if the ECLO went on holiday there was always someone to cover.  Further studies are required which investigate different models for the ECLO role. 

5.5 Other Findings relating to ECLOs

Resources provided to ECLOs

In order for an ECLO to carry out their role effectively they should have access to a private room or cubicle, a computer, a telephone and storage space. The ECLO survey found that many ECLOs are trying to carry out their role without the necessary resources to do so effectively. Twenty three percent did not have a private room to talk to patients in and 27% did not have a telephone, making it difficult to make referrals. The lack of a telephone is particularly worrying because this is the main method that ECLOs communicate with patients (88% talk to patients by telephone on a daily basis), suggesting that a telephone is an essential piece of equipment. Finally, 46% did not have a computer and 32% did not have storage space, which would make it difficult to record the contact made with patients and other agencies. Only a little over half the ECLOs surveyed (55%) were satisfied with the resources available to them, because even if they did have adequate facilities, some had to share them with other staff. However, in terms of training, many ECLOs felt that they had been adequately invested in; 87% felt they had adequate training for their work. 

Access to patient records

Ideally all ECLOs should have access to patient records and be able to record their findings in these records so that other professionals working within the hospital are aware what referrals the ECLO has made and what advise they have give. This will also provide an indirect way for other eye care professionals within the hospital becoming aware of the ECLOs presence. All of the ECLOs employed by the NHS were able to make notes concerning the patient’s visit within their hospital records, unlike the majority of ECLOs employed by local authorities or charities. When all ECLOs were asked, 90% said they would like to use hospital records. 

ECLO management

ECLOs should also have the support of a manger within the hospital they are working at so that if any issues arise they are easily able to contact someone in the hospital who knows how the system works and will be able to provide appropriate advice. In our study we found that ECLOs employed by the NHS were also more likely to have the support of a manager in the eye clinic, unlike ECLOs employed by local authorities or charities.

Maintaining contacts

ECLOs need to make contact with both internal services and individuals within the hospital and external agencies and individuals outside the hospital. Therefore a potential danger of ECLOs being employed by the NHS is that the ECLO will not be well connected to organisations outside of the NHS, which is the purpose of the ECLO role. The ECLOs employed by different agencies were asked how frequently they had contact with professionals within and outside of the clinic. ECLOs employed by the NHS had more frequent contact with other eye care professionals within the clinic, such as ophthalmologists, optometrists, orthoptists, nurses and administration staff, but only the contact with administration staff was found to be statistically significant. This is important for obtaining a reasonable number of patients to talk to in the first place. In terms of contacts outside of the eye clinic, the NHS employed ECLOs had more frequent contact with local and national charities, however local authority ECLOs had more frequent contact with rehabilitation/social workers and counsellors. Therefore, NHS ECLOs have very frequent contact with eye care professionals within the eye clinic, but this does not prevent them from making links with local and national charities. However, the advantage of being employed by a local authority could mean that these ECLOs have better relationships with the rehabilitation staff at social services. Caution should be taken when drawing conclusions from this data because ECLOs employed by the NHS see more patients in general and therefore will have contact with more agencies in general as a result. Additionally the sample size was very small for these comparisons, ranging from 2 to 9 ECLOs and was based on self report.

Need for Standardisation and Professionalisation of the role

There is a need to standardise the role so that all ECLO’s regardless of where they work perform as similar a role as possible. This will allow clinicians and all other eye care professionals involved with the ECLO to fully understand the ECLO role and the services they provide. Once an ECLO’s service is well understood, ECLOs will better integrate into the system and receive appropriate referrals rather than having to spend some of their time recruiting patients in waiting areas of hospital.  ECLOs should also have a uniform title which will make it much easier for eye care professionals to identify if there is an ECLO in their hospital and make use of the ECLOs services. It would also be useful if ECLOs had access to continuing education and training and a support network for example an online forum. Some ECLO’s felt that the job was emotionally demanding and an online forum where ECLOs could share their views and gain peer support would be useful.

5.6 Quality of Life and Adaptation to Vision loss

Our study (Section 9) which aimed to evaluate (using validated questionnaires) whether there were any differences in quality of life, adaptation to vision loss, social support, knowledge about eye disease and well being in patients who had access to an ECLO when compared to patients who did not have access to an ECLO over a three month period did not find a link between ECLOs and quality of life.  There are several reasons why and these are discussed below.
The sample size of our study was small and there were an unequal number of participants in each group, 10 participants in the ECLO group and 17 participants in the non-ECLO group.  It was our original intention to recruit 42 participants into each group but due to a high drop-out rate, time constraints and poor recruitment at several sites we were unable to recruit the desired number (Refer to section 9.2 for detailed information). It may therefore be possible that one of the reasons why no differences were found was because of the small sample size. Based on the results of the current study we have recalculated the sample size using the effect size found.  We find that in order to find statistically significant differences between the two groups (using the AVL) a sample size of 5000 per group would be required. This suggests that even if we had continued with the study and recruited our desired patient number in each group our conclusions would have remained the same. Recruiting a sample size of 5000 patients may also not be financially viable or ethical. As it means that with the current questionnaires we would need to review 5000 patients before we could potentially see the impact of what an ECLO does. The sample size will depend on the questionnaire used, which means that if different, more sensitive questionnaires were used then a different sample size would be needed.

Sensitivity of the questionnaires used 

We used five validated questionnaire which have previously been used on people who are blind and partially sighted, in fact the LVQOL questionnaire was specifically designed with the blind and partially sighted population in mind.  It is possible that these questionnaires may not have been sensitive enough to pick up changes that may be associated with the ECLO intervention. The emotional and family support that ECLOs provide is a psychosocial type of intervention.  Studies which have used questionnaires specifically designed to detect changes in psychological status have generally not found significant improvements in the patient’s psychosocial status before and after rehabilitation. For example Stelmack et al. (2008) found no improvement in depression using the Centre for Epidemiological Studies Depression Scale (CES-D) at the 4 month follow up, even after an intensive intervention which showed significant improvements in visual function. Two of the questionnaires used in this study, the AVL and the WHO Well Being Index are designed to measure psychosocial status and it may be that these questionnaires are not sensitive enough to measure the changes that might be observed as a result of the ECLO intervention.

Type of intervention

One of the reasons why no link was found between ECLOs and quality of life may have been because the interventions provided by the ECLO are insufficient to cause a change in adaptation to vision loss, well being and quality of life.  It is also possible that the services that ECLOs refer to such as social services may not provide intensive enough rehabilitation programmes to cause any changes. Certainly other studies which have investigated rehabilitation in blind and partially sighted people have found that rehabilitation needs to be fairly intensive before effects are felt. Sessions of rehabilitation need to occur for approximately 2 hours every week for five weeks before they are effective (See for e.g. Wahl et al, 2006; Kuyk et al, 2008).This type of intensive visual rehabilitation is rarely ever encountered in the UK which may partly explain our findings.

Provision and training with low vision aids have found to improve performance in activities of daily living (Horowitz et al., 2006), improve reading speed (Goodrich et al., 2006) and reduce depression (Horowitz et al., 2005).  We would have expected that the group of patients who had access to an ECLO would be more likely to receive a low vision appointment since ECLOs refer patients on a regular basis to low vision clinics (section 6 and 8).  In the current study 70% of patients in the ECLO group and 82% of patients in the non ECLO group had attended a low vision appointment prior to their first interview suggesting that at the time of entering the study many patients would have already experienced the benefits of using low vision aids and an improvement in quality of life and this improvement would not have been necessarily represented in our study.

In the present study, interviews were conducted with patients at the time of entering the study and three months later. It is not entirely clear when patients received a call or a home visit from social services. This could have taken place any time within the three month period and could have occurred before the first interview or between the first and second interviews. Horowitz et al (2000) evaluated the effect of an “Adaptive Skills Training” programme, using a group model of instruction and found a significant improvement in the AVL scales when outcomes were assessed immediately after the service. It may be that in the present study we evaluated the effects of the intervention too late. Wolffsohn et al. (2000) investigated the change in vision-related quality-of-life scores using the LVQOL at 4 follow up periods (at time 0, 4 weeks, 8 weeks, and 12 weeks). They found that in general quality-of-life scores decreased at three months and suggested that outcomes should be assessed up to 2 months post-rehabilitation in order to avoid a significant change in visual acuity during the study period. Future studies should aim to evaluate the outcome of the intervention within two months of it taking place.
Social Services Intervention

The results from the survey of ECLOs, in-depth interviews with ECLOs and the ECLO diary (Section 6, 7 and 8) suggest that ECLOs refer to social services on a regular basis. The main purpose of this referral is so that patients will obtain rehabilitative services in the community such as advice of lighting, daily living skills evaluation etc which may be of benefit to the patients.

Although the interventions provided by social services departments may not be intense enough to provide a measureable improvement in quality of life, adaptation to vision loss and well being, the authors of this study feel that they are still valuable as they provide patients with many services, for example improved lighting which they may not otherwise have had access to.  Services for blind and partially sighted people are very fragmented in the UK and the waiting times for a social services appointment can be as long as four months or greater (Department of Health, 2009; The Health and Social Care Information Centre, 2009). The ECLO may be able to provide a more rapid referral to social services and although no significant differences were found between the two groups possibly due to the small sample size, participants from the ECLO group were more likely to have received a social services visit than patients in the non ECLO group. At the time of the first interview 20% (n=2) of participants in the ECLO group and 23.5% (n=4) had received a visit from social services.  Following the second interview 80% (n=8) of the ECLO group and 41.2% (n=7) of the non ECLO group had received a visit from social services. 

5.7 Conclusions

The survey of clinical and rehabilitation staff report that family support and emotional support are frequently not available, to people who are blind and partially sighted, despite being rated as essential services. The ECLO diary and survey reveals that ECLOs report that they regularly provide both emotional and family support. 

The ECLO diary and survey reveals that ECLOs regularly discuss many topics including, diagnosis and treatment, registration, low vision services, optical and non optical LVAs and referring to social services. The survey of clinical and rehabilitation staff reveals that several topics are regularly discussed by multiple personnel. A significant amount of overlap in discussion is necessary in order to provide consistency of care between different health professionals and to allow patients time to absorb complicated information and an opportunity to ask questions. In some cases however, the overlap may lead to repetition and confusion, particularly if the information is not recorded in their hospital notes. Standardised referral pathways would help to reduce any unhelpful repetition with the advantage of ensuring that every patient is offered the same services at the same point of need.
The ECLO diary and survey revealed that in many cases the ECLOs provided additional services such as information on benefits, education and employment, signposting and a contact point for future queries. This is probably why clinicians feel that the ECLOs provide a unique contribution to the clinic, by providing services that would otherwise be missing.
The survey of clinical and rehabilitation staff reveals that the majority of health professionals have a positive impression of an ECLO’s contribution to the clinic. The survey revealed that 90% of clinical staff felt that ECLOs improve patient experience. Additionally 77% of clinical staff said that they would feel more comfortable when patients left their room if they knew that the patient has the support of an ECLO. In-depth semi structured interviews with Optometrists and Ophthalmologists (n=4) revealed that the services ECLOs provide was a good use of resources, but were pessimistic about future funding for services for blind and partially sighted people.

The average price of the ECLO training course is £760.00 based on information collected from the ECLO survey. The average annual cost of employing an ECLO is £38,170 pro rata. The cost of an ECLO per patient per contact is £17.95 assuming an average of 9 patients are seen per day, in a 42 week year. 

Our research highlighted the variability in the current ECLO role particularly in terms of integration into the hospital system and the different working patterns of the ECLOs. These issues coupled with the fact that there is no standardised ECLO role makes it difficult to compare one hospital ECLO to another. Future research should focus on addressing these issues in order to maximise any further cost benefits of the ECLO work. 

Our study was unable to establish a link with ECLOs with quality of life. This may have been because the questionnaires chosen were not sensitive enough, because the sample size was too small or because the effects of the intervention were measured several months after the intervention had taken place. Alternatively, it maybe that an ECLO’s effect cannot be measured using Quality of life questionnaires.
Recommendations for future research 

The following areas explored in the study are worthy of further consideration:

· Clinical audit of the number of patients seen by NHS, Local Authority and Charity ECLOs so that any differences based on the employer can be further explored

· Clinical audit of the number of patients seen by dual role ECLOs and ECLOs who only work as an ECLO so that the advantages and disadvantages of both roles can be further investigated

· Investigation of the different models for the ECLO role (discussed in section 5) so that these can be further developed and used as a gold standard by hospitals who are thinking of implementing the ECLO role

· Investigation of alternative models of provision, for example, whether it would be cost effective to employ a rehabilitation worker in the hospital so that rehabilitation is provided in the hospital and neither the ECLO role nor referral into the community are required. 
· Investigate the link between ECLO and Quality of Life by developing new, validated questionnaires, targeted at the ECLO intervention. Though it maybe that the link between an ECLO’s and Quality of Life cannot be measured using quality of life questionnaires, an alternative means of investigating their effect may be required.
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  Appendixes

6.1 Appendixes: Section 3
Appendix 1 : Test-retest reliability of the pilot questions

‘-‘ indicates insufficient distribution of data for Kappa calculation.

	Question number
	Question in pilot study
	n
	Agreement
	Observed Kappa
	SE

	1
	Which of the following services are available in your PCT/hospital to blind and partially sighted people at the time of sight loss and certification as sight impaired or severely sight impaired?

Amended: Which of the following services are available in your PCT/hospital to blind and partially sighted people with sight loss, who are eligible for certification as sight impaired or severely sight impaired?
	
	
	
	

	1 (a)
	Explanation of the cause of the patient's vision loss and prognosis
	11
	0.818
	-0.100
	0.070

	1 (b)
	Explanation of the process of registration
	11
	0.100
	-
	-

	1 (c)
	Explanation about the use of Low Vision Aids
	11
	0.100
	-
	-

	1 (d)
	Training in the use of Low Vision Aids
	11
	0.909
	0.621
	0.335

	1 (e)
	Explanation about the use of non-optical aids. E.g. Lighting
	11
	0.909
	0.621
	0.335

	1 (f)
	Referring to social services
	11
	1.000
	-
	-

	1 (g)
	Family Support
	11
	1.000
	1.000
	0.000

	1 (h)
	Emotional Support (excluding counselling)
	10
	0.900
	0.737
	0.241

	1 (i)
	Signposting to other sources of help 
	11
	0.909
	-
	-


	Question number
	Question in pilot study
	n
	Agreement
	Observed Kappa
	SE

	2
	Which of the following services do you feel are essential to the care of blind and partially sighted people at the time of sight loss and certification as sight impaired or severely sight impaired?

Amended: Which of the following services do you feel are essential to the care of blind and partially sighted people with sight loss, who are eligible for certification as sight impaired or severely sight impaired?
	
	
	
	

	2 (a)
	Explanation of the cause of the patient's vision loss and prognosis
	12
	1.000
	-
	-

	2 (b)
	Explanation of the process of registration
	12
	0.917
	0.625
	0.333

	2 (c)
	Explanation about the use of Low Vision Aids
	12
	1.000
	1.000
	0.000

	2 (d)
	Training in the use of Low Vision Aids
	12
	1.000
	1.000
	0.000

	2 (e)
	Explanation about the use of non-optical aids. E.g. Lighting
	12
	1.000
	1.000
	0.000

	2 (f)
	Referring to social services
	12
	1.000
	1.000
	0.000

	2 (g)
	Family Support
	12
	0.917
	0.625
	0.333

	2 (h)
	Emotional Support (excluding counselling)
	12
	0.917
	-
	-

	2 (i)
	Signposting to other sources of help 
	12
	1.000
	1.000
	0.000

	3
	Have you heard of the ECLO or equivalent service?
	12
	0.750
	0.250
	0.317


	Question Number
	Question in pilot study
	n
	Agreement
	Observed Kappa
	SE

	4
	Does your local hospital employ the ECLO/equivalent personnel?
	8
	0.750
	0.619
	0.214

	5
	Can you select which of the services below are provided by the ECLO/equivalent personnel.
	
	
	
	

	5 (a)
	Explanation of the cause of the patient's vision loss and prognosis
	3
	1.000
	-
	-

	5 (b)
	Explanation of the process of registration
	3
	1.000
	-
	-

	5 (c)
	Explanation about the use of Low Vision Aids
	3
	1.000
	-
	-

	5 (d)
	Training in the use of Low Vision Aids
	3
	0.667
	0.400
	0.392

	5 (e)
	Explanation about the use of non-optical aids. E.g. Lighting
	3
	1.000
	-
	-

	5 (f)
	Referring to social services
	3
	1.000
	-
	-

	5 (g)
	Family Support
	3
	1.000
	-
	-

	5 (h)
	Emotional Support (excluding counselling)
	3
	1.000
	-
	-

	5 (i)
	Signposting to other sources of help 
	3
	1.000
	-
	-

	6
	Within your local hospital/ PCT are the services of the

ECLO/equivalent personnel under/well/over utilised?
	3
	0.667
	-
	-


	Question number
	Question in pilot study

	n
	Agreement
	Observed Kappa
	SE

	7
	The ECLO/equivalent services in my local hospital/PCT significantly improves patient care and makes the patient experience better (Options: Strongly agree, Agree, Neither agree/disagree, Disagree or Strongly disagree).
	3
	1.000
	-
	-

	8
	Which members of staff in your PCT/local hospital provides the following patient related services? (Options: Optometrist, Ophthalmologist, Orthoptist, Nurse, Other personnel, Not sure, No one).

Amended: Which members of staff in your PCT/local hospital provides the following patient related services? If these services overlap between personnel, you may select multiple personnel.
	
	
	
	

	8 (a)
	Explanation of the cause of the patient's vision loss and prognosis
	7
	0.857
	0.750
	0.232

	8 (b)
	Explanation of the process of registration
	7
	0.571
	0.400
	0.262

	8 (c)
	Explanation about the use of Low Vision Aids
	7
	1.000
	1.000
	0.000


	Question number
	Question in pilot study

	n
	Agreement
	Observed Kappa
	SE

	8 (d)
	Training in the use of Low Vision Aids
	7
	0.714
	0.417
	0.349

	8 (e)
	Explanation about the use of non-optical aids. E.g. Lighting
	7
	0.714
	0.263
	0.440

	8 (f)
	Referring to social services
	7
	0.714
	0.576
	0.254

	8 (g)
	Family Support
	7
	0.571
	0.222
	0.340

	8 (h)
	Emotional Support (excluding counselling)
	7
	0.857
	0.767
	0.216

	8 (i)
	Signposting to other sources of help 
	7
	0.714
	0.588
	0.246

	9
	Considering the members of staff involved in the above patient

services, do you feel that this is a good utilisation of their time?
	7
	0.714
	0.462
	0.322

	10
	Do you feel that a member of staff who specifically handles these patient related services should be appointed? This member of staff would be called an ‘Eye Care Liaison Officer' or equivalent.
	8
	1.000
	-
	-

	11  
	Having an ECLO would significantly reduce the average time I would spend with a patient. (Options: Strongly agree, Agree, Neither agree/disagree, Disagree or Strongly disagree).
	7
	0.429
	0.000
	0.500


	Question number
	Question in pilot study

	n
	Agreement
	Observed Kappa
	SE

	12  
	I would be more comfortable discharging patients if I knew that the patient has the support of an ECLO. (Options: Strongly agree, Agree, Neither agree/disagree, Disagree or Strongly disagree).

Amended: I would be more comfortable when patients left my room if I knew that the patient has the support of an ECLO.
	7
	0.286
	-0.522
	0.344

	13  
	Employing an ECLO for my clinic(s) would be a good use of resources. (Options: Strongly agree, Agree, Neither agree/disagree, Disagree or Strongly disagree).

Amended: Employing an ECLO for my clinic(s) would be a good use of financial resources.
	7
	0.571
	0.364
	0.158

	15  
	Having an ECLO/equivalent service significantly reduces the average time I would spend with a patient. (Options: Strongly agree, Agree, Neither agree/disagree, Disagree or Strongly disagree). 
	4
	0.500
	0.000
	0.500


	Question number
	Question in pilot study

	n
	Agreement
	Observed Kappa
	SE

	16  
	I feel more comfortable discharging patients because I know that the patient has the support of an ECLO. (Options: Strongly agree, Agree, Neither agree/disagree, Disagree or Strongly disagree).

Amended: I feel more comfortable when patients leave my room because I know that the patient has the support of an ECLO.
	4
	0.250
	-0.333
	-

	17  
	Employing an ECLO for my clinic(s) is a good use of resources. (Options: Strongly agree, Agree, Neither agree/disagree, Disagree or Strongly disagree). 

Amended: Employing an ECLO for my clinic(s) is a good use of financial resources.
	4
	1.000
	-
	-


Appendix 2:  Comments made in response to the question: “In your opinion, what are the disadvantages (if any) of an ECLO or similar service?”

Disadvantages of the ECLO role related to services provided

The frequency of negative comments related to the services provided by the ECLO.

	Comment
	Clinical survey
	Rehabilitation survey

	ECLO not providing all information, confusing or wrong information and only promoting the services of particular organisations
	0
	4

	ECLO providing too much information
	0
	1

	ECLO at point of diagnosis can be inappropriate and/or distressing
	2
	0

	Inappropriate individual appointed
	1
	0

	Slows down processes
	0
	1

	Does not provide service in the patients homes which is more effective
	0
	1

	Adding people into the social services inappropriately
	0
	1


Disadvantages of ECLOs related to the structure of the role

The frequency of comments related to the structure and systems ECLOs work in.

	Comment
	Clinical survey
	Rehabilitation survey

	Lack of awareness of ECLO role
	1
	3

	Lack of co-ordination between services and confusion of roles
	1
	7

	Duplication/overlap of work
	2
	5

	ECLO employed by outside agencies
	0
	1

	Lack of space/room availability
	1
	0

	ECLO overworked/relied on too much/spread out over too many areas
	1
	3

	Costs/could occur at expense of other services
	1
	3

	Lack of training or support for the ECLO
	0
	2


Neutral comments about the ECLO role.

The frequency of neutral comments related to the ECLO role.

	Comment
	Clinical survey
	Rehabilitation survey

	Other members of staff would need to be educated about the role
	1
	0

	Would need to be an appropriate person/have certain characteristics
	0
	1

	Needs to be properly qualified and understand the services in the area
	0
	2

	Activities would need to be co-ordinated with services to be effective
	1
	2

	Not required because other services already in place
	0
	2


Positive comments about the ECLO role.

The frequency of positive comments related to the ECLO role.

	Comment
	Clinical survey
	Rehabilitation survey

	They are a necessity within the NHS/every eye unit should have one/should be employed
	2
	3

	Offers services to others beyond the patient themselves such as friends and family
	0
	2

	Links with services outside the NHS
	0
	5

	Information given
	0
	1

	Supporting the individual
	0
	3


6.2 Appendixes: Section 4
Appendix 3: Questions asked and topics raised in the interviews

Job profile

· Name:

· Job title:

· Number of years in post:

· Number of years working with an ECLO:

· Part time/full time?

· Temporary/Permanent?

Main Interview Questions

· What are the main advantages to having an ECLO for you?

· Are there any disadvantages to having an ECLO?

· Do you think that having an ECLO has any impact on the amount of time you would spend with a patient?

· Do you feel differently when a patient leaves you room when you know there is an ECLO around?

· Are you likely to discharge a patient earlier because of the presence of an ECLO?

· How well do you feel that ECLOs integrate into the hospital?

· Do you work closely with them?

· Do you understand the service they provide?

· Do you feel their work is beneficial to patients?

· What is most beneficial?

· Is there any work they do with patients that you do not think is beneficial to the patient?

· Do you think that ECLOs should:

· Have any particular qualifications?

· Should they have attended any specific courses?

· Or would the hospital provide them training in house?

· Would you prefer to have an ECLO that had a dual role- for example they worked part time as a nurse and the rest of the time as an ECLO?

· Given the profile of your hospital do you think the ECLO should work full time?

· Do you feel it would better if the ECLO had an appointment system or would you prefer that the ECLO saw patients on the same day you saw them?

· Do you think that the patient should be seen at the point of diagnosis for e.g. the same day that you diagnose them as having early AMD or should they be seen at the point of need for e.g. when they start experiencing difficulty?

· Do you think that every patient with a diagnosed eye disease causing sight loss should see an ECLO?

· In terms of funding do you see the role of an ECLO as being a good use of hospital resources?

· Is there anything else you would like to add about the role of an ECLO?

Appendix 4: Overview of the responses from optometrists and ophthalmologists 

	Reference name
	Optometrist (a)
	Optometrist (b)
	Ophthalmologist (a)
	Ophthalmologist (b)

	Job title
	Low Vision Specialist
	Deputy Head of Optometry
	Associate Specialist Ophthalmologist
	Retired Clinical Academic/Consultant Paediatric Ophthalmologist 

	Time in post
	27 years
	10 years
	15 years
	40 years (approx)

	Description of ECLO/similar personnel they worked with
	Worked with 2 ECLOs and 1 similar position
	Works currently with 2 ECLOs. Each have another role in the clinic
	Works with similar personnel known as anInformation and Advice Officer.
	Rarely had contact with ECLOs but help construct ECLO course

	Length of time spent working with an ECLO or similar
	15 years – ECLO

25 years – similar personnel
	3 years
	10 years
	n/a

	ECLO is part time or full time?
	All have been part time
	Job share (total of 3 days per week)
	Part time

1 day a week
	n/a

	ECLO is temporary or permanent?
	Permanent
	Temporary (awaiting confirmation to make position permanent)
	Permanent
	n/a


Appendix 4: Overview of the responses from optometrists and ophthalmologists 

	Reference name
	Optometrist (a)
	Optometrist (b)
	Ophthalmologist (a)
	Ophthalmologist (b)

	Additional support in the clinics


	None
	· Orthoptist provides information and support for children and their families.

· Ophthalmic Genetic Counsellor
	· Welfare advice team

· Volunteer to demonstrate low vision aids
	None

	ECLO saves them time?
	In some cases
	In some cases
	No
	No

	ECLO improves patient care in the clinic?
	Yes
	Yes
	Yes
	Yes

	Presence of the ECLO increases discharge rates
	n/a
	Not currently
	Not currently
	Unlikely for paediatric clinics

	ECLOs integrate well?
	Yes
	Yes
	Yes
	No

	ECLO works closely with the interviewee?
	Yes
	Yes
	Yes
	n/a

	Understands ECLO service
	Yes
	Yes
	Yes
	n/a


Appendix 4: Overview of the responses from optometrists and ophthalmologists

	Reference name
	Optometrist (a)
	Optometrist (b)
	Ophthalmologist (a)
	Ophthalmologist (b)

	Desirable qualifications, training and experience for ECLOs
	· Social work qualification

· Training in the hospital

· Knowledge and experience of NHS and social service

· Personal characteristics
	· ECLO course

· Training in the hospital

· Personal characteristics (pro-active)
	· Standard qualification

· One day training course

· Personal characteristics (nice, social person)
	· Accredited training course

· Personal characteristics (friendly)

· Either dual role as a nurse with medical knowledge

· Or volunteer with knowledge of local services

	ECLO should have a dual role in the clinic?
	Does not matter
	Yes
	Yes
	Should be two types

· Nurse with dual role

· Full time ECLO

	ECLOs should work full time?
	Not always needed in clinic
	Yes, with appropriate job description
	Not always needed in clinic
	Yes for volunteer ECLOs. Nurses would we called on when needed

	Appointment or drop ins?
	Mixture
	Mixture
	Mixture
	Drop ins

	ECLO is a good use of resources?
	Yes
	Yes
	Yes
	Yes


Appendix 5: Potential models of ECLO services

	Factor
	Model 1
	Model 2
	Model 3
	Model 4

	Position
	Nurse(s) with ECLO training
	Part time nurse and ECLO
	Full/part time ECLO
	1 full/part time ECLO and full time nurse (s) with ECLO training

	Availability
	Work as a nurse(s) full time, but called on to perform ECLO role when needed by patient
	Work as a nurse on some days and ECLO on others
	A full time ECLO would always be available in the clinic and a part time ECLO would only be available on certain days
	The nurse(s) would always be in the clinic and called on when required

ECLO would be always available if full time, or on certain days if part time

	Location in the clinic
	In the clinic
	ECLO duties performed in a private room near the clinic
	ECLO duties performed in a private room near the clinic
	The nurse(s) would always be in the clinic

The ECLO would be in a private room near the clinic

	Expertise
	· Patient Specific Medical knowledge 

· Process of registration

· Emotional support
	· Patient Specific Medical knowledge 

· Process of registration

· Emotional support

· Services available to VIP’s
	· Some general medical knowledge

· Process of registration

· Services available to VIPs

· Emotional support
	· Expertise of nurse (see Model 2)

· Expertise of a fully trained ECLO (see Model 3)


Appendix 5: Potential models of ECLO services
	
	Model 1
	Model 2
	Model 3
	Model 4

	Resources
	None
	Private room, telephone, computer, filing and storage facilities.
	Private room, telephone, computer, filing and storage facilities.
	The full time ECLO would have a private room, telephone, computer, filing and storage facilities.

	Type of clinic most suited to
	Quiet clinics e.g. paediatric clinics.
	In eye clinics which are busy with people with visual impairment on particular days.
	In eye clinics which are busy with people with visual impairment on particular days (Part time).

In eye clinics that are always busy with people with visual impairment (Full time)
	In eye clinics that are always busy with people with visual impairment.


Appendix 5: Potential models of ECLO services
	
	Model 1
	Model 2
	Model 3
	Model 4

	Advantages
	· Cost – do no have to employ another member of staff

· Already integrated into the clinic and known to staff

· Routinely in contact with patients
	· Already integrated into the clinic and known to staff

· Routinely in contact with patients

· Greater facilities to provide information in appropriate formats and make referrals

· Can give advice in confidence

· When an ECLO, considered as separate from clinical staff (ECLO considered to be the right person to provide this information)
	· Greater facilities to provide information in appropriate formats and make referrals

· Can give advice in confidence

· Seen as separate from clinical staff (ECLO considered to be the right person to provide this information)
	· The nurse(s) could refer patients to the ECLO, meaning it would be better utilised by both staff and patients

· Advantages of the nurse (see Model 2)

· Advantages of an ECLO (see Model 3)




Appendix 5: Potential models of ECLO services
	
	Model 1
	Model 2
	Model 3
	Model 4

	Disadvantages
	· May not be able to talk to the patient alone, in confidence

· Particular nurses will not always be available to talk to patients so unable to act as a continual point of contact. However, if many nurses are trained, there should always be someone available.

· Cannot refer the patient or do other admin (no resources)
	· Will not always be accessible when patients need them, unless the individual can be flexible about their duties.

· Would need extra funding for the part time ECLO position
	· May not be known to staff and/or integrated into clinic 

· Not routinely in contact with patients

· A part time ECLO will not always be accessible when patients need them, unless the individual can be flexible about their duties.

· Would need extra funding for the part time ECLO position
	· A part time ECLO will not always be accessible when patients need them, unless the individual can be flexible about their duties.

· Would need extra funding for the part time ECLO position


6.3 Appendixes: Section  6

Appendix 6: ECLO Diary Version 1.

Patient Information Sheet (Adapted from Thomas Pocklington Trust) Please complete for every patient that you see:  Use a separate sheet per clinic

Clinic Date:   

	Age


	Sex
	Ethnic Origin
	 Referral via
	New/Recall
	Seen at Clinic/ Home/Telephone Interview
	Advice Given

	
	
	
	
	
	
	


Approximate time spent on patients in the clinic (minutes)*: 

Approximate time spent on administration (minutes) (E.g. time writing referral letters etc)*: 

Approximate time spent on travelling to patients (minutes) (if appropriate)*:

Number of patients who failed to attend (if appropriate) *:

*Information required per clinic

Appendix 7: ECLO Diary Version 2.
Patient Information Sheet (Adapted from Thomas Pocklington Trust) 

Please complete for every patient that you see:  Use a separate sheet per clinic

Clinic Date:   

	Age
	Sex
	Ethnic Origin
	Referral via
	New/Recall
	 Seen at Clinic/ Home/Telephone Interview
	Approximate time spent with patient
	Advice, Support and Referrals 

	
	
	
	
	
	
	
	


Approximate time spent on PATIENT administration (minutes) (E.g. time writing referral letters etc)*: ______

Approximate time spent on NON PATIENT administration (minutes) (E.g. completing monitoring reports, staff meetings etc)*: ______

Approximate time spent on travelling to patients (minutes) (if appropriate)*: ______

Number of patients who failed to attend (if appropriate) *: ______

*Information required per clinic

6.4 Appendixes: Section 7

Appendix 8:  Questions asked and topics raised in the interviews

Job Profile

· Name: 

· Job title: 

· Number of years in post: 

· Number of years the hospital has employed an ECLO: 

· Part time/full time? 

· Temporary/Permanent? 

· Another role in the hospital? 

· Qualifications relevant to ECLO role: 

· Are there opportunities for continuing education/professional development?

· How is your role funded?

Main Interview Questions

· Appointment system

· Advantages? 

· Disadvantages?

· What would you prefer?

· Other ways of meeting patients?

· What are they?

· Advantages?

· Disadvantages?

· What ways do you prefer?

· How do you obtain patients?

· Receive referrals?

· Identify them yourself?

· What ways do you prefer?

· Following up patients

· Do you follow up patients?

· Do you see following up patients as part of your role?

· What do you prefer?

· Do you keep a record of activities carried out with patients?

· What form does this take?

· What do you prefer?

· Recalls

· Do you tend to have long relationships with patients (i.e. see them at various stages in their patient journey)?

· Or point them in the right direction so that they can access other services quickly?

· Administration

· What do your administrative duties consist of?

· How much time is spent on admin?

· How well integrated in the hospital system do you feel?

· Do you work closely with other professionals?

· Do other professionals understand the service you provide?

· What (if any) misconceptions are there about the kind of work you do?

· Do others appreciate the value of your work?

· Do you receive any professional support from hospital staff?

· Do you attend staff meetings?

· How would/do you increase awareness of your role in the hospital?

· Job satisfaction

· What aspects of your job do you enjoy most?

· What aspects of your job do you dislike?

· Overall are you feelings towards your job positive/negative or neutral?

· Anything else you would like to add?

· Anything you feel we should ask in the questionnaire?

Appendix 9: Overview of the responses from ECLOs 

	ECLO reference name
	(a)
	(b)
	(c)
	(d)

	Main ways of obtaining patients
	Mixture of bookable appointments, referrals and drop ins
	Identifies patients in waiting room and receives some referrals
	Identifies patients in waiting room and receives some referrals
	Mixture of bookable appointments, referrals and drop ins

	Following up patients?
	Yes – when necessary
	No – AFBP tend to follow up referrals made
	Yes – When necessary
	Yes – When necessary

	Patient records kept?
	Yes – Separate from hospital
	Yes – Separate from hospital
	Yes – Separate from hospital
	Yes – integrated with hospital

	Recalls
	Long relationships and one-offs with patients
	Mostly one-offs
	Long relationships and one-offs with patients
	Long relationships and one-offs with patients

	Approx % of time spent on admin
	50%
	50%
	40%
	40%

	Works closely with other professionals?
	Sometimes
	No
	Sometimes
	Yes

	Service provided understood by others?
	Some people
	Some people
	No
	Yes

	Others value their work?
	Some people
	Some people
	No
	Yes

	Receive any professional support?
	No
	No
	No
	Yes


Overview of ECLOs continued

	ECLO reference name
	(a)
	(b)
	(c)
	(d)

	Attends staff/audit/department meetings?
	Yes
	Yes
	Yes
	Yes

	Take action to increase awareness of ECLO?
	Yes
	Yes
	Yes
	Yes

	Feelings towards job
	Positive
	Positive
	Positive
	Positive


6.5 Appendixes Section 8

Appendix 10: Notes about the calculations of the cost of ECLOs

When considering the costs of an ECLO per patient stated in this paper, the following assumptions and limitations should be taken into account.

It was assumed that:

· The cost per patient included time spent on administration, because the calculations were based on all work, not just time spent on face-to-face contact with patients

· That the set-up costs for creating a new ECLO position in a clinic will only be spread across the first year

· The patients that ECLOs see reflect the population of people registered as blind/severely sight impaired because the numbers of patients seen by ECLOs reflect the demographics of those registered as sight impaired and severely sight impaired (ECLO Diary study).

· The cost of a meeting with an ECLO would be the same for someone of each age, gender and eye condition.

· Life expectancy is not reduced by visual impairment. Although this is unlikely due to the increases in the number of falls due to visual impairment (e.g. Vu et al., 2005), there are no estimates of the life expectancy of people with particular eye conditions that we are aware of.

· The ECLO will see each patient once per year for their entire lives. One paper suggests that most people needing assistance with visual impairment would need a minimum of 3 appointments at the clinic over their lifetime (Culham et al., 2002). This implies that the assumption that an individual will have contact with an ECLO once per year for their entire lives is an overestimate. However the changing social needs of patients as a result of progressing visual impairment and/or the changing demands put on an individual at each age may require more regular meetings for advice about education, employment, genetic counselling, childcare, welfare rights, benefits, other developing conditions etc.

Limitations of the calculations of the cost of ECLOs

· The figures reported are likely to underestimate the cost of an ECLO because the costs do not include any additional training for the ECLO (see LOVSME Project, 2009).

· The calculations used the mid point of age groups in some parts of the calculations (e.g. life expectancy for 70 year olds) and broader age groups for other parts of the calculation (proportion registered blind) because the data was collected from a range of sources.

· The calculations included data from different years (life expectancy, 2006-2008; proportion of each sex in each age group, 2007; proportion of new severely sight impaired registrations, 1999-2000). More recent figures for new severely sight impaired registrations do not provide details of age over 75 years (for example http://www.ic.nhs.uk/statistics-and-data-collections/social-care/adult-social-care-information/people-registered-as-blind-and-partially-sighted-2008-england) and were not used because they thus may provide an overestimate of lifetime costs

7.    References

7.1 References: Section 1

Evans, J. R., Fletcher, A. E., & Wormald, R. P. L. (2007). Depression and anxiety in blind and partially sighted older people. Ophthalmology, 114(2), 283-288.

Rees, G., Tee, H. W., Marella, M., Fenwick, E., Dirani, M., & Lamoureux, E. L. (2010). Vision-specific distress and depressive symptoms in people with vision impairment. Investigative Ophthalmology Visual Science.
7.2 References: Section 3

Access Economics Pty Limited. (2009). Future sight loss UK (1): The economic impact of partial sight and blindness in the UK adult population. RNIB.

Branch LG, Horowitz A, and Carr C. The implications for everyday life of incident self-reported visual decline among people over age 65 living in the community. Gerontologist 1989; 29: 359-365. 

Bruce, I. W., McKennell, A. C., & Walker, E. C. (1991). Blind and partially sighted adults in Britain: The RNIB survey. 

Caraballese C, Appollonio I, Rozzini R, Bianchetti A, Frisoni GB Frattola L, and Trabucchi M. Sensory impairment and quality of life in a community elderly population.  Journal of the American Geriatrics Society. 1999; 41(4), 401-407. 

ECLO research Brief (2008) Available from the authors

Hodge S, Wally B (2010) Evaluation of Emotional Support and Counselling within an Integrated Low Vision Service. Last accessed 4th April, 2011.  www.rnib.org.uk/aboutus/Research/reports/2010/ESaC_final.doc
Ivers R, Cumming R, Mitchell P. Poor vision and risk of falls and fractures in older Australians: the Blue Mountains Eye Study. NSW Public Health Bull. 2002;13:8–10. 

Local Government Data Unit Wales (2008) http://www.dataunitwales.gov.uk/Home.asp (Last accessed August 2010)

National Statistics (2007) http://www.statistics.gov.uk/hub/index.html (Last accessed August 2010)

McCarty CA, Fu CL, Taylor HR. Predictors of falls in the Melbourne visual impairment project. Aust NZ J Public Health. 2002;26:116–119. 

Norwell, C., & Hiles, C. (2005). Why every hospital should have an eye clinic liaison officer. International Congress Series, 1282, 226-229.

The Health and Social Care Information Centre. (2008). Registered blind and partially sighted people year ending 31 March 2008, England. The NHS Information Centre. Last accessed 2nd June, 2010, from http://www.ic.nhs.uk/pubs/blindpartiallysighted08
Royal College of Ophthalmologists. Last Accessed 10th August 2010, from: http://www.rcophth.ac.uk/docs/publications/published-guidelines/CommissionContempAMDServicesV3Final.pdf
Verstraten, P.F.J., Brinkmann, L.J.H , Stevens, N.L. & Schouten, J.S.A, (2005). Loneliness, adaptation to vision impairment, social support and depression among blind and partially sighted elderly. International Congress Series. 317-32

7.3 References: Section 4

Culham, L. E., Ryan, B., Jackson, A. J., Hill, A. R., Jones, B., Miles, C., Young, J. A., Bunce, C., & Bird, A. C. (2002). Low vision services for vision rehabilitation in the united kingdom. British Journal of Ophthalmology, 86(7), 743-747.

Department of Health. (2009). Outpatient waiting times 08/09 - monthly summary. London: Last accessed 3rd June, 2010, from http://www.dh.gov.uk/en/Publicationsandstatistics/Statistics/Performancedataandstatistics/HospitalWaitingTimesandListStatistics/DH_088038
Dodds, A. G., Flannigan, H., & Ng, L. (1993). The Nottingham adjustment scale: A validation study. International Journal of Rehabilitation, 16(3), 177-184.

Douglas, G., Pavey, S., & & Corcoran, C. (2008). Access to information, services and support for people with visual impairment. Vision 2020 UK. Last accessed 25th May, 2010, from www.vision2020uk.org.uk/.../Network%201000%20Survey%202%2020Access%20to%20Services%20-%20October%202008(1).doc
Douglas, G., Pavey, S., Corcoran, C., & Eperjesi, F. (2010). Blind and partially sighted people's views of the services they received in the eye clinic in the UK. Ophthalmic and Physiological Optics.

Douglas, G., Spurgeon, P., & Pavey, S. (2005). An exploratory study of the impact of non-medical eye clinic support services (ECSS) in hospital eye clinics. International Congress Series, 1282, 105-108. 

Horowitz, A., Brennan, M., Reinhardt, J. P., & MacMillan, T. (2006). The impact of assistive device use on disability and depression among older adults with age-related vision impairments. The Journals of Gerontology Series B: Psychological Sciences and Social Sciences, 61(5), S274-S280.

Low Vision Service Model Evaluation (LOVSME) Project. (2009). Low vision service outcomes: A systematic review. RNIB. Last accessed 2nd July, 2010, from http://www.rnib.org.uk/ABOUTUS/RESEARCH/REPORTS/EYEHEALTH/Pages/eye_health.aspx
Marx, M. S., & Werner, P. (1994). The eye disorders of residents of a nursing home. Journal of Visual Impairment & Blindness, 88(5), 462-148.

McBride, S. (2001). Patients talking 2. RNIB.

Norwell, C., & Hiles, C. (2005). Why every hospital should have an eye clinic liaison officer. International Congress Series, 1282, 226-229.

Owsley, C., McGwin, G.,Jr, Lee, P. P., Wasserman, N., & Searcey, K. (2009). Characteristics of low-vision rehabilitation services in the united states. Archives of Ophthalmology, 127(5), 681-689.

Rees, G., Saw, C. L., Lamoureux, E. L., & Keeffe, J. E. (2007). Self-management programs for adults with low vision: Needs and challenges. Patient Education and Counseling, 69(1-3), 39-46.

Tabrett, D., & Latham, K. (2009). Depression and acquired visual impairment. Optometry in Practice, 10, 75-88.

The Health and Social Care Information Centre. (2008). Registered blind and partially sighted people year ending 31 March 2008, England. The NHS Information Centre. Last accessed 2nd June, 2010, from http://www.ic.nhs.uk/pubs/blindpartiallysighted08
Vu, H. T. V., Keeffe, J. E., McCarty, C. A., & Taylor, H. R. (2005). Impact of unilateral and bilateral vision loss on quality of life. British Journal of Ophthalmology, 89(3), 360-363.

Welsh Low Vision Service. (2005). Service manual. Last accessed, 3rd June, 2010, from http://www.wales.nhs.uk/sites3/docmetadata.cfm?orgid=562&id=51354
World Health Organisation. (2001). International Clasification of Functioning, Disability and Health. Last accessed 2nd June, 2010, from http://www.who.int/classifications/icf/en/ 

7.4 References: Section 6
Bosanquet, N., & Mehta, P. (2008). Evidence base to support the UK vision strategy. London: RNIB. Last accessed 16th July, 2010 from: http://www.vision2020uk.org.uk/UKVisionstrategy/page.asp?section=32&sectionTitle=About+the+Strategy
De Leo, D., Hickey, P. A., Meneghel, G., & Cantor, C. H. (1999). Blindness, fear of sight loss, and suicide. Psychosomatics, 40(4), 339-344. 

Department of Health. (2009). Outpatient waiting times 08/09 - monthly summary. London: Last accessed on 1st June, 2010 http://www.dh.gov.uk/en/Publicationsandstatistics/Statistics/Performancedataandstatistics/HospitalWaitingTimesandListStatistics/DH_088038
Douglas, G., Pavey, S., & & Corcoran, C. (2008). Access to information, services and support for people with visual impairment. Vision 2020 UK.

Future sight loss UK (1): The economic impact of partial sight and blindness in the UK adult population. (2009). RNIB. Last accessed 16th July, 2010 from: http://www.vision2020uk.org.uk/UKVisionstrategy/page.asp?section=74&sectionTitle=Future+Sight+Loss+UK+Research
McBride, S. (2001). Patients talking 2. RNIB.

Mojon-Azzi, S. M., Sousa-Poza, A., & Mojon, D. S. (2008). Impact of low vision on well-being in 10 European countries. Ophthalmologica.Journal International d'Ophtalmologie.International Journal of Ophthalmology.Zeitschrift Fur Augenheilkunde, 222(3), 205-212. 

Rees, G., Saw, C. L., Lamoureux, E. L., & Keeffe, J. E. (2007). Self-management programs for adults with low vision: Needs and challenges. Patient Education and Counseling, 69(1-3), 39-46.

Shah, R., Edgar, D. F., Harle, D. E., Weddell, L., Austen, D. P., Burghardt, D., & Evans, B. J. (2009). The content of optometric eye examinations for a presbyopic patient presenting with symptoms of flashing lights. Ophthalmic & Physiological Optics : The Journal of the British College of Ophthalmic Opticians (Optometrists), 29(2), 105-126.

Shah, R., Edgar, D. F., Rabbetts, R., Blakeney, S. L., Charlesworth, P., Harle, D. E., & Evans, B. J. (2008). The content of optometric eye examinations for a young myope with headaches. Ophthalmic & Physiological Optics : The Journal of the British College of Ophthalmic Opticians (Optometrists), 28(5), 404-421.

Stelmack, J. (2001). Quality of life of low-vision patients and outcomes of low-vision rehabilitation. Optometry and Vision Science : Official Publication of the American Academy of Optometry, 78(5), 335-342.

The Health and Social Care Information Centre. (2009). Community care statistics 2007 - 08: Referrals, assessments and packages of care for adults, England – National Summary. London: Last accessed 17th July, 2010 from: http://www.ic.nhs.uk/statistics-and-data-collections/social-care/adult-social-care-information/community-care-statistics-2007-2008-referrals-assessments-and-packages-of-care-for-adults-england--national-summary-[ns]
The LOVSME Project. (2009). Profiling of UK low vision services. RNIB. . Last accessed 2nd July, 2010, from: http://www.rnib.org.uk/ABOUTUS/RESEARCH/REPORTS/EYEHEALTH/Pages/eye_health.aspx
7.5 References: Section 8
Access Economics Pty Limited. (2009). Future sight loss UK (1): The economic impact of partial sight and blindness in the UK adult population. RNIB.

Culham, L. E., Ryan, B., Jackson, A. J., Hill, A. R., Jones, B., Miles, C., Young, J. A., Bunce, C., & Bird, A. C. (2002). Low vision services for vision rehabilitation in the united kingdom. British Journal of Ophthalmology, 86(7), 743-747.

Curtis L., Netten, A. (2010) Unit costs of health and social care. London. Personal Social services Unit

Douglas, G., Pavey, S., & & Corcoran, C. (2008). Access to information services and support for people with visual impairment. Vision 2020 UK.

Frick, K. D., Gower, E. W., Kempen, J. H., & Wolff, J. L. (2007). Economic impact of visual impairment and blindness in the united states. Archives of Ophthalmology, 125(4), 544-550.

Frick, K. D., Kymes, S. M., Lee, P. P., Matchar, D. B., Pezzullo, M. L., Rein, D. B., Taylor, H. R., & Vancouver Economic Burden of Vision Loss Group. (2010). The cost of visual impairment: Purposes, perspectives, and guidance. Investigative Ophthalmology & Visual Science, 51(4), 1801-1805.

McBride, S. (2001). Patients talking 2. RNIB.

McLeod, H., Dickinson, H., Williams, I., Robinson, S., & Coast, J. (2006). Evaluation of the chronic eye care services programme: Final report. Health Services Management Centre, University of Birmingham. Last accessed 25th July, 2010 from: http://www.aop.org.uk/uploaded_files/dh_evaluation_report_of_pilots_jan_2007.pdf
Rein, D. B., Zhang, P., Wirth, K. E., Lee, P. P., Hoerger, T. J., McCall, N., Klein, R., Tielsch, J. M., Vijan, S., & Saaddine, J. (2006). The economic burden of major adult visual disorders in the United States. Archives of Ophthalmology, 124(12), 1754-1760.

RNIB. (2008). Evaluation of ECLO Service. Unpublished Report.

Taylor, H. R., Pezzullo, M. L., & Keeffe, J. E. (2006). The economic impact and cost of visual impairment in australia. British Journal of Ophthalmology, 90(3), 272-275.

The LOVSME Project. (2009). Profiling of UK low vision services. RNIB. . Last accessed 2nd July, 2010, from: http://www.rnib.org.uk/ABOUTUS/RESEARCH/REPORTS/EYEHEALTH/Pages/eye_health.aspx
Vu, H. T. V., Keeffe, J. E., McCarty, C. A., & Taylor, H. R. (2005). Impact of unilateral and bilateral vision loss on quality of life. British Journal of Ophthalmology, 89(3), 360-363.

7.6 References: Section 9
Access Economics Pty Limited. (2009). Future sight loss UK (1): The economic impact of partial sight and blindness in the UK adult population. RNIB.

Bunce, C., & Wormald, R. (2006). Leading causes of certification for blindness and partial sight in England & Wales. BMC Public Health, 6, 58.

Douglas, G., Pavey, S., & & Corcoran, C. (2008). Access to information, services and support for people with visual impairment. Vision 2020 UK. Last accessed 25th May, 2010, from www.vision2020uk.org.uk/.../Network%201000%20Survey%202%2020Access%20to%20Services%20-%20October%202008(1).doc
Department of Health. (2010). Building the National Care Service. London: Department of Health. Retrieved on 1st June, 2010, from http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_114922
Goodrich, G. L., Kirby, J., Wood, J., & Peters, L. (2006). The reading behavior inventory: An outcome assessment tool. Journal of Visual Impairment & Blindness, 100(3), 164-168. 

Harper, R., Doorduyn, K., Reeves, B., & Slater, L. (1999). Evaluating the outcomes of low vision rehabilitation. Ophthalmic and Physiological Optics, 19(1), 3-11.

Horowitz, A., Reinhardt, J. P., & Boerner, K. (2005). The effect of rehabilitation on depression among visually disabled older adults. Aging & Mental Health, 9(6), 563. 

Horowitz, A., Brennan, M., Reinhardt, J. P., & MacMillan, T. (2006). The impact of assistive device use on disability and depression among older adults with age-related vision impairments. The Journals of Gerontology Series B: Psychological Sciences and Social Sciences, 61(5), S274-S280. 

Horowitz, A., Reinhardt J.P., & Raykov T. (2007). Development and validation of a short form adaptation to age–related vision loss scale: The AVL12.  Journal of Visual Impairment and Blindness, 101, 146-159.

Horowitz, A. Leonard, R., & Reinhardt, J. P. (2000).  Measuring psychosocial and functional outcomes of a group model of vision rehabilitation services for older adults. Journal of Visual Impairment & Blindness  (Special Issue on Outcomes). 94, 328-337.

Kuyk, T., Liu, L., Elliott, J. L., Grubbs, H. E., Owsley, C., McGwin, G.,Jr, Griffin, R. L., & Fuhr, P. S. (2008). Health-related quality of life following blind rehabilitation. Quality of Life Research : An International Journal of Quality of Life Aspects of Treatment, Care and Rehabilitation, 17(4), 497-507.

Lenth, RV (2001) Some practical guidelines for effective sample-size determination. Available at www.stat.uiowa.edu/techrep/tr303.pdf (Last accessed 16th March, 2011)
Lee, D. J., Gomez-Marin, O., Lam, B. L., & Zheng, D. D. (2002). Visual acuity impairment and mortality in US adults. Archives of Ophthalmology, 120(11), 1544-1550.

Low Vision Service Model Evaluation (LOVSME) Project. (2009). Low vision service outcomes: A systematic review. RNIB. Last accessed 2nd July, 2010, from http://www.rnib.org.uk/ABOUTUS/RESEARCH/REPORTS/EYEHEALTH/Pages/eye_health.aspx
McBride, S. (2001). Patients talking 2 RNIB. 

Montori VM, Devereaux PJ, Adhikari NK, Burns KE, Eggert CH, Briel M, et al. Randomized trials stopped early for benefit: a systematic review (2005), JAMA ,294:2203-9.
Mojon-Azzi, S. M., Sousa-Poza, A., & Mojon, D. S. (2008). Impact of low vision on well-being in 10 European countries. International Journal of Ophthalmology. 222(3), 205-212.

Pedula, K., Coleman, A., Hillier, T., & Mangione, C. (2002). Visual acuity, contrast sensitivity and mortality in older women: The study of osteoporotic fractures. ARVO Meeting Abstracts, 43(12), 3833. 

Rees, G., Saw, C. L., Lamoureux, E. L., & Keeffe, J. E. (2007). Self-management programs for adults with low vision: Needs and challenges. Patient Education and Counseling, 69(1-3), 39-46.

Stelmack, J. (2001). Quality of life of low-vision patients and outcomes of low-vision rehabilitation. Optometry and Vision Science : Official Publication of the American Academy of Optometry, 78(5), 335-342. 

Stelmack, J. A., Tang, X. C., Reda, D. J., Rinne, S., Mancil, R. M., Massof, R. W., & for the LOVIT Study Group,. (2008). Outcomes of the veterans affairs low vision intervention trial (LOVIT). Archives of Ophthalmology, 126(5), 608-617.

Sherbourne,C.D.,Stewart, A.L.(1991) The MOS social support survey Soc Sci Med, 32(6), 705-14.
The Health and Social Care Information Centre. (2008). Registered blind and partially sighted people year ending 31 March 2008, England. The NHS Information Centre. Last accessed 2nd June, 2010, from http://www.ic.nhs.uk/pubs/blindpartiallysighted08
Verstraten PFJ, Brinkmann WLJH,  Stevensand NL Schouten JSAG (2005) Loneliness, adaptation to vision impairment, social support and depression among visually impaired elderly International Congress Series, 1282, 317-321

Vu, H. T. V., Keeffe, J. E., McCarty, C. A., & Taylor, H. R. (2005). Impact of unilateral and bilateral vision loss on quality of life. British Journal of Ophthalmology, 89(3), 360-363
Wahl, H., Kammerer, A., Holz, F., Miller, D., Becker, S., Kaspar, R., & Himmelsbach, I. (2006). Psychosocial intervention for age-related macular degeneration: A pilot project. Journal of Visual Impairment & Blindness, 100(9), 533-544. 

Waern, M., Rubenowitz, E., Runeson, B., Skoog, I., Wilhelmson, K., & Allebeck, P. (2002). Burden of illness and suicide in elderly people: Case-control study. BMJ, 324(7350), 1355. 

Wolffsohn, J. S., & Cochrane, A. L. (2000). Design of the low vision quality-of-life questionnaire (LVQOL) and measuring the outcome of low-vision rehabilitation. American Journal of Ophthalmology, 130(6), 793-802.

WHO-5 well being index. Last Accessed 10th August 2010, from: http://www.who-5.org/. 

7.7 References: Section 10

Culham, L. E., Ryan, B., Jackson, A. J., Hill, A. R., Jones, B., Miles, C., Young, J. A., Bunce, C., & Bird, A. C. (2002). Low vision services for vision rehabilitation in the united kingdom. British Journal of Ophthalmology, 86(7), 743-747.

Department of Health. (2009). Outpatient waiting times 08/09 - monthly summary. London: Last accessed 3rd June, 2010, from http://www.dh.gov.uk/en/Publicationsandstatistics/Statistics/Performancedataandstatistics/HospitalWaitingTimesandListStatistics/DH_088038
Evans, J. R., Fletcher, A. E., & Wormald, R. P. L. (2007). Depression and anxiety in blind and partially sighted older people. Ophthalmology, 114(2), 283-288.

Goodrich, G. L., Kirby, J., Wood, J., & Peters, L. (2006). The reading behavior inventory: An outcome assessment tool. Journal of Visual Impairment & Blindness, 100(3), 164-168. 
Horowitz, A., Brennan, M., Reinhardt, J. P., & MacMillan, T. (2006). The impact of assistive device use on disability and depression among older adults with age-related vision impairments. The Journals of Gerontology Series B: Psychological Sciences and Social Sciences, 61(5), S274-S280. 

Horowitz, A. Leonard, R., & Reinhardt, J. P. (2000).  Measuring psychosocial and functional outcomes of a group model of vision rehabilitation services for older adults. Journal of Visual Impairment & Blindness  (Special Issue on Outcomes). 94, 328-337

National Eye Care Services Steering Group. (2004). 
First report of the national eye care services steering group. London: Department of Health. Last accessed on 2nd June, 2010, from http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4080998
Norwell, C., & Hiles, C. (2005). Why every hospital should have an eye clinic liaison officer. International Congress Series, 1282, 226-229.

Kuyk, T., Liu, L., Elliott, J. L., Grubbs, H. E., Owsley, C., McGwin, G.,Jr, Griffin, R. L., & Fuhr, P. S. (2008). Health-related quality of life following blind rehabilitation. Quality of Life Research : An International Journal of Quality of Life Aspects of Treatment, Care and Rehabilitation, 17(4), 497-507.

Low Vision Service Model Evaluation (LOVSME) Project. (2009). Low vision service outcomes: A systematic review. RNIB. Last accessed 2nd July, 2010, from http://www.rnib.org.uk/ABOUTUS/RESEARCH/REPORTS/EYEHEALTH/Pages/eye_health.aspx
McBride, S. (2001). Patients talking 2 RNIB. 

Rees, G., Tee, H. W., Marella, M., Fenwick, E., Dirani, M., & Lamoureux, E. L. (2010). Vision-specific distress and depressive symptoms in people with vision impairment. Investigative Ophthalmology Visual Science.
Shah, R., Edgar, D. F., Harle, D. E., Weddell, L., Austen, D. P., Burghardt, D., & Evans, B. J. (2009). The content of optometric eye examinations for a presbyopic patient presenting with symptoms of flashing lights. Ophthalmic & Physiological Optics : The Journal of the British College of Ophthalmic Opticians (Optometrists), 29(2), 105-126.

Shah, R., Edgar, D. F., Rabbetts, R., Blakeney, S. L., Charlesworth, P., Harle, D. E., & Evans, B. J. (2008). The content of optometric eye examinations for a young myope with headaches. Ophthalmic & Physiological Optics : The Journal of the British College of Ophthalmic Opticians (Optometrists), 28(5), 404-421.

Stelmack, J. A., Tang, X. C., Reda, D. J., Rinne, S., Mancil, R. M., Massof, R. W., & for the LOVIT Study Group,. (2008). Outcomes of the veterans affairs low vision intervention trial (LOVIT). Archives of Ophthalmology, 126(5), 608-617.

The Health and Social Care Information Centre. (2008). Registered blind and partially sighted people year ending 31 March 2008, England. The NHS Information Centre. Last accessed 2nd June, 2010, from http://www.ic.nhs.uk/pubs/blindpartiallysighted08
Wahl, H., Kammerer, A., Holz, F., Miller, D., Becker, S., Kaspar, R., & Himmelsbach, I. (2006). Psychosocial intervention for age-related macular degeneration: A pilot project. Journal of Visual Impairment & Blindness, 100(9), 533-544. 

Wolffsohn, J. S., & Cochrane, A. L. (2000). Design of the low vision quality-of-life questionnaire (LVQOL) and measuring the outcome of low-vision rehabilitation. American Journal of Ophthalmology, 130(6), 793-802.

*





*





*





*





Services not provided by ECLOs





n=19





n=5





n=5





� EMBED Excel.Chart.8 \s ���





n=5





n=4





n=2





n=19





� EMBED Excel.Chart.8 \s ���








� http://www.surveymonkey.com/


� See Tabrett and Latham (2009) for a discussion of depressed patients in optometric practice.


� from RVIs (“Hospital Eye Service Referral of Vision Impaired Patient”) and LVLs (Low Vision Letter/Leaflet)


� The Health and Social Care Information Centre (2008)


� Jobs titles other than ECLO were due to change to ECLO in the future because of the association of Action for Blind People (AFBP) with the RNIB Group.


� http://www.surveymonkey.com/


� ECLOs employed by the NHS will be NHS employees like nurses, doctors and administrators. ECLOs employed by local authorities and charities will be employees of these organisations but will still be based in eye clinics. 


� From Business Case Proposal for one ECLO


� � HYPERLINK "http://www.statistics.gov.uk/populationestimates/flash_pyramid/UK-pyramid/pyramid6_30.html" �http://www.statistics.gov.uk/populationestimates/flash_pyramid/UK-pyramid/pyramid6_30.html�


� Bunce & Wormald (2007)


� The average number of patients seen per ECLO in the ECLO diary (Section 6) was 6 patients. The main aim of the diary study was to determine the role of an ECLO and not to calculate the cost of an ECLO. The main aim of the survey was to calculate the cost of an ECLO hence average numbers obtained in the ECLO survey have been used for calculation purposes. The ECLO survey was based on 23 ECLOs and therefore is more statistically robust when compared to the ECLO dairy which was based on11 ECLOs


� http://www.pssru.ac.uk/uc/uc2010contents.htm


� Effect size is a way of quantifying the difference between two groups and is considered to be a useful means of quantifying the effectiveness of an intervention
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Chart1

		Over utilised		5

		Well utilized		19

		Under utilized		5



0.172

0.655

0.172



Question 1

		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff

		Does your position require you to be aware of low vision services at your hospital or clinic?		Does your position require you to be aware of low vision services at your hospital or clinic?		Does your position require you to be aware of low vision services at your hospital or clinic?		Does your position require you to be aware of low vision services at your hospital or clinic?

		Answer Options		Answer Options		Response Percent		Response Count

		Yes		Yes		83.6%		97

		No		No		16.4%		19

		answered question		answered question		116		116

		skipped question		skipped question		0		0





Question 1

		0

		0



Does your position require you to be aware of low vision services at your hospital or clinic?



Question 2

		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff

		Which of the following services are available in your PCT/hospital to visually impaired people with sight loss, who are eligible for certification as sight impaired or severely sight impaired? If your PCT/hospital provides any other services which you thi		Which of the following services are available in your PCT/hospital to visually impaired people with sight loss, who are eligible for certification as sight impaired or severely sight impaired? If your PCT/hospital provides any other services which you thi		Which of the following services are available in your PCT/hospital to visually impaired people with sight loss, who are eligible for certification as sight impaired or severely sight impaired? If your PCT/hospital provides any other services which you thi		Which of the following services are available in your PCT/hospital to visually impaired people with sight loss, who are eligible for certification as sight impaired or severely sight impaired? If your PCT/hospital provides any other services which you thi		Which of the following services are available in your PCT/hospital to visually impaired people with sight loss, who are eligible for certification as sight impaired or severely sight impaired? If your PCT/hospital provides any other services which you thi

		Answer Options		Answer Options		Yes		No		Response Count

		Signposting to other sources of help (including charities and advice about housing, education, benefits and employment)		Signposting to other sources of help (including charities and advice about housing, education, benefits and employment)		64		8		72

		Emotional Support (excluding counselling)		Emotional Support (excluding counselling)		48		24		72

		Family Support		Family Support		36		36		72

		Referring to social services		Referring to social services		67		5		72

		Explanation about the use of non-optical aids. E.g Lighting		Explanation about the use of non-optical aids. E.g Lighting		65		7		72

		Training in the use of Low Vision Aids		Training in the use of Low Vision Aids		68		4		72

		Explanation about the use of Low Vision Aids		Explanation about the use of Low Vision Aids		69		3		72

		Explanation of the process of registration		Explanation of the process of registration		67		5		72

		Explanation of the cause of the patient's vision loss and prognosis		Explanation of the cause of the patient's vision loss and prognosis		67		5		72

		Other Services (please specify)		Other Services (please specify)		Other Services (please specify)		11		11

		answered question		answered question		answered question		72		72

		skipped question		skipped question		skipped question		44		44





Question 2
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		0		0

		0		0

		0		0

		0		0

		0		0

		0		0

		0		0



No

Yes

Which of the following services are available in your PCT/hospital to



Question 3

		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff

		Which of the following services do you feel are essential to the care of visually impaired people with sight loss, who are eligible for certification as sight impaired or severely sight impaired? If you think that there are any other services which could		Which of the following services do you feel are essential to the care of visually impaired people with sight loss, who are eligible for certification as sight impaired or severely sight impaired? If you think that there are any other services which could		Which of the following services do you feel are essential to the care of visually impaired people with sight loss, who are eligible for certification as sight impaired or severely sight impaired? If you think that there are any other services which could		Which of the following services do you feel are essential to the care of visually impaired people with sight loss, who are eligible for certification as sight impaired or severely sight impaired? If you think that there are any other services which could		Which of the following services do you feel are essential to the care of visually impaired people with sight loss, who are eligible for certification as sight impaired or severely sight impaired? If you think that there are any other services which could

		Answer Options		Answer Options		Essential		Not Essential		Response Count

		Signposting to other sources of help (including charities and advice about housing, education, benefits and employment)		Signposting to other sources of help (including charities and advice about housing, education, benefits and employment)		74		7		81

		Emotional Support (excluding counselling)		Emotional Support (excluding counselling)		70		11		81

		Family Support		Family Support		67		14		81

		Referring to social services		Referring to social services		71		10		81

		Explanation about the use of non-optical aids. E.g Lighting		Explanation about the use of non-optical aids. E.g Lighting		81		0		81

		Training in the use of Low Vision Aids		Training in the use of Low Vision Aids		80		1		81

		Explanation about the use of Low Vision Aids		Explanation about the use of Low Vision Aids		79		2		81

		Explanation of the process of registration		Explanation of the process of registration		78		3		81

		Explanation of the cause of the patient's vision loss and prognosis		Explanation of the cause of the patient's vision loss and prognosis		80		1		81

		Other Services (please specify)		Other Services (please specify)		Other Services (please specify)		3		3

		answered question		answered question		answered question		81		81

		skipped question		skipped question		skipped question		35		35





Question 3
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Not Essential

Essential

Which of the following services do you feel are essential to the care of visually impaired p



Question 4

		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff

		Have you heard of the ECLO or equivalent service?		Have you heard of the ECLO or equivalent service?		Have you heard of the ECLO or equivalent service?		Have you heard of the ECLO or equivalent service?

		Answer Options		Answer Options		Response Percent		Response Count

		Yes		Yes		75.3%		61

		No		No		24.7%		20

		answered question		answered question		81		81

		skipped question		skipped question		35		35





Question 4

		0

		0



Have you heard of the ECLO or equivalent service?



Question 5

		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff

		Does your local hospital employ the ECLO/equivalent personnel?		Does your local hospital employ the ECLO/equivalent personnel?		Does your local hospital employ the ECLO/equivalent personnel?		Does your local hospital employ the ECLO/equivalent personnel?

		Answer Options		Answer Options		Response Percent		Response Count

		Yes		Yes		49.2%		29

		No		No		35.6%		21

		Not sure		Not sure		15.3%		9

		If equivalent personnel, please specify		If equivalent personnel, please specify		11		11

		answered question		answered question		59		59

		skipped question		skipped question		57		57





Question 5

		0

		0

		0



Does your local hospital employ the ECLO/equivalent personnel?



Question 6

		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff

		Can you select which of the services below are provided by the ECLO/equivalent personnel. Please tick all those that apply.		Can you select which of the services below are provided by the ECLO/equivalent personnel. Please tick all those that apply.		Can you select which of the services below are provided by the ECLO/equivalent personnel. Please tick all those that apply.		Can you select which of the services below are provided by the ECLO/equivalent personnel. Please tick all those that apply.

		Answer Options		Answer Options		Provided by the ECLO/equivalent personnel		Response Count

		Explanation of the cause of the patient's vision loss and prognosis		Explanation of the cause of the patient's vision loss and prognosis		19		19

		Explanation of the process of registration		Explanation of the process of registration		29		29

		Explanation about the use of Low Vision Aids		Explanation about the use of Low Vision Aids		16		16

		Training in the use of Low Vision Aids		Training in the use of Low Vision Aids		13		13

		Explanation about the use of non-optical aids. E.g Lighting		Explanation about the use of non-optical aids. E.g Lighting		21		21

		Referring to social services		Referring to social services		28		28

		Family Support		Family Support		21		21

		Emotional Support (excluding counselling)		Emotional Support (excluding counselling)		25		25

		Signposting to other sources of help (including charities and advice about housing, education, benefits and employment)		Signposting to other sources of help (including charities and advice about housing, education, benefits and employment)		29		29

		answered question		answered question		29		29

		skipped question		skipped question		87		87





Question 6
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Provided by the ECLO/equivalent personnel

Can you select which of the services below are provided by the ECLO/equivalent personnel. Please tick all those that apply.



Question 7

		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff

		Within your local hospital/ PCT are the services of the ECLO/equivalent personnel:		Within your local hospital/ PCT are the services of the ECLO/equivalent personnel:		Within your local hospital/ PCT are the services of the ECLO/equivalent personnel:		Within your local hospital/ PCT are the services of the ECLO/equivalent personnel:

		Answer Options		Answer Options		Response Percent		Response Count

		Over utilised		Over utilised		17.2%		5				Over utilised		Over utilised		17.2%

		Well utilized		Well utilized		65.5%		19				Well utilized		Well utilized		65.5%

		Under utilized		Under utilized		17.2%		5				Under utilized		Under utilized		17.2%

		answered question		answered question		29		29

		skipped question		skipped question		87		87





Question 7

		





Question 8

		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff

		The ECLO/equivalent services in my local hospital/PCT significantly improves patient care and makes the patient experience better. Please give your opinion on the statement		The ECLO/equivalent services in my local hospital/PCT significantly improves patient care and makes the patient experience better. Please give your opinion on the statement		The ECLO/equivalent services in my local hospital/PCT significantly improves patient care and makes the patient experience better. Please give your opinion on the statement		The ECLO/equivalent services in my local hospital/PCT significantly improves patient care and makes the patient experience better. Please give your opinion on the statement

		Answer Options		Answer Options		Response Percent		Response Count

		Don't know		Don't know		3.4%		1

		Strongly disagree		Strongly disagree		6.9%		2

		Disagree		Disagree		0.0%		0

		Neither agree/disagree		Neither agree/disagree		0.0%		0

		Agree		Agree		34.5%		10

		Strongly agree		Strongly agree		55.2%		16

		answered question		answered question		29		29

		skipped question		skipped question		87		87

		The ECLO/equivalent services in my local hospital/PCT significantly improves patient care and makes the patient experience better. Please give your opinion on the statement		The ECLO/equivalent services in my local hospital/PCT significantly improves patient care and makes the patient experience better. Please give your opinion on the statement		The ECLO/equivalent services in my local hospital/PCT significantly improves patient care and makes the patient experience better. Please give your opinion on the statement		The ECLO/equivalent services in my local hospital/PCT significantly improves patient care and makes the patient experience better. Please give your opinion on the statement

		Answer Options		Answer Options		Response Percent		Response Count

		Don't know		Don't know		3.4%		1

		Strongly disagree and Disagree		Strongly disagree		6.9%		2

		Neither agree/disagree		Neither agree/disagree		0.0%		0

		Strongly agree and Agree				89.7%

		Agree		Agree		34.5%		10

		Strongly agree		Strongly agree		55.2%		16

		Don't know		1		3.4

		Strongly disagree or Disagree		2		6.9

		Neither agree/disagree		0		0.0

		Strongly agree or Agree		26		89.7



n=5

n=5

n=19



Question 8
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		0



The ECLO/equivalent services in my local hospital/PCT significantly improves patient care and makes the patient experience better. Please give your opinion on the statement



Question 9
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		0





Question 10

		0

		0
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		0





Question 11

		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff

		Does you position require you to be aware of the duties/roles of different members of clinical staff at your hospital/clinic?		Does you position require you to be aware of the duties/roles of different members of clinical staff at your hospital/clinic?		Does you position require you to be aware of the duties/roles of different members of clinical staff at your hospital/clinic?		Does you position require you to be aware of the duties/roles of different members of clinical staff at your hospital/clinic?

		Answer Options		Answer Options		Response Percent		Response Count

		Yes		Yes		63.8%		30

		No		No		36.2%		17

		answered question		answered question		47		47

		skipped question		skipped question		69		69





Question 11

		0

		0



Does you position require you to be aware of the duties/roles of different members of clinical staff at your hospital/clinic?



Question 12

		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff

		Which members of staff in your PCT/local hospital provides the following patient related services? If these services overlap between personnel, you may select multiple personnel.		Which members of staff in your PCT/local hospital provides the following patient related services? If these services overlap between personnel, you may select multiple personnel.		Which members of staff in your PCT/local hospital provides the following patient related services? If these services overlap between personnel, you may select multiple personnel.		Which members of staff in your PCT/local hospital provides the following patient related services? If these services overlap between personnel, you may select multiple personnel.		Which members of staff in your PCT/local hospital provides the following patient related services? If these services overlap between personnel, you may select multiple personnel.		Which members of staff in your PCT/local hospital provides the following patient related services? If these services overlap between personnel, you may select multiple personnel.		Which members of staff in your PCT/local hospital provides the following patient related services? If these services overlap between personnel, you may select multiple personnel.		Which members of staff in your PCT/local hospital provides the following patient related services? If these services overlap between personnel, you may select multiple personnel.		Which members of staff in your PCT/local hospital provides the following patient related services? If these services overlap between personnel, you may select multiple personnel.		Which members of staff in your PCT/local hospital provides the following patient related services? If these services overlap between personnel, you may select multiple personnel.

		Answer Options		Answer Options		Optometrist		Ophthalmologist		Orthoptist		Nurse		Other personnel		No one		Not sure		Response Count

		Signposting to other sources of help (including charities and advice about housing, education, benefits and employment)		Signposting to other sources of help (including charities and advice about housing, education, benefits and employment)		6		7		11		7		10		4		1		29

		Emotional Support (excluding counselling)		Emotional Support (excluding counselling)		3		3		3		4		6		10		6		29

		Family Support		Family Support		1		2		2		2		7		14		5		29

		Referring to social services		Referring to social services		4		15		8		6		11		1		2		29

		Explanation about the use of non-optical aids. E.g Lighting		Explanation about the use of non-optical aids. E.g Lighting		10		3		12		1		10		3		1		29

		Training in the use of Low Vision Aids		Training in the use of Low Vision Aids		10		0		11		0		8		2		1		29

		Explanation about the use of Low Vision Aids		Explanation about the use of Low Vision Aids		11		0		12		1		10		2		0		29

		Explanation of the process of registration		Explanation of the process of registration		6		17		3		6		10		1		1		29

		Explanation of the cause of the patient's vision loss and prognosis		Explanation of the cause of the patient's vision loss and prognosis		6		23		7		7		5		1		2		29

		If other personnel (please specify, with reference to the particular service)		If other personnel (please specify, with reference to the particular service)		If other personnel (please specify, with reference to the particular service)		If other personnel (please specify, with reference to the particular service)		If other personnel (please specify, with reference to the particular service)		If other personnel (please specify, with reference to the particular service)		If other personnel (please specify, with reference to the particular service)		If other personnel (please specify, with reference to the particular service)		7		7

		answered question		answered question		answered question		answered question		answered question		answered question		answered question		answered question		29		29

		skipped question		skipped question		skipped question		skipped question		skipped question		skipped question		skipped question		skipped question		87		87





Question 12
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Not sure

No one

Other personnel

Nurse

Orthoptist

Ophthalmologist

Optometrist

Which members of staff in your PCT/local hospital provides the following patient related services? If these services overlap between personnel, you may select multiple personnel.



Question 13

		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff

		Considering the members of staff involved in the above patient services, do you feel that this is a good utilisation of their time?		Considering the members of staff involved in the above patient services, do you feel that this is a good utilisation of their time?		Considering the members of staff involved in the above patient services, do you feel that this is a good utilisation of their time?		Considering the members of staff involved in the above patient services, do you feel that this is a good utilisation of their time?

		Answer Options		Answer Options		Response Percent		Response Count

		No		No		31.0%		9

		Yes		Yes		69.0%		20

		Additional Comments		Additional Comments		6		6

		answered question		answered question		29		29

		skipped question		skipped question		87		87





Question 13

		0

		0



Considering the members of staff involved in the above patient services, do you feel that this is a good utilisation of their time?



Question 14

		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff

		Do you feel that a member of staff who specifically handles these patient related services should be appointed? This member of staff would be called an ‘Eye Care Liaison Officer' or equivalent.		Do you feel that a member of staff who specifically handles these patient related services should be appointed? This member of staff would be called an ‘Eye Care Liaison Officer' or equivalent.		Do you feel that a member of staff who specifically handles these patient related services should be appointed? This member of staff would be called an ‘Eye Care Liaison Officer' or equivalent.		Do you feel that a member of staff who specifically handles these patient related services should be appointed? This member of staff would be called an ‘Eye Care Liaison Officer' or equivalent.

		Answer Options		Answer Options		Response Percent		Response Count

		No		No		34.5%		10

		Yes		Yes		65.5%		19

		Additional comments		Additional comments		2		2

		answered question		answered question		29		29

		skipped question		skipped question		87		87





Question 14

		0

		0



Do you feel that a member of staff who specifically handles these patient related services should be appointed? This member of staff would be called an ‘Eye Care Liaison Officer' or equivalent.



Question 15

		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff

		Having  an ECLO would significantly reduce the average time I would spend with a patient. Please give your opinion on this statement:		Having  an ECLO would significantly reduce the average time I would spend with a patient. Please give your opinion on this statement:		Having  an ECLO would significantly reduce the average time I would spend with a patient. Please give your opinion on this statement:		Having  an ECLO would significantly reduce the average time I would spend with a patient. Please give your opinion on this statement:

		Answer Options		Answer Options		Response Percent		Response Count

		Strongly disagree		Strongly disagree		7.1%		3

		Disagree		Disagree		21.4%		9

		Neither agree nor disagree		Neither agree nor disagree		28.6%		12

		Agree		Agree		28.6%		12

		Strongly agree		Strongly agree		7.1%		3

		N/A		N/A		7.1%		3

		Additional Comments		Additional Comments		4		4

		answered question		answered question		42		42

		skipped question		skipped question		74		74

		N/A		3		7.1

		Strongly disagree or Disagree		12		28.6

		Neither agree/disagree		12		28.6

		Strongly agree or Agree		15		35.7





Question 15
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		0
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Having  an ECLO would significantly reduce the average time I would spend with a patient. Please give your opinion on this statement:



Question 16
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		0

		0





Question 17

		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff

		I would be more comfortable when patients left my room if I knew that the patient has the support of an ECLO.		I would be more comfortable when patients left my room if I knew that the patient has the support of an ECLO.		I would be more comfortable when patients left my room if I knew that the patient has the support of an ECLO.		I would be more comfortable when patients left my room if I knew that the patient has the support of an ECLO.

		Answer Options		Answer Options		Response Percent		Response Count

		Strongly disagree		Strongly disagree		2.4%		1

		Disagree		Disagree		0.0%		0

		Neither agree nor disagree		Neither agree nor disagree		14.3%		6

		Agree		Agree		47.6%		20

		Strongly agree		Strongly agree		28.6%		12

		N/A		N/A		7.1%		3

		Additional Comments		Additional Comments		3		3

		answered question		answered question		42		42

		skipped question		skipped question		74		74

		N/A		3		7.1

		Strongly disagree or Disagree		1		2.4

		Neither agree/disagree		6		14.3

		Strongly agree or Agree		32		76.2





Question 17
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		0



I would be more comfortable when patients left my room if I knew that the patient has the support of an ECLO.



Question 18
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		0

		0





Question 19

		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff

		Employing an ECLO for my clinic(s) would be a good use of financial resources.  Please give your opinion on this statement:		Employing an ECLO for my clinic(s) would be a good use of financial resources.  Please give your opinion on this statement:		Employing an ECLO for my clinic(s) would be a good use of financial resources.  Please give your opinion on this statement:		Employing an ECLO for my clinic(s) would be a good use of financial resources.  Please give your opinion on this statement:

		Answer Options		Answer Options		Response Percent		Response Count

		Strongly disagree		Strongly disagree		4.8%		2

		Disagree		Disagree		4.8%		2

		Neither agree nor disagree		Neither agree nor disagree		38.1%		16

		Agree		Agree		28.6%		12

		Strongly agree		Strongly agree		11.9%		5

		N/A		N/A		11.9%		5

		Additional Comments		Additional Comments		4		4

		answered question		answered question		42		42

		skipped question		skipped question		74		74

		N/A		5		11.9

		Strongly disagree or Disagree		4		9.5

		Neither agree/disagree		16		38.1

		Strongly agree or Agree		17		40.5





Question 19

		0

		0

		0

		0

		0
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Employing an ECLO for my clinic(s) would be a good use of financial resources.  Please give your opinion on this statement:



Question 20
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		0





Question 21

		0

		0

		0

		0





Question 22

		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff

		In your opinion, what are the disadvantages (if any) of an ECLO or similar service?		In your opinion, what are the disadvantages (if any) of an ECLO or similar service?		In your opinion, what are the disadvantages (if any) of an ECLO or similar service?

		Answer Options		Answer Options		Response Count

						11

		answered question		11		11

		skipped question		105		105





Question 23

		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff

		Having an ECLO/equivalent service significantly reduces the average time I would spend with a patient. Please give your opinion on this statement:		Having an ECLO/equivalent service significantly reduces the average time I would spend with a patient. Please give your opinion on this statement:		Having an ECLO/equivalent service significantly reduces the average time I would spend with a patient. Please give your opinion on this statement:		Having an ECLO/equivalent service significantly reduces the average time I would spend with a patient. Please give your opinion on this statement:

		Answer Options		Answer Options		Response Percent		Response Count

		Strongly disagree		Strongly disagree		0.0%		0

		Disagree		Disagree		22.2%		6

		Neither agree nor disagree		Neither agree nor disagree		14.8%		4

		Agree		Agree		33.3%		9

		Strongly agree		Strongly agree		22.2%		6		27

		N/A		N/A		7.4%		2

		Additional Comments		Additional Comments		4		4

		answered question		answered question		27		27

		skipped question		skipped question		89		89

		Strongly disagree		0

		Disagree		6

		Neither agree nor disagree		4

		Agree		9

		Strongly agree		6

		N/A		2

		N/A		2		7.4

		Strongly disagree or Disagree		6		22.2

		Neither agree/disagree		4		14.8

		Strongly agree or Agree		15		55.6





Question 23
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		0

		0

		0

		0



Having an ECLO/equivalent service significantly reduces the average time I would spend with a patient. Please give your opinion on this statement:



Question 24

		0

		0

		0

		0





Question 25

		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff

		I feel more comfortable when patients leave my room because I know that the patient has the support of an ECLO.		I feel more comfortable when patients leave my room because I know that the patient has the support of an ECLO.		I feel more comfortable when patients leave my room because I know that the patient has the support of an ECLO.		I feel more comfortable when patients leave my room because I know that the patient has the support of an ECLO.

		Answer Options		Answer Options		Response Percent		Response Count

		Strongly disagree		Strongly disagree		0.0%		0

		Disagree		Disagree		0.0%		0

		Neither agree nor disagree		Neither agree nor disagree		14.8%		4

		Agree		Agree		29.6%		8

		Strongly agree		Strongly agree		48.1%		13

		N/A		N/A		7.4%		2

		Additional Comments		Additional Comments		2		2

		answered question		answered question		27		27

		skipped question		skipped question		89		89

		N/A		2		7.4

		Strongly disagree or Disagree		0		0.0

		Neither agree/disagree		4		14.8

		Strongly agree or Agree		21		77.8





Question 25
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		0
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		0



I feel more comfortable when patients leave my room because I know that the patient has the support of an ECLO.



		0

		0

		0

		0





		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff

		Employing an ECLO for my clinic(s) is a good use of financial resources. Please give your opinion on this statement:		Employing an ECLO for my clinic(s) is a good use of financial resources. Please give your opinion on this statement:		Employing an ECLO for my clinic(s) is a good use of financial resources. Please give your opinion on this statement:		Employing an ECLO for my clinic(s) is a good use of financial resources. Please give your opinion on this statement:

		Answer Options		Answer Options		Response Percent		Response Count

		Strongly disagree		Strongly disagree		0.0%		0

		Disagree		Disagree		3.7%		1

		Neither agree nor disagree		Neither agree nor disagree		7.4%		2

		Agree		Agree		22.2%		6

		Strongly agree		Strongly agree		55.6%		15

		N/A		N/A		11.1%		3

		Additional Comments		Additional Comments		4		4

		answered question		answered question		27		27

		skipped question		skipped question		89		89

		N/A		3		11.1

		Strongly disagree or Disagree		1		3.7

		Neither agree/disagree		2		7.4

		Strongly agree or Agree		21		77.8





		0

		0

		0

		0

		0

		0



Employing an ECLO for my clinic(s) is a good use of financial resources. Please give your opinion on this statement:



		0

		0

		0

		0





		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff

		In your opinion, what are the disadvantages (if any) of an ECLO or similar service?		In your opinion, what are the disadvantages (if any) of an ECLO or similar service?		In your opinion, what are the disadvantages (if any) of an ECLO or similar service?

		Answer Options		Answer Options		Response Count

						10

		answered question		10		10

		skipped question		106		106





		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff

		Are you		Are you		Are you		Are you

		Answer Options		Answer Options		Response Percent		Response Count

		An Ophthalmologist		An Ophthalmologist		13.4%		9

		An Orthoptist		An Orthoptist		31.3%		21

		An Optometrist		An Optometrist		19.4%		13

		A Dispensing Optician		A Dispensing Optician		28.4%		19

		A Nurse		A Nurse		3.0%		2

		Other Health Care Professional (please specify below)		Other Health Care Professional (please specify below)		4.5%		3

		If other Health Care Professional, please specify		If other Health Care Professional, please specify		4		4

		answered question		answered question		67		67

		skipped question		skipped question		49		49





		0

		0

		0

		0

		0

		0



Are you



		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff

		Please specify your area of special interest (e.g. low vision, diabetes, glaucoma, paediatrics etc)		Please specify your area of special interest (e.g. low vision, diabetes, glaucoma, paediatrics etc)		Please specify your area of special interest (e.g. low vision, diabetes, glaucoma, paediatrics etc)

		Answer Options		Answer Options		Response Count

						67

		answered question		67		67

		skipped question		49		49





		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff

		Where do you work?		Where do you work?		Where do you work?		Where do you work?

		Answer Options		Answer Options		Response Percent		Response Count

		Hospital		Hospital		65.7%		44

		Private Practice		Private Practice		23.9%		16

		Other		Other		10.4%		7

		If Other (please specify)		If Other (please specify)		10		10

		answered question		answered question		67		67

		skipped question		skipped question		49		49





		0

		0

		0



Where do you work?



		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff

		Which PCT/hospital do you work for?		Which PCT/hospital do you work for?		Which PCT/hospital do you work for?

		Answer Options		Answer Options		Response Count

						45

		answered question		45		45

		skipped question		71		71





		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff		ECLO Survey for Clinical Staff

		Any additional comments?		Any additional comments?		Any additional comments?

		Answer Options		Answer Options		Response Count

						4

		answered question		4		4

		skipped question		112		112
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Question 1

		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers

		Does your position require you to be aware of low vision services at hospitals or clinics?		Does your position require you to be aware of low vision services at hospitals or clinics?		Does your position require you to be aware of low vision services at hospitals or clinics?		Does your position require you to be aware of low vision services at hospitals or clinics?

		Answer Options		Answer Options		Response Percent		Response Count

		Yes		Yes		95.8%		69

		No		No		4.2%		3

		answered question		answered question		72		72

		skipped question		skipped question		0		0





Question 1

		Yes

		No



Does your position require you to be aware of low vision services at hospitals or clinics?

0.958

0.042



Question 2

		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers

		Which of the following services are available at PCTs/hospitals in your local authority to visually impaired people with sight loss, who are eligible for certification as sight impaired or severely sight impaired? If your PCTs/hospitals provide any other		Which of the following services are available at PCTs/hospitals in your local authority to visually impaired people with sight loss, who are eligible for certification as sight impaired or severely sight impaired? If your PCTs/hospitals provide any other		Which of the following services are available at PCTs/hospitals in your local authority to visually impaired people with sight loss, who are eligible for certification as sight impaired or severely sight impaired? If your PCTs/hospitals provide any other		Which of the following services are available at PCTs/hospitals in your local authority to visually impaired people with sight loss, who are eligible for certification as sight impaired or severely sight impaired? If your PCTs/hospitals provide any other		Which of the following services are available at PCTs/hospitals in your local authority to visually impaired people with sight loss, who are eligible for certification as sight impaired or severely sight impaired? If your PCTs/hospitals provide any other

		Answer Options		Answer Options		Yes		No		Response Count

		Signposting to other sources of help (including charities and advice about housing, education, benefits and employment)		Signposting to other sources of help (including charities and advice about housing, education, benefits and employment)		41		13		54

		Emotional Support (excluding counselling)		Emotional Support (excluding counselling)		36		18		54

		Family Support		Family Support		19		35		54

		Referring to social services		Referring to social services		52		2		54

		Explanation about the use of non-optical aids. E.g Lighting		Explanation about the use of non-optical aids. E.g Lighting		30		24		54

		Training in the use of Low Vision Aids		Training in the use of Low Vision Aids		32		22		54

		Explanation about the use of Low Vision Aids		Explanation about the use of Low Vision Aids		41		13		54

		Explanation of the process of registration		Explanation of the process of registration		48		6		54

		Explanation of the cause of the patient's vision loss and prognosis		Explanation of the cause of the patient's vision loss and prognosis		44		10		54

		Other Services (please specify)		Other Services (please specify)		Other Services (please specify)		13		13

		answered question		answered question		answered question		54		54

		skipped question		skipped question		skipped question		18		18
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Question 3

		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers

		Which of the following services do you feel are essential to the care of visually impaired people with sight loss, who are eligible for certification as sight impaired or severely sight impaired? If you think that there are any other services which could		Which of the following services do you feel are essential to the care of visually impaired people with sight loss, who are eligible for certification as sight impaired or severely sight impaired? If you think that there are any other services which could		Which of the following services do you feel are essential to the care of visually impaired people with sight loss, who are eligible for certification as sight impaired or severely sight impaired? If you think that there are any other services which could		Which of the following services do you feel are essential to the care of visually impaired people with sight loss, who are eligible for certification as sight impaired or severely sight impaired? If you think that there are any other services which could		Which of the following services do you feel are essential to the care of visually impaired people with sight loss, who are eligible for certification as sight impaired or severely sight impaired? If you think that there are any other services which could

		Answer Options		Answer Options		Essential		Not Essential		Response Count

		Signposting to other sources of help (including charities and advice about housing, education, benefits and employment)		Signposting to other sources of help (including charities and advice about housing, education, benefits and employment)		49		4		53

		Emotional Support (excluding counselling)		Emotional Support (excluding counselling)		52		1		53

		Family Support		Family Support		46		7		53

		Referring to social services		Referring to social services		53		0		53

		Explanation about the use of non-optical aids. E.g Lighting		Explanation about the use of non-optical aids. E.g Lighting		50		3		53

		Training in the use of Low Vision Aids		Training in the use of Low Vision Aids		50		3		53

		Explanation about the use of Low Vision Aids		Explanation about the use of Low Vision Aids		51		2		53

		Explanation of the process of registration		Explanation of the process of registration		53		0		53

		Explanation of the cause of the patient's vision loss and prognosis		Explanation of the cause of the patient's vision loss and prognosis		53		0		53

		Other Services (please specify)		Other Services (please specify)		Other Services (please specify)		17		17

		answered question		answered question		answered question		53		53

		skipped question		skipped question		skipped question		19		19
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Question 4

		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers

		Have you heard of the ECLO or equivalent service?		Have you heard of the ECLO or equivalent service?		Have you heard of the ECLO or equivalent service?		Have you heard of the ECLO or equivalent service?

		Answer Options		Answer Options		Response Percent		Response Count

		Yes		Yes		94.2%		49

		No		No		5.8%		3

		answered question		answered question		52		52

		skipped question		skipped question		20		20





Question 4

		0

		0



Have you heard of the ECLO or equivalent service?

0

0



Question 5

		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers

		Do any hospitals in your local authority employ an ECLO/equivalent personnel?		Do any hospitals in your local authority employ an ECLO/equivalent personnel?		Do any hospitals in your local authority employ an ECLO/equivalent personnel?		Do any hospitals in your local authority employ an ECLO/equivalent personnel?

		Answer Options		Answer Options		Response Percent		Response Count

		Yes		Yes		67.3%		33

		No		No		22.4%		11

		Not sure		Not sure		10.2%		5

		If equivalent personnel, please specify		If equivalent personnel, please specify		11		11

		answered question		answered question		49		49

		skipped question		skipped question		23		23





Question 5
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		0



Do any hospitals in your local authority employ an ECLO/equivalent personnel?
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0

0



Question 6

		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers

		Can you select which of the services below are provided by the ECLO/equivalent personnel. Please tick all those that apply.		Can you select which of the services below are provided by the ECLO/equivalent personnel. Please tick all those that apply.		Can you select which of the services below are provided by the ECLO/equivalent personnel. Please tick all those that apply.		Can you select which of the services below are provided by the ECLO/equivalent personnel. Please tick all those that apply.

		Answer Options		Answer Options		Provided by the ECLO/equivalent personnel		Response Count

		Explanation of the cause of the patient's vision loss and prognosis		Explanation of the cause of the patient's vision loss and prognosis		16		16

		Explanation of the process of registration		Explanation of the process of registration		27		27

		Explanation about the use of Low Vision Aids		Explanation about the use of Low Vision Aids		12		12

		Training in the use of Low Vision Aids		Training in the use of Low Vision Aids		5		5

		Explanation about the use of non-optical aids. E.g Lighting		Explanation about the use of non-optical aids. E.g Lighting		14		14

		Referring to social services		Referring to social services		29		29

		Family Support		Family Support		11		11

		Emotional Support (excluding counselling)		Emotional Support (excluding counselling)		20		20

		Signposting to other sources of help (including charities and advice about housing, education, benefits and employment)		Signposting to other sources of help (including charities and advice about housing, education, benefits and employment)		27		27

		answered question		answered question		30		30

		skipped question		skipped question		42		42





Question 6
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Provided by the ECLO/equivalent personnel

Can you select which of the services below are provided by the ECLO/equivalent personnel. Please tick all those that apply.



Question 7

		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers

		Within hospitals/PCTs in your local authority are the services of the ECLO/equivalent personnel:		Within hospitals/PCTs in your local authority are the services of the ECLO/equivalent personnel:		Within hospitals/PCTs in your local authority are the services of the ECLO/equivalent personnel:		Within hospitals/PCTs in your local authority are the services of the ECLO/equivalent personnel:

		Answer Options		Answer Options		Response Percent		Response Count

		Over utilised		Over utilised		13.3%		4

		Well utilized		Well utilized		70.0%		21

		Under utilized		Under utilized		16.7%		5

		answered question		answered question		30		30

		skipped question		skipped question		42		42





Question 7

		





Question 8

		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers

		The ECLO/equivalent services in the local hospitals/PCTs in my local authority significantly improves patient care and makes the patient experience better. Please give your opinion on the statement		The ECLO/equivalent services in the local hospitals/PCTs in my local authority significantly improves patient care and makes the patient experience better. Please give your opinion on the statement		The ECLO/equivalent services in the local hospitals/PCTs in my local authority significantly improves patient care and makes the patient experience better. Please give your opinion on the statement		The ECLO/equivalent services in the local hospitals/PCTs in my local authority significantly improves patient care and makes the patient experience better. Please give your opinion on the statement

		Answer Options		Answer Options		Response Percent		Response Count

		Don't know		Don't know		6.7%		2

		Strongly disagree		Strongly disagree		6.7%		2

		Disagree		Disagree		10.0%		3

		Neither agree/disagree		Neither agree/disagree		13.3%		4

		Agree		Agree		36.7%		11

		Strongly agree		Strongly agree		26.7%		8

		answered question		answered question		30		30

		skipped question		skipped question		42		42

		Don't know		2		6.7

		Strongly disagree or Disagree		5		16.7

		Neither agree/disagree		4		13.3

		Strongly agree or Agree		19		63.3





Question 8

		



The ECLO/equivalent services in the local hospitals/PCTs in my local authority significantly improves patient care and makes the patient experience better. Please give your opinion on the statement



Question 9

		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers

		Does you position require you to be aware of the duties/roles of different members of staff in your local authority who are relevant to patients who are sight impaired?		Does you position require you to be aware of the duties/roles of different members of staff in your local authority who are relevant to patients who are sight impaired?		Does you position require you to be aware of the duties/roles of different members of staff in your local authority who are relevant to patients who are sight impaired?		Does you position require you to be aware of the duties/roles of different members of staff in your local authority who are relevant to patients who are sight impaired?

		Answer Options		Answer Options		Response Percent		Response Count

		Yes		Yes		94.7%		18

		No		No		5.3%		1

		answered question		answered question		19		19

		skipped question		skipped question		53		53
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Does you position require you to be aware of the duties/roles of different members of staff in your local authority who are relevant to patients who are sight impaired?



Question 10

		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers

		Which members of staff in your local authority provides the following patient related services? If these services overlap between personnel, you may select multiple personnel.		Which members of staff in your local authority provides the following patient related services? If these services overlap between personnel, you may select multiple personnel.		Which members of staff in your local authority provides the following patient related services? If these services overlap between personnel, you may select multiple personnel.		Which members of staff in your local authority provides the following patient related services? If these services overlap between personnel, you may select multiple personnel.		Which members of staff in your local authority provides the following patient related services? If these services overlap between personnel, you may select multiple personnel.		Which members of staff in your local authority provides the following patient related services? If these services overlap between personnel, you may select multiple personnel.		Which members of staff in your local authority provides the following patient related services? If these services overlap between personnel, you may select multiple personnel.		Which members of staff in your local authority provides the following patient related services? If these services overlap between personnel, you may select multiple personnel.		Which members of staff in your local authority provides the following patient related services? If these services overlap between personnel, you may select multiple personnel.		Which members of staff in your local authority provides the following patient related services? If these services overlap between personnel, you may select multiple personnel.		Which members of staff in your local authority provides the following patient related services? If these services overlap between personnel, you may select multiple personnel.

		Answer Options		Answer Options		Hospital Staff		Rehab Workers		Low Vision Therapists		Occupational Therapists		Social Workers		Other		No one		Not sure		Response Count

		Signposting to other sources of help (including charities and advice about housing, education, benefits and employment)		Signposting to other sources of help (including charities and advice about housing, education, benefits and employment)		7		15		3		3		8		4		0		0		16

		Emotional Support (excluding counselling)		Emotional Support (excluding counselling)		2		13		2		2		6		6		0		2		16

		Family Support		Family Support		1		13		1		4		10		4		0		3		16

		Referring to social services		Referring to social services		12		6		5		5		6		5		0		1		16

		Explanation about the use of non-optical aids. E.g Lighting		Explanation about the use of non-optical aids. E.g Lighting		2		16		5		1		2		0		0		0		16

		Training in the use of Low Vision Aids		Training in the use of Low Vision Aids		2		15		5		0		1		0		0		0		16

		Explanation about the use of Low Vision Aids		Explanation about the use of Low Vision Aids		6		15		7		0		1		0		0		1		16

		Explanation of the process of registration		Explanation of the process of registration		11		15		4		0		3		2		0		0		16

		Explanation of the cause of the patient's vision loss and prognosis		Explanation of the cause of the patient's vision loss and prognosis		12		13		4		0		2		0		0		1		16

		If other personnel (please specify, with reference to the particular service)		If other personnel (please specify, with reference to the particular service)		If other personnel (please specify, with reference to the particular service)		If other personnel (please specify, with reference to the particular service)		If other personnel (please specify, with reference to the particular service)		If other personnel (please specify, with reference to the particular service)		If other personnel (please specify, with reference to the particular service)		If other personnel (please specify, with reference to the particular service)		If other personnel (please specify, with reference to the particular service)		5		5

		answered question		answered question		answered question		answered question		answered question		answered question		answered question		answered question		answered question		16		16

		skipped question		skipped question		skipped question		skipped question		skipped question		skipped question		skipped question		skipped question		skipped question		56		56





Question 10
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Not sure

No one

Other

Social Workers

Occupational Therapists

Low Vision Therapists

Rehab Workers

Hospital Staff

Which members of staff in your local authority provides the following patient related services? If these services overlap between personnel, you may select multiple personnel.



Question 11

		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers

		Considering the members of staff involved in the above patient services, do you feel that this is a good utilisation of their time?		Considering the members of staff involved in the above patient services, do you feel that this is a good utilisation of their time?		Considering the members of staff involved in the above patient services, do you feel that this is a good utilisation of their time?		Considering the members of staff involved in the above patient services, do you feel that this is a good utilisation of their time?

		Answer Options		Answer Options		Response Percent		Response Count

		No		No		31.3%		5

		Yes		Yes		68.8%		11

		Additional Comments		Additional Comments		10		10

		answered question		answered question		16		16

		skipped question		skipped question		56		56





Question 11

		0

		0



Considering the members of staff involved in the above patient services, do you feel that this is a good utilisation of their time?



Question 12

		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers

		Do you feel that a member of staff who specifically handles these patient related services should be appointed? This member of staff would be called an ‘Eye Care Liaison Officer' or equivalent.		Do you feel that a member of staff who specifically handles these patient related services should be appointed? This member of staff would be called an ‘Eye Care Liaison Officer' or equivalent.		Do you feel that a member of staff who specifically handles these patient related services should be appointed? This member of staff would be called an ‘Eye Care Liaison Officer' or equivalent.		Do you feel that a member of staff who specifically handles these patient related services should be appointed? This member of staff would be called an ‘Eye Care Liaison Officer' or equivalent.

		Answer Options		Answer Options		Response Percent		Response Count

		No		No		18.8%		3

		Yes		Yes		81.3%		13

		Additional comments		Additional comments		9		9

		answered question		answered question		16		16

		skipped question		skipped question		56		56





Question 12

		0

		0



Do you feel that a member of staff who specifically handles these patient related services should be appointed? This member of staff would be called an ‘Eye Care Liaison Officer' or equivalent.



Question 13

		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers

		Having  an ECLO would significantly reduce the average time I would spend with a patient. Please give your opinion on this statement:		Having  an ECLO would significantly reduce the average time I would spend with a patient. Please give your opinion on this statement:		Having  an ECLO would significantly reduce the average time I would spend with a patient. Please give your opinion on this statement:		Having  an ECLO would significantly reduce the average time I would spend with a patient. Please give your opinion on this statement:

		Answer Options		Answer Options		Response Percent		Response Count

		Strongly disagree		Strongly disagree		5.9%		1

		Disagree		Disagree		35.3%		6

		Neither agree nor disagree		Neither agree nor disagree		17.6%		3

		Agree		Agree		23.5%		4

		Strongly agree		Strongly agree		11.8%		2

		N/A		N/A		5.9%		1

		Additional Comments		Additional Comments		9		9

		answered question		answered question		17		17

		skipped question		skipped question		55		55

		N/A		1		5.9

		Strongly disagree or Disagree		7		41.2

		Neither agree/disagree		3		17.6

		Strongly agree or Agree		6		35.3





Question 13

		0

		0

		0

		0

		0

		0



Having  an ECLO would significantly reduce the average time I would spend with a patient. Please give your opinion on this statement:



Question 14

		0

		0

		0

		0





Question 15

		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers

		I would feel happier meeting with patients if I knew they had already met an ECLO.		I would feel happier meeting with patients if I knew they had already met an ECLO.		I would feel happier meeting with patients if I knew they had already met an ECLO.		I would feel happier meeting with patients if I knew they had already met an ECLO.

		Answer Options		Answer Options		Response Percent		Response Count

		Strongly disagree		Strongly disagree		11.8%		2

		Disagree		Disagree		11.8%		2

		Neither agree nor disagree		Neither agree nor disagree		35.3%		6

		Agree		Agree		29.4%		5

		Strongly agree		Strongly agree		5.9%		1

		N/A		N/A		5.9%		1

		Additional Comments		Additional Comments		4		4

		answered question		answered question		17		17

		skipped question		skipped question		55		55

		N/A		1		5.9

		Strongly disagree or Disagree		4		23.5

		Neither agree/disagree		6		35.3

		Strongly agree or Agree		6		35.3





Question 15

		0

		0

		0

		0

		0

		0



I would feel happier meeting with patients if I knew they had already met an ECLO.



Question 16

		0

		0

		0

		0





Question 17

		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers

		Employing an ECLO for my local authority would be a good use of financial resources.  Please give your opinion on this statement:		Employing an ECLO for my local authority would be a good use of financial resources.  Please give your opinion on this statement:		Employing an ECLO for my local authority would be a good use of financial resources.  Please give your opinion on this statement:		Employing an ECLO for my local authority would be a good use of financial resources.  Please give your opinion on this statement:

		Answer Options		Answer Options		Response Percent		Response Count

		Strongly disagree		Strongly disagree		11.8%		2

		Disagree		Disagree		11.8%		2

		Neither agree nor disagree		Neither agree nor disagree		23.5%		4

		Agree		Agree		29.4%		5

		Strongly agree		Strongly agree		17.6%		3

		N/A		N/A		5.9%		1

		Additional Comments		Additional Comments		7		7

		answered question		answered question		17		17

		skipped question		skipped question		55		55

		N/A		1		5.9

		Strongly disagree or Disagree		4		23.5

		Neither agree/disagree		4		23.5

		Strongly agree or Agree		8		47.1





Question 17

		0

		0

		0

		0

		0

		0



Employing an ECLO for my local authority would be a good use of financial resources.  Please give your opinion on this statement:



Question 18

		0

		0

		0

		0





Question 19

		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers

		In your opinion, what are the disadvantages (if any) of an ECLO or similar service?		In your opinion, what are the disadvantages (if any) of an ECLO or similar service?		In your opinion, what are the disadvantages (if any) of an ECLO or similar service?

		Answer Options		Answer Options		Response Count

						12

		answered question		12		12

		skipped question		60		60





Question 20

		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers

		Having an ECLO/equivalent service significantly reduces the average time I would spend with a patient. Please give your opinion on this statement:		Having an ECLO/equivalent service significantly reduces the average time I would spend with a patient. Please give your opinion on this statement:		Having an ECLO/equivalent service significantly reduces the average time I would spend with a patient. Please give your opinion on this statement:		Having an ECLO/equivalent service significantly reduces the average time I would spend with a patient. Please give your opinion on this statement:

		Answer Options		Answer Options		Response Percent		Response Count

		Strongly disagree		Strongly disagree		17.9%		5

		Disagree		Disagree		32.1%		9

		Neither agree nor disagree		Neither agree nor disagree		21.4%		6

		Agree		Agree		14.3%		4

		Strongly agree		Strongly agree		7.1%		2

		N/A		N/A		7.1%		2

		Additional Comments		Additional Comments		12		12

		answered question		answered question		28		28

		skipped question		skipped question		44		44

		N/A		2		7.1

		Strongly disagree or Disagree		14		50.0

		Neither agree/disagree		6		21.4

		Strongly agree or Agree		6		21.4





Question 20

		0

		0

		0

		0

		0

		0



Having an ECLO/equivalent service significantly reduces the average time I would spend with a patient. Please give your opinion on this statement:



Question 21

		0

		0

		0

		0





Question 22

		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers

		I would feel happier meeting with patients if I knew they had already met an ECLO.		I would feel happier meeting with patients if I knew they had already met an ECLO.		I would feel happier meeting with patients if I knew they had already met an ECLO.		I would feel happier meeting with patients if I knew they had already met an ECLO.

		Answer Options		Answer Options		Response Percent		Response Count

		Strongly disagree		Strongly disagree		17.9%		5

		Disagree		Disagree		7.1%		2

		Neither agree nor disagree		Neither agree nor disagree		50.0%		14

		Agree		Agree		7.1%		2

		Strongly agree		Strongly agree		14.3%		4

		N/A		N/A		3.6%		1

		Additional Comments		Additional Comments		9		9

		answered question		answered question		28		28

		skipped question		skipped question		44		44

		N/A		1		3.6

		Strongly disagree or Disagree		7		25.0

		Neither agree/disagree		14		50.0

		Strongly agree or Agree		8		28.6





Question 22

		0

		0

		0

		0

		0

		0



I would feel happier meeting with patients if I knew they had already met an ECLO.



Question 23

		0

		0

		0

		0





Question 24

		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers

		Employing an ECLO for my local authority is a good use of financial resources. Please give your opinion on this statement:		Employing an ECLO for my local authority is a good use of financial resources. Please give your opinion on this statement:		Employing an ECLO for my local authority is a good use of financial resources. Please give your opinion on this statement:		Employing an ECLO for my local authority is a good use of financial resources. Please give your opinion on this statement:

		Answer Options		Answer Options		Response Percent		Response Count

		Strongly disagree		Strongly disagree		10.7%		3

		Disagree		Disagree		7.1%		2

		Neither agree nor disagree		Neither agree nor disagree		14.3%		4

		Agree		Agree		28.6%		8

		Strongly agree		Strongly agree		39.3%		11

		N/A		N/A		0.0%		0

		Additional Comments		Additional Comments		12		12

		answered question		answered question		28		28

		skipped question		skipped question		44		44

		N/A		0		0.0

		Strongly disagree or Disagree		5		17.9

		Neither agree/disagree		4		14.3

		Strongly agree or Agree		19		67.9





Question 24

		0

		0

		0

		0

		0

		0



Employing an ECLO for my local authority is a good use of financial resources. Please give your opinion on this statement:



Question 25

		0

		0

		0

		0





		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers

		In your opinion, what are the disadvantages (if any) of an ECLO or similar service?		In your opinion, what are the disadvantages (if any) of an ECLO or similar service?		In your opinion, what are the disadvantages (if any) of an ECLO or similar service?

		Answer Options		Answer Options		Response Count

						25

		answered question		25		25

		skipped question		47		47





		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers

		Are you		Are you		Are you		Are you

		Answer Options		Answer Options		Response Percent		Response Count

		Rehabilitation Worker		Rehabilitation Worker		85.7%		36

		Other Care Professional (please specify below)		Other Care Professional (please specify below)		14.3%		6

		If other Health Care Professional, please specify		If other Health Care Professional, please specify		7		7

		answered question		answered question		42		42

		skipped question		skipped question		30		30





		0

		0



Are you



		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers

		Please specify your area of special interest (e.g. low vision, diabetes, glaucoma, paediatrics etc)		Please specify your area of special interest (e.g. low vision, diabetes, glaucoma, paediatrics etc)		Please specify your area of special interest (e.g. low vision, diabetes, glaucoma, paediatrics etc)

		Answer Options		Answer Options		Response Count

						42

		answered question		42		42

		skipped question		30		30





		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers

		Where do conduct most of your work from?		Where do conduct most of your work from?		Where do conduct most of your work from?		Where do conduct most of your work from?

		Answer Options		Answer Options		Response Percent		Response Count

		Hospital		Hospital		7.1%		3

		Private Practice		Private Practice		0.0%		0

		Patient's Homes		Patient's Homes		81.0%		34

		Other		Other		33.3%		14

		If Other (please specify)		If Other (please specify)		16		16

		answered question		answered question		42		42

		skipped question		skipped question		30		30





		0

		0

		0

		0



Where do conduct most of your work from?



		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers

		Which local authority do you work for?		Which local authority do you work for?		Which local authority do you work for?

		Answer Options		Answer Options		Response Count

						38

		answered question		38		38

		skipped question		34		34





		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers		ECLO Survey for Rehabilitation Officers

		Any additional comments?		Any additional comments?		Any additional comments?

		Answer Options		Answer Options		Response Count

						15

		answered question		15		15

		skipped question		57		57






