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Dear Dr Heap
I write on behalf of the Association of Optometrists, the Association of British Dispensing Opticians and the Federation of Ophthalmic and Dispensing Opticians in response to your letter of 15 May to community optometrists, asking them, in effect, to ignore the recommendations of the NICE Guidelines on glaucoma and ocular hypertension until such time as you have plans in place for their implementation.
We have issued advice to community optometrists, following publication of the NICE Guidelines, to refer any patients with raised intraocular pressure higher than 21 mmHg. I would like to explain to you the reason for our advice and why we feel unable to rescind it.

NICE Guidelines’ definition of ocular hypertension is “consistently or recurrently elevated intra ocular pressure (IOP) (greater than 21mmHg)”, measured using a slit lamp mounted Goldmann tonometer; however the NHS does not fund community optometrists to measure pressures consistently or recurrently – although they are perfectly capable of doing so.  Neither does GOS fund nor require optometrists to use slit lamp mounted Goldmann as opposed to NCT, Perkins, Pascal, iCare etc.; although again they are capable of using it.  Optometrists we have heard from, since the NICE Guidelines were published, are frustrated to find that the role they have historically played in glaucoma detection has effectively been taken away from them because of the way NICE has formulated the guidelines.

If a community optometrist, carrying out a sight test, be it GOS or private, measures the IOPs of a patient as being over 21 mmHg ( a measure often taken in a sight test using an NCT), he is faced with a choice: 

· he can repeat the pressures using Goldmann (if he has Goldmann in the practice) – but there is no NHS funding for repeating the pressures (which, according to NICE, should be taken on separate occasions, involving extra costs for the practitioner) 
· he can decide not to refer at all, acting on his own professional judgement, against the published, evidence-based guidelines of a panel of experts in glaucoma care (the NICE Guidelines), thereby denying the patient, who has a measured, objective sign that is an indicator of ocular hypertension, the opportunity to have the investigative tests advised by the NICE Guidelines in order to prevent the development of glaucoma
· if he doesn’t have Goldmann, or if he is unwilling to shoulder the financial burden of measuring the pressures himself, he can refer the patient to HES (possibly via the GP), for the IOPs to be further investigated.
The legal advice we have received is clear; optometrists would risk disciplinary action from their regulatory body (not to mention action through the civil courts from a patient whose glaucoma was missed) were they to identify a sign of OHT and take no action.  
We understand that what NICE have issued is only guidance and that local clinical pathways will take time to develop and commission, but the guidance is in the public domain now, optometrists’ actions will be judged against it now and we would be failing in our duty to our members if that risk was ignored.

The optical bodies did not issue its advice lightly or as a knee jerk reaction.  Indeed, we advised NICE in our response to the consultation on the draft guidelines last year about the likely consequences of their proposals.  We also pointed out the probable effect on the care of existing patients in an already stretched service.  That warning was clearly ignored by NICE, although they appear to have understood it; John Sparrow, Chair of the Guideline Development Group, openly predicted a yearly increase of 400,000 – 500,000 in referrals into secondary care.  

So while I understand your position clearly, I thought it equally important that you should understand the reasons for our action.  We are eager for primary care optometry to be involved in the detection of glaucoma. Optometrists have the skill, training, expertise, experience, equipment levels and a situation in the heart of their communities to provide patients and the NHS with a high value service which would keep glaucoma/OHT patients in primary care until such time as their condition warranted secondary care, provided the NHS is prepared to pay an economically realistic fee.  This would prove not only cost-effective, through the elimination of a large number of false positive referrals, but also provide considerable improvements in the patient experience and ease pressure on the HES.
Yours sincerely
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