[image: image1.png]N I c National Institute for
Health and Care Excellence



 
Cataracts in adults: management
Consultation on draft scope

Stakeholder comments table

25/02/2015 to 25/03/2015

Comments forms with attachments such as research articles, letters or leaflets cannot be accepted.

Cataracts in adults: management

Consultation on draft scope

Stakeholder comments table

25/02/2015 to 25/03/2015

Comments forms with attachments such as research articles, letters or leaflets cannot be accepted.

	Stakeholder
	Page
	Line
	Comments
	Developer’s response

	College of Optometrists
	General
	General
	We welcome the development of a NICE clinical guideline on Cataracts. Cataracts are a very common eye condition and the number of people affected is very likely to increase due to an ageing population.

The draft scope is rightly covering the main groups of people, the key issues to be addressed and the outcomes to be considered.  

The College of Optometrists applauds NICE’s approach on this guidance so far.
	Thank you for your feedback. We appreciate the time taken to provide detailed comments and agree that Cataracts is particularly important given the ageing population.

	Department of Health
	General
	General
	I wish to confirm that the Department of Health has no substantive comments to make, regarding this consultation.
	Thank you for your feedback.

	Guy's and St Thomas' NHSFT
	General
	General
	Overall a thorough, detailed and comprehensive scope that should provide useful clinical guidance
	Thank you for your feedback. We appreciate the time taken to provide detailed comment.

	Guy's and St Thomas' NHSFT
	2
	47
	Consider adding “ocular surface disease” to this list
	Thank you for your feedback. Ocular surface disease is included in the generic “ocular or systemic condition”.

	Guy's and St Thomas' NHSFT
	2
	48
	Consider adding “and other anti-coagulants” to this list to include new oral anti-coagulants
	Thank you for your feedback. We have amended the text to drug classes instead of specific drugs.

	Guy's and St Thomas' NHSFT
	5
	136-137
	Question not really needed as biometry is universally undertaken using partial coherence interferometry (IOL master)
	Thank you for your feedback. As ultrasound biometry is still used in clinical practice, the scope will retain this question.

	Guy's and St Thomas' NHSFT
	5
	139
	Consider adding “for particular axial lengths?”
	Thank you for your feedback. We have opted to keep the question broad.

	Guy's and St Thomas' NHSFT
	5
	140-141
	Slightly vague question – consider rewording i.e. “How can errors in biometry and post-operative refractive errors be reduced?”
	Thank you for your feedback. We have amended the wording of the question as suggested.

	Guy's and St Thomas' NHSFT
	6
	173-174
	Unclear question and not really required. Capsular tension rings are used to manage intraoperative complications and not prevent them. Consider rewording to “In what circumstances are capsular tension rings effective?”
	Thank you for your feedback. We have amended the question to “In what circumstances are capsular tension rings effective?”

	Guy's and St Thomas' NHSFT
	6
	175-176
	Not worth using resources to undertake a literature on this question as iris hooks have an established role and are required in order to complete surgery safely in certain circumstances. Also there are other surgical devices i.e. malyugin ring which can be used, not just iris hooks and other intraoperative techniques that can be used i.e. pupil stretching, pupil sphincterotomies, intracameral phenylepherine. If included, consider rephrasing to “In what circumstances are interventions to increase pupil size effective, and which are most effective”.
	Thank you for your feedback. We have amended the question to “In what circumstances are interventions to increase pupil size effective?”

	Guy's and St Thomas' NHSFT
	6
	General
	Many of the questions being asked, although useful are likely to make minimal difference in current clinical practice. What would be a useful addition to help improve current clinical practice is to provide guidance on best practice when operating on patients with co-pathology. Ideally all of the co-pathology listed on lines 46-49, but the essential ones include:

· Diabetic macular oedema

· Glaucoma

· Fuch’s endothelial dystrophy

· Uveitis

· Warfarin and other anti-coagulants

Tamsulosin and other alpha agonists
	Thank you for your feedback. Specific consideration will be given to the subgroups with co-pathologies listed in 1.1 when formulating recommendations.

	Guy's and St Thomas' NHSFT
	7
	177-178
	Consider removing question. Aniridia implants are very rarely used and are not used to prevent intraoperative complications.
	Thank you for your feedback. We have removed the specific question on aniridia implants. We have included people with iris defects in Section 1.1 as requiring special consideration.

	Guy's and St Thomas' NHSFT
	7
	180
	Remove “surgical” as the benefit of eye shields on any complications are surgery is of interest
	Thank you for your feedback. “Surgical” has been removed.

	Guy's and St Thomas' NHSFT
	7
	189
	Consider adding “and cystoid macular oedema”
	Thank you for your feedback. “and cystoid macular oedema” has been added.

	Guy's and St Thomas' NHSFT
	7
	194
	Remove “surgical” as other outcomes such as visual also important
	Thank you for your feedback. “Surgical” has been removed.

	Guy's and St Thomas' NHSFT
	7
	204
	Add “, both unaided and best corrected”
	Thank you for your feedback. This detail has been added to the outcomes.

	Manchester Royal Eye Hospital
	3
	66
	Optimal treatment strategies for cataract surgery should ideally include guidance on management of cataract in patient who have had refractive surgery in the past. Laser refractive surgery has now been performed for 20 years and very soon there will be a large bulge of previously treated patients coming through all NHS hospitals where cataract surgery takes place. It is an issue that I feel should be addressed in some way by the guidance.
	Thank you for your feedback. People with high myopia have been identified as a subgroup needing specific consideration in section 1.1 of the scope. This will encompass individuals who have undergone corrective refractive surgery.

	NHS Choices, Digital Assessment Service
	General
	General
	The Digital Assessment Service welcome the guidance and have not comments on the scope as part of the consultation
	Thank you for your feedback.

	Optical Confederation and Local Optical Committee Support Unit
	2
	50
	We believe it would give greater clarity if Congenital and/or Juvenile Cataract were added to the list of groups that will not be covered.
	Thank you for your feedback. We have added this group to the section “Groups that will not be covered”.



	Optical Confederation and Local Optical Committee Support Unit
	4
	92
	The current scope for ongoing care seems to be limited to immediate post-operative care and does not include longer term complications such as posterior capsular opacification or cystoid macular oedema.  We suggest a second sub-bullet point is added to Section 4 Ongoing Care to deal with longer term complications.  If it is felt that this is beyond the scope of the guideline then we feel it would be helpful if this were stated in the section “Areas that will not be covered” (line 98).
	Thank you for your feedback. We have prioritised the inclusion of a specific question on management of cystoid macular oedema and posterior capsule rupture as optimal treatment is unclear.

	Optical Confederation and Local Optical Committee Support Unit
	4
	93
	The word “outpatient” should be deleted and the sentence should simply refer to “Optimal postoperative follow-up .....”  It may not be what was intended, but the use of “outpatient” suggests that post-operative follow-up should take place in a hospital secondary care setting, when this may not be the optimal strategy. We believe the guideline should cover post-operative follow-up in community settings as well as hospital.
	Thank you for your feedback. We have removed the word “outpatient” from the title to clarify that community settings will also be considered.

	Optical Confederation and Local Optical Committee Support Unit
	4
	96-97
	As it is assumed that post-operative care might be provided outside a hospital setting there will need to be a 2-way communication pathway, both from and back to the surgical centre and the wording should reflect this joint responsibility.
	Thank you for your feedback. This sentence has been reworded to “Optimal postoperative follow-up strategies, including: timing and setting of postoperative assessment and care; healthcare professionals undertaking postoperative assessment and care; strategies to effectively communicate outcomes between surgical units and where postoperative assessment and care are delivered”

	Optical Confederation and Local Optical Committee Support Unit
	5
	131
	We suggest that lifestyle considerations must be included in a discussion about indications and clinical thresholds for referral.  Because of its importance we feel it would be helpful if lifestyle considerations were specifically identified in the text.
	Thank you for your feedback. As the review question aims to explore the indicators for referral for cataract surgery, we have kept the scope broad with no specific factors highlighted. We will consider this information when developing the review protocols.

	Optical Confederation and Local Optical Committee Support Unit
	11
	304
	For clarity we suggest that “optometrist” is replaced by “community optometrist”.
	Thank you for your feedback. “Optometrist, usually based in the community” has been added. 

	Optical Confederation and Local Optical Committee Support Unit
	General
	General
	We welcome the fact that the whole cataract pathway is in scope and not just surgery, and that this includes the role of the community optometrist in referral.
	Thank you for your feedback. We appreciate the time taken to provide detailed comments and are pleased that you note that the entire cataract pathway has been considered in the scope.

	Royal College of General Practitioners
	General
	General
	There was a deficit of focus in this consultation on community care and this needs to be corrected as this is predominately a day case surgery. Areas that need to be considered include:

1. Advice about patient’s medication. Aspirin, warfarin, noac drugs and tamsulosin.

2. Post operative care including easy to administer eye drops and help if the person lives alone.
	Thank you for your feedback. Community care is included in “Ongoing care” in section 1.3 and this has been amended to reinforce the distinction between postoperative assessment and postoperative care.   Draft questions on information and support in section 1.5 have also been amended to clarify that mode of delivery will also be considered alongside the information that people find useful.

	Royal College of Nursing
	General 
	General 
	The Royal College of Nursing welcomes proposals to develop this guideline.   

This consultation was circulated to members of the RCN Ophthalmic Nursing Forum for their views.  
	Thank you for your feedback. We appreciate the time taken to provide detailed comments.

	Royal College of Nursing
	1
	23
	“It may also be relevant for private sector or voluntary organisations.”

We support the view that the guideline may be relevant for private sector or voluntary organisations and that this group should be included in the list of those who the guideline is aimed at. After all, the welfare of the patients must be considered.
	Thank you for your feedback. We consider these organisations that also impact on patients’ welfare to be important stakeholders.

	Royal College of Nursing
	4
	98
	We are concerned that the guideline does not propose to cover training and competency in specialist surgery. It is important that the guideline covers this area to ensure that the surgery is carried out by a confident and skilled surgeon and that the biometry is carried by a competent person so as to obtain a good visual outcome.
	Thank you for your feedback. Unfortunately, it is beyond the scope of NICE clinical guidelines to provide detailed guidance on training and competency issues. However, some aspects of competency may be considered in the review question on risk stratification techniques to reduce surgical complications and errors.

	Royal College of Nursing
	5
	139
	 “What is the effectiveness of laser phacoemulsification compared with ultrasound phacoemulsification?”

We are pleased to see that the guideline aims to address this question.  Femto Laser phacoemusification could cause endothelial cell loss. 
	Thank you for your feedback. We agree that it is important to consider the comparative effectiveness of laser and ultrasound phacoemulsification.

	Royal College of Nursing
	5
	145-147
	“What is the effectiveness of multifocal intraocular lens compared to standard monfocal lens for people with cataracts and short-sightedness?”

We welcome that the guideline aims to address this review question.  We are aware that multifocal lens may not be suitable for moderate astigmatism and patients with glaucoma, diabetic retinopathy, diabetic macula oedema and macular degeneration. Multi focal lens reduce spectacle dependence after cataract surgery but the vision may not be as sharp and could be blurry for reading. It is important that this information is made clear to patients.  
	Thank you for your feedback. It is proposed that the guideline will consider the clinical and cost effectiveness of multifocal (non-accommodative) intraocular lenses.  However, as this technology is covered by NICE IPG 264, its inclusion is subject to approval by NICE’s Guidance Executive.

	Royal College of Nursing
	6
	157-158
	“What is the effectiveness of prophylactic antibiotic use to prevent infection following cataract surgery?”

We welcome this as it is very effective to prevent endophthalmitis.
	Thank you for your feedback.

	Royal College of Nursing
	6
	166
	“What are the procedural causes of wrong lens implant error?”

This should cover ‘Piggyback’ and effects of mixed when switching to anterior chamber lens implant. 
	Thank you for your feedback. We will consider this information when developing the review protocols. 

	Royal College of Nursing
	6
	167
	“What strategies should be adopted to reduce the risk of wrong lens implant errors?”  

Key issues to include here include:

· good biometry;

· choosing the correct lens; 

· colour coded intraocular lens boxes;

· double checking details of the lens with the notes and surgeon before opening the pack.
	Thank you for your feedback. We will consider this information when developing the review protocols.

	Royal College of Nursing
	6
	170
	 “What is the optimal time to assess surgical outcomes in the post-operative period?”

Again it is welcomed that this review question is included, we are aware that in some practices, two to three weeks post-operatively is used. There is a need for consistency with this.
	Thank you for your feedback. We will consider this information when developing the review protocols.

	Royal College of Nursing
	6
	172
	“Where should the post-operative assessment be carried out?”  

In a care setting where there are appropriately qualified/ trained staff who have access to the equipment they need to do this. What is important is that the place is accessible for the patient and at a time suitable to them.
	Thank you for your feedback. We will consider this information when developing the review protocols.

	Royal College of Nursing
	6
	173
	“Who should carry out the post-operative assessment?”

An appropriately qualified/trained individual and this may include nurses.
	Thank you for your feedback. We will consider this information when developing the review protocols.

	Royal College of Nursing
	General
	General 
	It would be helpful to have a guideline around marking the eye. 

We would ask that the reviewers consider the personnel and process for doing this.
	Thank you for the feedback. Marking the eye will not be included in the scope, as it is a generic surgical issue that is adequately covered in the WHO’s Surgical Safety Checklist guidance.

	Royal College of Ophthalmologists
	6
	155
	The argument for folding lenses is so strong in terms of outcomes that this question should be removed. There is no longer a sufficient range of non-folding lenses to use except in special circumstances such as AC lenses for vitreous loss with no capsular support 
	Thank you for your feedback. This question has been removed. 

	Royal College of Ophthalmologists
	6

7
	171-178
	It seems illogical to name specific devices in these questions as there are many left out (eg Malyugin ring, Perfect Pupil, Intra-cameral Phenylephrine etc). A broader question on the efficacy of surgical adjuncts would be better and give scope for assessment of all such devices.
	Thank you for your feedback. We have broadened the question to “In what circumstances are interventions to increase pupil size effective?”

	Royal College of Ophthalmologists
	6
	171
	Preventative strategies should include risk stratification as a major preventative tool and might even include data collection (methods, storage , analysis, comparison with National cataract dataset)
	Thank you for your feedback. A review question on risk stratification techniques to reduce surgical complications and errors is included in the scope (page 5, lines 142 and 143).

	Royal College of Ophthalmologists
	6
	171
	It would be useful to have questions relating to management of complications as this can be preventative in its own right. For example the use of Triamcinolone to visualise vitreous after posterior capsule rupture will help to prevent retinal detachment and other complications such as vitreous wick and Irvine-Gass syndrome (post op macular oedema due to Vitreo-retinal traction). This is not simply a training issue but also a preventative strategy – as with many other aspects of complications management.
	Thank you for your feedback. We have prioritised the inclusion of a specific question on management of cystoid macular oedema and posterior capsule rupture as optimal treatment is unclear.

	Royal College of Ophthalmologists
	7
	204
	Outcome measures should include surgically induced astigmatism, unaided and best corrected visual acuity at three to four months, 
	Thank you for your feedback. We have included this information in the listed outcomes.

	Royal College of Ophthalmologists
	6
	162
	Consideration should be given to a discussion on multifocal lens implants of different designs as their use will impact on the quality of life issues as well as the economical model. Using higher volumes would reduce their price to an acceptable level and potentially improve visual and quality of life outcomes.
	Thank you for your feedback. It is proposed that the guideline will consider the clinical and cost effectiveness of multifocal (non-accommodative) intraocular lenses.  However, as this technology is covered by NICE IPG 264, its inclusion is subject to approval by NICE’s Guidance Executive.

	Royal National Institute of Blind People
	General
	General
	About the RNIB:

XXXXXXXXXXXXXXXXXXXXXXXXXX
RNIB is pleased to have the opportunity to respond to this consultation
	Thank you for your feedback. We appreciate the time taken to provide detailed comments.

	Royal National Institute of Blind People
	General
	General
	Equalities Act 2010:

We believe that all NICE work should reflect the duties of public bodies under the Equalities Act 2010, not just in relation to communication and accessible information, but in relation to non-discriminatory treatment. We would expect NICE to take steps to meet their legal obligations. This not only requires public bodies to have due regard for the need to promote disability equality in everything they do - including the provision of information to the public - but also requires such bodies to make reasonable adjustments for individual disabled people where existing arrangements place them at a substantial disadvantage.
	Thank you for your feedback. NICE complies with the Equalities Act 2010. An Equality Impact Assessment (EIA) is produced during scoping and regularly reviewed and updated throughout development. This identifies any potential equality issues and the extent to which they need to be, and then have been, addressed by the guideline committee. This document is available to the public throughout periods of consultation.

	Royal National Institute of Blind People
	General
	General
	Accessible information:

We believe this guideline should be culturally appropriate. It should also be accessible to people with additional needs such as physical, sensory or learning disabilities, and to people who do not speak or read English."

The Equality Act expressly includes a duty to provide accessible information as part of the reasonable adjustment duty. 

Online information on websites should conform to the W3C's Web Accessibility Initiative Web Content Accessibility Guidelines (WCAG) 1.0, level AA, as required by the NHS Brand Guidelines and the Central Office of Information.

With regard to the accessibility of print materials, including downloadable content such as PDF files, we would request that wherever possible they comply with our "See it Right" guidelines:

http://www.rnib.org.uk/professionals/accessibleinformation/Pages/see_it_right.aspx 
	Thank you for your feedback. The comment will be fed to the website and implementation teams to ensure that the resultant guideline is accessible to all relevant stakeholder groups.

	Royal National Institute of Blind People
	5
	125
	What information do patients with cataracts and their carers find useful?

Our response has been generated by discussions with patients and their carers to examine the treatment of cataracts and its impact on quality of life and reading published research.

Patients and carers we have spoken to find it particularly useful to see information on the following and view this information as an important part of their patient pathway journey:  information on treatment, pre-surgery assessments, the cataract surgery itself, what happens after the operation, postoperative medication and instructions, permissible activities following surgery, arrangements for handling urgent enquiries from patients and a discharge summary especially in the event of complications.  The RNIB and the Royal College of Ophthalmologists regularly update a joint ‘Understanding series’ entitled ‘Understanding Cataracts’ which addresses this. We recommend this series is included in the NICE cataract guideline. This series is available on CD, large print, Braille and online at :

 https://www.rnib.org.uk/eye-health-eye-conditions-z-eye-conditions/cataracts 
Cataracts induce double or blurred vision, difficulties seeing in dim or very bright light. Therefore information must be accessible for people who might not be able to see properly.  Patients should be asked about their information preferences.  Following on from numerous discussions with patients and their carers, patients prefer large print, Braille, CD and particularly face to face and telephone communication guiding them through the ‘useful’ information. Older patients who are affected by cataract tell us that they do not like being given leaflets, some say they can't read them as their sight is so poor and feel that face to face communication improves their patient pathway experience. They appreciate that the doctor's time is limited and don't want to ask too many questions.

An optimal cataract pathway will offer patients access to practical and emotional support. Many providers are able to offer this through access to an Eye Clinic Liaison Officer (ECLO), which is a valuable resource for patients and their families/carers, particularly where the patient's circumstances require special planning of the surgical admission.  The cataract pathway should also cater for the needs of a small percentage of patients whose care needs to be individualised in order to secure the best achievable outcome of surgery, to reduce the risk of complications, or to make the experience of surgery tolerable. This includes accounting for the needs of those without social support at home, those with disabilities, including any that may also impair optimal post-operative care and those whose first language is not English. ECLOs can also offer advice and support to this smaller group of patients. ECLOs are able to reinforce messages given by the clinician and have more time to answer patient's questions. They understand their limits, they are not clinicians or nurses but can signpost patients to relevant services. They can also listen to any worries that the patient might have and answer any questions that they are trained to assist with, such as questions about changes to refractive error post surgery or complications such as Posterior Capsule Opacification (PCO). This in turn saves the clinician time. Patients may have co-morbidities, such as cataract and glaucoma, so the ECLO is on hand to explain all the conditions and, for example, the importance of taking glaucoma drops even if the cataract is resolved. Some patients will not want surgery and an ECLO can then help signpost them to social care services, complete a CVI form if necessary. So ECLOs play an important role in integrating services.

Prior to surgery patients need to have comprehensible information in order to make an informed decision about treatment. NHS Right Care tried to assist with this by producing a Patient Decision Aid for cataract surgery,

however, this was very hard to use. Patients do need to fully understand the pros and cons of surgery and although the clinician will provide this, patients may want to think about the procedure and get further clarification and an ECLO is ideally placed to assist with this. If the patient wants to talk about the information again, they could ask the ECLO instead of the clinician who may have more time to spare. Patients also comment that they like to be given the contact details of someone they can come back and talk to.

In addition, we believe this guideline should be culturally appropriate. It should also be accessible to people with additional needs such as physical, sensory or learning disabilities, and to people who do not speak or read English." The Equality Act expressly includes a duty to provide accessible information as part of the reasonable adjustment duty. Online information on websites should conform to the W3C's Web Accessibility Initiative Web Content Accessibility Guidelines (WCAG) 1.0, level AA, as required by the NHS Brand Guidelines and the Central Office of Information. With regard to the accessibility of print materials, including downloadable content such as PDF files, we would request that wherever possible they comply with our "See it Right" guidelines:

http://www.rnib.org.uk/professionals/accessibleinformation/Pages/see_it_right.aspx 
	Thank you for providing detailed feedback on the information that patients and carers consider to be important. We will consider this information when developing the review protocols. We have also added to the review question consideration of mode of delivery of information and this will be considered for each of the specific population groups identified in section 1.1.

	Royal National Institute of Blind People
	5
	127
	What information on cataract surgery do people and their carers find useful?

Cataracts induce double or blurred vision, difficulties seeing in dim or very bright light and may lead to eventual blindness if left untreated. Cataract surgery aims to improve clear vision, allowing individuals to regain their independence and reduce falls, which is particularly important in the elderly population.

Patients and carers we have spoken to find it particularly useful to see information about the cataract surgery itself and what happens immediately after the operation i.e. how long it takes, will it be a local or general anaesthetic, will they need stitches, will they be in pain after the surgery and can they take painkillers and will they be able to see lights and movement after the operation. The RNIB and the Royal College of Ophthalmologists regularly update a joint ‘Understanding series’ entitled ‘Understanding Cataracts’ which addresses this.  We recommend this series is included in the NICE cataract guideline. This series is available on CD, large print, Braille and online at :

 https://www.rnib.org.uk/eye-health-eye-conditions-z-eye-conditions/cataracts 
An optimal cataract pathway will offer patients access to practical and emotional support. Many providers are able to offer this through access to an Eye Clinic Liaison Officer (ECLO), which is a valuable resource for patients and their carers, particularly where the patient's circumstances require special planning of the surgical admission. Prior to surgery patients need to have comprehensible information in order to make an informed decision about treatment. NHS Right Care tried to assist with this by producing a Patient Decision Aid for cataract surgery, however, this was very hard to use. Patients do need to fully understand the pros and cons of surgery and although the clinician will provide this, patients may want to think about the procedure and get further clarification and an ECLO is ideally placed to assist with this. If the patient wants to talk about the information again, they could ask the ECLO instead of the clinician who may have more time to spare. Patients also comment that they like to be given the contact details of someone they can come back and talk to. Some patients will not want surgery and an ECLO can then help signpost them to social care services, complete a CVI form if necessary. So ECLOs play an important role in integrating services.
	Thank you for providing detailed feedback on the information that patients and carers consider to be important on cataract surgery. We will consider this information when developing the review protocols. We have also added to the review question consideration of mode of delivery and clarification that information relates to before, during and after surgery.

	Royal National Institute of Blind People
	5
	131
	What are the indicators for referral for cataract surgery?

The indicators for the referral for cataract surgery are: glare, blurred vision, double vision, sensitivity to light and changes in colour perception.
	Thank you for your feedback on indicators for cataract surgery. We will consider this information when developing the review protocols.

	Royal National Institute of Blind People
	5
	132
	What are the optimal clinical thresholds in terms of severity and impairment for referral for cataract surgery?

Visual acuity is routinely used to measure visual function and on its own is not a reasonable and efficient way to measure the problems caused by cataracts or determine an individual’s visual disability.  

In those individuals with a pre-operative visual acuity of 6/6 or better (i.e. very good visual acuity), cataract surgery should only be recommended if there are cataract associated visual disabilities and these visual disabilities will be improved by surgery. So for example an individual with a visual acuity of 6/6 and cataract associated visual disabilities i.e. glare at work, whilst driving or in the home is a danger to themselves and others and should therefore be recommended for surgery as they would significantly benefit from it.

Ultimately, cataract surgery should be readily available to those who are unable to manage their day-to-day living as a result of their cataract associated visual disabilities. Patients care about what they can do once their sight is restored i.e. ability to read and write, drive, remain in employment and lead independent lives.
	Thank you for providing detailed feedback on the optimal clinical thresholds for referral for cataract surgery. We will consider this information when developing the review protocols.

	Royal National Institute of Blind People
	5
	135
	What should be included in the routine preoperative examination?

The routine preoperative examination should include two stages:

1) The patient could see a nurse practioner, optometrist or orthoptist for visual acuity tests, biometry and focimetry; to discuss medical history and current medications, especially as those with age-related cataracts may already display co-morbidities such as diabetes, cardiovascular conditions and other eye conditions such as diabetic macular oedema, age related macular degeneration and glaucoma; provide appropriate patient information in accessible formats; discuss anaesthesia options; dilate pupils and complete observations.

2) To ensure continuity in the cataract patient pathway the patient should see a named ophthalmologist who will conduct their cataract surgery. This assessment should include a slit lamp examination, a discussion to assess the patient’s social circumstances i.e. will they need support at home for postoperative care, who will administer any existing medications; identify the need for second eye surgery; discuss management with both the patient and carer if required; discuss post-operative refractive status.
	Thank you for providing detailed feedback on the procedures involved in routine preoperative examinations. This review question has been removed from the scope as generic testing is covered by the NICE guidance CG3 on “Preoperative tests”. In addition, review questions on issues relating to cataract-specific preoperative assessments have already been included in the scope:

- What is the effectiveness of different techniques for undertaking biometry?

- What are the most appropriate formulae to optimise intraocular lens biometry calculation?

- How can biometry and postoperative refractive errors be reduced?

- What is the effectiveness of risk stratification techniques to reduce surgical complications and errors?



	Royal National Institute of Blind People
	6
	167
	What is the effectiveness of bilateral simultaneous (rapid sequential) cataract surgery compared with unilateral eye surgery?

If a patient has developed cataracts in both eyes, cataract surgery can be performed on both eyes during the same admission (also known as sequential bilateral surgery) or over 2 separate admissions also known as unilateral eye surgery. Levio et al., (2011) demonstrated through a randomised control trial that both bilateral simultaneous (rapid sequential) cataract surgery and unilateral eye surgery showed similar surgical outcomes and patient satisfaction. Moreover, cost analysis indicated significant savings for bilateral simultaneous (rapid sequential) cataract surgery after accounting for paid home care costs and travel to admissions.

It is important for patients to have the second procedure within a 2-week time frame so as to reduce the likelihood of causing a negative impact on their daily living and quality of life, the need for glasses between operations and dependence on carers and social care services.

Reference:

Leivo T, Sarikkola A-U, Uusitalo RJ, Hellstedt T, Ess S-L, Kivelä T. Simultaneous bilateral cataract surgery: economic analysis; Helsinki Simultaneous Bilateral Cataract Surgery Study Report 2. J Cataract Refract Surg. 2011 Jun; 37(6):1003–8.
	Thank you for providing detailed feedback on the bilateral simultaneous cataract surgery. We will consider this information when developing the review protocols.

	Royal National Institute of Blind People
	6
	169
	What is the optimal timing of second eye surgery, taking into account issues of refractive power after first eye surgery?

Second eye surgery is usually performed 2 weeks following first eye surgery. It is important for patients to have the second procedure within this time frame so as to reduce the likelihood of causing a negative impact on their daily living and quality of life, the need for glasses between operations and dependence on carers and social care services. However, sufficient time should elapse to identify any preoperative complications and refractive issues between surgical procedures.
	Thank you for providing detailed feedback on the optimal timing for second eye surgery. We will consider this information when developing the review protocols.

	Royal National Institute of Blind People
	7
	196
	Who and in what setting should carry out the postoperative assessment?

To ensure continuity for the patient, the postoperative assessment should only be carried out by the ophthalmologist who conducted the procedure and the assessment should take place where the admission/surgery was held.
	Thank you for your feedback. We will consider this information when developing the review protocols.

	Royal National Institute of Blind People
	7
	198
	If the postoperative assessment is undertaken outside of the hospital, how should outcomes of cataract surgery be communicated to surgical units in the postoperative period?

Patients prefer continuity and therefore the postoperative assessment should only be carried out by the ophthalmologist who conducted the procedure and the assessment should take place where the admission/surgery was held. However, if the assessment is undertaken outside of the hospital, patient and surgical outcomes should be communicated electronically at all times to surgical units and their general practitioners. 

If patients have complications during the postoperative period the named ophthalmologist should manage their complications or arrange a referral to another ophthalmologist, keeping their general practitioner informed at all times. Patients find it unacceptable and should not   address their complications though their local accident and emergency department or general practitioner.
	Thank you for providing detailed feedback. We will consider this information when developing the review protocols.

	SeeAbility
	2
	35
	It would be helpful to understand the rationale for the guideline encompassing adults over 18 and not children. Childhood cataracts are a feature of some conditions, including Down’s Syndrome and although rare, will often necessitate surgery. We know from our research that children with learning disabilities are 28 times more likely to have serious sight problems than the general population of children, and yet often struggle to get the regular eye care they need.
	Thank you for your feedback. Children and people younger than 18 years are not included in the scope as the management pathway and associated issues are very different in this group compared to adults.

	SeeAbility
	2 

and 10
	42, 278
	We consider that the subgroups needing specific consideration include people with learning disabilities. It is not clear if this group is covered by the “impaired cognitive function” description on page 2, but given the health inequalities experienced by people with learning disabilities we consider that this group should be listed. 

In brief the key issues for accessing cataract care amongst people with learning disabilities are:

· The need for regular eye care 

· Higher prevalence issues 

· The importance of people being referred the same as people without LD – so there is no discriminatory judgements made if the person doesn’t read, work or drive, for example.

· Reasonable adjustments in eye care and surgery 

· Proper consideration of capacity and consent issues and Best Interest meetings 

· Prevention – avoiding falls and reducing avoidable sight loss 

In paragraph 3.14 of the consultation, there is no mention of the particular prevalence of cataracts associated with conditions such as Down’s Syndrome. Adults with learning disabilities are 10 times more likely to have serious sight problems than the general population (see research commissioned by RNIB and SeeAbility http://www.rnib.org.uk/knowledge-and-research-hub/research-reports/prevention-sight-loss/prevalence-VI-learning-disabilities). Cataracts are one of the most common reversible causes of visual loss in patients with a learning disability (see: http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1857461/)

The Management of Visual Problems in adult patients who have learning disabilities is also the subject of a Royal College of Ophthalmologist guideline. See: https://www.rcophth.ac.uk/wp-content/uploads/2014/12/2011_PROF_128_The-management-of-visual-problems-in-people-with-learning-disabilities.pdf 

We know from SeeAbility’s own work to enable uptake of sight tests and eye care that adults can struggle with poor vision because they do not have the spectacles they require to correct refractive error, that carers and supporters may not realise how well someone can see, and that the result is people with learning disabilities are at risk of avoidable sight loss due to the effect of undiagnosed sight conditions. We have developed easy read material for people with learning disabilities and their supporters to provide information about their sight, and for optometrists to provide information on the results of the eye test. 
	Thank you for your feedback. We have added “people with learning disabilities” to the subgroups that need specific consideration and also in paragraph 3.1.4 on prevalence.

	SeeAbility
	
	
	We have been working with the Local Optical Committee Support Unit (LOCSU) to provide enhanced optometric support for people with learning disabilities in a number of local areas and the findings of these projects include identifying new eye health concerns in many individuals. For example, in the LOCSU project in the Kensington and Chelsea, Hammersmith and Fulham, and Westminster triborough area recent data indicates lens opacities, previously unidentified, have been found in nearly a quarter of patients (25 out of 99 patients).
	Thank you for your feedback. We appreciate the time taken to provide detailed comments. We have added “people with learning disabilities” to the subgroups that need specific consideration in the scope and in the prevalence section of the scope.

	SeeAbility
	5
	124
	Under the key issues and questions SeeAbility can provide evidence on improved outcomes for people with learning disabilities when they are provided with good, clear information on cataracts and cataract surgery as well as more general information on good eye care.  We have a specialist Eye Care and Vision Team dedicated to improving outcomes for people with learning disabilities in looking after their sight, including a project that offers peer to peer support. 

As part of this work, we have developed a number of resources on helping someone with learning disabilities prepare for eye surgery including an Easy Read Eye Surgery Support Plan, which has been endorsed by Moorfields Hospital. 

For more information see: https://www.seeability.org/sharing-knowledge/?book=sight-loss-2-eye-operations#eye-surgery-support-plan 

Similarly the Royal College of Ophthalmologists is replicating this guidance in a newly planned guidance note on eye care for people with learning disabilities.

For these reasons we believe it will be important for the guideline to reflect the needs of people with learning disabilities throughout the diagnosis and management pathway and not just in the case of preparing for surgery but also in diagnosis, the outpatient and postoperative environment, in order to address the equalities issues faced by this group of adults. 

The scoping document currently omits to include links to consent and mental capacity. We also draw attention to the Royal College of Ophthalmologists guideline in this respect. 
	Thank you for your feedback. The scope document does not include links to consent and mental capacity. However, the main guideline will have generic information on these issues with appropriate cross-referral. We have added “people with learning disabilities” to the subgroups that need specific consideration in the scope and data on prevalence in section 3.1.4.


	Thomas Pocklington Trust
	2
	51
	If not within this guidance, please could you advise which guidance will cover people with trauma related cataracts. The sight loss is still an issue for the individual and needs to be managed. It would be useful for the published cataracts guidance to advise clinicians of the appropriate guidance for these cases.
	Thank you for your feedback. While we recognise that sight loss is an important issue for people with trauma-related cataracts, due to likely involvement of other structures of the eye in the injury, it is beyond the scope to include this subgroup, where co-pathology will likely affect management. However, where there is no co-pathology, trauma-related cataracts will be included.

	Thomas Pocklington Trust
	4
	102-105
	We feel prevention should be included. It is an important part of the process and may reduce avoidable sight loss if promoted by medical practitioners and others, particularly to at risk groups.
	Thank you for your feedback. There is strong evidence that interventions (apart from smoking cessation advice) are not effective in preventing the development and progression of cataracts. These interventions are also not part of routine clinical practice for this reason. Smoking cessation advice is provided by the NHS and will not be considered in this scope. However, such lifestyle risk factors and aetiology of cataracts will be covered in the background/introduction section of the guideline.

	Thomas Pocklington Trust
	4
	92-97
	We would recommend inclusion of support provided by the voluntary sector, eye clinic liaison officers, sensory support teams and low vision practitioners. Whilst the cataract in a high proportion of cases will be removed successfully, there may be instances where there is still apparent sight loss where the individual needs support from these individuals/organisations beyond that provided by the ophthalmologist.
	Thank you for your feedback. Various support providers may be considered in the review question on “Who and in what setting should carry out the postoperative assessment and care?”

	Thomas Pocklington Trust
	5
	124-128
	Consideration needs to be given to providing information to patients in an accessible manner. Perhaps the scoping should say ‘How do we provide the information required by the patient and their carer in an accessible manner?’
	Thank you for your feedback. We have added to the review questions consideration of mode of delivery, which will cover accessibility.

	Thomas Pocklington Trust
	5
	124-128
	The scoping should make clear that when talking about information provision to patients and their carers, this is to include pre- and post-surgery.
	Thank you for your feedback. We have added to the review question consideration of mode of delivery and clarification that information relates to before, during and after surgery.

	Thomas Pocklington Trust
	6
	124-128
	Possibly going into too much detail for the scope but we thought it useful to highlight the following for consideration. Muslims may query the taking of eye drops during Ramadan. NHS Choices advises on the taking of eye drops as being acceptable: http://www.nhs.uk/Livewell/Healthyramadan/Pages/FAQs.aspx The scope may wish to ask a question whether information provision takes account of patient groups of all backgrounds.
	Thank you for your feedback. This information will be considered in the relevant sections of the guideline during development.
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