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1.0 Foreword 

Vision is a remarkable gift that has evolved over hundreds of millions of years but 

can be lost in seconds; a loss that can be life-changing. A lot of visual loss is 

avoidable and much eye disease can be attributed to environmental and/or 

socioeconomic factors.  This Eye health Needs Assessment has been compiled by 

Public Health England (PHE) to explore the needs of the populations in Lincolnshire, 

Rutland, Leicestershire, Derbyshire, Nottinghamshire, Northamptonshire, 

Hertfordshire and Bedfordshire.  The aim of this assessment is to improve knowledge 

of eye health in relation to the perceived needs of the population and to use this to 

improve the health and wellbeing of the local community and reduce inequalities.  

 

Good vision care impacts on other aspects of health such as the ability of patients to 

manage other chronic conditions and the avoidance of injurious falls. People with 

visual impairment are more likely to require residential and community care and 

additional support through adaptations of their environment. Such support and the 

loss of quality of life incur considerable costs both to the individual and society. 

Because of this, specific initiatives to improve eye health, such as recommendations 

within this need assessment and the UK Vision Strategy, should not be considered in 

isolation. Rather, they should be integrated alongside the planning of other strategies 

designed to meet broader health and social care objectives as outlined in public 

health and NHS outcomes frameworks, and considered in the design of multi-

professional services, such as those aimed at reducing falls or smoking cessation for 

example. 

 

The authors hope that this report will inform the debate about resource allocation and 

highlight priorities to improve the ocular health of the patients we serve. It should be 

used  to influence the commissioning of suitable eye care services and to help to 

determine what actions the NHS,  local authorities and other partners need to take to 

meet eye health and social care needs and to address the wider determinants that 

impact on eye health. The challenge is now, for all involved, to use this opportunity to 

drive improvement in services and outcomes.  

 

   

David Cartwright 

Chair Derbyshire and 

Nottinghamshire LEHN 

Tristan McMullan 

Chair Hertfordshire, Bedfordshire 

and Northamptonshire LEHN 

Wojciech Karwatowski 

Chair Leicestershire and 

Lincolnshire LEHN 
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2.0 Executive summary 

This report presents an epidemiological health needs assessment of eye health 

across three LEHNs in the NHS England Central Midlands and NHS England North 

Midlands areas that are a part of the PHE East Midlands region. The aim of this 

assessment was to identify the main priorities for improving eye health, reducing 

preventable sight loss and narrowing eye health inequalities.  
 

The assessment focused on children and young people; specifically eye screening 

and examinations which can detect eye health problems and prevent sight 

deficiencies, older people; specifically the 3 conditions of age-related macular 

degeneration (AMD), cataract and glaucoma which are all known to cause blindness 

if left undetected or untreated, diabetic retinopathy and retinal vascular disease which 

can be prevented or the effects minimised if adequately detected and managed and 

sight loss, specifically blindness.  
 

The relationship between risk factors for poor eye health or sight loss and the chosen 

priority areas are presented alongside the prevalence of eye health risk factors in 

each LEHN. Descriptions of the universal services that protect and promote eye 

health and targeted services that detect, manage, treat conditions to improve eye 

health are shown against the life course.  
 

While this assessment has gone some way to provide an understanding of eye heath 

need across the region, it has been limited by the breadth of geography and the 

scarcity of robust data about key eye health conditions and health service delivery 

and uptake. Additional local intelligence - good quality and more complete data - and 

gap analysis is required to obtain understand these factors.  
 

The primary recommendation is that each local area uses the data presented in this 

report, alongside supplementary data, to inform their Joint Strategic Needs 

Assessment (JSNA). A number of issues have been identified for consideration when 

developing strategies and plans relating to eye health. These include: prioritisation of 

early detection in eye health changes, awareness of an ageing population and need 

to plan and commission eye health services accordingly, equity of service access 

and gap in assessment of the quality and provision of eye health support services- 

including rehabilitation.  
 

It is recognised that whilst eye health related social care need and provision was 

outside the remit of this assessment, an understanding of these services (and 

population needs) at a local level should be sought to ensure that priority setting 

encompasses a holistic perspective of eye health need.   
 
 



Eye health needs assessment 

 

6 

 

3.0 Introduction, scope, constraints, key 

policy and drivers and the National Eye 

Health context  

3.1 Introduction 

3.11 Outline, aim and purpose 

A Health Needs Assessment (HNA) is a systematic method for reviewing the current 

and future health issues facing a population, leading to agreed priorities to improve 

health and reduce inequalities. 

 

The aim of this Eye Health Needs Assessment (EHNA) is to identify the main 

priorities for improving eye health, reducing preventable sight loss and narrowing eye 

health inequalities in the NHS England Central Midlands and NHS England North 

Midlands areas that are a part of the PHE East Midlands region. The direction for the 

development of NHS eye care services to meet the future needs of the population 

over the next 5 to 20 years will be discussed. 

 

The purpose of the HNA is to support commissioners in Local Authority Public Health 

(LA PH), NHS England and CCGs in their responsibilities for commissioning needs 

based eye health services and pathways.   

 

3.12 Background 

Local Eye Health Networks (LEHNs) have been established by NHS England Area 

Teams to ensure that the contribution of eye health professionals is maximised in the 

design and delivery of eye health services. Three Local Eye Health Networks 

(LEHNs) - Derbyshire and Nottinghamshire, Leicestershire, Rutland and Lincolnshire, 

and Hertfordshire and the South Midlands - covered by this assessment. These 

networks incorporate 14 upper tier and unitary local authorities, of which 9 are in the 

East Midlands, 4 in the East of England and 1 in the South East.  

 

This EHNA is defined as ñepidemiologicalò (1). It describes need in relation to eye 

health problems using estimates of the incidence, prevalence, and other related 

surrogates of health impact for specific eye health risk groups and draws on existing 

data. Where possible, information is presented at county footprint geography. It is 

anticipated that this will enable comparative analysis, within and between LEHNs, 
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and will assist with the identification of variation in both population needs and 

commissioned service pathways.  

 

This needs assessment is produced as a series of briefings (split by overview or 

priority area) which can be read as standalone documents or alongside the others in 

the series. Within each briefing, a review of epidemiological population need is 

presented and then a description of the overarching pathway of commissioned 

services explained. Recommendations about how local commissioners can use the 

HNA findings to perform local gap analyses and develop their commissioning of 

needs based eye health services are provided.   

 

3.2 Scope  

As eye health issues are multi-factorial, with sight affecting every aspect of health 

and wellbeing, it was imperative that the scope of this HNA was tightly defined from 

the outset for it to be fit for purpose.   

 

The HNA process has been led by a steering group, chaired by PHE East Midlands, 

which has included representation from the 3 LEHNs, PHE East of England, LA PH 

and the Thomas Pocklington Trust.  A project initiation document was produced by 

PHE EM and this was discussed and amended by the group at their first meeting. It 

was decided that the assessment should focus on the following eye health priority 

areas: 

 

¶ Children and young people; specifically eye screening and examinations which 

can detect eye health problems and prevent sight deficiencies 

¶ Older people; specifically the 3 conditions of age-related macular degeneration 

(AMD), cataract and glaucoma which are all known to cause blindness if left 

undetected or untreated  

¶ Diabetic retinopathy and retinal vascular disease which can be prevented or the 

effects minimised if adequately detected and managed 

¶ Sight loss, specifically blindness  

 

These areas are chosen because they cover opportunities to give every child the 

best start in eye health and the major preventable sight threatening conditions in the 

UK (2).  
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3.3 Constraints 

A large amount of data from a diverse range of sources is required if a complete 

picture of eye health is to be presented. Local knowledge and intelligence is 

necessary to access and make sense of much of this information.  Given the wide 

geographical area covered by this HNA, this level of detail is beyond the scope of this 

work.  

 

Although services that are commissioned to support a social eye health need will not 

be discussed in this assessment, this does not discount their importance in 

supporting the individuals who need them. 

 

3.4 Key policy and drivers 

The World Health Organisationôs Vision 2020 (3) programme aims to eliminate 

preventable sight loss by 2020. It was originally supported in the United Kingdom by 

Vision 2020 UK and UK Vision Strategy; these bodies have recently been replaced 

by Vision UK (4). This independent partnership organisation, established in 2017, 

has the aim of collaborating in eye health and sight loss by working with and for other 

organisations in the eye health and sight loss sector. They have set 3 priority areas: 

improve the nationôs eye health and end sight loss, improve support across eye 

health and social care services, and improve awareness of sight loss and create an 

inclusive society for all. In England the leading eye health and sight loss 

organisations are working together to deliver a plan for change called the England 

Vision Strategy. The England Vision Strategy is part of Vision UKôs country led 

approach.  

 

The annual update of the NHS Outcomes Framework (5) sets out the high-level 

national outcomes that the NHS should be aiming to improve year on year. The 

indicators are split into 5 domains; for which aspects of eye health fit within each one. 

The framework includes a duty on the NHS Commissioning Board and Clinical 

Commissioning Groups to have regard both to the need to reduce inequalities 

between the people of England and to National Institute of Health and Clinical 

Excellence (NICE) quality standards (6).  

 

Alongside the NHS Outcomes Framework, the CCG Outcomes Indicator Set (7) 

provides clear, comparative information for CCGs, Health and Wellbeing Boards, 

local authorities, patients and the public about the quality of health services 

commissioned by CCGs and the associated health outcomes. The indicators are 

useful for CCGs and Health and Wellbeing Boards in identifying local priorities for 

quality improvement and to demonstrate progress that local health systems are 

making on outcomes. 
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Health & Wellbeing Boards (8) have statutory responsibility to conduct and identify 

priorities for health, wellbeing and social care across a health community. These are 

presented in Joint Strategic Needs Assessments (JSNA) and inform the 

commissioning of healthcare services.   
 

NHS RightCare (9) is one approach adopted to support the development of 

sustainable systems. Through intelligence, innovation and implementation the 

programme aims to increase value and improve quality by reducing unwarranted 

variation and improve population planning. Additionally, NHS Improvement (10) is 

leading the support offer to providers to implement the Forward View to reduce the 3 

gaps of health and wellbeing, quality and finance; described in the NHS Five Year 

Forward View (11).  
 

The Royal College of Ophthalmologists and the College of Optometrists (12) are the 

professional bodies for ophthalmologists and optometrists respectively. Whilst aiming 

to support their members in all aspects of professional development, both bodies 

also advocate for improvements to ophthalmic public health. The Royal College of 

Ophthalmologists launched their Strategic Plan 2015ï19 in March 2015 (13) and this 

outlines the 3 priority areas over the next 5 years that the college will focus on to help 

shape eye care services of the future and to raise eye care higher on the health 

agenda. These are:  

 

¶ continue to develop and deliver the core services of training, education and 

assessment  

¶ influence and uphold standards in eye health through proactive leadership and 

expertise in the field of ophthalmology 

¶ better represent, support and engage with members to ensure that the college 

remains strong and better placed to improve services 

 

The College of Optometrists have recently published 2 reports specifically related to 

ophthalmic public health. In May 2014, the ñfocus on fallsò report (14) concentrated 

on the need to work with UK falls services to identify and support patients with failing 

vision. Subsequently, the College have been working with the Local Optical 

Committee Support Unit (LOCSU) to support local optical committees (LOCs) and 

local eye health networks (LEHNs) in prioritising falls awareness. Secondly, in May 

2016, a summary on current evidence about uncorrected refractive error in deprived 

areas and its association with patient access to eye care services as well as practical 

recommendations was published (15). Whilst there was found to be a lack of 

evidence for an association between socio-economic status and patient access to 

uncorrected refractive error (URE) eye services, qualitative studies suggest that 

public perceptions of optometry and optical services are a key factor. It was 
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recommended that more public health education targeting deprived populations on 

eye health and eye services needed.  
 

3.4.1 National standards and indicators  

The Public Health Outcomes Framework (16) for England includes indicators for eye 

health and sight loss. Inclusion of the indicator, which measures the proportion of 

Certificates of Visual Impairment (CVI) registrations due to AMD, glaucoma and 

diabetic retinopathy, ensures that avoidable sight loss is recognised as a critical 

public health issue as well as allowing crude comparisons between local authorities 

and a benchmark against the England average. 

 

The National Institute for Health and Clinical Excellence (NICE) (17) has produced a 

range of guidance including technology appraisals, interventional procedure 

guidelines and medtech innovation briefings on a range of eye health conditions. 

These cover cataracts, glaucoma and macular degeneration (amongst others). 

Additionally, in development are guidelines on health and social care support for 

ñadults with lifelong é visual impairmentsò and ñserious eye conditionsò (18). 

However the publication date for this guidance is yet to be released.   

 

3.5 The National Eye Health Context  

Sight loss is a major public health issue, affecting about 2 million people in the United 

Kingdom. Analysis in 2009 predicted that this number is expected to double to 4 

million by 2050 (19). This increase is almost wholly attributable to an aging 

population, with over 80% of sight loss occurring in people aged over 60 years.  

 

Whilst new technologies, for example in relation to AMD, have significantly improved 

the treatment hospital eye services can provide, estimates show that  50% of sight 

loss (19) can be avoided and for this reason commissioned pathways of eye 

healthcare are essential to achieve improvements in eye health. Historically this has 

not been reflected in NHS programme budgeting expenditure. A review of the total 

national 2013-14 NHS spend on ñproblems of visionò, performed by the RNIB (20), 

revealed that approximately 64% was classified as secondary care or urgent/ 

emergency care spend whereas 0.1% was prevention or health promotion spend. 

 

Preventable sight loss is a modifiable public health issue (16). Given the call in the 

NHS Five Year Forward View for a ñradical upgrade in prevention and public healthò 

(11) alongside the new models of health and care, that is, Sustainability 

Transformation Partnerships (STPs), Integrated Care Organisations (ICO) and 

Accountable Care Systems (ACS) (21), there are opportunities to rethink our 

approach to achieving optimal eye health for all. Shifting services upstream and 
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linking up existing preventative approaches could yield great benefits for both 

individuals and the public as a whole.  

 

The challenge is how to ensure that any changes in pathways are needs based and 

that gaps or variation in either the commissioning or uptake of services are 

minimised. This HNA is the starting point to achieving this across the NHS England 

Central Midlands and NHS England North Midlands areas that are a part of the PHE 

East Midlands region.  
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4.0 Population, demography, risk factors 

and overview of commissioned eye health 

services 

4.1 Description of the population, demography and risk factors for eye health 

conditions 

This is the first briefing in this series relating to eye health. This briefing provides an 

overview of the populations, demography and risk factors of the geographical area 

covered in this needs assessment. The analysis in this document relates to 3 local 

eye health networks (LEHNs); Derbyshire and Nottinghamshire, Leicestershire, 

Rutland and Lincolnshire, and Hertfordshire and the South Midlands. As shown in 

Figure 1, these networks incorporate 14 upper tier and unitary local authorities, of 

which 9 are in the East Midlands, 4 in the East of England and 1 in the South East.  
Figure 1: Geography 
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In all 3 areas, the population is expected to increase overall by 2039. In general, the 

populations of females are greater than the populations of males although there is 

some variation across age groups. The percentage change in population size tends 

to be similar between males and females until aged 65 and over, when the 

population of males in this age group is projected to increase more than the 

population of females. However, this may be because historically, the population of 

males has always been smaller and their life expectancy is now beginning to catch 

up with female life expectancy. Although the numbers of people within each age 

group are generally projected to increase by 2039, the overall structure of the 

populations are expected to change so that those aged less than 65 years old make 

up a reduced proportion of the population, whilst the proportion of people aged over 

65 will increase. This change reflects the ageing of the population. The changes in 

the population structure between 2015 and 2039 are visualised in Figure 2. 

 

Derbyshire and Nottinghamshire 

 

¶ The population in 2015 was 2,161,365, projected to increase by 12% to 2,417,900 

by 2039 

¶ The number of 0 to 19 and 20 to 39 year olds will increase by 8% and 6% 

respectively 

¶ The number of people aged 40 to 64 will decrease by 4% overall, despite the 

number of males aged 40 to 44 years increasing by 1,221 

¶ The number of people aged 65 and over will increase by 23% 

¶ The number of people aged 90 and over is forecast to increase by 206%; the 

number of males aged over 90 will increase by 316%  

 

Leicestershire and Lincolnshire 

¶ The population in 2015 was 1,547,085, projected to increase by 34% to 2,066,100 

by 2039 

¶ The number of 0 to 19, 20 to 39, and 40 to 64 year olds will increase by 33%, 

32% and 13% respectively 

¶ The number of people aged 65 and over will increase by 68% 

¶ The number of people aged 90 and over is forecast to increase by 246% overall; 

the number of males aged over 90 will increase by 359%  

 

Hertfordshire and the South Midlands 

¶ The population in 2015 was 2,806,111, projected to increase by 23% to 3,446,700 

by 2039 

¶ The number of 0 to 19, 20 to 39, and 40 to 64 year olds will increase by 16%, 8% 

and 15% respectively 

¶ The number of people aged 65 and over will increase by 73% 



Eye health needs assessment 

 

15 

 

¶ The number of people aged 90 and over is forecast to increase by 234% overall; 

the number of males aged over 90 will increase by 351% 
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Figure 2: Population pyramids by local eye health network; 2015 mid-year population estimates and  
2039 population projections. Figures are aggregated from upper tier and unitary local authority figures.  

Source: ONS (22, 23) 
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Figure 3 shows the proportion of the population in each middle super output area 

(MSOA) who are black and minority ethnic (BME) communities. BME populations are 

defined as people who state their ethnicity as not white, and these figures are 

obtained from the 2011 Census data. In 2011 in Derbyshire and Nottinghamshire and 

Leicestershire and Lincolnshire local professional networks, black and minority ethnic 

populations tended to live in or around the cities of Derby, Nottingham and Leicester, 

with up to 10% of the population outside of the cities made up of BME populations. In 

Hertfordshire and the South Midlands, BME populations were more likely to live in 

and around Northampton, Wellingborough, Bedford, Milton Keynes and Luton. The 

distribution of black and ethnic minority populations was more varied across 

Hertfordshire, where BME populations tended to live more towards the south of the 

county. 
 
  
Figure 3: Black and minority ethnic population by middle layer super output area 
(MSOA). Source: Census 2011 via PHE Local Health (24, 25) 
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Figure 4 shows the index of multiple deprivation (IMD) scores from 2015 at MSOA 

level. There is wide variation in deprivation across the 3 local professional networks. 

The highest levels of deprivation tend to be in urban areas; however, there are also 

pockets of deprivation along the coast of Lincolnshire and in the coalfield areas of 

Nottinghamshire and Derbyshire. 

 
Figure 4: Index of Multiple Deprivation score by MSOA, 2015; the higher the score, the 
more deprived the area. Source: DCLG via PHE Local Health (25, 26) 

 



 

19 

 

Relationship between risk factors for poor eye health or sight loss and the 

chosen HNA priority areas 

Although not exhaustive, the key risk factors for poor eye health or sight loss 

(relevant to this EHNA) are explained below.  

 

Age considerations 

The prevalence of eye health conditions and sight loss increases with age. As the UK 

population is ageing, it is predicted that the number of people living with sight loss will 

double by 2050 (27).  

 

Ethnicity 

The risk of developing diabetes, a precursor for diabetic retinopathy and potential for 

visual loss, is higher in South Asian populations. Additionally, the risk of developing 

glaucoma is higher in African and African-Caribbean populations (28) and people 

from South-East Asia and China are at higher risk of angle-closure glaucoma.  

 

Learning disabilities 

There is evidence that people with learning disabilities have a higher incidence of eye 

and vision problems than the general population (29), yet do not access the required 

services more frequently than the general population. This gives rise to a health 

inequality and inequitable distribution of health resources. 

 

Health determinants 

The impact of sight loss, both from uncorrected refractive error and eye conditions, 

coupled with other health determinants can dramatically increase risk and demand 

on health and social care services. The links between sight loss and other health 

determinants include: 

 

¶ Obesity which has been linked to several eye conditions including cataracts and 

AMD (30). Obesity also has a strong link to diabetes and an exacerbation of sight 

deterioration in diabetic retinopathy (31).  

¶ Smoking and AMD, the UK's leading cause of blindness. This association is as 

strong as the link between smoking and lung cancer (32). Smokers not only 

double their risk of developing AMD but also tend to develop it earlier than non-

smokers. Additionally, smoking can make diabetes-related sight problems worse, 

and has been linked to the development of cataracts (33).   

¶ Blood Pressure/Hypertension not only increases the risk of stroke but if 

uncontrolled can increase the risk of both retinal vein and retinal artery occlusion 



 

20 

 

(34). Both conditions can cause sudden loss of vision in one eye and can lead to 

further complications. Blood pressure is also an important risk factor in the 

incidence and progression of diabetic retinopathy (34).  

¶ At least 100,000 people in the UK have both dementia and serious sight loss 

(35). This is set to increase as the UK population ages. Most are aged over 65 

and among everyone of that age, normal ageing of the eye will reduce their vision 

to some extent.  

¶ Damage as a result of stroke can impact on the visual pathway of the eyes which 

can lead to disruption of eye movement control causing diplopia, nystagmus, 

blurred vision and loss of depth of perception (36). In addition there may be 

inability to read (alexia) or to write (agraphia). Approximately 60%of stroke 

survivors have some sort of visual dysfunction following stroke (37).   

 

Socio-economic considerations 

Evidence shows that there is a link between people on low incomes and living in 

deprivation and people living with sight loss; 3 out of four blind or partially sighted 

people are living in poverty or on its margins (38).  

 

Prevalence of eye health risk factors in each Local Eye Health Network 

The prevalence of each of these risk factors varies across each of the three local 

professional networks as summarised in Figure 5. It should be noted that prevalence data 

from the Quality and Outcomes Framework (QOF) relates only to GP registered individuals 

who have been diagnosed with the condition, and does not take into account those who 

have not yet been diagnosed (39). QOF prevalence figures are therefore likely to be an 

underestimate, as they do not reflect true prevalence in a population but may indicate that 

some areas are better or worse at case finding than others. In some cases, there can be a 

large number of people predicted to be undiagnosed in a population. For example, it is 

estimated that only 58% of people with hypertension are currently diagnosed and recorded 

on GP hypertension registers (40). 

 

¶ The proportion of adults classed as overweight or obese was generally similar 

across the 3 areas in 2013-15; however, in Lincolnshire, Derbyshire, 

Nottinghamshire and Northamptonshire the proportion was significantly higher 

than the national average 

¶ The prevalence of smoking in adults in Nottingham and Lincolnshire was higher 

than the national average in 2016. All other local authorities across the 3 areas 

were similar to the national average, with the exception of Leicestershire, Central 

Bedfordshire and Hertfordshire. Here, the prevalence of smoking was significantly 

lower than the national average 

¶ In 2015/16, the prevalence of recorded hypertension was significantly higher 

than the national average in all local authorities included here with the exception 

of Leicester, Nottingham, Hertfordshire, Milton Keynes and Luton, where it was 

significantly lower 
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¶ The prevalence of recorded dementia was significantly lower than the national 

average in Leicester, Nottingham and the South Midlands local authorities in 

2015/16 

¶ In 2015/16, the prevalence of recorded stroke was significantly higher than the 

national average in Lincolnshire, Rutland, Derbyshire and Nottinghamshire and 

similar to the national average in Leicestershire and Derby. It was lower than 

national average in Leicester, Nottingham and all of the South Midlands local 

authorities 

¶ The prevalence of recorded diabetes was significantly higher than the national 

average in 8 of the local authorities in 2015/16 ï Leicester, Leicestershire, 

Lincolnshire, Derby, Derbyshire, Nottinghamshire, Luton and Bedford. It was 

similar to the national average in Rutland and significantly lower in Nottingham, 

Northamptonshire, Central Bedfordshire, Milton Keynes and Hertfordshire 

¶ The prevalence of recorded learning disability was significantly higher than the 

national average in 8 of the local authorities in 2014/15 ï Leicester, Lincolnshire, 

Derby, Derbyshire, Nottingham, Nottinghamshire, Northamptonshire and Bedford. 

It was similar to the national average in Rutland, and significantly lower than the 

national average in Leicestershire, Hertfordshire, Central Bedfordshire, Luton and 

Milton Keynes 

 

Figure 5: Risk factor prevalence 
 
 

i. Adults classed as overweight or obese, 2013-15. Includes 95% confidence 

intervals. Source: APS via PHE Fingertips (41) 
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ii. Prevalence of smoking, 2016. Includes 95% confidence intervals. Source: 

APS via PHE Fingertips (41) 

 
iii. Prevalence of recorded hypertension, 2015/16. Includes 95% confidence 

intervals. Source: QOF via PHE Fingertips (41) 
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iv. Prevalence of recorded dementia, 2015/16. Includes 95% confidence 

intervals. Source: QOF via PHE Fingertips (41) 

 

v. Prevalence of recorded stroke, 2015/16. Includes 95% confidence intervals. 

Source: QOF via PHE Fingertips (41) 
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vi. Prevalence of recorded diabetes, 2015/16. Includes 95% confidence 

intervals. Source: QOF via PHE Fingertips (41) 

 

vii. Prevalence of learning disability, 2014/15. Includes 95% confidence intervals. 

Source: QOF via PHE Fingertips (41) 
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Disease or risk factor projections can be used to estimate the future burden of 

disease in a population. For the purpose of this analysis, recorded disease 

prevalence in 2030 was estimated by projecting the current GP list sizes to 2030 for 

each local authority area, assuming that GP list sizes will grow in line with the growth 

of the population of the area. The 2015/16 QOF prevalence was then applied to the 

estimated 2030 list size to obtain an estimate of the number of people on each 

disease register for each local authority assuming that prevalence remains the same 

over time. These estimates are shown in Figure 6. It should be noted that these are 

likely to be underestimates, as they only reflect those who have been diagnosed and 

placed on disease registers but do not take into account those in the population who 

are undiagnosed. This method is also very simplistic in that it does not take into 

account life expectancy increases over time which may lead to an increase in 

disease prevalence in a population, and it does not consider any changes in the 

prevalence or management of behavioural or lifestyle risk factors that may alter the 

susceptibility of the population to developing the disease. The projections are also 

not age standardised, and the conditions discussed here affect older people 

disproportionately more. 
 

The numbers of people who are smokers or overweight in 2030 could not be 

projected from the annual population survey data as denominators are not given. 

Furthermore, the prevalence of these factors are likely to change over the coming 

years, perhaps due to changes in legislation, and this makes the calculation of 

accurate projections problematic. 
 
Figure 6: Estimated numbers of people on QOF disease registers by local authority. 
Source: Quality and Outcomes Framework via PHE Fingertips; ONS mid-2015 
population estimates and mid-2014 based projections (22, 23, 41).  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

i. Dementia (all ages) 

Recorded prevalence 

2015/16                           

(%)

Number on 

disease 

register   

2015/16

Projected list 

size          

2030            

(all ages)

Projected 

number on 

disease  

register        

2030

Derby 0.83 2,266 299,059 2,485

Derbyshire 0.95 7,579 850,025 8,083

Nottingham 0.63 2,285 397,297 2,483

Nottinghamshire 0.96 7,542 855,308 8,187

Leicester 0.60 2,363 439,360 2,654

Leicestershire 0.84 5,766 761,406 6,390

Lincolnshire 0.91 6,928 835,333 7,571

Rutland 0.89 327 38,618 344

Northamptonshire 0.71 5,408 850,788 6,068

Bedford 0.63 1,111 206,421 1,305

Central Bedfordshire 0.59 1,577 319,228 1,893

Luton 0.49 1,184 282,257 1,382

Hertfordshire 0.68 8,506 1,436,115 9,797

Milton Keynes 0.49 1,462 348,670 1,720

England 0.76 436,805 63,576,705 482,553
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ii. Diabetes (ages 17+) 

Recorded prevalence 

2015/16                           

(%)

Number on 

disease 

register   

2015/16

Projected list 

size          

2030            

(age 17+)

Projected 

number on 

disease  

register        

2030

Derby 7.32 15,896 240,647 17,613

Derbyshire 7.02 45,878 701,649 49,225

Nottingham 5.53 16,494 323,535 17,901

Nottinghamshire 6.82 43,654 695,972 47,445

Leicester 8.96 27,420 345,554 30,972

Leicestershire 6.65 37,266 622,554 41,414

Lincolnshire 7.61 47,728 687,618 52,349

Rutland 6.69 1,981 31,149 2,084

Northamptonshire 6.30 37,956 684,696 43,151

Bedford 6.96 9,668 164,178 11,425

Central Bedfordshire 6.04 12,814 255,248 15,429

Luton 7.61 13,906 216,049 16,446

Hertfordshire 5.46 53,982 1,137,170 62,090

Milton Keynes 5.72 13,103 274,150 15,692

England 6.55 3,033,529 51,437,440 3,367,562

iii. Hypertension (all ages)

Hypertension

Recorded prevalence 

2015/16                           

(%)

Number on 

disease 

register   

2015/16

Projected list 

size          

2030            

(all ages)

Projected 

number on 

disease  

register        

2030

Derby 13.41 36,561 299,059 40,089

Derbyshire 16.07 128,061 850,025 136,569

Nottingham 10.47 38,277 397,297 41,596

Nottinghamshire 14.96 117,852 855,308 127,929

Leicester 11.77 46,049 439,360 51,723

Leicestershire 14.81 101,757 761,406 112,775

Lincolnshire 16.25 124,240 835,333 135,774

Rutland 16.46 6,046 38,618 6,357

Northamptonshire 14.13 107,169 850,788 120,246

Bedford 13.70 24,087 206,421 28,287

Central Bedfordshire 14.03 37,306 319,228 44,785

Luton 12.00 29,013 282,257 33,864

Hertfordshire 12.84 160,138 1,436,115 184,451

Milton Keynes 12.22 36,219 348,670 42,606

England 13.81 7,949,274 63,576,705 8,781,821
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According to the estimated risk factor prevalence projections shown in Figure 6, the 

numbers of people diagnosed with dementia, diabetes, hypertension and stroke will 

increase if the recorded prevalence, GP case finding patterns and age structure of 

the populations remain the same from 2015 to 2030. The methodology used means 

that projections generally do not show any changes in the distribution of diagnosed 

patients over time; for example, in 2015/16, Hertfordshire had the most people 

diagnosed with dementia whilst Rutland had the least. These rankings would not 

change by 2030. Similarly, the largest increases in the numbers of patients on 

registers are predicted to occur in Hertfordshire, with the smallest increases in 

Rutland. This is driven by the fact that these areas have the largest and smallest 

populations anyway. If changes to the age structure of the population between 2015 

and 2030 were taken into account, geographical variation across the areas may be 

different. 
 

Summary 

¶ The population is projected to increase within all 14 of the local authorities that 

are covered by the local eye health networks discussed in this briefing 

¶ Population structure changes suggest an ageing population across the patches, 

with the greatest increase in the proportion of people aged 65 and over 

¶ According to the 2011 census, black and minority ethnic populations tend to live 

mostly within Leicester, Derby and Nottingham with the PHE East Midlands 

iv. Stroke (all ages)

Stroke

Recorded prevalence 

2015/16                           

(%)

Number on 

disease 

register   

2015/16

Projected list 

size            

2030            

(all ages)

Projected 

number on 

disease  

register        

2030

Derby 1.69 4,598 299,059 5,042

Derbyshire 2.21 17,619 850,025 18,790

Nottingham 1.34 4,915 397,297 5,341

Nottinghamshire 2.02 15,931 855,308 17,293

Leicester 1.19 4,674 439,360 5,250

Leicestershire 1.76 12,082 761,406 13,390

Lincolnshire 2.22 16,931 835,333 18,503

Rutland 2.10 772 38,618 812

Northamptonshire 1.68 12,755 850,788 14,311

Bedford 1.49 2,615 206,421 3,071

Central Bedfordshire 1.52 4,055 319,228 4,868

Luton 1.23 2,964 282,257 3,460

Hertfordshire 1.55 19,366 1,436,115 22,306

Milton Keynes 1.08 3,199 348,670 3,763

England 1.74 998,774 63,576,705 1,103,378
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footprint. In Hertfordshire and the South Midlands, black and ethnic minority 

populations tend to be more dispersed, particularly towards the south of the patch 

¶ Deprivation appears to be more widely dispersed, particularly in Derby and 

Derbyshire and Nottingham and Nottinghamshire, as well as in Lincolnshire. 

There are clear pockets of deprivation in urban areas in all three LEHNs 

¶ Risk factor prevalence varies across the 14 local authorities. Outcomes are 

significantly higher than national average in many of the areas for multiple risk 

factors, and those local authorities sitting within the PHE East Midlands footprint 

tend to have higher prevalence or recorded prevalence of risk factors than those 

within the PHE East of England footprint 

¶ Estimated numbers of people diagnosed with dementia, diabetes, hypertension 

and stroke are projected to increase across all 3 LEHNs by 2030. However, the 

estimates presented in this briefing are likely to be underestimates, as they do not 

take into account a number of factors that increase the complexity of the picture 

 

4.2 Overview of commissioned services  

 

Without a thorough knowledge of the existing services for a population, it is not 

possible to meaningfully measure and define their needs. As a Health Needs 

Assessment is largely about change, it is necessary to know what to change from, as 

well as what to change to. For a needs assessment, emphasis is usually placed on 

summarising the existing services as succinctly as possible. 
 

The commissioning and delivery of eye health and sight loss services is complex; 

some pathways cross county boundaries and can involve many providers in a 

network of care, including specialist services. In this needs assessment, the service 

delivery landscape includes NHS hospital ophthalmology departments / sites, private 

ophthalmology providers offering NHS services, community provider organisations 

and optical / optometry practices. A range of providers hold contracts to deliver 

primary care services and there are borough based social care services for people 

with visual impairment. Although not covered in this assessment, a range of charity 

and voluntary organisations are involved in delivering sight loss support.   
 

A graph of the total 2013-14 NHS programme budget (42) spend on ñproblems of 

visionò for CCGs in this assessment is shown below. The total expenditure figure is 

made up of 15 elements, including primary prescribing costs, scheduled and 

unscheduled care and running costs. The graphs demonstrates that variation exists 

in spend by CCGs across the patch and also within each of the three LEHNs.  
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*NB. South Lincolnshire and Herts Valley CCGs had data quality warnings in place. These 
figures should not be used to make inferences or comparisons.  
 

In the 2013-14 period, across CCGs in Derbyshire and Nottinghamshire there was a 

difference in expenditure per 100,000 population of £1,280,318 between the highest 

(Bassetlaw) and lowest (Nottingham City) spenders. In CCGs in the Leicestershire, 

Rutland and Lincolnshire LEHN, this difference in spend was £1,831,300 per 100,000 

population and across the Hertfordshire, Bedfordshire, Luton and Milton Keynes 

LEHN was £878,967 per 100,000 population.  
 

Whilst it is important to note that these expenditure figures are not standardised to 

account for the age structure of each CCG population (which will impact on vision 

service expenditure due to the increased prevalence of eye health disorders in older 

adults), nor do they include social and welfare costs (which are significant for 

individualsô who have visual impairment or sight loss), they do provide some 

indication of variation in NHS commissioned services by area.  
 

The eye health commissioning process needs to ensure that services are delivered 

safely, by an appropriately trained workforce and compliant and compatible with both 

NICE guidance and advice from relevant national bodies including professional 

bodies. Pathways of care should be evidence-based and audited for outcomes and 

value for money. Roles and responsibilities in the processes of commissioning and 

provision of care need to be clear, to ensure safe and effective care based on clinical 

need. With this in mind, there are opportunities for greater efficiency by reducing the 

duplication of effort in commissioning, procurement and delivery through 
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commissioning at greater scale and the agreement of consistent and integrated eye 

care pathways within and across LEHNs may enable this.  
 

This assessment aims to demystify current commissioning arrangements by 

providing both an overview of the services that are commissioned to identify and treat 

eye health conditions for those individuals displaying signs and symptoms and also 

services that protect and promote eye health across the life course.   
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