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Quality in Optometry

A toolkit for clinical governance in
optometric practice

This document explains what clinical
governance means and its relevance to
optometry. It comprises an introduction, a
checklist to be used for a quick assessment
of your current position and a lengthy table
that shows how various aspects of clinical
governance in optometry fit with NHS
thinking. Finally, it describes the use of the
electronic toolkit, available on the internet
at www.qualityinoptometry.co.uk, which
will assist in meeting all aspects of clinical
governance (see “How to use this toolkit”).

This document will be regularly reviewed
and updated. Any future updates will be
placed on the website version of the toolkit,
therefore the electronic version will always
contain the most up-to-date information.
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Clinical Governance is all about maximising quality
of care, patient safety and service delivery on an
on-going basis. It covers many aspects of practice,
from Health and Safety to clinical interactions. It is
not new to optometry since many aspects of
clinical governance are enshrined in legislation or
regulation as well as in the College of Optometrists’
Code of Ethics and Guidance on Professional
Conduct and in other guidance documents. In
many ways it might be analogous to the quality
control exerted by a major supermarket chain on
their suppliers, or by airlines and railways to ensure
passenger safety, all of which most people would
regard as good things. Although originating within
the NHS, clinical governance is a quality framework
and, as such, is clearly applicable to all practice,
both NHS and private. Given the current trends
for litigation and fraud investigation, operating an
effective clinical governance framework can
provide a safer working environment for the
practice owner and staff as well as the patient.

The concept of clinical governance in the NHS
began in 1998 with the publication by the
Department of Health of the document ‘A First
Class Service: Quality in the NHS’ which provided
the following, and now widely used definition of
clinical governance:

“A framework through which NHS organisations are
accountable for continually improving the quality of
their services and safeguarding high standards of
care by creating an environment in which excellence
in clinical care will flourish.”

Initially clinical governance was seen to consist of a
series of processes for improving quality and
ensuring that professionals were accountable for
their practice. These processes, known as the 7
pillars, were CPD, evidence-based practice, audit,
dealing with poor performance, managing risk,
monitoring clinical care, and patient involvement.

More recently the focus of clinical governance has
changed significantly in the light of reports such as
the Kennedy report on Bristol children’s hospital
(2001) and ‘Building a Safer NHS for Patients’
(2001). These reports, and the launch of the
National Patient Safety Agency in September
2001, mapped out the quality agenda in terms of
the NHS plan’s objective of a patient-centred NHS.

Thus, from the perspective of Primary Care Trusts
in England, their current focus on standards has
moved on from the 7-pillars approach and is now
driven by this more recent government thinking as
detailed in “Standards for Better Health” (there is a
similar document for Wales). Primary Care Trusts
and Health Boards (PCOs as a generic) are required
to engage in clinical governance with, amongst
others, all their contractors and they are monitored
on their performance by the Healthcare
Commission.

The standards cover the following subject areas:

• Safety
• Clinical and Cost Effectiveness
• Governance
• Patient Focus
• Accessible and Responsive Care
• Care Environment and Amenities
• Public Health

When commissioning new services, PCOs already
expect service providers to meet the core
standards outlined in “Standards for Better Health”.
It is likely that this same requirement will extend to
any additional services provided by optometrists in
the future. Indeed, some PCOs already attach
some clinical governance conditions to participation
in shared care schemes.

In November 2005 the optical bodies jointly
published a policy paper entitled “Primary Eyecare

Introduction
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in England” which outlined their vision for the
future role of optometry in the provision of eye
care. “Quality in Optometry” now shows the core
quality the optical bodies believe that optometric
practices can offer when providing these future
services. Indeed, quality in optometry is already
very high. Practitioners are very highly trained,
practices respond to the market environment by
offering a high quality service and PCOs will already
know that there very few patient complaints about
optometry services.

In this clinical governance toolkit we have worked
down the list of general standards and picked out
where and how they apply to optometry. As stated
in the first paragraph, this covers many aspects of
practice. Very many of these relate to activities
that are either a legal requirement or are simply
good clinical practice. This means that most
practices should be compliant with many aspects
of clinical governance without any new effort.

Introduction
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At the time of writing the Department of Health
are emphatic that there is no current requirement
within the GOS contract for optometrists to
comply with clinical governance standards.
Consequently there is no national funding for it
either, and yet the Healthcare Commission obliges
PCOs to engage with, and collect information from,
their contractors in respect of clinical governance.
So whilst some degree of clinical governance is
something that most practices will be engaging in
as a matter of course, there is no requirement to
inform the PCO of what you are doing.

Of course, PCOs are quite entitled to make clinical
governance reporting a condition of participation in
shared care schemes that they fund locally and this
should be reflected in fees paid. In many areas
PCOs have engaged in “light touch” clinical
governance in conjunction with their Local
Optometric Committee. Where this has been
viewed as having 2-way benefits, practices have
generally co-operated, often for little or no fee. In
other areas PCOs have paid for particular aspects
of clinical governance such as audit or attendance
at meetings.

Clinical governance is generally a good thing, many
aspects of which you are already familiar with.
Nevertheless, information about the clinical
governance in your practice is something that you
own. Collecting, collating and passing on such
information takes time and thus has a price. It may
be that you are already paid fees for such
information or some aspects of clinical governance
may be a requirement of a shared care service
agreement locally. Perhaps your area has a healthy
and productive relationship with the PCO and
considers it reasonable to meet modest requests
for information as a gesture of goodwill. Whatever
the case, you are entitled to expect something in
return for providing information and assisting PCOs
in meeting their targets on clinical governance.

Where clinical governance is developed locally, it
should be done as a co-operative venture between
the PCO and the LOC, as well as the optometric
advisor if one is in post.

The Freedom of Information Act is increasingly
being used to request information from PCOs and
other NHS organisations. Some of the information
contained in a clinical governance assessment may
be considered confidential by the practice and
practitioners involved. If a clinical governance
report or questionnaire is being supplied to an NHS
body such as a Primary Care Organisation, it is
suggested that the following wording be appended
to the report:

The information contained within this report
contains personal information relating to
practitioners and commercial information relating
to the practice. It is supplied in confidence and may
not be disclosed outside the Primary Care
Organisation, other than in anonymised and
aggregated form, without the express permission of
the practice, whether in its original form or as part
of a summary practice report.

Note: Throughout this document, the term ‘Local
Optometric Committee’ should be taken as
referring also to ‘Regional or Area Optometric
Committee’ according to location.

Funding

Reporting
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There are 3 main parts to this section:

The first part, immediately following this
introduction, is a list of questions you can quickly
run through to determine where you are already
compliant and where you may need additional help.

Questions are grouped in order of priority from 1 to 4:

The core standards represent the level a good
quality practice might be expected to meet for
involvement in additional services in the future.
Development standards represent aspirational
levels of quality. Within the NHS, some
development levels may be expected to become
core standards over time.

The second part is a table that shows how these
questions relate to governance in optometry and
where that fits into NHS thinking. Printed in a 3-
column layout, it shows the NHS definition of the
particular standard in the left-hand column. The
centre column then indicates the ways in which
that standard may relate to optometry. The right-
hand column then lists the questions from the first
section so that you can see how it all fits together.
The main purpose of this section is to show how
standards, optometry and the questions all relate to
each other.

The third part is available on the internet at
www.qualityinoptometry.co.uk. Here the
questions are provided in Word format as an
interactive toolkit that will help you to develop all

aspects of clinical governance in your practice.
There are a series of hyperlinks to take you
backwards and forwards through the document.
Clicking the hyperlink next to a question will take
you to a section giving advice on how to deal with
that particular aspect of clinical governance. At
this point there will be many external web links to a
vast array of resource documents available online.
In the longer term this will be developed into a tool
that will also allow you to print a completed
questionnaire.

There will be some questions that appear to relate
only to larger practices such as C7b – Does the
practice hold regular staff meetings or do members
of staff have regular one-to-one meetings with
their manager? If you are a small practice, don’t be
put off; simply mark that question as not applying
to you if that seems to be the case. Similarly for
the question asking if the practice has a named
clinical governance lead; for a practice with a sole
practitioner they will be the clinical governance
lead almost by default unless, of course, they have
delegated the function to a member of their
support staff.

How to use this toolkit

Core Standards Legal or mandatory
requirement

Level 1

Good clinical practice Level 2

Development
Standards

Aspirational Level 3

Aspirational Level 4
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Audit seeks to improve the quality and outcome of
patient care by clinicians examining their practises
against agreed standards and then modifying those
practices where indicated. Clinical Audit is
therefore about making sure that knowledge is
being used to its best effect.

Audit is touched on briefly within the core
standards and can take the form of internal practice
audits, or participation in multi-practice audits.
Internal audits could look at a variety of topics
including:

• Equipment levels
• Record keeping
• Referrals

•• Rate of referrals
•• Referral accuracy
•• Response rates

• Clinical topics of interest
• Patient satisfaction surveys

Multi practice audits could be carried out by
interested practitioners, or the PCO or LOC.  This
type of audit can allow benchmarking of aspects of
practice – the creation of average levels and the
comparison of similar topics between practices -
and can be anonymous if appropriate.  It can be
particularly interesting to compare your own
figures with both the average and the spread of
results from others.

Many initial forays by PCOs into clinical governance
have taken the form of “baseline surveys” which
request information on premises, equipments and
staff amongst other things.  These are essentially
an initial benchmarking exercise and examples of
such questionnaires are available on request.

The College publish a Framework document for
clinical audit, together with recording sheets in
Excel spreadsheet format which cover most of the
above topics.

The Clinical Audit Cycle:

The clinical audit cycle outlines
the stages needed in order for the 
process to yield valid results
beginning with the identification of the 
topic

The following is an example of a simple audit that
could be easily conducted in any optometric
practice.

Appendices

Implement change
Identify audit topic
Eg. significant event
patient complaint

Set Standard
Minimum level of
acceptable performance

Analyse data
If standard met
If not why not

Collect data
Delegate

Computer search
Manual search of records

Patient questionaire

Appendix 1 - Audit
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An example of a simple clinical audit structure:

Step 1. An optometrist in the practice notices that IOP readings missing from a few record cards when 
seeing existing patients

Step 2. A practice meeting is convened:
• The meeting agrees to audit recording of IOP measurements in patients over 40 seen in 

the last year
• The meeting agrees to set a standard of 100%

Step 3. A member of the practice support staff spends half a day a week looking through patient records
Step 4. The results show only 80% of patients over 40 have IOP’s recorded
Step 5. An analysis of results shows that:

• 1 optometrist in the practice is not recording results that are “normal”
Step 6. A second practice meeting is convened:

• The meeting agrees that all practitioners will record IOP results every time in all patients 
over 40

• One optometrist volunteers to speak to all colleagues to ensure compliance
• The meeting agrees to re-evaluate the situation after 6 months to ensure the 

effectiveness of the changes
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A Practice Manual can be a useful way of drawing
together all the information required by the clinical
governance process.  This section contains a brief
description of such a manual and explains its many
uses.

In beginning to develop policies, procedures and
guidance, the question arises of where to keep
them.  Some practices have various scribbled notes
on how a bit of software works; notes stuck on the
filing cabinet as to how long records should be kept
and complaints procedures, guidelines and
protocols scattered in various filing systems.  These
can often prove elusive just when they are needed
for reference.

A practice manual can be a central source of
reference for many of these things.  Whilst it will
certainly help in drawing together information
required of clinical governance, it can be very much
more than that.  It becomes useful in its own right,
and the fact that it allows many clinical governance
boxes to be ticked is simply a bonus.

For instance:

• Do you have readily available “help” files for 
locums that tell them:
• How equipment operates?
• Local referral protocols?
•• Shared care protocols?

If not, do you not feel that locums would find this
useful?  One practice lists the shorthand of every
practitioner and what it means and keeps a copy in
every consulting room for reference.

• Do you have written policies available for all 
staff to view, e.g.
•• Post policy

� If a referral letter goes missing, it is 
helpful to have both a post book that 
shows it was posted and a policy 
which says that a post book is used.

•• Red eye policy
� What advice does a non-professional 

staff member give if there is no 
optometrist on the premises?

•• Data management policy
� Backup procedures.
� How long do you keep records?

Policies can be very useful if a staff member is
away and someone else is required to do a job.  A
policy should be written in the first instance by the
member of staff who carries out the procedure.  So
next time they do the reminder letter run on the
computer, have them write down each step as they
do it – very useful if that staff member leaves.

Do you have College Guidelines, Infection Control
guidance, early re-test codes, voucher values and
so on, easily available for staff members to view?

Do you have details of professional staff GOC
registration (just print it yourself off the GOC
website) and CET details (get the staff member to
print their own off the Vantage site)?

Other items that might be included:
• Sample staff contracts
• Disciplinary procedures
• Policy on providing clinical and Rx 

information
•• Especially to 3rd parties – e.g. verification 

of CL specification
• Complaints procedure
• Chaperone policy (easily personalised from 

the AOP version)
• Local referral protocols
• GOC referral rules
• Local shared care protocols
• College guidelines
• AOP sight test protocol
• Freedom of Information publication scheme
• Details of any audits you have undertaken

Appendix 2 -
Practice Manual
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All collected together and filed for easy reference
this becomes a valuable source of reference for
everyone in the practice.  In addition, you will find
that you have met many clinical governance
objectives in the process.

Try the following section headings as a start:

1. Sample Contracts
2. Practice help (for locums)

a. Test Chart
b. Camera
c. Slit Lamp
d. Sundry Equipment
e. Local Referral
f. Pricing: Spectacles, contact lenses
g. Information Sheets available in the 

practice
3. Standard policies

a. Ordering
b. Post 
c. Red eye policy (for reception staff)
d. Spectacle Rx, CL Specification and Care 

Sheets and CL expiry
e. Data Policy, Backup and Record Retention
f. Chaperone Policy
g. Complaints Procedure
h. Critical Incident Reporting
i. Data or record management policy

4. Professional Guidelines
5. Local shared care protocols
6. GOC and CET records
7. Freedom of Information Publication scheme
8. Practice audit
9. Sample practice stationery

a. Sight test records
b. Rx forms
c. CL records
d. CL specification forms

10. Health and Safety
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If a patient presents with an apparently urgent eye
condition then the advice of the optometrist should
be sought.  Presenting symptoms may include:

• Sore or painful eye
• Red eye with pain or discomfort
• Recent onset floaters and/or flashes
• Recent onset distorted vision
• Recent onset reduction in vision

If no optometrist is available the patient should be
advised to attend A&E with any of the above
symptoms.

Patients presenting with symptoms may include
contact lens wearers.  Contact lens wearers should
be told:

• Remove the lens and do not wear until 
advised to do so.

With contact lenses, if the eye is comfortable and
not red after removal of the lens, it is unlikely to be
serious or urgent.

With contact lenses, if no optometrist is available,
try to seek advice from one of the local
optometrists below (with whom we have reciprocal
arrangements) and arrange for the patient to see
them if necessary:

• AB Optometrists
• CD Optical Ltd
• EF and Partners
• GH Optometrists

Sample Red Eye Policy
A N Other BSc MCOptom
Practice Procedures and Policies
Version Date: Sept 2006

Red Eye Policy
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First Domain: Safety

Second Domain: Clinical and Cost Effectiveness

Third Domain: Governance

Fourth Domain: Patient Focus

Fifth Domain: Accessible and Responsive Care

Sixth Domain: Care Environment and Amenities

Seventh Domain: Public Health

The document, Standards for Better Health, is available from the Department of Health website.  
Go to www.dh.gov.uk and search for “Standards for Better Health”

Clinical Governance
Standards for Better Health
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First Domain – Safety

Domain Outcome

Patient safety is enhanced by the use of health care processes, working practices and systemic activities
that prevent or reduce the risk of harm to patients.

Core Standards Relevance to Optometry (Core and
Development)

Questions

C1 Health care organisations protect
patients through systems that:

C1a) identify and learn from all 
patient safety incidents and 
other reportable incidents, and 
make improvements in practice 
based on local and national 
experience and information 
derived from the analysis of 
incidents; and

PCTs should include optical practices
in Adverse Critical Incident reporting
procedures.

Practices should record adverse
incidents which occur within the
practice.

Practices should feed back to their
staff.

Practices may wish to assess their
practice for risks

Does the PCT include the practice 
in critical incident reporting 
structures?

Does the practice record adverse
incidents?
If yes:

Does the practice feedback to the 
staff?
Does the practice assess risks 
from this process?

C1b) ensure that patient safety 
notices, alerts and other 
communications concerning 
patient safety which require 
action are acted upon within 
required time-scales.

PCTs maintain a Safety Alert
Broadcast System (SABS).  PCTs
should ensure that optical practices
are included in the circulation of
patient safety notices, alerts and
related communications and that they
are aware of how to acknowledge
them.

Does the PCT include the practice in
the circulation of safety alerts?
If yes:

Does the practice acknowledge 
receipt of such alerts?
Is there a system in place to 
action such alerts?

Does the practice have a named
person to receive and action such
alerts?

C2 Health care organisations protect
children by following national 
child protection guidance within 
their own activities and in their 
dealings with other 
organisations.

Optical practices should have a
chaperone policy. 
Further information is included in the
College Guidelines, particularly the
section on dealing with Children and
Vulnerable Adults.

PCTs should ensure optical practices
know where to report concerns about
children.  Practitioners ought to take
advice before reporting any concerns
and keep careful records of their
actions and observations.

Does the practice have a chaperone
policy for dealing with children &
vulnerable adults?

Has the PCT notified you of
procedures for reporting concerns
about children?

C3 Health care organisations protect
patients by following NICE 
Interventional Procedures 
guidance.

This is the responsibility of any
organisation to which NICE
Procedures relate.  Primarily this will
be larger NHS organisations such as
PCTs and Hospital Trusts.

Are you aware of the NICE guidance
relating to PDT and Laser refractive
Surgery?

© AOP, ABDO, CoO, FODO 2007 This document or part thereof should not be used or reproduced in any form without permission.
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C4 Health care organisations keep 
patients, staff and visitors safe
by having systems to ensure 
that:

C4a) the risk of health care acquired
infection to patients is 
reduced, with particular 
emphasis on high standards of 
hygiene and cleanliness, 
achieving year-on-year 
reductions in MRSA;

This principally applies to hospitals,
but practitioners may have patients
attend with known or unknown cases
of MRSA.  The College has advice on
infection control, as does the Royal
College of Nursing.

Simple procedures, such as
respiratory and hand hygiene, help
prevent the spread of everyday
diseases as well as MRSA and will be
especially important in the event of a
flu pandemic.

Where frequent handwashing is
impractical or undesirable alcohol-
based disinfectant hand gel is an
acceptable alternative.

Are handwashing facilities or alcohol
based hand gel available in the
consulting room?

Does the practice have guidance on
handwashing?

Does the practice have hand washing
facilities and/or access to alcohol
based hand gel for staff and patients?

Do you use disposable towels for
hand drying?

C4b) all risks associated with the 
acquisition and use of medical 
devices are minimised;

It is good practice to wipe down
instrument chin and headrests and
trial frames.  Alcohol or Chlorhexidine
based disposable wipes are useful for
this.

If the practice has glazing facilities it
must conform to the Medical Devices
Regulations and must register with
the Medicines & Healthcare products
Regulatory Agency (MHRA).

All devices issued to patients should
be checked to ensure they are as
ordered and safe to use.  Dispensing
(including contact lenses) should only
be done by competent persons
bearing in mind the restrictions on
certain groups of patients who should
only be dispensed by a registered
practitioner.

Consulting room equipment should be
safe to use, properly maintained and
fit for purpose.  A log should be kept
detailing all maintenance checks.  All
members of staff who use equipment
should be appropriately trained and
have access to instruction and other
manuals.

Equipment needing maintenance or
repair must be decontaminated
beforehand.

Are instruments regularly wiped with
disinfectant?

Does the practice have glazing
facilities?
If yes:

Have you completed an RG2 
document and submitted it to the 
MHRA?
Do you display a certificate of 
conformity?

Do you check all prescriptions before
dispensing?

Do you have your equipment regularly
serviced and keep a log of equipment
maintenance checks?

Do you calibrate your equipment
regularly?
Do practice staff have easy access to
instructions on the use of equipment?

Is equipment decontaminated before
maintenance or repair?
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C4c) all reusable medical devices are
properly decontaminated prior 
to use and that the risks 
associated with 
decontamination facilities and 
processes are well managed;

One of the most serious hazards of
concern to optometry is vCJD as it
requires the most stringent
decontamination procedures;
however risks are also posed by a
variety of bacterial and viral
contaminants.  Procedures should be
in place in the practice to ensure that
devices are effectively
decontaminated so that cross-
contamination from any hazardous
agent does not occur.

Advice is available from the College
covering disinfection procedures and
when single use devices are
appropriate.

Does the practice use a contact
tonometer or any other instrument in
contact with the eye?
If yes:

Are College guidelines for 
decontamination/disposability 
followed?

Does the practice use any special
diagnostic hard or RGP contact
lenses?
If yes:

Are these decontaminated 
according to College Guidelines?

C4d) medicines are handled safely 
and securely; and

Any pharmaceutical agents used in
the practice should be stored
according to the manufacturer’s
recommendation in a secure location.
Note that some ophthalmic drugs
require storage in a refrigerated
environment.

Are ophthalmic drugs stored safely
and in accordance with the
manufacturer’s recommendations?
Are all single dose drugs (minims)
used once and then discarded?

C4e) the prevention, segregation, 
handling, transport and 
disposal of waste is properly 
managed so as to minimise the
risks to the health and safety 
of staff, patients, the public 
and the safety of the 
environment.

The practice should have a refuse
collection contract with their landlord
or local authority.  
Clinical waste has, by definition, to be
hazardous eg. it is material which is
toxic, infectious etc.  Waste from
clinical activities in an optometric
practice eg. used contact lenses or
Fluorets are unlikely to be hazardous
and might be termed “healthcare”
waste.  Such healthcare waste may be
disposed of in the normal refuse
providing it is in small quantities (large
quantities should be segregated and
disposed of separately).
POMs used by optometrists are not
considered hazardous but must be
disposed of by incineration.  This
facility is unlikely to be available in an
optometric practice; a local pharmacy
or GP surgery may be prepared to
accept these for disposal.
The collection and disposal of
hazardous clinical waste is the
responsibility of the waste producer,
however this may be organised by the
PCT on behalf of contractors in its
area.  They may choose to provide
optical practices with a collection
service for clinical or healthcare waste.
A few practices may undertake blood
tests e.g. for diabetes. They should
ensure that they are included in a
sharps and clinical waste collection
service

Do you have a waste contract with
your local authority or landlord?

Do you segregate healthcare and
general waste?
Do you dispose of POMs by
incineration?

Has your PCT offered you a clinical
waste collection service for your
optometric practice?

Does the practice undertake any
blood tests?
If yes:

Are sharps and contaminated 
products disposed of using a 
sharps and clinical waste 
collection service?

© AOP, ABDO, CoO, FODO 2007 This document or part thereof should not be used or reproduced in any form without permission.
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Second Domain – Clinical and Cost Effectiveness

Domain Outcome

Patients achieve health care benefits that meet their individual needs through health care decisions and
services based on what assessed research evidence has shown provides effective clinical outcomes.

Core Standards Relevance to Optometry Questions

C5 Health care organisations ensure 
that:

C5a)they conform to NICE 
technology appraisals and, where
available take into account 
nationally agreed guidance when 
planning and delivering 
treatment and care;

PCTs must ensure that various parts
of its organisation conform to NICE
technology appraisals.
Optometrists in practice need to be
aware of nationally agreed guidance
when planning and delivering
treatment and care including the
College of Optometrists Guidelines
for Professional Conduct.
Guidance on Sight Test Intervals is
agreed nationally.  Information on the
intervals and acceptable reasons are
available from DH or the AOP’s
‘Making Accurate Claims’.
They should also be aware of locally
agreed guidance when it is relevant to
shared care or co-management
systems they may be involved with.
If practices or individual practitioners
within a practice participate in shared
care or co-management systems
there should be available within the
practice literature outlining the
scheme protocols, including the
required test or examination intervals.

Are systems in place to ensure that
professional notifications and
guidance is disseminated to all
optometrists working in the practice?
Are practitioners aware of the reasons
and codes for early recall?
Does the practice display sight test
frequency information in a place
where all staff have access to it?
Do you participate in local shared care
schemes?
If yes:

Are local shared care or co-
management protocols available 
for reference in the practice?
Are all staff aware of the location
of this information?
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C5b) clinical care and treatment are 
carried out under supervision 
and leadership.

Where tasks within the sight test, or
dispensing to restricted groups, are
delegated to others, practitioners
must ensure that those undertaking
the delegated tasks are appropriate
and suitably trained. At all times a
supervising optometrist must be
present in the practice. Guidance as
to who can or cannot carry out
specific delegated tasks, and under
what circumstances, should be
available in writing within the
practice.
Where the completion of GOS forms
such as the GOS 4 is undertaken by
non-professional staff the practice
should ensure those staff understand
the GOS regulations and are able to
complete forms and any associated
record card entries accurately and in
compliance with the regulations.
Guidance on the application of GOS
regulations may be found in the AOP
Red Book – Making Accurate Claims
Copies are available from the AOP
020 7261 9661
Any changes to the regulations should
be communicated to relevant staff
members.

Does the practice have a formal
training programme for optical
assistants or others carrying out
delegated functions?
Is the programme reviewed regularly?
Is a supervising optometrist available
at all times when the practice is
open?
If no:

Are systems in place to ensure 
that patients are not seen 
inappropriately?

Is there written guidance within the
practice on which staff members are
able to undertake delegated
functions?
Does the practice have information
on the completion of GOS forms and
record card entries for all staff ?

C5c) clinicians continuously update 
skills and techniques relevant 
to their clinical work.

It is a requirement of registration that
practitioners attain sufficient CET
points as laid down by the GOC. 
It is a good idea for the practice to
keep a log of permanent staff
members’ CET points’ achievements
to date, in order that practice
Principals can ascertain how their
staff are faring when appraisals are
carried out.  This can be achieved by
professional staff providing a print out
of their record from the Vantage
website.
All practitioners as well as all other
members of staff should be
encouraged to maintain a Personal
Development Plan.
Local protocols may require
optometrists working within local co
management or shared care schemes
to achieve and maintain agreed
standards for participation. It is good
practice to keep a record of all such
ongoing local training for each
member of staff associated with any
such scheme. Attendance at all such
CET or CPD should be traceable and
logged.

Does the practice record the CET
and/or CPD achievements of
optometrists?

Do members of the clinical staff 
have a PDP?
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C5d) clinicians participate in regular 
clinical audit and reviews of 
clinical services.

Audit is a fundamental part of clinical
governance. It is a tool by which
quality can be assessed,
improvements instituted and their
effectiveness monitored. All practices
should have a framework of audit or
review work within their systems.
Guidance on undertaking clinical audit
has been produced by the College of
Optometrists. 
Practices should be able to
demonstrate such a framework exists
and be able to evidence audit work
being, or recently having been, carried
out. 

Does the practice undertake or plan
to undertake clinical audit?
Can the practice demonstrate an
audit framework exists?
Are results of any specific audits
available?

C6 Health care organisations co-
operate with each other and 
social care organisations to 
ensure that patients’ individual 
needs are properly managed 
and met.

See also comments in relation to
Standard 13 and 20b below.
From time to time you may be asked
to provide information to fellow
practitioners.  The College of
Optometrists Guidelines include
guidance on inter and intra
professional relationships and
transferring of information.
It is the responsibility of a PCT to
have procedures in place to make sure
the service is managed in such a way
as to allow it to be achieved
universally across all practices in its
area.
Your LOC might be involved in
discussing these issues with your PCT
and from time to time you may be
informed of the need to implement
certain locally agreed procedures.

Do you have a patient consent policy
for issuing repeat spectacle or
contact lens prescriptions to other
colleagues?
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Third Domain - Governance

Domain Outcome

Managerial and clinical leadership and accountability, as well as the organisation’s culture, systems and
working practices ensure that probity, quality assurance, quality improvement and patient safety are
central components of all the activities of the health care organisation.

Core Standards Relevance to Optometry Questions

C7 Health care organisations:

C7a) apply the principles of sound 
clinical and corporate 
governance;

Practices should be able to
demonstrate application of these
principles, i.e. promoting high
standards of clinical care and ensuring
the effective use of public funds.

Does the practice have a named
clinical governance lead?

C7b) actively support all employees 
to promote openness, honesty,
probity, accountability, and the
economic, efficient and 
effective use of resources;

Practices should promote a “no-
blame” culture.
Staff should have regular
opportunities for one-to-one
discussions with their line manager.
Practices should audit financial
processes to promote accountability
and to monitor the use of resources.

Are staff encouraged to share near
misses and solutions?
Does the practice hold regular staff
meetings or do members of staff
have regular one-to-one meetings
with their manager?

C7c) undertake systematic risk 
assessment and risk 
management;

Practices should undertake risk
assessments and manage perceived
risks.  Guidance is available from the
College. 
Statutory requirements exist, making
risk assessments in Health and Safety,
COSHH, mandatory on all businesses.
For more information visit the HSE
website.
A risk management policy should also
include the reporting of patient safety
incidents locally (to agreed protocols)
and/or to the National Patient Safety
Agency (NPSA). 

The College of Optometrists has
published advice on the NPSA and
reporting adverse incidents.

If you have concerns about the safety
of a regulated product, such as a
drug, contact lens solution or device
then it should be reported to the
Medicines & Healthcare Products
Regulatory Agency (MHRA). 

Is a member of staff responsible for
assessing risks and acting on any
findings?
Have risk assessments been
undertaken?
Is there a procedure in the practice for
raising concerns about staff
performance?
If yes:

Are all staff aware of this and 
encouraged to do use it?

Does the risk management policy
include the reporting of patient safety
incidents?
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C7d) ensure financial management 
achieves economy, 
effectiveness, efficiency, 
probity and accountability in 
the use of resources;

Practices should ensure efficient use
of NHS resources e.g. by undertaking
POS checks and working to sight
testing and prescribing guidelines
such as the “Memorandum of
Understanding on Sight Test
Intervals”.

Does the practice undertake POS
checks?

C7e) challenge discrimination, 
promote equality and respect 
human rights; and

Practices should ensure equal
opportunities for staff and patients
and comply with the Disability
Discrimination Act, Sex Discrimination
and Equal Pay Acts, Race Relations
Act, Human Rights Act and the
Employment Equality (Age)
Regulations.

Does the practice operate equal
opportunities employment and access
policies?

C7f) meet the existing performance
requirements set out in the 
annex.

Practices should have arrangements
in place to monitor and improve the
quality of care provided e.g. by clinical
audit. 

Does the practice monitor and
improve the quality of care provided
e.g. through clinical audit?

C8 Health care organisations 
support their staff through;

C8a) having access to processes 
which permit them to raise, in 
confidence and without 
prejudicing their position, 
concerns over any aspect of 
service delivery, treatment or 
management that they 
consider to have a detrimental 
effect on patient care or on 
the delivery of services; and

A whistle-blowing policy should be in
place in the practice. 

Does the practice have a whistle-
blowing policy?

C8b) organisational and personal 
development programmes 
which recognise the 
contribution and value of staff,
and address, where 
appropriate, under-
representation of minority 
groups.

Practices should have personal
development programmes for staff
(agreed between individual members
of staff and their line-managers).  
A practice should have an
organisational development
programme to which all staff have
input and which, where appropriate,
address under-representation of
minority groups.

Does the practice have an appraisal
system for all staff?
Do non-clinical members of staff
have personal development
programmes?
Does the practice have an
organisational development
programme?
Does the practice have a designated
member of staff responsible for
training and appraisal?

C9 Health care organisations have 
a systematic and planned 
approach to the management 
of records to ensure that, from
the moment a record is created 
until its ultimate disposal, the 
organisation maintains 
information so that it serves 
the purpose it was collected 
for and disposes of the 
information appropriately 
when no longer required.

Practices should have a data-
management policy including details on
appropriate record keeping, access to
and security of records, data back up
and disposal of records.
Practices should comply with statutory
requirements under the Data
Protection and Freedom of Information
Acts.  All practices should have a
publication scheme which sets out
what information will be made available
to the public which must be registered
with the Information Commissioner. 

Does the practice have a data-
management policy?
Are patient records/data secure?
(locks, passwords, access rights)
Is the practice registered under Data
Protection and Freedom of
Information Acts?
Does the practice have a registered
Freedom of Information publication
scheme?



19

C10 Health care organisations;

C10a) undertake all appropriate 
employment checks and 
ensure that all employed or 
contracted professionally 
qualified staff are registered 
with the appropriate bodies; 
and

Practices should check registration
details of all professional staff at the
start of their employment and ensure
that registration does not lapse
(either by paying registration fees for
staff or checking registration details
annually in April on the GOC website.

Has the practice checked registration
details of all professional staff,
including locums?

C10b) require that all employed 
professionals abide by relevant 
published codes of professional
practice.

Practice staff should be familiar with
the College of Optometrists’ Code of
Ethics and Guidelines for Professional
Conduct and other professional
guidance or codes of conduct, such as
the AOP Sight Test Protocol or the
GOC Code of Conduct. 

Does the practice have professional
guidance and codes of conduct
available for reference by professional
staff?

C11 Health care organisations 
ensure that staff concerned 
with all aspects of the 
provision of health care

C11a) are appropriately recruited, 
trained and qualified for the 
work they undertake;

Recruitment processes should be
appropriate to the position available
and should include verification of
identity, work permits and
qualifications.
The PCT may undertake a CRB check
in relation to an ophthalmic list
application.  If they do not you may
feel it is something the practice
should do, particularly if the practice
sees child patients.

Does the practice carry out CRB
checks on professional staff?

C11b) participate in mandatory 
training programmes; and

Professional staff should undertake
basic CET as a requirement of
continued registration with the GOC.

C11c) participate in further 
professional and occupational 
development commensurate 
with their work throughout 
their working lives.

Practices should encourage
professional development.

C12 Health care organisations 
which either lead or 
participate in research have 
systems in place to ensure that
the principles and 
requirements of the research 
governance framework are 
consistently applied.

Practices participating in research
should apply the principles and
requirements of the research
governance framework. 
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Fourth Domain – Patient Focus

Domain Outcome

Healthcare is provided in partnership with patients, their carers and relatives, respecting their diverse
needs, preferences and choices, and in partnership with other organisations (especially social care
organisations) whose services impact on patient’s wellbeing.

Core Standards Relevance to Optometry Questions

C13 Health care organisations have 
systems in place to ensure that;

Staff training should emphasise the
importance of the following points:

C13a) staff treat patients, their 
relatives and carers with 
dignity and respect;

All patients and their carers should be
treated equally, regardless of socio-
economic, racial and religious
background
An optometric practice should enable
an adequate level of privacy for the
patient, during all aspects of their
care. Preferably a room available for
one-to-one attention.

Do staff members have the required
skills to treat all patients with respect
and empathise with their needs?
Do staff members have any deeply-
held beliefs or convictions which may
compromise their ability to deal
sympathetically with all patients? 

C13b) appropriate consent is 
obtained when required for all 
contacts with patient 
confidential information; and

Ensure patients are adequately
informed, and able to give consent to
any procedures undertaken.
The practice should have a Chaperone
Policy (see also comments under
Standard C2).
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C13c) staff treat patient information 
confidentially, except where 
authorised by legislation to the
contrary;

Confidential patient information
should not be accessed, discussed or
transferred unless specifically
relevant to their care.
Practice staff should have a
contractual obligation to maintain
confidentiality.  
Guidance and a model contract of
employment can be found on the
AOP website:
Patient record cards should be
stored safely and be inaccessible to
anyone other than practice staff at
all times.
Record cards should not be shown,
copied or given to other parties,
unless this is clearly in the patient’s
interest, or they give explicit
consent
The patient may request copies of
their record cards. Practices may
make a small administration charge
to cover the cost of copying only.
The PCT should have a document
advising practitioners what
information they can share and
under what circumstances.  It should
also include information on how to
decide who is competent  to make
informed consent, including Gillick
competent children. You should seek
advice before disclosing patient
information to a third party.
It is unlikely this will occur very
frequently in optometric practice.  It
is unreasonable to expect
practitioners to know exactly what
they can and cannot do, and to keep
up to date with regulations. In
certain rare circumstances
information can and should be
disclosed even if it is not in the
interests of the patient.  Contact the
AOP and the PCT Caldicott Guardian
for advice before doing anything.

Do staff have a confidentiality clause
in their contracts of employment?

Is the record storage area accessible
to the public?
If no:

Do you have protocols in place to 
ensure security at all times?

Has your PCT supplied you with
leaflets or posters to explain to
patients how their information may
be used?

C14 Health care organisations have 
systems in place to ensure that
patients, their relatives and 
carers;

C14a) have suitable and accessible 
information about, and clear 
access to, procedures to 
register formal complaints and 
feedback on the quality of 
services

The practice must have a formal
written complaints policy and
appoint a complaints manager, even
if you are an independent
practitioner working alone.
The AOP has a draft complaints
procedure available. 

Does the practice have a formal
complaints procedure?
Is it available in writing for members
of staff to access?
Does the practice have patient
information material describing the
procedure?
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C14b) are not discriminated against 
when complaints are made 
and;

Complaints should be dealt with
sympathetically. If unable to resolve
the complaint, the practice should
refer the matter to the PCT’s
complaints manager.
The patient should be able to get a
second opinion, if appropriate.  For
matters regarding the sale and supply
of optical appliances the patient could
consult the OCCS as an arbitration
service if still not satisfied.

C14c) are assured that organisations 
act appropriately on any 
concerns and, where 
appropriate make changes to 
ensure improvements in 
service delivery

The PCT will have developed a policy
on managing poor performance in
conjunction with the Local Optical
Committee.  The AOP has a model
policy available.

The PCT should offer training to
primary care staff on how to deal
with difficult patients
The PCT should have an optometric
adviser to assist in dealing with
complaints, concerns and issues

Have you been informed of a
managing poor performance policy in
effect in the area?
If yes:

Has the practice been provided 
with a copy of the policy?

Does your PCT have an optometric
adviser?
If yes:

Do you know how to contact 
them should it be necessary?

C15 Where food is provided, 
healthcare organisations have 
systems in place to ensure 
that;

Not applicable.

C15a) patients are provided with a 
choice and that it is prepared 
safely and provides a balanced 
diet; and

C15b) patients’ individual nutritional, 
personal and clinical dietary 
requirements are met, 
including necessary help with 
feeding and access to food  24
hours a day
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C16 Healthcare organisations make 
information available to 
patients and the public on their
services, provide patients with 
suitable and accessible 
information on the care and 
treatment they receive and, 
where appropriate, inform 
patients on what to expect 
during treatment, care and 
after-care.

Posters should be displayed and
leaflets available in public areas
regarding GOS and any other local
optometric services e.g. diabetic
screening, cataract assessment.
These should be obtainable from the
PCT/LHB
Patient literature should be available
regarding common eye conditions and
their treatment.
Sources include:
The RNIB
The College of Optometrists 
Stockport LOC website
The Eye Care Trust
Any patient literature should be easy
to understand. There are some
organisations that will assess
documents for plain English such as
the Plain Language Commission.
The patient should be given a
completed prescription form or
statement about the outcome of the
sight test and/or a contact lens
specification as required. 
It is a regulatory requirement to
provide a written statement of the
reasons for referral when a patient is
referred.  They should be offered a
copy of their referral letter and
written explanation if required.
Some optometrists offer a choice of
provider if referring directly,
depending on local arrangements.
The PCT must provide each
participating practice with regular and
up to date information regarding
providers.

Does the practice have information
available on a range of ocular
conditions, such as:

Cataract
Diabetic Retinopathy
Macular Degeneration
Glaucoma
Flashes and Floaters
Children’s vision
Colour Vision
Blepharitis
Low Vision

Do you have information on the
following?

GOS Spectacle Voucher 
entitlement
GOS Sight test entitlement

Do you have the Low Vision Leaflet
available
Does the practice have a contact lens
specification form?
If yes: Does it include the expiry date,

retest date and your GOC 
number?

Does the practice offer copy referral
letters to the patient?
Do you directly provide patients with
choice information under local
arrangements when you refer them?
If yes: Does the PCT keep you up to 

date with their preferred 
providers?
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Fifth Domain - Accessible and Responsive Care

Domain Outcome

Patients receive services as promptly as possible, have choice in access to services and treatments, and do
not experience unnecessary delay at any stage of service delivery or of the care pathway.

Core Standards Relevance to Optometry Questions

C17 The views of patients, their 
carers and others are sought 
and taken into account in 
designing, planning, delivering 
and improving health care 
services.

When planning area wide services for
optometry and ophthalmology e.g.
shared care schemes and other similar
projects, PCTs should take into
consideration the needs and views of
all stakeholder groups, including
patients and optometrists, and should
consult the LOC for their views.  In
doing so a PCT should take into
consideration any relevant national
guidance, for example National
Service Frameworks and NICE
guidelines, and also government
national guidelines on eye care e.g.
Action on cataracts. 
Planning area wide services will mainly
involve a PCT, however optometrists
and/or LOCs are often involved when
shared care schemes are initiated in
their area.  A practice may want to
consider the views of their patients
on access and delivery, A patient
questionnaire would be an appropriate
way to do this.
At a practice level it makes sense to
ensure that the services provided
meet the needs and expectations of
the patients.  Never assume that you
know what your patients want.  Using
feedback from patients makes good
business sense.

Is the practice involved in any local
shared care schemes?
If yes

Are the protocols available in the 
practice for staff to refer to?

Does the practice survey patients for
feedback on services provided?
Are the views expressed used to
determine practice policy and service
delivery?
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C18 Health care organisations 
enable all members of the 
population to access services 
equally and offer choice in 
access to services and 
treatment equitably.

The requirements of the Disability
Discrimination Act will determine how
accessible a practice can be
reasonably made.  Practices should
from time to time review accessibility
and take steps to improve access
where this is possible.
A PCT may from time to time wish to
gather information about which
practices have, for instance,
wheelchair access or steps, whether
practices have a hearing loop system,
someone who can sign or protocols
dealing with the hearing impaired and
advice for those who are visually
impaired. 
Similarly PCTs may wish to establish
which practices provide domiciliary
services, or for a practice that
doesn’t, how they might direct a
patient to somebody who does?
Not every practice will be able to tick
all the boxes but the PCT will want to
establish that there is adequate
provision across their area. 
The PCT should have a translation
service available and should ensure
that practices are aware of its
existence
If a patient is referred to secondary
care it is the PCT’s responsibility to be
able to offer a choice of treatment
centres which are convenient to the
patient.  The number and types of
choice available to patients are
determined centrally. 

Does the practice offer patients equal
access to services as required by the
Disability Discrimination Act?
Has the practice recently reviewed
access?
If no:

Has it done so in the past?
Is the practice DDA compliant?
If no:

Is there a system in place to 
ensure reasonableness of access?

Does the practice have wheelchair
access?
Does the practice have a hearing aid
loop?
Does the practice provide domiciliary
services?
If no:

Are you able to refer patients to a 
local domiciliary provider?
Are you able to refer patients to a 
local domiciliary provider?
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C19 Health care organisations 
ensure that patients with 
emergency health needs are 
able to access care promptly 
and within nationally agreed 
timescales, and all patients are 
able to access services within 
national expectations on 
access to services.

When referring a patient through the
appropriate care pathway an
optometrist must adhere to the rules
relating to injury or disease of the
eye.  It is the duty of all optometrists
to ensure that they understand and
comply with the rules which are
available on the GOC website.
The College of Optometrists also has
guidance on referrals.

When referring patients optometrists
must be aware of the patient choice
initiatives operating in the area in
which they practise.  Optometrists
should be aware of the emergency
routes for referral in their trust areas
and be able to offer alternatives if the
local hospital trust cannot provide
treatment within an appropriate
timescale.

There should be written information
in every practice to ensure that
locums and other staff are aware of
local procedures for referral of
patients with ocular conditions
requiring emergency care.  
The College of Optometrists
guidelines on emergency patient care
should be used to inform the decision
making process.
Arrangements should be in place to
advise contact lens patients who
develop problems “out-of-hours”.
Included in these arrangements
should be suitable referral pathways
for symptoms suggesting an
immediately sight threatening
problem.

The access times for treatment routes
are the responsibility of each
individual PCT.  It is helpful to
patients, and beneficial to good
clinical care, if optometrists are aware
of local waiting times for secondary
care. 

Do optometrists in the practice
understand and comply with the GOC
rules on referral?

Are optometrists in the practice
conversant with emergency
treatment pathways operating
locally?
Is written information on local
emergency care arrangements
available to locums working in the
practice?
Does the practice provide information
on out of hours care for contact lens
wearers?
Does the practice have access to local
waiting times for ophthalmology
appointments?
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Sixth Domain – Care Environment and Amenities

Domain Outcome

Care is provided in environments that promote patient and staff well-being and respect for patients’ needs
and preferences in that they are designed for the effective and safe delivery of treatment, care or a
specific function, provide as much privacy as possible, are well maintained and are cleaned to optimise
health outcomes for patients.

Core Standards Relevance to optometry Questions

C20 Health care services are 
provided in environments 
which promote effective care 
and optimise health outcomes 
by being;

C20a) a safe and secure environment 
which protects patients, staff, 
visitors and their property, and
the physical assets of the 
organisation; and .

The practice should be clean, warm
and secure.
Basic Health and Safety Executive
(HSE) regulations require a practice to
have policies dealing with hazardous
substances, cross-infection control,
toilet/washroom facilities, as well as
clothing, changing, eating facilities (see
also comments under Standard C7c).
If you have staff who work alone you
should have procedures in place for
their safety and security. Your PCT will
have its own policies for lone workers,
some of which may apply. You may
wish to install an alarm and keep
records of any incidents.

Are the reception areas and consulting
rooms clean, warm and well lit?
Can staff store their possessions
safely while working?
Does the practice have policies on
mandatory Health and Safety
requirements?
Do you have staff who work alone in
the practice?
If yes: Do you have a lone working
policy?

C20b) supportive of patient privacy 
and confidentiality.

See also comments relating to
Standard C13 above.
Patient details both written and on
computer should not be accessible to
members of the public and vouchers
should be securely stored.
Patient consultations should be
conducted in private.  If diagnostic
tests are performed outside the
consulting room this should not be in
the view of other patients.
The PCT will have a policy on patient
confidentiality and use of records.
They should make all contractors
aware of this and how to contact the
PCT Caldicott Guardian for advice.
Practice staff should have a
confidentiality clause in their
contract. 

Is there sufficient privacy for patients
during dispensing, POS checks and
any diagnostic tests outside the
consulting room?
Does the practice have a named
individual responsible for patient
confidentiality issues 
Does the practice have procedures in
place to ensure confidentiality?
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Seventh Domain – Public Health

Domain Outcome

Programmes and services are designed and delivered in collaboration with all relevant organisations and
communities to promote, protect and improve the health of the population served and reduce health
inequalities between different population groups and areas.

C21 Health care services are 
provided in environments 
which promote effective care 
and optimise health outcomes 
by being well designed and well 
maintained with cleanliness 
levels in clinical and non-
clinical areas that meet the 
national specification for clean 
NHS premises.

The practice should meet the
requirements for safety of equipment
and disinfection detailed in the first
domain, Safety.
See also comments relating to
Standard C4a above.
All staff should be aware of correct
handwashing procedures. 

Do you regularly clean equipment and
chin rests in line with current good
practice?

Core Standards Relevance to Optometry Questions

C22 Health care organisations 
promote, protect and 
demonstrably improve the 
health of the community 
served, and narrow health 
inequalities by

C22a) co-operating with each other 
and with local authorities and 
other organisations;

The PCT will be responsible for the
development and implementation of
strategies which ensure that the
health of the local population is
maintained and improved.  This may
involve strategic and operational
partnerships between the PCT, local
Social Care departments, acute
trusts, voluntary sector organisations,
patient support groups and other
healthcare providers and
organisations.
All employers  are obliged to
encourage health improvement
among staff by encouraging them to
stop smoking, reducing alcohol
consumption etc by suitable means
such as displaying posters and other
materials

Does the practice encourage staff to
adopt healthier lifestyles?
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C22b) ensuring that the local Director
of Public Health’s Annual 
Report informs their policies 
and practices; and

The Director of Public Health at each
PCT produces an annual report
detailing the current health status and
needs of your local population
together with the success in tackling
local health priorities and targets.

Do you receive a copy of the Annual
Report of the Director of Public
Health at your local PCT?

C22c) making an appropriate and 
effective contribution to local 
partnership arrangements 
including Local Strategic 
Partnerships and Crime and 
Disorder Reduction 
Partnerships.

See comments on Standard C22a
above.

C23 Health care organisations have 
systematic and managed 
disease prevention and health 
promotion programmes which 
meet the requirements of the 
National Service Frameworks 
and national plans with 
particular regard to reducing 
obesity through action on 
nutrition and exercise, 
smoking, substance misuse and
sexually transmitted infections.

It is the PCT’s responsibility, under the
guidance of the PEC and the Director
of Public Health, to devise and
implement disease prevention and
health promotion programmes.  In
developing these plans they will take
into account relevant national
guidance and standards.
The practice may be asked to join a
local project and help the PCT to
meet its objectives.  The smoking
cessation campaign is a good
example.  It is normal for participating
practices to receive financial support.
Information on the Stop Smoking
campaign is normally available free
from your PCT.

Has your PCT asked the practice to
participate in local disease prevention
and/or health promotion
programmes?
If yes:

Which programmes?
Do you have information in your
practice to give to patients on
Stop Smoking programmes?
Nutrition and the Eye? 

C24 Health care organisations 
protect the public by having a 
planned, prepared and, where 
possible, practised response to 
incidents and emergency 
situations which could affect 
the provision of normal 
services.

Each PCT has an Emergency Planning
Officer and makes detailed plans for
management of emergencies,
disasters and other critical incidents.
Plans concentrate primarily on
provision of medical services.
It is sensible for a practice to assess
its vulnerability to natural disasters,
fire, flood etc.  Contingency plans
should be drawn up to enable the
practice to minimise the effects of
disasters; the preservation and
recovery of patient records might be
a high priority.
Data held on computer systems
should be backed up in a systematic
and regular manner, especially if
patient records are stored
electronically.  Back up procedures
should be documented and available
for reference by practice staff.
The College has guidance on record
keeping which includes guidance on
electronic records Does the
practice have a disaster recovery
plan?

Does the practice have a computer
system?
If yes:

Is a systematic back up policy in 
place?
Is the policy available for reference
by practice staff?

Does the practice keep patient
records in a paperless, electronic
format?
If yes:

Is a systematic back up policy in 
place?
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Clinical Governance
Standards for Better Health
Checklist for Core standards

Questions are grouped in order of priority from 1 to 4.

Core standards
Level 1 Legal or Mandatory requirement

Level 2 Good clinical practice

Developmental standards
Level 3 Aspirational

Level 4 Aspirational

Standard Questions relating to core standards Yes No Don’t

Know

Priority

C4b) Does the practice have glazing facilities? 1

C4b) If yes:

C4b) Have you completed an RG2 document and submitted it to the

MHRA?

C4b) Do you display a certificate of conformity?

C4b) Is equipment decontaminated before maintenance or repair? 1

C4e) Do you dispose of POMs by incineration? 1

C4e) Do you have a waste contract with your local authority or

landlord?

1

C4e) Does the practice undertake any blood tests? 1

C4e) If yes:

C4e) Are sharps and contaminated products disposed of using a sharps

and clinical waste collection service?

C5b) Is a supervising optometrist available at all times when the

practice is open?

1

C5b) If no:

C5b) Are systems in place to ensure that patients are not seen

inappropriately?

C7c) Have risk assessments been undertaken? 1

C7c) Is a member of staff responsible for assessing risks and acting on

any findings?

1

C7c) Does the risk management policy include the reporting of patient

safety incidents?

1

C7d) Does the practice undertake POS checks? 1

C7e) Does the practice operate an equal opportunities employment

policy?

1

C9 Does the practice have a data-management policy? 1
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Standard Questions relating to core standards Yes No Don’t

Know

Priority

C9 Are patient records/data secure?  (locks, passwords, access rights) 1

C9 Is the practice registered under Data Protection and Freedom of

Information Acts?

1

C9 Does the practice have a registered Freedom of Information

publication scheme?

1

C14a) Does the practice have a formal complaints procedure? 1

C14a) Is it available in writing for members of staff to access? 1

C14a) Does the practice have patient information material describing the

procedure?

1

C14c) Have you been informed of a managing poor performance policy in

effect in the area?

1

C14c) If yes:

C14c) Has the practice been provided with a copy of the policy?

C16 Do you have information on the following? 1

C16 GOS Spectacle Voucher entitlement

C16 GOS Sight test entitlement

C16 Does the practice have a contact lens specification form? 1

C16 If yes:

C16 Does it include the expiry date?

C16 Does it include the retest date?

C16 Does it include your GOC number?

C18 Does the practice offer services to all patients equitably? 1

C18 Has the practice recently reviewed access? 1

C18 If no:

C18 Has it done so in the past?

C18 How has it ensured compliance with the DDA?

C19 Do optometrists in the practice understand and comply with the

GOC rules on referral?

1

C20a) Does the practice have policies on mandatory Health and Safety

requirements?

1

C20b) Do you have password protected computer systems and secure

storage of patient records and NHS vouchers?

1

C24 Does the practice keep patient records in a paperless, electronic

format?

1

C24 If yes:

C24 Is a systematic back up policy in place?

C2 Does the practice have a chaperone policy for dealing with children

& vulnerable adults?

2

C3 Are you aware of the NICE guidance relating to PDT and Laser

refractive Surgery?

2

C4a) Are handwashing facilities or alcohol based hand gel available in the

consulting room?

2
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Standard Questions relating to core standards Yes No Don’t

Know

Priority

C4a) Does the practice have hand washing facilities and/or access to

alcohol based hand gel for staff and patients?

2

C4a) Do you use disposable towels for hand drying? 2

C4b) Are instruments regularly wiped with disinfectant? 2

C4b) Do you check all prescriptions before dispensing? 2

C4b) Do you have your equipment regularly serviced? 2

C4b) Do you keep a log of equipment maintenance checks? 2

C4b) Do you calibrate your equipment regularly? 2

C4c) Does the practice use a contact tonometer or any other

instrument in contact with the eye?

2

C4c) If yes: 2

C4c) Are these re-used? 2

C4c) Are College guidelines for decontamination/disposability followed? 2

C4c) Does the practice use any special diagnostic hard or RGP contact

lenses?

2

C4c) If yes: 2

C4c) Are these decontaminated according to College Guidelines? 2

C4d) Are ophthalmic drugs stored safely and in accordance with the

manufacturer’s recommendations?

2

C4d) Are all single dose drugs (minims) used once and then discarded? 2

C5a) Are systems in place to ensure that guidance is disseminated to all

optometrists working in the practice?

2

C5a) Are practitioners aware of the reasons and codes for early recall? 2

C5a) Does the practice display sight test frequency information in a

place where all staff have access to it?

2

C5a) Do you participate in local shared care schemes? 2

C5a) If yes: 2

C5a) Are local shared care or co-management protocols available for

reference in the practice?

2

C5a) Are all staff aware of the location of this information? 2

C5c) Does the practice record the CET and/or CPD achievements of

optometrists?

2

C6 Do you have a patient consent policy for issuing repeat spectacle

or contact lens prescriptions to other colleagues?

2

C10a) Has the practice checked registration details of all staff, including

locums?

2

C10b) Does the practice have professional guidance and codes of

conduct available for reference by professional staff?

2

C13c) Do staff have a confidentiality clause in their contracts of

employment?

2

C13c) Are record cards stored securely? 2

C13c) Is the record storage area accessible to the public? 2
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Standard Questions relating to core standards Yes No Don’t

Know

Priority

C16 Does the practice have information available on a range of ocular
conditions, such as:

Cataract

Diabetic Retinopathy

Macular Degeneration

Glaucoma

Flashes and Floaters

Children’s vision

Colour Vision

Blepharitis
Low Vision

2

C16 Do you have the Low Vision Leaflet available (LVL)? 2

C16 Does the practice offer copy referral letters to the patient? 2

C18 Does the practice provide domiciliary services? 2

C18 If no:

C18 Do you keep information about how a patient might access

domiciliary services locally?

C18 Are you able to refer patients to a local domiciliary provider?

C19 Are optometrists in the practice conversant with emergency

treatment pathways operating locally?

2

C19 Is written information on local emergency care arrangements

available to locums working in the practice?

2

C19 Does the practice provide information on out of hours care for

contact lens wearers?

2

C20a) Are the reception areas and consulting rooms clean, warm and well

lit?

2

C20b) Is there sufficient privacy for patients during dispensing, POS

checks and any diagnostic tests outside the consulting room?

2

C21 Do you regularly clean equipment and chin rests in line with current

good practice?

2
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Clinical Governance
Standards for Better Health
Checklist for Development Standards
Standard Questions relating to development standards Yes No Don’t

Know

Priority

C1a) Does the PCT include the practice in critical incident reporting

structures?

3

C1a) Does the practice record adverse incidents? 3

C1a) If yes:

C1a) Does the practice feedback to the staff?

C1a) Does the practice assess risks from this process?

C1b) Does the PCT include the practice in the circulation of safety

alerts?

3

C1b) If yes:

C1b) Does the practice acknowledge receipt of such alerts?

C1b) Is there a system in place to action such alerts?

C2 Has the PCT notified you of procedures for reporting concerns

about children?

3

C4a) Does the practice have guidance on handwashing? 3

C4b) Do practice staff have easy access to instructions on the use of

equipment?

3

C5b) Is there written guidance within the practice on which staff

members are able to undertake delegated functions?

3

C5b) Does the practice have information on the completion of GOS

forms and record card entries for all staff ?

3

C5c) Do members of the clinical staff have a PDP? 3

C7a) Does the practice have a named clinical governance lead? 3

C7b) Are staff encouraged to share near misses and solutions? 3

C7b) Does the practice hold regular staff meetings or do members of

staff have regular one-to-one meetings with their manager?

3

C7f) Does the practice monitor and improve the quality of care

provided e.g. through clinical audit?

3

C8b) Do non-clinical members of staff have personal development

programmes?

3

C11a) Does the practice carry out CRB checks on professional staff? 3

C13a) Do staff members have the required skills to treat all patients with

respect and empathise with their needs?

3

C13a) Do staff members have any deeply-held beliefs or convictions which

may compromise their ability to deal sympathetically with all patients?

3
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Standard Questions relating to core standards Yes No Don’t

Know

Priority

C13c) Has your PCT supplied you with leaflets or posters to explain to

patients how their information may be used?

3

C14a) If your PCT has an optometric adviser do you know how to contact

them should it be necessary?

3

C16 Do you directly provide patients with choice information under

local arrangements when you refer them?

3

C16 If yes:

C16 Does the PCT keep you up to date with their preferred providers?

C18 Does the practice have wheelchair access? 3

C19 Does the practice have access to local waiting times for

ophthalmology appointments?

3

C20a) Can staff store their possessions safely while working? 3

C20a) Do you have staff who work alone in the practice? 3

C20a) If yes:

C20a) Do you have a lone working policy?

C20b) Does the practice have a named individual responsible for patient

confidentiality issues?

3

C20b) Does the practice have procedures in place to ensure

confidentiality?

3

C22b) Do you receive a copy of the Annual Report of the Director of

Public Health at your local PCT?

3

C23 Do you have information in your practice to give to patients on: 3

C23 Stop Smoking programmes?

C23 Nutrition and the Eye?

C24 Does the practice have a computer system? 3

C24 If yes:

C24 Is a systematic back up policy in place?

C24 Is the policy available for reference by practice staff?

C1b) Does the practice have a named person to receive and action such

alerts?

4

C4e) Do you segregate clinical and general waste? 4

C4e) Has your PCT offered you a clinical waste collection service for

your optometric practice?

4

C5b) Does the practice have a formal training programme for optical

assistants or others carrying out delegated functions?

4

C5b) Is the programme reviewed regularly? 4

C5d) Does the practice undertake or plan to undertake clinical audit? 4

C5d) Can the practice demonstrate an audit framework exists? 4

C5d) Are results of any specific audits available? 4

C7c) Is there a procedure in the practice for raising concerns about staff

performance?

4

C7c) If yes:
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Standard Questions relating to core standards Yes No Don’t

Know

Priority

C7c) Are all staff aware of this and encouraged to do use it?

C8a) Does the practice have a whistle-blowing policy? 4

C8b) Does the practice have an appraisal system for all staff? 4

C8b) Does the practice have an organisational development

programme?

4

C8b) Does the practice have a designated member of staff responsible

for training and appraisal?

4

C17 Does the practice survey patients for feedback on services

provided?

4

C17 Are the views expressed used to determine practice policy and

service delivery?

4

C18 Does the practice have a hearing loop? 4

C22a) Does the practice encourage staff to adopt healthier lifestyles? 4

C23 Has your PCT asked the practice to participate in local disease

prevention and/or health promotion programmes?

4

C23 If yes:

C23 Which programmes?

C24 Does the practice have a disaster recovery plan? 4
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