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GOS WORKS! 

 A Review of General Ophthalmic Services in Scotland 2006 -2017 

The revised General Ophthalmic Services Arrangements (GOS 2006) revolutionised how community 

eyecare was delivered in Scotland. 

GOS (2006) included widespread change to work practices for community optometrists that resulted in 

considerable benefit to the public and to the NHS. 

 

The genesis of GOS 2006 came from the Review of Community Eyecare Services (2005) which made 

various key recommendations on how to make better use of community optometry resource in 

delivering care. There had been a number of projects across Scotland that had demonstrated the 

potential for optometry to build on existing skills and play a greater role in delivering key eye health care 

in the community. 

The graph below demonstrates the uptake in GOS since 2006 with a gradual increase in demand over 

time.  

 

Legislative Change 

In support of budgetary control the profession proposed a change to the interval between primary eye 

examinations in 2009 that led to a reduction in primary eye examinations and a subsequent increase in 

supplementary examinations. 
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Prevention of Eye Disease  

One of the principal drivers behind the redesign of GOS was to introduce measures that would allow 

Community Optometrists to fully utilise their skill set in the early detection and management of eye 

disorders. This has delivered major benefits in communities across Scotland; optometry practices are in 

convenient locations with easy access for patients not withstanding improving capacity to see these 

patients which secondary care and GP surgeries would have been unlikely to absorb.  

Optometrists have upskilled and been empowered to take on more responsibility in the management of 

all eye conditions. In addition, all optometry practices must meet a minimum equipment specification to 

be able to provide GOS 2006. 

 

This has had a fundamental impact on how services are delivered, for example, prior to 2006 

approximately 25% of acute / emergency eye cases were managed in the community setting. This 

changed rapidly after 2006 and now over 80% of acute eye conditions are managed by optometrists, 

allowing easy access to an expert community service, providing early intervention, rapid diagnosis, 

management and prevention of ongoing ocular morbidity. 

 

This has shifted the balance of care away from hospitals, freeing up vital resources to deal with more 

complex care. This has also freed up GP appointments creating capacity elsewhere in primary care. 

Has GOS Worked / How Can It Be Measured? 

Any aspect of service development must be justified and after a period of 11 years there are certain 

aspects of the service than can be measured to determine if it has made a positive contribution to the 

health of the nation. 

There are several questions that can be asked 

• Has it been clinically effective? 

• Has it been consistent with NHS policy? 

• Has it made an impact on other parts of the NHS? 

• Has it been cost effective? 

 

GOS Activity 

The table below describes the breakdown of GOS primary and supplementary eye examination uptake 

from 2009/10 until 2016/17. This reflects a slowing of primary claims against an increase in 

supplementary claims over this period. 

 GOS Activity 2009/10 2010/11 2011/12 2012/13 2013/14 2014/15 2015/16 2016/17 

Total GOS 1775459 1,804,681 1,907,626 1,927,081 2,030,614 2,039,845 2,109,947 2,198,390 

GOS Primary 1655078 1,504,230 1,596,480 1,594,997 1,657,691 1,647,941 1,681,824 1,727,518 
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GOS Supplementary 120381 300,451 311,146 332,084 372,923 391,904 473,123 469,263 

         
 

 

 
 

First Port of Call 

 

Since April 2006 optometry in Scotland has increasingly acted as the first port of call for all eye problems 

presenting in the community. This enhanced role has been wholeheartedly embraced by the profession 

who receive referrals from general practice, another optometrist, pharmacy, primary care and social 

care.  Patients can also self-refer.  

These developments have reduced the burden on GPs and allowed a competent, well equipped 

professional to safely manage patients in the community without the need to attend hospital. This has 

also led to progressive, collaborative case sharing across Scotland involving optometrists and other in 

primary and social care. 

 

In so doing, GOS 2006 has been consistent with NHS policy and enabled shifting the balance of care by 

transferring eye care from GPs and the hospital eye service. 

 

 

 

0

500000

1000000

1500000

2000000

2500000

2009/10 2010/11 2011/12 2012/13 2013/14 2014/15 2015/16 2016/17

GOS Activity

Total GOS GOS Primary GOS Supplementary



 
 

4 | P a g e  

 

 

Primary Eye Examinations Demographic 

The table below shows the demographic breakdown of primary eye examinations carried out between 

2009 and 2016. Over 40% of patients are over 60 years of age. The percentage of patients under 60 

remains relatively unchanged over this period. The increase in demand reflects the demographic change 

and the increase in people over 60 presenting for eyecare. [source ISD] 

 

 

This increase in patients over 60 results in an ever increasing complex case load involving both acute and 

chronic eye conditions which are being absorbed by community optometrists. This demand will only 

increase as can be seen in the graph below which predicts a steady increase in the over 60 population. 

By 2031 we will have approximately 1,718,000 people living in Scotland who are over the age of 60. 
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What is Being Dealt With - GOS Primary Clinical Conditions 

Has cataracts Is diabetic 

Is over 40 – 

relative 

 of a glaucoma 

sufferer 
Has external 

eye disease 

Has glaucoma/ 

ocular 

hypertension 
Has macula 

problems 

Has 

neurological 

disorder 

Has vitreo 

retinal 

problems 

 

 

Has BVA, CRE, 

RPM 
 

432485 134245 95650 199228 56595 122466 23194 57418 434529 

 

This table shows the data collated in 2016/17 by ISD from GOS 1 forms that have been completed by 

optometrists with the data representing some of the clinical conditions managed within GOS. For the 

year 2016/17 over 1 million cases of people living with (or at risk of) eye disorders was recorded. This is 

by no means a finite list as it does not include other common problems such as paediatric or binocular 

vision cases [source ISD]. 

  

This list represents a number of both acute and chronic sight threatening conditions, over 90% of which 

are retained and managed in the community. 

 

Prior to GOS 2006 many of these conditions would have been referred into secondary care. 
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The ongoing demographic shift will result in an increase in specific age-related eye disease e.g. vitreo 

retinal disease, maculopathy, glaucoma, ocular hypertension, diabetes and cataract. 

 

Supplementary Examinations 

GOS 2006 provides the opportunity to carry out a supplementary examination in addition to the primary 

examination. This can be done to repeat tests and procedures to confirm findings or used for follow up 

to review certain conditions. 

This aspect of the service is designed with the specific intention of retaining patients where possible in 

the community and to reduce unnecessary referrals into hospital. 

 

The following table and graph demonstrate the range of clinical scenarios that are managed with the 

supplementary examination. Prior to GOS 2006 many of these patients would have been referred to 

their GP or HES as this facility was unavailable to optometrists. 

 

This has resulted in a significant resource and manpower saving to General Practice and hospital eye 

departments. 
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It is clear from this graph above that the majority of supplementary claims relate to serious 

visual events such as sudden visual loss, anterior eye disease, repeat procedures and paediatric review. 

The demand has gradually increased over this period, reflecting optometry’s first port of call role as GPs 

and other health care professionals turn to optometry with eye problems. 

Impact on the Hospital Eye Service 

GOS 2006 has allowed optometrists to manage and retain large numbers of patients within the 

community allowing for rapid diagnosis, early intervention and prevention of eye disease. 

  

There are practices in every community well equipped to provide a high-quality service. 

This has freed up significant capacity in secondary care to manage a more complex case load. 

Supplementary reason 2010/11 2011/12 2012/13 2013/14 2014/15 2015/16 2016/17

(2.0) Cycloplegic Sight test after routine eye ex 10,252 11,732 13,471 15,077 14,503 15,576 16,929

(2.1) Paediatric review within 6 months 15,590 14,437 14,660 15,279 16,210 16,919 19,108

(2.2) Referral refinement. Repeat/follow-up pro 54,142 55,369 57,161 59,472 57,354 62,078 66,937

(2.3) Suspect glaucoma/abnormalities 11,042 9,801 10,091 9,960 9,534 11,381 13,825

(2.4) Under 60s with suspect conditions 18,149 16,492 15,312 14,138 12,547 11,764 11,911

(2.5) External eye/anterior segment 47,294 57,335 71,786 86,527 99,502 116,392 138,143

(2.6) Refraction for child under 16 referred by H 2,552 2,138 1,981 2,196 1,998 2,245 2,230

(2.7) Patient discharged by HES after cataract 18,068 15,780 16,002 19,782 21,462 22,258 22,947

(2.8) Sudden vision loss/flashes and 

floaters or reduced visual acuity or 

neurological symptoms 114,590 125,656 129,807 148,977 157,640 168,253 177,232

Other 7,831 2,083 1,349 751 2 6 1

Total supplementary reasons recorded 299,510 310,823 331,620 372,159 390,752 426,872 469,263
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Indicator 2007/08 2008/09 2009/10 2010/11 2011/12 2012/13 2013/14 2014/15 2015/16 
2016/17
p 

Total Attendances 403,879 414,200 413,636 409,316 421,314 433,296 446,707 449,360 451,062 450,993 

New Patients 119,401 123,708 125,058 122,537 130,668 137,349 141,724 143,357 140,396 138,713 

Return Patients 284,478 290,492 288,578 286,779 290,646 295,947 304,983 306,003 310,666 312,280 

Return/New Ratio 2.4 2.3 2.3 2.3 2.2 2.2 2.2 2.1 2.2 2.3 

% DNAs (for New Appointments) 8.5 8.6 8.6 8.8 9.0 8.5 7.9 8.0 7.9 7.9 
 

 

The graph and table above show the number of outpatient attendances since the introduction of GOS 

2006. On the face of it this does look like a fairly static picture. It is not until the Scottish out patient data 

is compared to the ophthalmology out patient data in England that the impact of GOS 2006 can be 

appreciated. 
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Comparison with England 

The table below shows new and total outpatient attendances in eye clinics in England from 2004/05 

until 2016/17 [Source NHS Digital]. The data indicates a consistent increase in attendance over this 

period. 

English Out Patient 

Attendance                       

  04/05 05/06 06 /07 07/08 08/09 09/10 10/11 11/12 12/13 13/14 14/15 15/16 16/17 

New 1237497 1375152 1392197 1481757 1556860 1690247 1704683 1657796 1659328 1730070 1790015 1827917 1916467 

Total 4638816 5120671 5082218 5179045 5529079 5945756 6142934 6281564 6418652 6807664 7073064 7306152 7583596 
 

 

The English and Scottish GOS models were identical until 2006.  

 

Since GOS 2006 was introduced in Scotland the English GOS model has remained much the same,  

GOS England therefore provides a reasonable benchmark for comparing the effectiveness of Scottish 

GOS 2006. 

One simple way to demonstrate the effectiveness of GOS Scotland (2006) is to compare hospital 

attendances since 2006 until 2017. 

• The graph below shows a rapid increase in demand for hospital eye care in England over this 

period in both new attendances and in total outpatient attendances [source NHS Digital]. 

o New OP attendances have risen from 1.34 million in 2005 to 1.92 million in 2017  

- a 38% increase  

o Total OP attendance has risen from 4.64 million in 2005 to 7.6 million in 2017  

- a 40% increase  

• Over the same time the total OP attendance in Scotland has increased by 8% 

• New patients have hardly increased at all since GOS was established in 2006. 
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Comparing Hospital attendances in Scotland & England 

The graph above provides a comparison in HES attendance between England and Scotland from 2005 

(prior to GOS Scotland 2006) and 2017.  

 

The graph depicts a similar population-based proportionality for attendance in 2005 but this diverges 

over time with the only significant change to service provision being the introduction of the new GOS 

arrangements in Scotland in 2006. 
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This clearly demonstrates considerable shift in the balance of care in Scotland with GOS 2006 

compared to the benchmark that is GOS England. 

Scottish Referral data to GP and HES / Attendance at HES 

The table below compares the number of patients attending outpatient clinics with referrals from 

optometry. The optometry referral data here includes referrals to GPs. 

  

HES 

Total HES new Refer to GP Refer to HES 

2007    36546 16519 

2008  404000 119500 37795 22585 

2009  414000 123708 34267 32792 

2010  414000 125000 38004 39924 

2011  409000 123000 36071 42069 

2012  421000 131000 30947 48745 

2013  433000 137000 30294 47415 

2014  447000 142000 26154 54509 

2015  449000 143000 28861 68254 

2016  451000 140000 29243 74494 

2017  451000 139000 30923 82738 

 

There has been a question levelled at Scottish optometrists with regard to increased referrals over the 

past few years. 

The above table lists all new patients and the total numbers attending HES OP clinics in Scotland (source 

ISD). The number of patients referred to a GP or to an eye clinic are also listed for comparison.  

 

This is also depicted in the graph below. 

• The data shows a gradual increase in referrals to the HES from optometrists 

o This is to be expected with an aging population and a more complex case mix 

o The total numbers referred continue to represent less than 4% of the total numbers 

seen within GOS 

o The increase in referral from optometry would also reflect the changing role of 

optometry being the first port of call and more referrals coming through optometry 

practices rather than from GPs 

• The total does not match the total number attending eye clinics 

o The only credible reason for the difference is that there is still a significant number 

coming from GPs to make up the total numbers of new attendees  
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o The data will also reflect the referral activity in some areas such as Lanarkshire and 

Highland where direct referral is not always possible  

• Data shows a reduction in referrals to GPs 

o Most probably due to the increase in direct referral systems 

 

The significant finding is the plateau effect on new OP attendances since 2013. This reflects the 

increasing role optometry is playing by reducing inappropriate referrals. Further improvements could 

be made if all referrals were worked up and channelled through optometrists. 

 

 

 

Direct Cost Savings - GOS v HES 

It is possible to quantify the benefits of GOS by making a direct cost comparison between delivering care 

in a hospital eye clinic versus providing the care in an optometry practice. ISD publish the mean cost for 

a HES outpatient visit delivered in the hospital and we know from the GOS spend and the numbers of 

patients seen that the mean cost of providing the care in the community varies for this period 2009 to 

2017 from £21.50 to £45 (the mean cost has remained at around £37) [Source ISD]. 

GOS Conditions 2009/10 2010/11 2011/12 2012/13 2013/14 2014/15 2015/16 2016/17 

Mean OP Cost 114 115 117 119 126 133 140 154 

Mean GOS cost 37 37 37 37 37 37 37 37 

Net difference 77 78 80 82 89 96 103 117 
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Total no of cases 838001 850,000 865,069 895,596 968,540 993,402 1,066,868 1,121,281 

30% of cases 276540 280,500 285,473 295,546 319,618 327,822 352,066 370,023 

Direct saving 21293580 21,879,000 22,837,840 24,234,772 28,446,002 31,470,912 36,262,798 43,292,659 

 

The table above shows the published ISD data for hospital OP costs in comparison. It also shows the 

total number of conditions recorded on GOS 1 forms including a number of common sight threatening 

conditions.  

 

This is not a finite list and does not include some common conditions such as binocular vision anomalies 

nor does it include any of the conditions managed via a supplementary examination. However, a 

conservative estimate would suggest that if GOS 2006 was not available to patients at least 30% of these 

cases would be referred into secondary care. 

 

If we consider the difference in cost between the HES and optometry we can calculate a basic direct cost 

saving to the NHS for this group of conditions alone.  The table demonstrates this value and how it has 

increased over time as hospital costs have risen to match increasing costs and overheads, but the GOS 

fee has not increased over the same period.  

Using this basic model, the NHS saved £21,293,580 in 2009/10 and this amount has risen steeply to 

£43,293,659 by 2016/17. 

 

 This demonstrates the direct cost benefit of GOS 2006.  

 

It must also be acknowledged that the HES is already overburdened dealing with 450,000 patients and 

does not have the capacity to absorb an additional 300,000. 

A similar exercise can be done with supplementary eye examinations and comparing this with the cost 

of patients attending hospital. 

• For year ending 2016/17 459,263 supplementary examinations were performed 

•  431,232 relate to clinical activity that was not commonly carried out by optometrist prior to 

April 2006 

• Conservative estimate of 50% referral. Same cost comparison as described above - the total cost 

of providing this care in a hospital would cost approximately £33,204,864 (215616 x £154) 

 

The same number of patients seen through the supplementary GOS facility would cost 215,616 x 

£24.50 = £5,282,592. 

A direct saving to the NHS of £27,922,272 for that year alone. 

The combined saving made by GOS for 2016/17 would be around £71,215,931. 
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GOS 2006 has clearly been a cost-effective service model and the performance has improved over the 

years. It is time to recognise the impact that the service has had on the both primary care and the whole 

eyecare sector and to support the work of community optometry by providing adequate resource 

allocation going forward. 

  

 

The graph above shows the relative spend in hospital eye clinics compared to the spend on GOS. The 

hospital spend will reflect increased hospital costs and overheads. 

 

The GOS budget has had no significant fee increase since 2008, the gradual increase in costs merely 

reflect the increased uptake in particular in meeting the needs of those over 60 years and the ever 

increasing demand on the supplementary facility.Enhanced GOS 

In some NHS Boards, most notably Lanarkshire and Grampian, GOS 2006 has been further developed 

and integrated into other aspects of NHS Board activity resulting in over 85% retention of acute 

presentations in the community. In Lanarkshire this has resulted in the introduction of PGDs to assist 
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with patient management. In Grampian and Glasgow this immediately led to the closure of the walk-in 

eye casualty department, as the much of the case load was dealt with by GOS 2006 optometrists in the 

community. In general, it is accepted that there is no longer a need for hospital walk in eye casualty 

facilities across Scotland as the burden is being met by community optometry. 

IP Optometry 

GOS 2006 has provided a care platform that has allowed IP Optometry to flourish across Scotland. Close 

on 300 optometrists are now IP qualified with prescription pads better able to manage minor and 

complex anterior eye conditions without the need to refer to GPs or the hospital eye service. 

Going Forward 

As stated above GOS has delivered many and various benefits to the Scottish Public but there is room 

for further development. 

 

We have witnessed significant development with enhanced GOS services in Lanarkshire and Grampian 

that has led to similar initiatives in other parts of the country, such as Greater Glasgow & Clyde and 

Ayrshire & Arran. It makes sense to have a national roll out of all good working examples such as this 

with at least basic prescribing in every practice so that all patients across Scotland can benefit. 

Increasing the IP optometry resource will further enhance the ability to retain and manage patients 

safely in the community setting. 

Demographic changes and the imminent increase in the older population will result in an exponential 

increase in eye disease. The greatest challenge will be managing those patients that require surgery and 

those living with chronic eye disease such as cataract, maculopathy, diabetic eye disease and glaucoma 

for example. All of these conditions have significant resource implications and much of the chronic care 

could be delivered by community optometrists. 

 

SIGN 144 “Glaucoma Referral and Safe Discharge” (2015) describes novel and sophisticated methods to 
be adopted to help with detection and diagnosis of glaucoma. These new systems have been embraced 

by community optometrists resulting in fewer inappropriate referrals to secondary care and the 

management of borderline cases in the community with the consequential drop in overall referrals to 

eye clinics. 

 

The other aspect of SIGN 144 related to the “Safe Discharge” of patients into the community to be 
manged by optometrist. For various reasons such as resource allocation, funding and ‘professional 

concerns’ the implementation of the discharge model has not taken place. Fully implementing this key 

recommendation could result in almost 100,000 patient slots being made available to deal with other 

more complex and needy cases in hospitals. 
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In addition, developing these protocols for discharge could be adapted to help support other patients 

with chronic disease in the community. 

Another area of concern is the growing diabetic population and the associated increase of diabetic eye 

disease.  

 

Optometrists are well placed to support the existing diabetic retinopathy screening service as all 

practices have digital fundus cameras providing more open, easy access and convenience for patients to 

be screened in every community across Scotland. Not only that, but all optometrists are skilled and 

knowledgeable to communicate effectively with patients with regard to their condition and 

optometrists can also serve a role in all levels in examining and grading capacities within the diabetic 

retinopathy service. 

 

As optometrists see most diabetics as a matter of routine this would help reduce duplication of service, 

allow for more rapid diagnosis, further ensure early detection of sight threatening disease and help 

prevent further ocular morbidity. 

Most eye clinics are also being challenged to meet the needs of other sight threatening conditions such 

age-related macular degeneration.  Again, optometry is well placed to support the needs of patients 

with chronic eye disease by providing increased capacity for many who require ongoing monitoring and 

management. This frees up more hospital slots for patients who need more urgent attention. 

 

In Summary 

GOS has clearly demonstrated both clinical and cost effectiveness over the past 11/12 years. 

 

Much of the activity fits well with the transfer of care to communities; allowing easy, rapid access to 

competent professionals for early detection, diagnosis and intervention - fitting well with the 

preventative agenda. 

Optometrists are easily accessible in every community, there are no waiting lists and patients can 

conveniently utilise these facilities. 

 

GOS WORKS! 

Frank Munro, Samantha Watson, Nicola McElevanney, Hal Rollason. 

14th September 2018. 
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