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INTRODUCTION

This guidance is intended to inform initial management of common ophthalmological
conditions and has been developed as a consensus between representatives from primary
and secondary care, and optometrists with reference to national guidelines, including from
NICE.

Where patients present is not explicitly stated and for example patients might present to
the GP, a community optometrist or to an emergency department. The guidelines do not
set out to describe all the clinical symptoms associated with each condition and clinicians
are expected to use their skills and knowledge to assess and manage individual patients.
The guidelines are intended to guide clinical management, but every patient should be
assessed and managed individually.

These guidelines are intended for all clinicians in the Newcastle, North Tyneside,
Northumberland and Gateshead areas involved in managing patients with
ophthalmological conditions.

How to use the guidelines

The guidelines are a set of flow charts covering a variety of ophthalmological conditions.
Each of these can be printed and laminated for easy reference if preferred. When referral
is indicated the appropriate clinic is stated.

The BNF and the North of Tyne Formulary should be referred to as appropriate.

Referrals

When referral to secondary care ophthalmology is recommended in the guideline, referral
for patients to be seen at a local outreach clinic may be preferred. It is anticipated that
clinicians in localities where such clinics are available will be aware of them, but further
information can be obtained from the ophthalmology department at the RVI.

Patient information

There are various sources of patient information. None are specifically endorsed, but
clinicians may find that available on the Royal College of Ophthalmologists website
(www.rcophth.ac.uk/page.asp?section=365&sectionTitle=Information+Booklets) and from
Patient UK (www.patient.co.uk/display/16777233/) helpful.

The Newcastle upon Tyne Hospitals NHS Foundation Trust ophthalmology department
have also developed patient information leaflets. At the time of development of these
guidelines these were undergoing review, but updated and additional leaflets will be
available from the Trust website in due course (http://www.newcastle-hospitals.org.uk/).



http://www.rcophth.ac.uk/page.asp?section=365&sectionTitle=Information+Booklets
http://www.patient.co.uk/display/16777233/
http://www.newcastle-hospitals.org.uk/

Cataract

Visually significant cataract

4

Visual acuity (corrected) measured (refer to Information discussed with the

_ optometrist if necessary). patient by the optometrist and or GP:
Discuss, assess effect on day to day life and e Cataract surgery is possible and
provide appropriate information to the patient the reasons for considering it

e Other non-surgical measures
which can help

e How surgery is done

¢ What can be expected from it

e What are the potential
complications and the risk of

v those happening

Patient has chosen referral for  After care requirements

cataract surgery and co-morbidity Verbal information backed up by
does not make referral inappropriate? written information. Patient has time
for reflection if necessary

Information sent to the GP, including
details of patients wishes

O <

Patient reviewed by the GP if referral
may still be wanted / appropriate

Refer to cataract clinic using
choose and book with additional

e information (see box)
Decision to refer for cataract

surgery? '
Cataract surgery completed
Routine post op care

Continue eye drops prescribed on discharge (steroid and
Routine community antibiotics) until reviewed in clinic (minimum of 3 weeks).
optometry follow up Continue any other prescribed long term eye drops
Refer to eye casualty if any red flags for endophthalmitis
(usually within 48hrs, up to 10 days)
e Reduced vision
e Pain
Letter with advice for patient to see optometrist 2-3 days
before post op follow up appointment for refraction and
completion of audit form

Information to accompany referral to
secondary care
e Visual acuity (corrected)
e Effect of reduced vision on quality of
life
e Past medical history
e Current drug treatment and any
allergies / intolerances
o Latex allergy status
e MRSA status if known Long term follow up
e Current or past Tamsulosin use Routine optometry review
Deterioration in vision > 12 months later -
consider opacification of lens capsule (refer to
YAG clinic using choose and book )

A

Post op follow up appointment
Consider need for surgery in opposite eye
Advice to stop steroid and antibiotic drops
Advice about driving if appropriate




Raised intra-ocular pressure /g

laucoma

Assess

Age > 40 years and / or family history of glaucoma

ment for raised intra-ocular pressure (IOP)
including

Measurement of IOP with non-
contact (air-puff) tonometry

A

Notes

o If applanation tonometry is
used rather than non-contact
tonometry, patients enter the
pathway at the point this is
recommended

e If non contact tonometry only
is available, the final
measurement from this is
used when considering
indications for referral

If initial measurement > 21
mmHg, make 4
measurements and note the
average

A

Recorded IOP > 21 mmHg?

<

Other signs of glaucoma (see
box) present?

Routine community
optometry follow up

O

Goldman applanation
tonometry available?

<

O

<

Measure with goldman
applanation tonometry. If IOP
> 21 mmHg, repeat and
record lower of the two

A,

Diagnostic criteria for
referral to secondary
care present, using
available IOP
measurement (box 1)?

measurements

Provide information to the patient

GP referral to glaucoma diagnostic

clinic using choose and book with
additional information (box 2)

Box 1

A

Final IOP > 21 mmHg?

No

A

Routine community optometry
follow up

Box 2
Information to accompany referral
to secondary care
Visual acuity (corrected)
Details of eye examination / IOP

Past medical history
Current drug treatment and any

Criteria for referral to secondary care*

Any of the following

Changes in the following consistent with
glaucoma

e Optic disc

e Visual field defect

Narrow anterior drainage angle on van
Herick testing with significant risk of acute
angle closure within foreseeable future
Conditions associated with glaucoma (eg
pigment dispersion syndrome,
pseudoexfoliation)

Raised IOP in either eye (> 21 mmHg),
except if no other abnormalities and:
Aged = 80 years, IOP < 26 mmHg, or
Aged 2 65 years, IOP < 25 mmHg

allergies / intolerances
Latex allergy status
MRSA status if known

*Ref: Guidance on referral of glaucoma suspects by
community optometrists, issued by The Royal College of
Optometrists and The Royal College of Ophthalmologists




Suspected low tension glaucoma

Cupped disc in either eye consistent
with glaucoma during routine

examination

Measure IOP with tonometry

4

IOP > 21 mmHg?

O

Assess visual fields

Information to GP,
including details of IOP,
visual field map if

assessed
GP referral to glaucoma Information to accompany referral
clinic using choose and ~ losecondary care
book Visual acuity (corrected)
Details of eye examination / IOP

Past medical history

Current drug treatment and any
allergies / intolerances

Latex allergy status

e MRSA status if known




Visual field abnormalities

Visual field defect suspected

4

Visual field defect
consistent with glaucoma

v
Refer to suspected
glaucoma / raised IOP
guidelines

4

Visual field defect
consistent with
neurological deficit eg
homonymous
hemianopia

Discuss with patient / review
records for previous diagnoses /
testing results.

Send report to GP with full report of
examination of the eye and copy of
visual field map

4

Non-specific visual field
abnormality

4

Repeat visual field
examination

l

Full clinical assessment and
examination in primary care
Review past history
Consider if any occupational or
leisure activity risk
Refer to DVLA website for advice
about driving (http://www.dft.gov.uk/
dvla/medical/ataglance.aspx)

Discuss with patient / review
records for previous diagnoses /
testing results.

Send report to GP with full report of
examination of the eye and copy of
visual field map

v
Previous diagnosis documented

and management plan,
including advice about driving
etc in place?

\Co

Information to patient
No further assessment
required

No

A 4

Full clinical assessment and
examination in primary care
Review past history
Consider if any occupational or
leisure activity risk
Refer to DVLA website for advice
about driving (http://www.dft.gov.uk/
dvla/medical/ataglance.aspx)

Consider referral to appropriate
specialty if previously undiagnosed
condition likely eg

e Homonymous hemianopia
consistent with previous stroke

e Quadrantanopia

e Otherwise asymptomatic ocular
lesion / retinal abnormality

v
Consider referral if visual defect
consistent with undiagnosed
pathology and or clinical
concern
Consider seeking further advice
if uncertain

Information to accompany referral
to secondary care
Visual acuity (corrected)
Details of assessment of
abnormality and associated signs
e Details of eye examination with
visual field map if referred to
ophthalmology
Past medical history
e Current drug treatment and any
allergies / intolerances
e Latex allergy status
MRSA status if known




Wet age related macular degeneration (ARMD)

Suspected wet age -related
macular degeneration (ARMD

Initial presentation to

optometrist

A

A

Initial presentation to
GP

A

Sulfficient certainty of
diagnosis to refer directly to
wet AMD clinic ?

No

v

/\

Refer EED

v

Confirm diagnosis of wet

AMD?

No

Other appropriate

management

o

Same day faxed referral to
wet AMD clinic (fax 0191
2825446 ) — see box
Fax copy of referral to GP

GP practice faxes
additional patient
information (see box) to wet
AMD clinic (fax 0191
2825446 ) within 48 hours

Same day faxed referral
0191 2825446 ) with additional
information (see box)

(fax

number 2825446 )

Optometrist

General practitioner
e Past medical history

e Latex allergy status
e MRSA status if known

Information to accompany
referral to wet AMD clinic  (fax

e Visual acuity (corrected)
e Condition of opposite eye

e Current drug treatment and
any allergies / intolerances




Dry age related macular degeneration (ARMD)

Dry age-related macular degeneration

i

Measure visual acuity (corrected)

i

Appropriate management if diagnosis secure and
low vision (box 1)
Information to GP if indicated with details of visual
acuity (corrected) and eye examination

A

Review and assessment by GP as required
Provide information to the patient

A

Low vision?

&>

Referral not necessary
unless indicated for other
conditions / diagnosis

uncertain / clinical concern

G

Diagnosis of dry ARMD
secure and no other
clinical concern?

O <@

Appropriate management (box 1)

Box 1
Appropriate management

e Patient information (verbal and
written), including indications for
referral to low vision clinic

e Consider referral to low vision clinic
(refer to low vision guideline)

e Consider contacting rehabilitation
officer / social services

See low vision guideline
Consider referral to low vision clinic
using choose and book with
additional information (box 2)

Refer to general
ophthalmology clinic
with additional
information (box 2)

Box 2
Information to accompany referral
to secondary care
Visual acuity (corrected)
Past medical history
Current drug treatment and any
allergies / intolerances
Latex allergy status
MRSA status if known




Low vision

Low vision with
refraction corrected

Clinical history and examination

Acute sudden loss of vision?

O

Obtain visual acuity fully corrected
Assess with both eyes open
Identify any associated pathology
Appropriate management (box 1)
Information sent to GP

4

Cause of low vision
uncertain and or requires
further assessment?

4

Referral to general
ophthalmology clinic

4

<

Same day assessment

Refer to eye ED
Out of hours contact ophthalmology SpR
on call (via Newcastle Hospitals switch
board 0191 2336161)

Low vision due to
non-reversible
condition?

Appropriate
management (box 1)
Referral to low vision

clinic if indicated

Box 1

Appropriate management

e Patient information (verbal and
written), including indications for
referral to low vision clinic

e Consider referral to low vision clinic
(refer to low vision guideline)

e Consider contacting rehabilitation
officer / social services

Box 2
Information to accompany referral
to secondary care
Visual acuity (corrected)
Past medical history
Current drug treatment and any
allergies / intolerances
Latex allergy status
MRSA status if known

This pathway is largely for patients with low vision with no reversible cause. However, it includes
recommendations for further assessment if the underlying cause of low vision is undiagnosed.
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Flashes and floaters

Flashes and floaters

A
Review duration of symptoms: acute onset / change Box 1
with acute worsening of previous symptoms. Risk factors
Risk factors for serious pathology eg retinal
detachment, retinal haemorrhage (box 1) e Diabetes
Eye examination e Change in vision
Other investigations performed, for example if seen o High myope
by a community optometrist e Recent trauma
e Monocular
e Previous history of serious
4 pathology
Use overall clinical assessment to
determine likelihood of serious
pathology
A A
Serious pathology Serious pathology unlikely Serious pathology likely /
ruled out / referral not and onset > 2 weeks ago, onset within the last 2 weeks
required G LTS St Assessment within 24 hours
Provide information to assessment required
patent Refer to eye ED
Urgent representation if FERr o EeieEl Out of hours or uncertain
recurrent or field defect ophthalmology clinic using contact ophthalmology SpR on
develops CIEER B R call (via Newcastle Hospitals
switch board 0191 2336161)
Box 2

Information to accompany referral
to secondary care

e Visual acuity (corrected) if
available

e Details of assessment / eye
examination

e Past medical history
Current drug treatment and any
allergies / intolerances

e Latex allergy status
MRSA status if known

11



Acute red eye

There are many causes of a red eye and conditions other than those included in the
guideline below, may cause a red eye as a secondary effect eg lid malposition, foreign
body. Each patient should be assessed individually and the following used as appropriate.

Acute red eye

4

Are any red flags present?

< O

Same day assessment Consider fluorescein stain
Refer to eye ED
Out of hours contact ophthalmology v
SpR on call (via Newcastle Hospitals . ]
switch board 0191 2336161) Refine diagnosis
v v v
Conjunctivitis Oph_thalmlc Episcleritis SHblConjHctival
shingles haemorrhage
v R 4
Refer to conjunctivitis Refer to ophthalmic Check blood
guideline (page 13) shingles guideline pressure
(page 14) l
Conservative
. management
Information to accompany referral Expect resolution within
v
. Visualtcz:\csu?tc O(r;g?rreyctf:clir)e Al Conservative
e Details of y t/ Consider assessing for management
efa?;ii:ﬂgﬁ sessment/eye underlying causes if Expect resolution within 2
_ _ recurrent. weeks.
e Past medical history If recurrent and

e Current drug treatment and any
allergies / intolerances
e Latex allergy status

unexplained, exclude
blood dyscrasia.

e MRSA status if known

12



Conjunctivitis

Acute conjunctivitis

Refer to eye ED ‘ ¢
Out of hours contact ophthalmology @ = dle el

SpR on call (via Newcastle Hospitals fiags?
switch board 0191 2336161 ) @

Assessment within 24 hours

Consider fluorescein stain

| I '

Allergic
conjunctivitis ,
usually seasonal

Irritant conjunctivitis Infective conjunctivitis

Remove irritant Olopatidine BD Self care
e Clean eye with boiled water and cotton wool
drops and / or o Lid hygiene
Oral antihistamines e Wash hands regularly and good hygiene to avoid

reinfection / cross infection

Information to accompany referral

to secondary care Consider topical chloramphenicol (0.5%) eye drops
e Visual acuity (corrected ) ; _ ) _ _
e Details of assessment /eye Patient information including :
examination e Information about red flags requiring urgent
e Past medical history representaimon' o
e Current drug treatment and any e To return if no improvement within 1 week

allergies / intolerances
e Latex allergy status
e MRSA status if known v

No significant improvement within 1 week

I

Review and exclude red flags
Take bacterial , viral and chlamydia

swabs
v M
Bacterial infection Viral infection C_hlam;_/d|a| N.O spe_cmc
| | mfecnqn mfecthn
Ensure appropriate Reassure . Assess for other Review after a
topical antibiotic Continue self care measures associated _ week if no
Continue self care Consider continuing conditions eg TPl
measures cloramphenicol (0.5%) eye drops urethritis i
for 1 week to prevent secondary Oral antibiotic eg
bacterial infection. May take Azithromycin 1g po - -
many weeks to resolve i Consider repeatlng
swabs after 3
Notes weeks
e Not all infective conjunctivitis requires treatment with
topical antibiotics which make little difference to recovery Refer to GUM
e Contact lens wearers should be advised to avoid wearing

lens until the infection has fully resolved , and to have a
review from their optometrist

13



Ophthalmic shingles

Ophthalmic shingles (exclude lesions are

due to Herpes simplex)

Patients presenting initially to
optometrist

e If corneal / eye involvement,
refer to eye casualty or out of
hours to ophthalmology SpR

e If skin rash only and eye /
vision not affected refer
urgently to GP for same day
initiation of acyclovir

Check for corneal
involvement

A

Oral acyclovir as

soon as possible

Information to accompany referral
to secondary care
e Visual acuity (corrected)
e Details of assessment / eye

examination
Skin rash only, eye and vision e Past medical history
not affected? e Current drug treatment and any
If uncertain, discuss with allergies / intolerances
ophthalmology SpR on call o Latex allergy status

e MRSA status if known

<

O

Manage in Primary Care Assessment within 24 hours
Provide information to the
patient about red flags (ie eye / Refer to eye ED
vision involvement) requiring Out of hours contact ophthalmology
urgent review SpR on call (via Newcastle Hospitals

switch board 0191 2336161)

14



Dry eyes / blepharitis

Ocular irritation due to dry eyes / blepharitis (white
eye, no lid malposition, no ocular inflammation)

Box 1

Smokers, advice to quit
Avoid passive smoking
Avoid air conditioning

Take regular breaks from e Vision deteriorates
computer

Assess
Lifestyle factors
Signs of other conditions
Symptomatic change in vision
Objective signs of significant blepharitis

Lifestyle advice

Indication for referral eg?

: e Other associated disease / eyelid deformities
e Consider wrap around e Severe blepharitis

glasses outside

O

Patient information
Lid hygiene (lid wipes/warm compress/lid massage)
Lifestyle advice (see box 1)
Stop medication that exacerbates dry eyes if
possible
Trial of eye lubricants (hypromellose 0.3% first line,
see table page 16)
Advice to return if no improvement after 4 wks

4

No improvement and / or frequent use
of eye lubricants (> 6 times per day)

<@

4

Consider referral to appropriate
clinic eg general ophthalmology

15

clinic, minor lid problem clinic
using choose and book

Information to accompany referral to
secondary care

Visual acuity (corrected) if available
Past medical history / other systemic
conditions
Management of condition to date
Current drug treatment and any
allergies / intolerances
Latex allergy status
MRSA status if known




Topical Lubricants — North of Tyne Formulary®

Drug
tariff/list
Agent price Comments
December
2011

First line choice

Hypromellose 0.3% £1.42 First line choice North of Tyne APC Formulary

(10ml)

Hypromellose PF Drops - For use when application is required more than

preservative free 0.3% | Tear-Lac® 6 times per day.
10ml bottlel =
£5.75,

Alternative choices

Sodium Hyaluronate Clinitas®

0.4% Unit dose Vials (30) £5.70

Sodium Hyaluronate Clinitas

0.4% Preservative Multi® £6.99

Free

Sodium Hyaluronate Hy-Opti

0.1% 0.1%® £8.50

Sodium Hyaluronate Hy-Opti

0.2% 0.2%® £9.50

Retinol 250units /g Vitapos® Eye ointments containing paraffin may be

with liquid paraffin 5g | £2.75 uncomfortable and blur vision, so should only

be used at night, and never with contact
lenses.

Liquid paraffin Xailin Eye ointments containing paraffin may be
Night® uncomfortable and blur vision, so should only
£2.49 (3.5g) | be used at night, and never with contact

lenses. Caution contains wool alcohol

Carbomer 980 £2.80 (109) Alternative choice for use 3-4 times per day

Carbomer 980 single | £5.42 For use when application is required more than

dose units (30s)

6 times per day.
Prescribe licensed formulation - available as
single dose units only.

Carmellose sodium
(30s)

£3.00 (1%)
£4.80 (0.5%)

For use when application is required more than
6 times per day.

Prescribe licensed formulation - available as
single dose units only.

Sodium Chloride 5% £25.25

Drops

Sodium Chloride 5% £25.20

Drops PF

Sodium Chloride 5% £22.50

Ointment

Sodium chloride 0.9% | £7.14 (20s) Short acting and suitable as ‘comfort drops' or
minims for use with contact lenses

Systane £4.66 (10ml) | Liquid formulation which turns into a gel on

contact with eyes providing fast and long

16




lasting relief.

The multidose bottle may be used for up to six
months after opening in primary care.

In contact lens wearers, Systane should be
applied before inserting lenses and after
removal to extend comfortable wearing times.
Systane pres free vials | £4.66 (28s) For use when preserved formulation has
caused irritation.

This information was provided by Andrew Green, Senior Lead Clinical Pharmacist

Chalazion

Chalazion, hordeolum

Any Referral must
be
Accompanied by
A PAT form

4

Red flags?

O G2

Assessment within 24 hours

Exclude other conditions eg Molluscum
contagiosum
Information to patient
Massage with hot compress

Refer to eye ED
Out of hours contact ophthalmology SpR
on call (via Newcastle Hospitals switch
board 0191 2336161)

A

Resolved within 12 weeks /
no clinical concern?

Information to accompany referral to
secondary care

e Past medical history

e Management prior to referral

@ e Current drug treatment and any
@ allergies / intolerances

e Latex allergy status

e MRSA status if known

Refer to minor lid problem
clinic using choose and
book

No further
intervention

17



Other conditions

Amaurosis fugax

Manage as suspected TIA and
refer to TIA clinic

Suspected amaurosis fugax?

Giant cell arteritis (GCA)

Suspected giant cell arteritis?

4

Is there a visual disturbance?

&> <

Initial referral to Urgent Assessment within 24 hours
ophthalmology not
required Refer to eye ED

Out of hours contact ophthalmology
SpR on call (via Newcastle Hospitals
switch board 0191 2336161)

18



Asymptomatic fundal abnormalities - disc haemorrhage with normal IOP

Disc haemorrhage with normal IOP

l

Disc cupped?

<

See suspected low
tension glaucoma
guideline

O

Assess for hypertension
and vascular risk. Treat as
appropriate

4
Referral not necessary
unless indicated for
other conditions /
clinical concern

Asymptomatic fundal abnormalities - peripheral retinal degeneration

Peripheral retinal degeneration

4

Symptoms of floaters and flashes

(refer to flashes and floaters guideline)?
Symptoms and signs of other conditions?

<

Refer to guidelines for flashes and
floaters / other conditions

19

O

Referral not necessary unless
indicated for other conditions




Asymptomatic fundal abnormalities — pigmented lumps

Fundal pigmented lumps

A
Red flags / high risk features

present?
Yes
Review records of past history
and eye examinations
A
Confident the lesion is a long
standing, benign change?
No
A
GP referral to general Rotutlnet cofmlrlnunlty
ophthalmology clinic b optometry foflow up

Information to accompany referral to
secondary care

Visual acuity (corrected) if available
Past medical history

e Current drug treatment and any
allergies / intolerances

e Latex allergy status

e MRSA status if known

20



Sticky eyes in young children

Sticky eyes in young
children

4

Is the child a neonate aged < 3
months with red and swollen
lids and conjunctivitis?

O

Persistent discharge with
white conjunctiva, no other
abnormality?

O "G

Likely blocked tear duct
Clean lids with cooled
boiled water

21



Squint in young children

Possible squint (reported
concern, even if not found
when examined)

there a neurological deficit eg

vision?

Is the red reflex absent, and or is

nystagmus, 6 nerve palsy, double

<

Urgent assessment

Fax referral to paediatric
ophthalmology team
(fax number 0191 2825446)

O

Is the child aged
<4 years?

<@

Routine referral to squint clinic
using choose and book

to secondary care
e Neonatal and recent medical
history
e Any current drug treatment and
any allergies / intolerances
e Latex allergy status
MRSA status if known

Information to accompany referral

22

O

Refraction and fundus
examination, by either:

squint clinic using
choose and book. or
community optometrist
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