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INTRODUCTION 
 

 According to the Strategy document, (1) the primary aim of the Department of  Health and the 
health services should be to enhance the health and quality of life of people, based on the 
principles of equity, quality of service and accountability. The corporate strategy of the South 
Eastern Health Board (SEHB) ‘Managing For a Healthier Future’ (2) is in line with this. In 
future, health services are to be directed towards health promotion, and disease prevention 
while continuing to provide treatment and continuing care. 
 

From the service aspect, the strategy document (1) highlights the need for appropriate care and 
the importance of linkages, within and outside, the health services, to achieve this. Linkages 
are a key objective of the Strategy(1). A key objective of the corporate strategy of the South 
Eastern Health Board (2) is integration.  
 
From the point of view of the framework and accountability, through which the services 
function, the need for clear roles and responsibilities is identified as a basic starting point (1). 
 
The provision of equitable and quality services for the participants requires information on all 
aspects of the services. In future, service evaluation should address  not just levels of care but 
outcomes of care. Priorities should be based on needs. Goals and targets should be set for 
each service, and data collected in such a manner so as to facilitate integral multidisciplinary 
audit. As part of the aim to achieve equity, the Strategy(1)highlighted the health needs of 
specific groups of the population. These groups included those with disability, ill and 
dependent elderly and travellers. 
 
The health services are largely governed by the 1970 Health Act (3). They are influenced by 
the changing demographic picture, changing economics, health status, the rapidly changing 
field of treatment options and the impact of greater public knowledge on demand. Given that 
resources will always be limited, the challenges and opportunities ahead must be analysed and 
a planned approach set to meet them. 
 
The report which follows was written with the above considerations in mind and in keeping 
with the terms of reference ”to review the operation of the Ophthalmic Services in the South 
Eastern Health Board with particular reference to: 
 a) needs assessment 
 b) services required as against services available 
 c) options for bridging gaps observed, within existing resources, 
 d) system of referral and follow-up.” 
The members of the group were: 
 Dr. Mary Christie, A/DCC/MOH, 
 Dr. Derek Forde, General Practitioner, 
 Ms. Jennifer Gavin, Ophthalmic Secretary, 
 Mr. Pat Hayes, Consultant Ophthalmologist, 
 Dr. Maureen Hillery, Community Ophthalmic Physician,  
 Ms. Teresa Morgan, Senior Executive Officer, Community Care. 
 Dr. Maire O’Connor, Public Health Medicine Specialist, Chairperson, 
 Ms. Mary Smith-Hayes, Patient Services Officer. 
 



The report which follows is based on the group’s deliberations, a review of the literature, 
consultation by group members with colleagues and submissions received. 



 
CLIENT GROUPS 
 
        
GENERAL 
 
In the following section particular groups of the population, who have specific ophthalmic 
needs in terms of health and social gain are discussed. This discussion is based on the 
assumption that the ‘routine’ treatment needs of the population in general are met, for 
example people with sudden visual loss, painful eyes, red/sticky eyes, people with hepatitis C 
(4), trauma victims, people with retinoblastoma (1/3years in SEHB population), retinopathy 
of prematurity, those with variable vision and others; in other words those people with visual 
problems which are not yet preventable and those which occur despite screening or care.  
 
It is recommended that education of the public on eye needs and services available from 
health boards and other agencies, and changes arising from factors such as ageing be 
implemented on an ongoing basis. 
Key People: Department of Health/Health Promotion Unit, Irish College of 
Ophthalmologists. 
 
It is recommended that all treatment/care be based on best available evidence. 
Key people: Ophthalmic Practitioners,GPs, Public Health Departments. 
 
The incidence of congenital cataract is 1/6000 births in the South Eastern Health Board. As a 
result of these or other congenital, perinatal, neonatal or infant problems, some children 
born/treated in units within the South Eastern Health Board (SEHB) or outside the SEHB, are 
“at risk” and have specific eye needs (5).  
 
It is recommended that procedures for ensuring assessment of Children “at risk” born in the 
South Eastern Health Board or non South Eastern Health Board units, especially in the 
neonatal period are assessed and reviewed as appropriate and in keeping with set guidelines 
(6).    

Key people:- Consultant Ophthalmologists, Paediatricians 

 

Population groups of particular importance to ophthalmic services include children:- general, 
pre-school, school, special groups (“at risk”, those with disability, those with diabetes 
mellitus, others) and adults:- general, elderly, special groups (those with disability, those with 
age related macular degeneration, others).  

 
 
 



CHILDREN 
 
The recommendations of the 1967 ‘Review of Child Health Services’ (7) are the basis of the 
community child health services, including school services, in Ireland today. The statutory 
requirements under Section 66 of the Health Act 1970 (3) direct health boards to make 
available at clinics, without  charge health examinations and treatment services for children 
under 6 years of age plus treatment and examination services for children attending national 
schools. Other key documents in this area are The Hall Report 1996 (8) and Ophthalmic 
Services for Children 1994 (9).  
 
The number of children (0-14yrs) in the SEHB in 1991 was 106,300 as shown in appendix 1 
with approximately 6000 births annually. Children up to the age of 6 years come under the 
care of Public Health Nurses (PHNs). In practice only children ‘at risk’ are seen after the age 
of approximately 2 years. Children with problems detected by PHNs/AMOs, under the 1970 
Act, are eligible for a range of specialist care including ophthalmic services: likewise for 
matters detected under the auspices of school medical services. 
 
Pre-school Children (0 - 6 years). 
 
The following section deals with the pre-school child who is assumed to be normal i.e. not 
those exposed to congenital infections, high dose oxygen in the perinatal period or other high 
risk groups which should be automatically referred to the ophthalmic services as previously 
mentioned. 
 
In this age group, squint (strabismus) is the main concern. A manifest squint has a prevalence 
of 1% in infancy.  In early childhood it is between 3% and 7%. Vision screening, according to 
Hall (8), before the age of 3 years is difficult. Universal screening by an Orthoptist of all 
infants in the first year of life would result in the detection of some vision defects that 
otherwise would be missed but due to the small yield would not justify the use of the 
Orthoptist expertise/resource.  
 
There are two arguments in favour of pre-school screening (3-5 years).  Treatment for 
amblyopia (lazy eye) can be initiated and sometimes completed before the child starts school 
and the results of intervention might be better.  It is difficult to quantify benefits from the first 
of these and the second is an important and difficult issue.  Evidence to date suggests that the 
age of starting treatment for amblyopia makes little difference to outcome within the age 
range 3 - 5yrs.  However, amblyopia diagnosed at 3 years is often associated with squint 
whereas if diagnosed at 5 years is more likely to be associated with straight eye anisometropia 
(different refractive errors in both eyes) so that cases are not strictly compatible.  Therefore 
the question is not fully resolved. 
 
Benefits of primary screening of all pre-school children are uncertain. In addition it is very 
difficult to achieve adequate population cover. In the Hall report of 1996 (8), in terms of 
visual screening, formal tests for squint and visual acuity were not recommended prior to 
school entry unless carried out by an Orthoptist or other appropriately trained person.  
Universal screening of all pre-school children (3 - 5 years) by Doctors or health visitors has a 
significantly lower yield and unsatisfactory sensitivity and specificity than a programme using 
an Ortoptist. However, at present, universal screening is not recommended in the absence of 
any evidence that better outcome is produced. This is also borne out by Wright et al (10) who 



pointed out especially, in terms of outcome the defects in community screening for amblyopia 
in Australia, and Williamson et al (11), in terms of default rates and outcome, in Glasgow. A 
community based Orthoptist may undertake secondary screening by examining children 
referred by professional staff and selecting those who require a more detailed assessment. 
 
The practicalities remain. For screening to be effective, there should be a 100% coverage of 
the target population plus suitable training for the screeners in addition to referral/treatment 
facilities.  Using our current information systems we don’t have figures on the number and 
outcomes of referrals from the various pre-school and school services nor have we got figures 
on the number of significant eye problems detected for the first time at school entry and 
whether those with positive findings had attended for their developmental checks. Achieving 
an acceptable uptake with the 3-5year olds would at this stage be extremely difficult as they 
are not a captive group. 
 

 A systematic review of the effectiveness of pre-school visual screening has been 
commissioned by the Health Technology Assessment programme. This has been commenced 
by the Health Research Unit in Oxford which expects to report its findings in late 1997/1998.  
 
Currently, the screening services for this age group (0-6 years) (excluding neonates and 6 
week check) are provided largely by PHNs and Area Medical Officers (AMOs). The 9 month 
developmental check is the main screen, from the point of view of the AMOs while PHNs 
screen both at home and in the clinic setting. For screening to be effective, there should be 
100% uptake by the target population, suitable training for those carrying out the screening, 
effective communication and feedback between the  screeners and those to whom referrals are 
made, together with criteria/protocols for referral and call back situations. 
 
From the point of view of child health surveillance, the PHNs aim to carry out a number of 
core visits with the child (10). Each visit has a set purpose (appendix 2). All include a visual 
element. The ophthalmic factors reviewed at the developmental check by the AMO include 
family history, past history including birth history, corneal light reflexes, malalignment, 
convergence, cover test and qualitative tests of visual activity. Those with unsatisfactory 
examinations are referred to the community ophthalmic physician. Those with positive family 
history of squint are referred to the community ophthalmic physician at the age of two years 
(to ensure this occurs, in some places the child is brought back again to an AMO clinic at two 
years). Feedback on the outcome of referral is variable (0-100%). The follow up of defaulters 
to the surveillance service (PHNs, AMOs) and to those who default on their 1st referral to the 
ophthalmic service is heavily dependent on PHNs. 
 
It is recommended that there is continuing education for key clinicians - GPs, Obstetricians, 
Paediatricians, Non Consultant Hospital Doctors - of the importance of observing and 
examining infants’/children’s visual function/activity and how to do it. 
Key People:- Consultant Ophthalmologist, Community Ophthalmic Physician, Paediatrician, 
Obstetrician, GPs. 
 
It is recommended that there is regular training of all primary screeners, including 
attendance at one Community Ophthalmic Physicians and one Orthoptic session annually. 
plus quarterly meetings between COP, AMO, DCC-SAMO, PHNs, Supt PHN. 
Key people:- DCC - SAMO, Community Ophthalmic Physician, Superintendent PHN. 
 



It is recommended that a referral procedure in all areas be put in place which would ensure 
that a child with a positive history, seen by an AMO at the developmental check, would be 
guranteed an appointment with COP at 2 years without the necessity of having to go back to 
the AMO clinic first. 
Key People:- DCC-SAMO, Community Ophthalmic Physician, Superintendent PHN.  
 
It is recommended that there is formal feedback to those making referrals on outcome of all 
referrals plus a system for following those for whom no feedback information is received 
within a set period.   
Key people:- DCC-SAMO, Community Ophthalmic Physician. 
 
It is recommended that there should be written guidelines for children with problems which 
definitely should be referred to Eye services.   
Key people:- Community Ophthalmic Physician, Consultant Ophthalmologist. 
 
It is recommended that there should be written guidelines on screening tests and criteria for 
both recall to the primary screener and referral.   
Key people: Referral: Community Ophthalmic Physician, DCC - SAMO.   
         Recall:- Superintendent PHN/DCC - SAMO, Community Ophthalmic Physician. 
 
It is recommended that a system be put in place to cater for defaulters to the AMO/PHN 
clinics, whereby the PHN would carry out domiciliary screening and would also identify these 
children at first school screening.  
Key people:- DCC - SAMO, Superintendent PHN. 
 
It is recommended that an information leaflet for Parents should be provided on what to 
watch for in terms of eye development and information on services available from health 
boards and other agencies.  
Key people:- Community Ophthalmic Physician, Superintendent Public Health Nurse. 
 
It is recommended that, taking account of current legislation (Section 66, 1970 Health Act) 
access for GPs who have concerns about children’s eye development be facilitated. 
Key people:- GPs, DCC-SAMO, Programme Manager Community Care. 
 
It is recommended that an information system be put in place to facilitate prioritisation of all 
referrals to ophthalmic services together with evaluation of outcome..   
Key people:- Community Ophthalmic Physician, DCC-SAMO, Consultant Ophthalmologist, 
Community Care Programme Manager, General Hospital Programme Manager. 
 
It is recommended that there be biannual meetings between COP, AMO, DCC-SAMO, 
PHNs, Supt PHN to review and monitor particular issues. 
Key people:- DCC - SAMO, Community Ophthalmic Physician, Superintendent PHN. 
 
 
 



School Screening  
 
The detection of vision defects at school entry is easier than in the pre-school years because: 
  a)  school children are a captive population and a high coverage can be more easily 
  achieved, 
 b) children of this age can co-operate more easily than 3-5year olds.   
 
Myopia (near sightedness) is rare in pre-school children but becomes increasingly common 
during the school years. The incidence of new cases of myopia or other eye diseases/disorders 
in older children (>12 years) is relatively low so the value of visual screening in secondary 
schools remains open to question. Most children over the age of 12 years can detect 
deterioration of vision themselves and attend for service. 
 
The prevalence of squint rises slowly until the age of  7 years with a mean of 3.5% for all 
ages (8,9).  It is much higher in the disabled population (5,30). Many squints are first 
recognised by parents or relatives. A critical age for detection of squint is 3 - 5 years (the 
visual system continues to develop until 6 - 7 yrs), after this, there is an increased risk that the 
child will have intractable amblyopia. The prevalence of amblyopia is influenced by the pre-
school screening programmes.  As mentioned in the previous section the problem is to 
achieve 100% coverage in the pre-school age group and the probable better use of resources 
in targeting 100% of children at school entry combined with increasing awareness among 
parents, AMOs, PHNs, General Practitioners (GPs) together with facilitating access 
to/feedback from specialist services.  
 
According to the two reports mentioned earlier, Hall and Ophthalmic Services for Children, 
(8, 9) the aim of school entry visual screen is to identify children with amblyopia or 
significant unilateral or bilateral refractive errors. In addition they recommend that at 8 years, 
a test of visual acuity should be carried out to detect further refractive errors and they 
recommend that at 11 years a further test of visual acuity should be carried out plus, ideally, 
colour vision for boys (from a career guidance viewpoint). 
 
In various health boards/Community Care Areas (CCAs), the screening at 8 years of age was 
discontinued with service rationalisation, taking into consideration the detection rates from 
the various screening programmes. There is a need to balance educational gains against 
opportunity costs and other options such as parental and teacher education/awareness. 
 
The gold standard for screening for refractive errors/visual acuity, although not perfect, is 
testing with the illuminated standardised Snellen chart conducted in a quiet well lit room at 6 
metres. Tests carried out in other conditions result in false positives and false negatives. 
According to Yang and Cole (35), when Snellen charts are used properly, visual acuity 
measurements are 87% repeatable with < 1line difference between two measurements. 
Brophy (12) in her study of Dublin children noted that due to failure to comply with standard 
conditions (illumination, distance) that 43% of the referrals to specialist services which 
subsequently were found to be normal were due to non compliance with standard conditions. 
Due to the low sensitivity and specificity of the Stycar it does not meet the criteria for a 
screening tool. Sheridan Gardner charts may be used for those unable to use Snellen charts 
but do not compare as favourably as the Snellen.  The comparability of the Silver Songsten 
test is currently being evaluated. 
 



Some answers to the question of balancing using the best screening method, standardised 
illuminated Snellen (when able to read letters) versus the best age for school screening 
(school entry) may be provided by a study currently in progress in another health board where 
screening has been carried out at age 6 - 7 years, for some time.  A retrospective analysis is 
currently in progress of the number of people with amblyopia detected at this age i.e. 
potentially detectable and treatable at an earlier age. Another study under way is that of 
comparing the Silver Songsten screening test (suitable for those unable to read letters) with 
the Snellen. An additional study which has just been completed in one Community Care Area 
in the South Eastern Health Board, is that of the detection rate of significant new 
abnormalities among 11 year olds who have/have not passed through the other screening 
programme of visual function (Appendix 2). 
 
An eye service based on 10% of school-going children needing referral for visual problems 
would be a generous  estimate of the need (12) (appendix 3).  There is in addition, a need to 
ensure that the primary screeners (PHNs) in the school have a system for re-checking minor 
abnormalities should this be deemed necessary e.g. for children with 6/9 vision in one or both 
eyes and for adequate feedback between service providers so as to monitor, evaluate and 
improve the screening, diagnostic and therapeutic eye services. 
 
The frequency of primary school screening varies between Community Care Areas as does 
the classes screened. Various screening methods of visual acuity are used including Snellen - 
illuminated and standarised, Snellen - not illuminated and standarised, Snellen - illuminated 
and not standarised, Snellen - not illuminated and not standarised, Sheridan-Gardner and 
Stycar. For  stereo vision, the Lang test is used while ischihara colour plates are used for 
testing colour vision of 11 year old males. The referral and recall criteria vary as does the 
PHN allocation i.e. geographically based or dedicated school nurse. These variations are 
detailed in appendix 4.  
 
The school conditions under which the screening is carried out, i.e. light, distance, are usually 
not documented. Defaulters are not measured in terms of numbers missed. Referrals for those 
with visual acuity problems are to the community ophthalmic physician. Children with other 
visual problems are seen by the AMO during the school medical examination or at the local 
health centre. If necessary the AMO refers children to the community ophthalmic physician. 
Feedback between the services is as for pre-school children. Prior to referral to the COP, 
consent has to be obtained from parents, which can cause delays of 2-4 months. Where 
consent is not obtained, referral is not made. 
 
It is recommended that as for pre-school screeners, that there is continuing education, 
including updata of services available from health boards and voluntary agencies, for those 
carrying out screening including attendance at Community Ophthalmic Physician session 
annually. 
Key People:- Community Ophthalmic Physician,  DCC-SAMO, Superintendent PHN. 
 
It is recommended that parents be provided with an information leaflet of what to look for, 
and services available form health boards and other agencies, as recommended in the section 
on pre-school children.   
Key people:- Community Ophthalmic Physician. 
 



It is recommended that when seeking consent for school medical services, that this would be 
worded to cover consent for referral to any necessary services. 
Key People:-DCC-SAMO. 
 
It is recommended that teachers receive annual information on matters which are of 
relevance for those carrying out school medical examinations including the importance of 
vision screening  for children with educational under-achievement and those with hearing 
problems.   
Key People:- DCC-SAMO, Community Ophthalmic Physician 
 
It is recommended that teachers are educated on the importance of  encouraging those with 
glasses to wear them at all times including play time and understand and anticipate the 
difficulties which children with patches may have. 
Key People:- Community Ophthalmic Physician,  DCC-SAMO, Superintendent PHN. 
 
It is recommended that as for the pre-school age group, taking account of current legislation 
(Health Act 1970, section 66) that GPs concerned about the eye development of children 
should be encouraged to bring these concerns to the attention of the school medical services.   
Key people:- GP, DCC- SAMO, Community Care Programme Manager, Community 
Ophthalmic Physician. 
 
It is recommended that as for the pre-school group, there should be a formal feedback 
system to those making referrals.   
Key people:- DCC - SAMO, Community Ophthalmic Physician, Superintendent PHN. 
 
It is recommended that there should be 100% screening of Children at school entry.   
Key people:- DCC-SAMO, Superintendent PHN. 
 
It is recommended that pending the results of the two studies mentioned, a decision is made 
before the start of the next school year on screening methods and ages for the new school 
year. 
 Key people:- Community Ophthalmic Physician, DCC - SAMO, Superintendent PHN. 
 
It is recommended that screening at 8 years be discontinued. 
Key people:- DCC - SAMO, Superintendent PHN, Community Ophthalmic Physician 
 
It is recommended that in terms of screening at 11 years, that based on the results of the 
SEHB study (appendix 2) as the yield of previously undetected visual morbidity was 
significant that pre exit screening at 11 years be continued. 
Key people:- Community Ophthalmic Physician, DCC - SAMO, Superintendent PHN, 
Programme Manager Community Care. 
 
It is recommended that each school premises be assessed for its suitability for eye screening.  
Where there is no possibility of the premises meeting standards needed for eye screening, 
arrangements should be made for the provision of  screening at  special clinics in local health 
centres.   
Key people: DCC - SAMO, Superintendent PHN. 
 



It is recommended that only standardised  screening methods are used including 
standardised illuminated Snellen charts and Lang stereo test.        
Key people:- DCC - SAMO, Superintendent PHN, Programme Manager Community Care. 
 
It is recommended that the criteria for referral from the school service to Community 
Ophthalmic Physician services are: - children’s whose vision is 6/12 or worse in either eye 
using illuminated standarised Snellen charts at the correct distance. Those less severe, with 
6/9 should be retested and no further assessments done if results remains as for the first test 
and the child is asymptomatic.   
Key people:- Community Ophthalmic Physician, Superintendent PHN, DCC - SAMO. 
 
It is recommended that information on the past history of screening should be available, in 
respect of children referred to the Community Ophthalmic Physicians. 
Key people:- PHNs, DCC - SAMO, Superintendent PHN. 
 
It is recommended that screening of girls for colour vision by PHNs be discontinued (pre-
exit screening for boys should continue to include colour testing in view of the prevalence of 
colour blindness in males compared with females),  that career guidance teachers be informed 
of this, plus informed of careers for which colour vision testing is required. 
Key People:- DCC - SAMO, Superintendent PHN. 
 
It is recommended that there should be an evaluation of a dedicated school Nurse in relation 
to all screening services.   
Key people:- DCC - SAMO, Superintendent PHN, Programme Manager Community Care. 
 
It is recommended that a system be put in place to identify and follow-up defaulters which 
would include:- 
a) accurate class rolls made available to PHNs, 
b) accurate identification of those absent on day of school vision examination, 
c) follow-up by PHN of those absent on day of examination, 
d) follow-up by PHN of those for whom no parental consent  is obtained, 
e) where child continues to default despite all of the above that this is brought to the attention 
of the DCC. 
Key People:- DCC, Superintendent PHN, Programme Manager Community Care 
 
 
It is recommended that a co-ordinator be identified in each Community Care Area who 
would be responsible for monitoring, and informing appropriate people, of results of all 
screening services for Children.   
Key people:- DCC (or Community Care General Manager). 
 
It is recommended that adequate educational equipment / technology be made available to 
facilitate the integration of visually impaired people into mainline education. 
Key People:- Programme Manager Comunity Care/ Department of Health, Department of 
Education. 
 
 



 
OLDER PEOPLE 
 
The strategy document previously referred to (1) identifies ill and dependent elderly as a 
particular population group for health and social gain. In terms of maintaining people 
independently in their own homes while maximising their quality of life, visual capacity is of 
particular importance. Wormald et al in a UK study (13) of the prevalence of eye problems 
among the elderly, obtained the following results: blindness 1% (WHO criteria), 3.9% 
(American criteria), low vision 7.7% (WHO criteria) and visual impairment 10.6% (American 
criteria).  Cataract (lens opacification) accounted for 75% of loss in cases of low vision. Over 
a quarter (27%) of those surveyed would have benefited from refraction. Only fifty percent of 
patients with low vision were known by their General Practitioners to have eye problems. 
This evidence of a considerable amount of undetected ocular disease in elderly people in the 
community is a feature which has been shown in a number of other studies both in Ireland 
and in the U.K 
 
The question arises whether eye disease in the elderly could and should be screened for, and  
using the criteria of Jungner  and Wilson (14), is there a screening test available, is it 
acceptable, is there treatment available and who should do the screening? Recommendations 
have been made by several workers over the past few years for screening the elderly for visual 
disability (15,16,17).  Part of the General Practitioner contract in the U.K. requires General 
Practitioners to offer yearly  health screening including visual assessment for everyone >=65 
years on a practice list. The assessment recommended is based on the ability to read 
newspapers and recognise faces across the room, i.e. detection of  people who have loss of 
distance acuity.  Other recommendations for use in primary care include the Songsen Silver 3 
metre visual acuity chart, evaluation of the red reflex and assessment for the detection of 
refractive errors. 
 
Based on the 1991 census (appendix 1), the number of elderly (>=65yrs) in the South Eastern 
Health Board is 44,795. Details of the 1996 census by age group and place of residence is not 
yet available. The projected increase for the twenty year period 1991-2001 is 30.3%. An 
estimation for the population >=65 years in 1997 is 48,866. In terms of the feasibility of 
accessing the elderly in the SEHB,  31,016 were in receipt of medical cards (May 1997), 
which represents 69.2% of the population (>=65 years) based on the 1991 census and 63.5% 
of the estimated 1996 population. Therefore, the basis for establishing a computerised register 
exists should it be deemed necessary or desirable.   
 
In a recent study of the elderly in the SEHB region (18), 64.4% of those surveyed said they 
had an eye test within the previous 3 years suggesting a majority had accessed a service.  The 
respondents in this study were all elderly living in the community.  In the report (draft) on a 
strategy for services to and for older people in the South Eastern Health Board (19) areas 
identified for health and social gain include easy access to services for assessment of visual 
problems, annual assessment of those with diabetes and glaucoma, screening of first degree 
relatives of glaucoma patients, early referral to trained ophthalmic physicians for diagnosis 
and treatment, appropriate treatment of cataracts, early referral to services especially, 
Community Ophthalmic Physicians, for visual assessment, provision of visual aids and 
follow-up after surgery. 
 



These are already being achieved in some areas and will be achieved in other areas with 
improved stream-lining of services. However, many aspects will involve more active co-
operation with the primary care practitioners. In each of the community care areas, the current 
practice is for community ophthalmic physicians to refer patients back to GPs through whom 
re-referrals are made. 
 
In addition to general eye problems, a number of eye conditions including age related macular 
degeneration, glaucoma and cataract, increase with increasing age. These can cause 
significant disability. The latter two are largely preventable and/or treatable. 
 
It is recommended that the awareness and knowledge of GPs and PHNs on the importance 
and methods for checking visual problems in older people is increased and maintained.  
Key people:- Community Ophthalmic Physician, GP,  Superintendent PHN. 
 
It is recommended that visual assessment (appendix 9) of the elderly by the PHNs as part of 
their care for the elderly protocol be continued and encouraged. 
Key People:- Superintendent Public Health Nurse, Community Ophthalmic Physician. 
 
It is recommended that in future prior to implementation of ad hoc schemes to reduce 
waiting lists for ophthalmic services, that all options be explored and those implemented 
evaluated. 
Key people:- Community Ophthalmic Physician, Programme Manager Community Care. 
 
Currently low visual aid clinics are provided by the National Council for the Blind (Ireland) 
in Community Care and Dixon Hempenstall Opticians in Waterford Regional Hospital.  
 
It is recommended that the provision of ophthalmic services by outside agencies be reviewed 
in terms of streamlining the service, equity of access, information flows and cost 
effectiveness. 
Key People:- Outside Agencies, Community Ophthalmic Physician, Consultant 
Ophthalmologist, Programme Manager Community Care,  Programme Manager General 
Hospitals 
 
Special low visual aids are prescribed by a number of sources, the policies about sanctioning 
them are varied and many are expensive. 
 
It is recommended that aids are sanctioned for those eligible based on need and 
effectiveness, sanctioned by COPs and that in the case of expensive items a cental register of 
these is developed whereby aids can be re-used where appropriate. 
Key People:- Outside Agencies, Community Ophthalmic Physician, Consultant 
Ophthalmologist, DCC-SAMO, Programme Manager Community Care,  Programme 
Manager General Hospitals. 
  
People with Cataract 
 
Cataracts are a major causes of visual impairment  in the elderly and as such represent a 
significant factor in the quality of life of older people. The incidence of cataract increases 
sharply with age. U.S estimates from the Framingham study (21) suggests a yearly incidence 
of 3 per 1,000 at the age of 55, 12 per 1,000 at the age of 65, and 40 per 1,000 at 75. Of those 



registered with the National Council for the Blind Ireland (NCBI), 15.4% are blind due to 
cataract.  
 
A few causes of cataract, for example congenital cataract, are preventable. Many more are 
treatable. With changing surgical techniques day case surgery is increasingly the surgery of 
choice with 80-95% of patients achieving 6/12 visual acuity or better. As the benefits of 
cataract surgery in terms of long term visual functioning are large and the cost of surgery is 
relatively low, cataract surgery appears to be highly cost effective. The current cost compares 
favourably with other health care interventions (21).  
 
As evident from the studies mentioned earlier, awareness, detection and referral by the 
primary care practitioners is a key factor in this service as is pre-operative assessment and 
post-operative care. These latter two aspects ideally should be carried out by Community 
Ophthalmic Physicians and ophthalmic trained nurses. They include checking visual acuity, 
refraction, concurrent ocular pathology, assessing benefits of surgery and listing patients for 
surgery from community clinics.  
 
It is recommended that facilities are in place for the Community Ophthalmic Physicians to 
continue to develop their role in pre-operative and post-operative follow-up of patients with 
cataract and to facilitate provision of services at the most local and appropriate level of care. 
Key People: Consultant Ophthalmologist, Community Ophthalmic Physician, Programme 
Manager Community Care, Programme Manager General Hospitals. 
 
It is recommended that the Public and Health Care Workers are informed on an ongoing 
basis, by leaflets and meetings, of the importance of cataracts, prevention and treatment, 
including developments which open cataract surgery to a wider age range of people.   
Key people:- Irish College of Ophthalmologists. 
 
People with Glaucoma  
 
The incidence of glaucoma (elevated eye pressure) increases with age from 0.08/1000 per 
year for people in their early 40s to 1.46/1000 per year in the over 80s (22). Coffey et al (31) 
in Roscommon reported a prevalence in the over 50s of 2% for primary open angle glaucoma 
and normal tension glaucoma. As for diabetic retinopathy, glaucoma is an insidious disease 
and patients may not present until after permanent eye damage has occurred. There is no 
formal screening programme for glaucoma nationally. Current Irish practice can best be 
described as opportunistic surveillance apart from that of first degree relatives. Patients 
continue to present late in the course of the disease. Of those registered with the National 
Council for the Blind, 16% had glaucoma. 
 
Detecting pre-symptomatic chronic glaucoma requires two independent events. Firstly an 
individual must present to an eye (health) service and secondly, the practitioner must use 
appropriate tests. Currently in the SEHB, most communtiy care areas have specific glaucoma 
clinics (appendix 4). In other locations patients are seen in the adult clinic. All patients with 
glaucoma are automatically given review appointments.. All patients aged >=40 years 
attending community ophthalmic physician clinics for any reason are routinely screened for 
glaucoma. 
 



The challenge is to improve early detection and compliance with treatment. As presbyopia 
(farsightedness) is almost inevitable with increasing age after 40 years, most people will 
present somewhere with reading problems sooner or later, at which stage screening for 
glaucoma could be done opportunistically. The latter depends on education of primary care 
practitioners, patients and their relatives. In addition to the opportunistic screening by the 
ophthalmic services, two additional approaches are used in the SEHB. A scheme for sight 
testing by opticians of eligible (financial) adults who so need one is used on an ad hoc basis 
when funding is made available by the Department of Health. As part of the contract for this 
scheme, opticians in some areas are asked to test for glaucoma. However, no data is collected 
on the clinical aspect of this scheme, so it cannot be evaluated.  
 
It is recommended that in future, that where money becomes available for ad hoc schemes, 
that  
    a)COPs allocate the categories of patients to be seen by the ad hoc service, 
    b)whatever additional service is put in place, that data is collected so as to facilitate 
evaluation, 
   c)all options are explored and if need be different pilot schemes be tested ie additional COP 
session, additional Orthoptist sessions, additional technician sessions, optician session in 
conjunction with COP, optician. 
Key People: Community Ophthalmic Physician, Programme Manager Community Care, 
Public Health. 
 
The second scheme is a pilot project, between the Ophthalmologist, general practitioners and 
general practice nurses in South Tipperary (32). GP practice nurses were trained to screen for 
glaucoma. They screened those aged >=60 years from the participating practises for glaucoma 
and referred as appropriate to the GP and eye service. Of the 247 screened, 6 had glaucoma, 4 
had raised intra-ocular pressure, while 13 had false posititive results. If on evaluation, this 
scheme proves cost effective, and valuable in terms of health and social gain, consideration 
should be given to implementing it throughout the SEHB.  
 
It is recommended that the provision of adequately equipped glaucoma clinics should be 
increased where this is necessary.   
Key people:- Community Ophthalmic Physician, Programme Manager Community Care, 
Programme Manager General Hospitals. 
 
It is recommended that a 100% screening of those at special risk of glaucoma should be 
targetted.   
Key people:- Community Ophthalmic Physician, Programme Manager Community Care. 
 
It is recommended that through the provision of better information including leaflets 
patients’ compliance with medication be increased. 
Key people:- Community Ophthalmic Physician (Irish College of Ophthalmologists). 
 
It is recommended that the practise nurse scheme referred to be evaluated and if thought 
appropriate be extended to other Community Care Areas, with a view to encompassing all eye 
problems of the older age.  
Key people:- GP, GP Unit, Community Ophthalmic Physician, Programme Manager 
Community Care. 
 



 



PEOPLE WITH DIABETES MELLITUS 
 
At least 4-5% (some estimates are 8-9%) of total health expenditure (24) is towards the care 
of people with diabetes (about £12 million out of the SEHB expenditure of £269 million). 
The St. Vincent joint task force on diabetes mellitus (23) has set out a number of challenges, 
one of which is to decrease retinopathic blindness and end-stage diabetic renal failure by 1/3 
or more.   
 
Diabetic eye complications are mostly retinopathy and cataract.  Diabetic retinopathy 
accounts for 89% of diabetes related blindness. Even high risk diabetic retinopathy lesions are 
often asymptomatic so unless the eyes are routinely examined, patients are unaware of the 
problem until they progress to visual impairment which is often irreversible. High risk lesions 
can be detected and blindness prevented in 75% or more cases if appropriate treatment is 
delivered before visual loss. All diabetic patients are prone to develop eye complications 
(after 15 years, approximately 75% have retinopathy, 30% need laser treatment). Subgroups 
at increased risk can be identified (poor control, duration of diabetes mellitus, hypertension, 
pregnancy, raised cholesterol, renal disease). Regardless of treatment group, the single most 
important risk factor is the duration of diabetes mellitus. 
 
Screening for diabetic retinopathy fulfils all the recommended criteria (14) for a screening 
programme. The expenses involved in preventing blindness through screening for retinopathy 
are much lower than those involved in unsuccessful treatment of far advanced lesions. In a 
recent article, Javitt (25) on the cost-effectiveness of screening and treatment of diabetic 
retinopathy, concluded that it was more cost effective than most commonly provided medical 
interventions and indeed that detecting and treating diabetic eye disease was one of the least 
costly interventions ever studied. 
 

 Among the 5,685 people registered with the National Council for the Blind (Ireland), i.e. the 
end of a spectrum of eye problems, 2.7% (156) have diabetic retinopathy, and an additional 
15.4% (877) are blind due to cataract, which can also be a complication of diabetes mellitus. 
If applied to the SEHB population, this means at least seventeen people are blind as a result 
of a preventable and treatable condition. Laser treatment at an early stage, can reduce 
blindness by 75%. Diabetic retinopathy is often the commonest cause of blindness in the 
economically active group, 30-60 years. 
 
Screening is recommended: 
(a) Before puberty:  Examine at time of diagnosis.  

 In the absence of diabetic retinopathy, the patient should be reviewed after five years or at 
puberty or in the event of severe intercurrent illnesses.   
After five years of duration of diabetes or after puberty, examination should be at least two 
yearly or in the presence of diabetic retinopathy annually or as clinically indicated. 
 
(b)  After puberty: Examine at diagnosis and at least two yearly thereafter.  In the presence 
of  diabetic retinopathy screening should be at least annually or more frequently if deemed 
appropriate e.g. in the case of intercurrent illnesses or renal impairment.   
 
(c) Pregnancy (pre-conception):  Examine before conception if possible (pre-conception laser 
treatments results in improved outcome), at confirmation of pregnancy and every three 



months or more frequently if necessary. In the presence of pre-proliferative retinopathy, 
screening should be monthly   
 
(d)  Defaulters: Examine immediately. 
 
(e) Other: Pre proliferative retinopathy - 3 monthly 
        Maculopathy  - 4 monthly 
        Pre proliferative retinopathy - 6/8 weekly 
        Severe intercurrent illness: renal disease/infection - immediately. 
 
Through the Cochrane Collaboration (26), the Department of Health in England and Wales is 
funding an intercollegiate audit of schemes for diabetic retinopathy screening whose main 
outcome measure/audit criteria is population coverage. The aim of the study is to establish 
which screening schemes are most effective in achieving this outcome. There is currently a 
proposal for an Irish pilot project with four sites (Mater Hospital, Eye & Ear Hospital, 
Mullingar, SEHB -1 centre) to establish a diabetic eye register. 
 
The precise number of patients with diabetes in any particular population is influenced by the 
age and sex structure and ethnic mix.  Estimates of the age adjusted prevalence of clinically 
diagnosed diabetes of all types in England range from 0.05% to 1.36%. In the U.S.A., it is 
estimated that 6% of people aged over 65 years have diabetes. 
 
In the South Eastern Health Board region, 1.2% of the population are known (suggesting a 
similar number are unknown) to be on treatment for diabetes (insulin or oral 
hypoglycaemics). These include 1,295 in Wexford, 1,289 in Carlow/Kilkenny, 1,021 in 
Waterford and 949 in South Tipperary. (It is not possible at this stage to identify the numbers 
on dietary treatment alone).  As is evident from the fore-going section, these should be 
screened on a regular basis for retinopathy by appropriately trained people. A number of 
hospital based physicians (within and outside the SEHB) and GPs treat and monitor residents 
of the SEHB with diabetes. A number of these are already attending eye services. There is no 
centralised/regional register of diabetic patients. The general practitioner for those diabetics 
on medical treatment and with medical cards is known. 
 
Currently all diabetic referrals to the eye services, are seen, treated if necessary and given a 
review date. Depending on treatment needs, patients are seen in their local clinic or in the eye 
department of Waterford Regional Hospital by a Community Ophthalamic 
Physician/Consultant Ophthalmologist. A special situation occurs for diabetic patients of Dr. 
Kingston (St. Joseph’s Clonmel) where an additional community ophthalmic physician is 
employed to attend the diabetic clinic once per month. An advantage of this latter system is 
that the Community Ophthalmic Physician has access to a captive group of people with 
diabetics, who are therefore not inconvenienced by the need for a separate appointment, and 
to the relevant medical details. 
 
In the absence of a national/regional register and as all eye records are held manually, it is not 
possible at this stage to identify those people with diabetes not receiving any ophthalmic 
service in the region and so quantify the possible additional workload in providing systematic 
regular screening. General practitioners have a key role here. A general practice with 2,000 
patients will have approximately 12 people on treatment for diabetes. GPs can be provided 
with the names and addresses of their patients, with medical cards, who are on medical 



treatment for diabetes. In view of confidentiality/doctor-patient relationship, this list cannot 
be provided to the ophthalmic service. 
 
To overcome this the options include: 
a) Continue as before i.e. the ophthalmic service seeing people with diabetes as referred and 
once in the system, continue to review them as per  the recommended schedule, 
b) GPs to systematically contact their diabetic patients, check which are not attending any eye 
service, explain the importance and need to the patient and refer to the local Community 
Ophthalmic Physician. 
 
People with diabetes, where possible,  should be seen at dedicated eye clinics. This would 
facilitate the subsequent development of combined care clinics with sharing of relevant 
medical details which in turn should result in better diabetic control and improved patient 
outcome. Ongoing evaluation of screening and intervention is important. To facilitate both of 
these, in addition to feedback to those making referrals, details of those people with diabetes 
already attending and all new referrals should be entered on a regularly updated database, 
hence the imporatnce of the proposed pilot project mentioned earlier.  
 
As the successful treatment of diabetes requires the collaboration of many disciplines, 
communication of relevant information between all is important. Those providing the eye 
service should be informed if a patient has had a severe intercurrent illness or indeed has 
diabetes. Likewise, the other disciplines need to know the outcome of visual screening. The 
ongoing education of all involved professionals and the patient is vital in this regard. 
 
The immediate need is to ensure that all patients with diabetes regularly attend an ophthalmic 
service.   
 
It is recommended that the development of a national/regional Diabetic register, including 
ophthalmic,  be facilitated.   
Key people:- GP, Community Ophthalmic Physician, Consultant Ophthalmologist, Public 
Health Department, Programme Manager Community Care, Programme Manager General 
Hospitals. 
 
It is recommended that the proposal by the diabetes mellitus register group of Ireland to pilot 
the establishment of a diabetic eye register, including an area of the SEHB as one site, be 
supported in every way possible. 
Key People:- GP, Community Ophthalmic Physician, Consultant Ophthalmologist, Public 
Health Department, Programme Manager Community Care, Programme Manager General 
Hospitals. 
 
It is recommended that to facilitate the development of shared care that those involved - 
Physicians with diabetic patients, GPs, Community Ophthalmic Physicians, Consultant 
Ophthalmologists, Diabetic Nurses, Dieticians, Public Health,  Programme Manager 
Community Care, Programme Manager General Hospitals - meet to discuss issues and move 
to shared care. 
Key People:- Programme Manager Community Care, Programme Manager General 
Hospitals, Public Health  plus representatives of each of those listed above. 
 



It is recommended that to facilitate GPs to identify known diabetics (from GMS records) 
who are not receivimg ophthalmic services that a GP trainee undertake it as a research 
project. 
Key People: GP Unit, Public Health. 
 
It is recommended that to facilitate the move to establishing dedicated Diabetic Ophthalmic 
Clinics the GPs should refer all their known Diabetics not currently receiving eye services to 
their local Community Ophthalmic Physicians and in turn ophthalmic service adjustments 
made.   
Key people:-  GP, Community Ophthalmic Physician, Programme Manager Community Care. 
 
It is recommended that education on diabetes, including leaflets, be provided to each person 
with Diabetes and his/her carers.   
Key people:- GP, Community Ophthalmic Physician (Irish College of Ophthalmologist), 
Public Health Department. 
 
It is recommended that each person with diabetes carries his/her own logbook of relevant 
details - status, services attended and scheduled, Hba1c, glucose, cholesterol, blood pressure, 
relevant clinical details - to facilitate a combined care approach.   
Key people Community Ophthalmic Physician, GP, Public Health Department. 
 
It is recommended that the screening as set out above be implemented in a systematic 
manner.   
Key people:- GP, Community Ophthalmic Physician, Public Health Department, Programme 
Manager Community Care, Programme Manager General Hospitals. 
 



 
PEOPLE WITH DISABILITIES 
 
Information on the incidence and prevalence of disability in Ireland is not routinely available 
at present. Based on the Report on the Commission on Status of People (27) with Disabilities, 
it is estimated that 10% of the Irish population have a disability.  This is believed to be a 
conservative estimate compared to other EU countries.  However, this is not equal throughout 
all age groups. In the Republic of Ireland, it is estimated that half of all people with 
disabilities are aged 60 and over.   
 
In 1994, in the South Eastern Health Board, 5068 people received disability related benefit 
(DPMA 3754, DCA 717, Mobility Allowance 168, Blind Welfare 179, DPRA 250). These 
figures did not include people who were in receipt of social welfare payments such as 
disability benefit, invalidity benefit, disablement benefit. Localised studies have identified 
prevalence rates of physical disability of between 1.1 - 4.7 per 1000 population (28). Some 
of those with physical disabilities have special needs in terms of visual supports. 
 
The National Council for the Blind have 5685 people registered with them suggesting a 
blindness prevalence of 1.6 per 1000 population.  
 
In 1991, a survey was carried out involving 499 physically disabled people in the SEHB. 
Their average age was 32 years  (68% were aged 14 - 50 years). Six diagnoses accounted for 
69% of the physical disabilities (16% multiple sclerosis, 15% spina bifida, 14% cerebral 
palsy, 11% stroke, 7% paraplegia, 6% arthritis). The remaining 31% were disables due to a 
variety of accidents, congenital and neurological diseases.  
 
There are registers of physically disabled people in each of the community care areas but their 
accuracy is questionable. Many children with physical disabilities are integrated into ‘normal’ 
schools while others attend special pre-schools and day care facilities. These are monitored as 
part of the usual pre-school and school service. Visually disabled children in ordinary schools 
often need expensive equipment at school and at home.  
 
It is recommended that those aids needed for schools be purchased in conjunction with the 
Department of Education, while those for school and home should be registered in a central 
register, ownership be retained by the purchasing body, and be available for re-use as 
appropriate through out the SEHB. 
Key People:- Community Ophthalmic Physician, Programme Manager Community Care. 
 
There is no easy means of systematic access to adults with disability. They are currently only 
seen by the ophthalmic services on an ad hoc basis when referred for a particular problem. 
However, of  those included in the above survey, 75% were visited monthly by their PHNs. 
As part of a multi-disciplinary team approach, this could be a route for accessing and 
assessing needs, including visual.  
 
Pending the appointment of a regional disability manager, structured liaison in the form of 
quarterly (or more frequently if needed) meetings plus use of shared care records, between the 
PHN, GP and Community Ophthalmic Physician is recommended. 
Key People:- DCC - SAMO, GP, Community Ophthalmic Physician, Superintendent PHN, 
Programme Manager Community Care, Programme Manager Special Hospitals. 



 
Those on the register of the National Council for the Blind (Ireland) (NCBI) attend their own 
local eye services and can be referred by ophthalmologist to the NCB low visual aid clinic. 
Aids recommended at that clinic can usually be obtained if the client is a child or has a 
medical card, otherwise the client must purchase the aid themselves, often at great expense  
 
The issue of low visual aid clinics and low visual aid policies has been referred to in the 
section on “Older People”. 
 
The known prevalence of mental handicap in 1991, in the SEHB was 7.2/1000 population 
i.e. 3.0/1000 with mild mental handicap (1,172 ) and 4.2/1000 with moderate/severe/profound 
mental handicap (1,594). Currently through the early intervention teams, children are 
screened for visual needs. There is a perception that the main gain is for children with 
mild/moderate rather than severe mental handicap. Adults are not routinely assessed. 
 
In one Irish study (30) the prevalence of ophthalmic abnormalities, among people attending a 
centre for those with mental handicap, was 67%; 37% of which had not been previously 
recognised. The most common ophthalmic abnormalities were refractive errors 41%,  
strabismus 17% and cataract 13%.  Treatment in this situation can lead to an improved quality 
of life. The position for those in the SEHB is unknown, other than those dealt with through 
the early intervention teams. 
 

 As for physical disability, children’s needs are catered for through the pre-school and school 
health services. However, as for the physically disabled adults visual needs for adults with 
mental handicap are not catered for in a systematic manner, despite the fact that many attend 
day/residential services which would facilitate access for such assessments. 
 
There is a need for a system whereby those coming into the category of disability (physical 
and mental) in the future and those currently in that category are automatically linked into 
their need of services. 
 
It is recommended that the awareness of the early intervention team on the importance of 
visual screening be maintained.  
 Key people:- DCC - SAMO, Community Ophthalmic Physician. 
 
It is recommended that the value of screening for all those attending residential or day care 
should be reviewed and depending on the outcome a decision taken on implementation. 
Key People: DCC - SAMO, Community Ophthalmic Physician, Supt. PHN, Programme 
Manager Community Care, Programme Manager Special Hospitals. 
 
It is recommended that each community care area maintain a comprehensive computerised 
register of people with disability (physical, mental) which would include the date of their last 
eye review and whether a future test was recommended. 
Key People: DCC - SAMO, Programme Manager Community Care, Programme Manager 
Special Hospitals. 
 



 
THE SERVICES 
 
SERVICE PROVIDERS 
 
The specialist ophthalmic services are under the remit of the Community Care and Acute 
Hospital Programmes of the Health Board. Although employed under one or other 
programme, the service providers overlap e.g. Community Ophthalmic Physicians and 
Orthoptists have sessions in hospital while Consultant Ophthalmologists attend peripheral 
clinics. Some specialised services are provided by outside agencies for example low vision 
aid clinics.   
 
The issues and recommendation concerning low visual aids and low visual aid clinics have 
been referred to elsewhere under the section dealing with “Older People”. 
 
As for all primary care, primary eye care is provided by GPs, eligibility for whose service is 
means tested (medical card holders). Screening services for children are provided by PHNs 
and AMOs. Opticians are not directly employed by the health board but at times are paid to 
carry out refractions and prescription checks for certain categories of patients. The Opticians 
Act prohibits opticians from diagnosing or treating conditions. 
  
Social work services for those with severe visual impairment are provided by the National 
Council for the Blind (Ireland). It is recommended that as for low visual aids and clinics, 
this Social Work service (for the visually impaired) be reviewed in terms of equity of access, 
information flow and integrated care. 
Key People:- National Council for the Blind, Consultant Ophthalmologist, Community 
Ophthalmic Physician, Programme Manager Community Care. 
  
Currently three consultant ophthalmologists are employed for the region. Although based in 
Waterford Regional Hospital (WRH), they provide outreach clinics in each of the four 
community care areas (appendix 5), as well as in WRH. Each CCA has a full time 
Community Ophthalmic Physician (the special arrangement for Diabetics attending St 
Joseph’s, Clonmel has been referred to in the diabetic section) while there are two full-time 
Orthoptists (1 Senior, 1 Basic grade) for the region. In each of the CCAs, clinics are held in 
number of locations (appendix 4). In addition two technicians are employed in WRH. The 
variable availability of nursing and support staff is discussed elsewhere.  
 
The three Consultant Ophthalmologists provide tertiary referral and major ophthalmic surgery 
services. They see patients referred by Community Ophthalmic Physicians, GPs and other 
consultants in addition to patients referred from A & E. Some of those referred are with a 
view to suitability for surgery but included also are less serious conditions which require 
general anaesthesia and minor procedures which can be done under local anaesthesia either at 
out-patient or at procedure clinics. They also provide a second opinion for patients referred by 
Community Ophthalmic Physicians. 
 



Apart from the problem of staffing Accident & Emergency referred to below, the junior 
hospital staff level is adequate as is the current hospital equipment level. However the 
implications of the new regulations for specialist training may impact on the former.   
   
Approximately 800 people with eye casualties attend Waterford Regional Hospital each 
month, which is staffed by a Senior House Officer, often quite junior in terms of 
ophthalmology experience. Therefore the level of service provided to the patient can be 
unsatisfactory, can lead to high recall rates and can have medico-legal implications.  
 
It is recommended that A & E should be covered for a session each week day by a doctor 
with at least 3 years specialised experience in ophthalmology (eg COP, Ophthalmic registrar). 
Outside of this it should be covered by the registrar on call for ophthalmology. 
Key People:- Programme Manager General Hospitals, Consultant Ophthalmologist. 
 
The Community Ophthalmic Physicians (4) have the overall responsibility for 
ophthalmological referrals, list patients directly for surgery, and refer appropriate cases for 
hospital based treatment,  in addition to pre-op assessment and post-op assessment, liaison 
with Community Care staff, GPs and hospital colleagues, supervision of Orthoptist plus 
minor surgery. Each Community Ophthalmic Physician runs a weekly joint clinic In 
Waterford Regional Hospital with a Consultant Ophthalmologist which combines the 
advantages of continuing practical education together with cross-programme shared 
continuing care. 
 
To fulfil their role in providing a comprehensive service it is recommended that the 
Community Ophthalmic Physicians be provided with the supports needed in terms of 
equipment (see resources), premises (see resources), support staff (see service providers) and 
information necessary for audit (see data). 
Key People:- Community Ophthalmic Physicians, Programme Manager Community Care 
 
To improve provision of services at the most appropriate level it is recommended that 
Community Ophthalmic Physicians should continue to be facilitated to provide pre and post 
operative care.  
Key People:-  Consultant Ophthalmologist, Community Ophthalmic Physician, Programme 
Manager Community Care, Programme Manager General Hospitals. 
 
In order to ensure that people are referred to the most appropriate service it is recommended 
that the roles of Community Ophthalmic Physicians and Consultant Ophthalmologists should 
be made clear to all referring agents especially General Practitioners. 
Key People:- GPs, Community Ophthalmic Physicians, Consultant Ophthalmologists. 
 
It is recommended that those making referrals be informed that except in exceptional 
circumstances the most appropriate person to refer people with eye problems is to the 
Community Ophthalmic Physician in the first instance who in turn will refer people on to 
Consultant Ophthalmologists should this be deemed necessary.  As part of this an information 
leaflet showing service flows should be provided to GPs. 
Key People:- GPs, Community Ophthalmic Physicians, Consultant Ophthalmologists. 
 
In addition it is recommended that ongoing feedback should be given to those referring to an 
inappropriate service, that the outcome of all referrals be made known to the person making 



the original referral and where it becomes obvious to the ophthalmic service providers that 
inappropriate referrals are being made, that through professional meetings such problems are 
correctly dealt with. 
Key People:- Community Ophthalmic Physicians, Consultant Ophthalmologists, GPs. 
 
The Orthoptist, a para medically trained clinician, is responsible for the assessment of an 
individual’s eyes, whose age may vary from infancy to old age, in order to diagnose and treat 
disorders of the eye muscles. Therefore the Orthoptist works with the Consultant 
Ophthalmologists and Community Ophthalmic Physicians in the management of squint, 
amblyopia, diplopia, visual field defects and any other condition which causes a disturbance 
of normal binocular vision as a result of congenital, medical, neurological or traumatic 
causes. 
 
Currently there are two Orthoptists employed for the population of the SEHB. The British 
Orthoptic Society recommends 1 Orthoptist/50,000 while Comhairle recommends 30 for 
Ireland which gives an expected quota for the SEHB of at least 3 Orthoptists. 
 
It is recommended that the provision and adequacy of the Orthoptic services in the SEHB be 
reviewed and rectified. 
Key People:- Consultant Ophthalmologist, Community Ophthalmic Physician, Orthoptist, 
Promramme Manager Community Care, Programme Manager General Hospitals. 
 
As for all ophthalmic service providers, the Orthoptists have specific needs in terms of 
resources (premises, support staff, data) some of which are being met while others are not. 
These are covered under the appropriate sections and further details are provided in appendix 
6. 
 
Opticians are qualified to refract and supply optical appliances. They can play a key role in 
advising people on the importance of eye problems and informing people of the need to 
attend medically qualified eye specialists.  
 
It is recommended that the proper role of the optician be encouraged while addressing the 
issue of possible GP sensitivities when opticians advise people to attend eye specialists 
instead of going first going to their GP.  
Key People:- Consultant Ophthalmologist, Community Ophthalmic Physician, GPs.  
 
In view of the increasing work load of the Community Ophthalmic Physicians plus the onus 
of assessing every patient for refractive errors in addition to the problem for which they are 
referred and the time implications of this, if they are to provide a comprehensive service,  it is 
recommended that funding be sought for a number of pilot schemes employing:-  
 a) additional COP sessions 
 b) additional eye technicians 
 c) additional eye nurse 
 d) additional ophthalmologist 
 e) opticians on a sessional basis 
to run joint clinics with the Community Ophthalmic Physician in different area, one of the 
outcome measures of which would include the number of people seen as opposed to the 
number seen when the Community Ophthalmic Physician does these alone.   



Key people:- Programme Manager Community Care, Community Ophthalmic Physician, 
Consultant Ophthalmologist. 
 
Nurse technicians operate technical equipment in the eye department at Waterford Regional 
Hospital as well as at the peripheral clinics. They carry out visual field tests as well as A scan 
biometry for assessing patients for intra-ocular lens implants. The hospital based staff also 
carry out fluorescein angiograms as well as B scan imaging  of the eyes and corneal 
topography. The current staff level is sufficient for current work but with the changing 
workload this will need to be reviewed in the near future. This is particularily relevant at 
present in terms of visual fields testing. The numbers requiring this are and have been 
increasing over the past few years as people are seen quicker and improved technology has 
meant that more people are suitable for examination. In addition all patients with glaucoma 
should have their visual fields examined once per year. Technicians could carry out visual 
field testing and free up Community Ophthalmic Physicians to deal with the outcome of the 
examination and other patients. At present it is not possible to do visual fields on all patients. 
 
It is recommended that all peripheral clincs have equal access to technician services and the 
impact of changing technology of visual field testing be evaluated from the point of view of 
workload on technicians and Community Ophthalmic Physicians. 
Key People:- Community Ophthalmic Physician, Programme Manager Community Care. 
  
In addtion, an electrodiagnostic section is planned for the ophthalmic section of Waterford 
hospital whereby the technicians will carry out electroocular grams, electroretinal grams and 
visual evoked potentials. These patients currently are sent to Dublin. They number 
approximately 50 annually at present and an additional 50 approximately need and are not 
getting the service. In addition to these 100 patients who will benefit from the local service, 
some patients from other services will also benefit from the service eg patients with suspected 
multiple sclerosis and other neurological diseases. It is not possible to estimate the numbers 
who will fall into this category. 
 
As each session can accommodate 2-3 tests, it is recommended that additional technician 
sessions be provided in Waterford Regional Hospital to cope with the impact of the 
electrodiagnostic testing. 
Key People:- Consultant Ophthalmologist, Programme Manager General Hospitals. 
 
Ideally the eye nurse assesses vision, checks glasses, medication compliance/technique of 
application,  patient education and does pre-op assessment. Where available and when 
required they dilate eyes. In peripheral clincs where available, they may double as technicians, 
and hold separate clinics for visual fields assessment and A scans.  
 
It is recommended that all clinics should have a nurse with ophthalmic experience.  
Key People:- Programme Manager Community Care, Community Ophthalmic Physician. 
 
In addition to having a nurse with experience (ophthalmic) at all clinics it is recommended 
that the continuing education needs of eye nurses and all ophthalmic staff be addressed by 
means of a structured rolling evaluated programme. 
Key People:- Consultant Ophthalmologist, Programme Manager General Hospitals, 
Programme Manager Community Care, Community Ophthalmic Physician. 
 



The screening services provided by the AMOs and PHNs have been discussed elsewhere in 
this document. 
 
In terms of clerical support, in WRH each consultant has a secretary who duplicates as 
receptionist for the OPD eye clinic. In the out-reach clinics, consultants rely on in-situ clerical 
staff. Nurse/secretarial/receptionist staff are not available for all Community Ophthalmic 
Physicians and Orthoptists when holding clinics in WRH except when these are joint clinics 
with the consultant ophthalmologist. 
 
The secretarial/receptionist/clinic nurse,  support for the Community Ophthalmic Physicians 
varies with the CCA and the location (appendix 4). In general the facilities and support staff 
for the Consultant Ophthalmologist at all peripheral clinics is adequate but this is not always 
the case for the Community Ophthalmic Physicians.  
 
     Nurse  Receptionist  Secretary 
  Waterford,  not always  no  not on site 
  Dungarvan, not for adult clinics no  several staff involved, 
          none dedicated 
  *Clonmel,  yes   no  dedicated on site 
  **Cashel, yes   no  shared on site 
  +Kilkenny, yes   see below not on site,not dedicated 
  ++Carlow, often changed  see below not on site,not dedicated 
  Wexford, yes   no  not on site (3 miles away) 
  Gorey,  yes   no  not dedicated 
  New Ross, yes   no  not dedicated 
  Enniscorthy yes   no  not dedicated 
 
*A nurse who is not a PHN doubles as clinic nurse and technician to do visual fields. 
** A nurse who is not a PHN is being trained for clinics. 
+Secretary attends clinic 1/month on same day as consultant. Otherwise clinic nurse doubles 
as receptionist. Technicians attends 2 clinics/month with Consultant. COP provides glaucoma 
clinics. COP has one double clinic /month with Consultant. 
++Secretary attends 1/month on same day as Consultant, otherwise the secretary is not on 
site. Nurse who is school screener (PHN) attends Consultant clinic, non PHN nurse does COP 
clinic. 
 
It is recommended that all clinics have appropriate nursing, secretarial and receptionist staff. 
Key People: Community Ophthalmic Physician, Programme Manager Community Care, 
Programme Manager General Hospitals. 
 
As referred to under the section on school screening services, it is recommended that those 
carrying out school screening should be trained and use illuminated standarised Snellen chart. 
All other Snellens should be immediately disposed of. 
Key People:- DCC-SAMO, Superintendent Public Health Nirse, Programme Manager 
Community Care. 
 
 



 
PROCESS 
 
As previously mentioned referrals are made from a number of different sources. However, the 
items of information in terms of reason for referral, past history, family history and other 
clinical details needed by all eye specialist are similar. Some of those making referrals (some 
GPs) are computerised, while some centres (WRH) want a common referral form for all 
referrals to their services. 
 
Notwithstanding the above it is recommended that a referral format be devised and 
implemented for all those making referrals which would include, in an easy to fill manner, all 
items of information which inform the decision of the Community Ophthalmic 
Physician/Consultant Ophthalmologist.  In addition the people making referral to the service 
should realise that prioritisation will be based on the information provided.  Feedback to all 
groups, should be provided on the ease of use of the method and completion of same. 
Key People:- Community Ophthalmic Physicians, Consultant Ophthalmologists, GPs, 
Programme Manager Community Care. 
 
From the point of view of service flow, an active discharge policy is vital as is feed-back to 
those making referrals and other relevant people e.g. as in the case of a child referred by the 
school health services, not only should the GP be informed of the outcome of the referral but 
also the PHN/AMO. 
 
It is recommended that all forms/vouchers/standard letters used to refer people to the 
Ophthalmic service, to refer people within the service and to follow-up or discharge people be 
stream-lined so that all are usuing similar forms for similar purposes in place of the current 
variations between the geographical areas services.  
Key People:- Community Ophthalmic Physicians, Consultant Ophthalmologists, GPs, DCC-
SAMO, Superintendent Public Health Nurse. 
 
It is recommended that a standard discharge letter plus outcome of first visit,  in the case of a 
person being recalled, be devised and implemented where appropriate (those referred from 
screening services) for return to the primary referrent and other relevant personnel. 
Key People:- Community Ophthalmic Physicians, Consultant Ophthalmologists, GPs,DCC-
SAMO. 
 
It is recommended that no patient should be given a recall or a repeat appointment except 
under set criteria of the Community Ophthalmic Physicians and Consultant Ophthalmologists. 
This policy should be made clear, both to the person concerned and to all who refer to the 
service. 
Key People:- Comunity Ophthalmic Physicians, Consultant Ophthalmologists. 
 
In addition it is recommended that the set policy for discharge and recall should be made 
known to all so that patients don’t assume they will be treated as recalls when they appear 
with a new problem or a recurrence of an old problem. In addition, previous notes must be 
available on site to Community Ophthalmic Physicians when a former patient is referred 
again, whether with a new or old problem. GPs should indicate if and where patients 
previously attended an ophthalmology service. 



Key People:- Community Ophthalmic Physicians, Consultant Opthalmologists, Programme 
Manager Community Care. 
 
It is recommended that written guidelines, with goals and targets, for waiting list and waiting 
time prioritisation be agreed at regional level. 
Key People:- Community Ophthalmic Physicians, Consultant Opthalmologists. 
 
The current methods and criteria of prioritisation vary as do the qualifications of the person 
doing the prioritisation (appendix 4,5).  It is recommended that in the case of Community 
Care that the Community Ophthalmic Physician be responsible for prioritisation and in the 
case of Waterford Regional Hospital that each Registrar be responsible for prioritising 
referrals to his/her consultant.  For both groups a specific time should be set aside for this on 
a weekly basis. 
Key People:- Community Ophthalmic Physician , Consultant Ophthalmologist.  
 
As prioritisation will be on the basis of information provided by the person making the 
referral, it is recommended that this is known by the relevant professional.  
Key People:- GP, DCC-SAMO, Consultant Ophthalmologist, Community Ophthalmic 
Physician. 
 
Waiting lists and waiting times vary between locations and services. For this review it was 
not possible, in view of the way data is held, to assess the appropriateness of the waiting lists 
in terms of service needs (for eye services) and type of service needs (type/level of eye 
service). Experience elsewhere has shown that not all need an eye service (e.g. children with 
6/9 vision), some people may be placed on more than one waiting list while others may have 
received services elsewhere.  
 
In order to stream line future services it is recommended that all existing waiting lists be 
reviewed and validated, 
 (a) in terms of validation for people awaiting first appointments for over 3 months 
  plus referrals of visual defects <6/12, 
 (b) those awaiting recall appointments as judged against the criteria for discharge and 
recall recommended above. 
Key People:- Community Ophthalmic Physicians, Consultant Ophthalmologists, Programme 
Manager Community Care, Programme Manager General Hospitals. 
 
At present the method of placing people on waiting lists varies between community care areas 
and between Community Care and hospitals.  It is recommended that a computerised waiting 
list system be used and the person referred is entered on this on the date of receipt of the 
referral which should in turn be acknowledged to the person concerned.  This would allow a 
more accurate assessment of the duration of waiting lists rather than only putting patients on 
the list when a place becomes available. 
Key People:- Programme Manager Community Care, Programme Manager General 
Hospitals. 
 
It is recommended that there should be an overall target of waiting list and the waiting times 
for all patients of under 3 months for routine referrals and under 3 weeks for more acute 
referrals and service levels adjusted accordingly, i.e. those which have been prioritised as top 



priority by the Community Ophthalmic Physician or Senior Registrar based on clinical 
information and service levels adjusted accordingly. 
Key People:- Programme Manager Community Care, Programme Manager General 
Hospitals, Community Ophthalmic Physicians, Consultant Ophthalmologists. 
 



 
RESOURCES 
 
In theory in WRH there are 28 ophthalmic in-patient beds and a variable number of day case 
beds. However due to problems with medical admisisons the full complement of beds is 
rarely available to ophthalmic patients. The waiting time to outcome of in-patient, day care 
and theatre is not recorded in an easilt available format. 
 
The suitability of the premises outside Waterford Regional Hospital varies from location to 
location  (see appendix 4). 
 
With the imminent opening of new Community Care Offices in Waterford city, 
accommodation problems there should be solved. However, Dungarvan remains without a 
room for the Orthoptist for screening. The South Tipperary accommodation is acceptable, as 
is that in Carlow/Kilkenny. Wexford accomodation is variable. 
 
It is recommended that all clinics are of an accepable standard, and easily accessed by the 
public 
Key People:- Programme Manager Community Care , Community Ophthalmic Physician. 
     
Essential equipment is available in all clinics i.e  retinoscope, direct & indirect 
ophthalmoscope, focimenter, VA charts (longe, prox), stereotests/perkins/tonometer, special 
lenses/trial sets. In addition the four Wexford sites have an auto-refractor, as has Clonmel, 
Kilkenny and Carlow. An auto-refractor is on order for Dungarvan and Waterford city. Field 
analysers are available in Clonmel, Kilkenny, Carlow and Wexford, while A scan facilities 
are available in Kilkenny, Carlow and Wexford (appendix 4). Orthoptists usually bring their 
own equipment. 
   
It is recommended there should be adequate provision of field analysers locally plus 
personnel to run them. 
Key People:- Community Ophthalmic Physicians , Programme Manager Community Care. 
 
It is recommended there should be auto-refractors in all clinics. 
Key People:- Community Ophthalmic Physicians , Programme Manager Community Care. 
 
It is recommended there should be a unified policy through out the SEHB re equipment 
purchasing, level of clinic furnishings, clinic standards, and equipment level. 
Key People:- Community Ophthalmic Physicians , Programme Manager Community Care. 
 
It is recommended that all clinics have on site dictaphone and phone facilities. 
Key People:- Community Ophthalmic Physician, Programme Manager Community Care. 
 
It is recommended that health care workers conducting clinics have available to them on site 
patients records. 
Key People: Community Ophthalmic Physician, Programme Manager Community Care. 
 
In view of the spread geographically of peripheral clincs and the necessity of patients to 
attend clinics at more than one location (by virtue of location of equipment, other services 



such as nurse technician, Orthoptist, Consultant Ophthalmologist) it is recommended that 
the computerisation of ophthalmic patient records receives priority treatment.  
Key People:- Community Ophthalmic Physician, Consultant Ophthalmologist, Programme 
Manager Community Care, Programme Manager General Hospitals. 
 
It is recommended that all Community Ophthalmic Physicians have input into their budget 
allocation, access to accounts of expenditure in previous year, and proposed expenditure 
planning. 
Key People:- Community Ophthalmic Physician, Consultant Ophthalmologist, Programme 
Manager Community Care. 
 



 
DATA 
 
Usually following a section called “Process” one would expect a section on “Outcome”. 
Unfortunately this was not possible here as there is little or no information available on this in 
the SEHB. The data which is available applies to activity and throughput, not outcome so at 
this stage the routine data available means that evaluation and audit of the services is not 
feasible. The little that is available applies to in-patients and so is not applicable to the vast 
bulk of the ophthalmic services. 
 
It is recommended that as a matter of urgency the clinical data needs, not just administrative 
data needs, are reviewed and systems adapted/put in place to allow for evaluation of service 
outcomes. 
Key People:- Consultant Ophthalmologist, Community Ophthalmic Physician, DCC-SAMO, 
Public Health, Programme Manager Community Care, Programme Manager General 
Hospitals 
 
The question of location of charts, especially with reference to peripheral clinic has been dealt 
with elsewhere in this document as has that of forming “true” waiting lists and the importance 
of feedback between all service providers so that all can audit and improve their own service. 
 
It is recommended that all of these previous recommendations be implemented. 
Key People:- as identified for each of them. 
 
Within the hospital the only morbidity data (HIPE data) which is systematically collected is 
from patients with overnight stays and those day cases which fulfil a narrow definition of day 
case. Ophthalmic services, with changing technology, are increasingly becoming an OPD and 
procedure dominated service. HIPE data is less and less useful for evaluating and reflecting 
ophthalmic services. 
 
It is recommended that existing data collection systems within the hospital such as Patient 
Administration System (PAS), Hospital In-patient Enquiry (HIPE) and theatre activity be 
made routinely available for evaluation of services both in terms of repeat admissions, lengths 
of stay and duration of disease at time of intervention. 
Key People:- Programme Manager General Hospitals, Consultant Ophthalmologists. 
 
It is recommended that activity not currently recorded other than from a financial viewpoint 
be identified and recorded in such a manner as to be useful for auditing the actual service.  
This would include both OPD morbidity within Waterford Regional Hospital and Consultant 
Ophthalmology outreach clinics plus activities such as fluorescine angiography, laser 
treatment, minor operations and other treatments currently not recorded under day case 
activity by HIPE. 
Key People:- Programme Manager Community Care, Programme Manager General 
Hospitals, Consultant Ophthalmologists. 
 
It is recommended that when these items of information have been identified and collation 
started that targets be set for the evaluation of these various activities, e.g. stage of 
presentation and treatment of various diseases seen at OPD, photo-coagulation for diabetics, 



failed treatment resulting in need for further procedures, daycase or inpatient admission plus 
feedback to those making referrals. 
Key People:- Programme Manager Community Care, Programme Manager General Hospital, 
Consultant Ophthalmologist, Community Ophthalmic Physician. 
 
Evaluation of service needs and audit require basic items of information. From the point of 
view of child surveillance and screening it is recommended that certain items of information 
- demography, family history, past history, age of screening, screening test, screening location 
and conditions, age when  1st seen by eye services, diagnosis, outcome - be recorded in such a 
manner that targets to increase efficiency and effectiveness can be set. These should include 
continuing education needs. 
Key People: DCC-SAMO, Superintendent PHN, Community Ophthalmic Physician, 
Programme Manager Community Care. 
 
As for the OPD morbidity and procedures of the eye department of Waterford Regional 
Hospital, there is curently no systematic method available throughout the Region, to the 
Community Ophthalmic Physicians and Orthoptists to monitor the types of patients referred 
to their services, their stage of presentation, their appropriateness and the outcome of the 
encounter, thereby making it essentially impossible to audit their service in terms of health 
and social gain. 
 
It is recommended that a strategy be put in place with short, medium and long term stage 
marks to facilitate this data gathering and computerisation. 
Key People:- Programme Manager Community Care, Community Ophthalmic Physician, 
Orthoptist. 
 
Based on the data collected in the recommendation above it is recommended that targets and 
goals be set for each of the items as audit markers and change indicators. 
Key People:- Community Ophthalmic Physicians, Orthoptists, Consultant Ophthalmologists. 
 
In addition to the general eye problems of a region the need for specialised registers have 
been referred to elsewhere (Diabetes Mellitus, People with Disability). It is recommended 
that the information systems/flows needed to facilitate the development and maintenance of 
such registers be implemented. 
Key People:- Community Ophthalmic Physicians, Programme Manager Community Care, 
Programme Manager General Hospitals. 
 
Audit, effective health interventions, including evidence based health care, and continuing 
education needs, depend on accurate, timely and relevant information. The current relative 
lack of data, other than throughput figures, makes the provision of and change to more 
effective services difficult. 
 
It is recommended that a co-ordinated coherent regional approach to data collection on all 
aspects of the Ophthalmology service be developed as a matter of priority to minimise the 
risk of local and/or ad hoc and/or incompatible systems being developed. 
Key People:- Community Ophthalmic Physicians, Programme Manager Community Care, 
Programme Manager General Hospitals, Consultant Ophthalmologist, DCC-SAMO. 
 



 
 
POLICIES 
 
There is no regional approach to policies in terms of repair or replacement of visual aids such 
as spectacles and contact lenses (appendix 7).  Some areas require a GP letter, others assess 
the case on its merits.  This has led to confusion among GPs who in some areas refer all such 
people to Community Ophthalmic Physicians, thereby further blocking waiting lists, in other 
areas GPs refer to the DCC/MOH with a quick processing sytem while in other areas, the GP 
may rely on personal contact with a fellow health care worker to overcome these difficulties.   
 
It is recommended that a regional policy be adopted in terms of issuing of necessary 
vouchers for replacements so as not to impact further on waiting lists for Community 
Ophthalmic Physicians, which would allow for the use of discretion in terms of the visual 
problem of the person and would also take cognisance of the possibility of deliberate 
negligence in terms of repeated breakages of spectacles or loss of same. 
Key People:- Programme Manager Community Care, DCC-SAMO, Community Ophthalmic 
Physician. 
 
It is recommended that a regional unified policy be adopted on the supply of appropriate 
optical appliances as clinically indicated. 
Key People:- Programme Manager Community Care, Consultant Ophthalmologist, 
Community Ophthalmic Physician., Programme Manager General Hospitals. 
 
The question of low visual aids was discussed earlier (“Older People”). 
 
 
ADDITIONAL  ISSUES 
 
People on certain drugs for long term illnesses, such as anti-rheumatic agents, certain 
psychotopic drugs, are at risk of eye complications. It is recommended that such patients are 
kept under regular review and have access to the appropriate services. 
Key People:- Hospital Physicians, Psychiatrists, Community Ophthalmic Physician, 
Consultant Ophthalmologists. 
 
The eye services do not exist in isolation and are affected by the development of other 
services in the region, e.g. the recent commencement of a rheumatology service will result in  
people with connective tissues diseases remaining in the region as opposed to travelling 
outside as well as people with Ophthalmic problems who previously would have been 
referred to other centres when they needed therapeutic agents with potentially severe systemic 
side-effects.  This will in turn impact on the Consultant Ophthalmology services and service 
adjustments will need to be made accordingly.  
 
Another important issue is that of cancellations of inpatient treatment when other services are 
overloaded, e.g. medical admissions in the Winter months in Waterford Regional Hospital 
which in turn leads to an increase in waiting times of eye patients.   
 
The practice of mixing pre or post operative eye patients with other patients being cared for 
by the same staff who are caring for people with various illnesses especially infections should 



be discontinued. It is recommended that a specific number of beds for ophthalmic patients 
should be ring marked together with dedicated day “beds”. 
Key People:- Consultant Ophthalmologist, Hospital  Manager WRH. 



 
CONCLUSION 
 
The Strategy (1) document commented on the quality of the Irish health care staff. It was 
evident in the production of this report that this applies particularily to those providing 
ophthalmic services, from screening to care, in the South Eastern Health Board. Their 
enthusiasm, commitment and excellence was both heartening and encouraging. The 
implementation of this report will further harness this to provide the people of the South  
Eastern Health Board with the best quality effective and efficient ophthalmic service. 
 
This report has been set out in such a way as to facilitate the implementation of 
recommendations individually, in groups or as a whole under their various sections. Each can 
be put in place independently of others. Many of the recommendations require a coming 
together of various service providers to agree best policies, best information and best service 
at a regional level. Other recommendations require a shift in resources and /or emphasis, 
while others may have cost implications especially in terms of staffing levels. However, with 
the current less than stream-lined service with its varying policies and lack of accessible 
clinical data, it was not possible to predict or cost the implications of providing a more 
effective service. By identifying key people with each recommendation it is hoped that they 
will lead in ensuring that the future ophthalmic services provide a streamlined equitable, 
accessibe and quality service. 
 
The major fundamental gap identified by this review group was lack of data to identify 
service gaps, to identify inappropriate service use, to identify service achievement and impact, 
to identify areas for improvement and to identify outcome measures. The rectification of this 
is fundamental to the provision of an improved effective service. 
  
In this report the current ophthalmic services were reviewed and areas for rationalisation 
identified, as were the need for regional unified policies, improved inter-disciplinary care and 
communication plus planning for the future while taking account of changing population 
trends. The emphasis is on screening and prevention of visual loss together with increased 
health and social gain while maximising the available expertise and utilising available 
services appropriately.  



 
RECOMMENDATIONS 

 
General 
 
It is recommended that education of the public on eye needs and services available from 
health boards and other agencies, and changes arising from factors such as ageing be 
implemented on an ongoing basis. 
Key People: Department of Health/Health Promotion Unit, Irish College of 
Ophthalmologists. 
 
It is recommended that all treatment/care be based on best available evidence. 
Key people: Ophthalmic Practitioners,GPs, Public Health Departments. 
 

It is recommended that procedures for ensuring assessment of Children “at risk” born in the 
South Eastern Health Board or non South Eastern Health Board units, especially in the 
neonatal period are assessed and reviewed as appropriate and in keeping with set guidelines 
(6).    

Key people:- Consultant Ophthalmologists, Paediatricians 

 
 
Children 
Pre-School 
 
It is recommended that there is continuing education for key clinicians - GPs, Obstetricians, 
Paediatricians, Non Consultant Hospital Doctors - of the importance of observing and 
examining infants’/children’s visual function/activity and how to do it. 
Key People:- Consultant Ophthalmologist, Community Ophthalmic Physician, Paediatrician, 
Obstetrician, GPs. 
 
It is recommended that there is regular training of all primary screeners, including 
attendance at one Community Ophthalmic Physicians and one Orthoptic session annually plus 
quarterly meetings between COP, AMO, DCC-SAME, PHNs, Supt PHN.   
Key people:- DCC - SAMO, Community Ophthalmic Physician, Superintendent PHN. 
 
It is recommended that a referral procedure in all areas be put in place which would ensure 
that a child with a positive history, seen by an AMO at the developmental check, would be 
guranteed an appointment with COP at 2 years without the necessity of having to go back to 
the AMO clinic first. 
Key People:- DCC-SAMO, Community Ophthalmic Physician, Superintendent PHN.  
 
It is recommended that there is formal feedback to those making referrals on outcome of all 
referrals plus a system for following those for whom no feedback information is received 
within a set period.   
Key people:- DCC-SAMO, Community Ophthalmic Physician 
 



It is recommended that there should be written guidelines for children with problems which 
definitely should be referred to Eye services.   
Key people:- Community Ophthalmic Physician, Consultant Ophthalmologist. 
 
It is recommended that there should be written guidelines on screening tests and criteria for 
both recall to the primary screener and referral.   
Key people: Referral: Community Ophthalmic Physician/DCC - SAMO.   
         Recall:- Superintendent PHN/DCC - SAMO, Community Ophthalmic Physician 
 
It is recommended that a system be put in place to cater for defaulters to the AMO/PHN 
clinics, whereby the PHN would carry out domiciliary screening and would also identify these 
children at first school screening.  
Key people:- DCC - SAMO, Superintendent PHN. 
 
It is recommended that an information leaflet for Parents should be provided on what to 
watch for in terms of eye development and information on services available from health 
boards and other agencies.   
Key people:- Community Ophthalmic Physician, Superintendent Public Health Nurse. 
 
It is recommended that, taking account of current legislation (Section 66, 1970 Health Act) 
access for GPs who have concerns about children’s eye development be facilitated. 
Key people:- GPs, DCC-SAMO, Programme Manager Community Care. 
 
It is recommended that an information system be put in place to facilitate prioritisation of all 
referrals to ophthalmic services together with evaluation of outcome.   
Key people:- Community Ophthalmic Physician, DCC-SAMO, Consultant Ophthalmologist, 
Community Care Programme Manager, General Hospital Programme Manager. 
 
It is recommended that there be biannual meetings between COP, AMO, DCC-SAMO, 
PHNs, Supt PHN to review and monitor particular issues. 
Key people:- DCC - SAMO, Community Ophthalmic Physician, Superintendent PHN. 
 
School 
 
It is recommended that as for pre-school screeners, that there is continuing education, 
including updata of services available from health boards and voluntary agencies, for those 
carrying out screening including attendance at Community Ophthalmic Physician session 
annually. 
Key People:- Community Ophthalmic Physician,  DCC-SAMO, Superintendent PHN. 
 
It is recommended that parents be provided with an information leaflet of what to look for, 
and services available form health boards and other agencies, as recommended in the section 
on pre-school children.   
Key people:- Community Ophthalmic Physician. 
 
It is recommended that when seeking consent for school medical services, that this would be 
worded to cover consent for referral to any necessary services. 
Key People:-DCC-SAMO. 
 



It is recommended that teachers receive annual information on matters which are of 
relevance for those carrying out school medical examinations including the importance of 
vision screening  for children with educational under-achievement and those with hearing 
problems.   
Key people: DCC-SAMO, Community Ophthalmic Physician 
 
It is recommended that teachers are educated on the importance of  encouraging those with 
glasses to wear them at all times including play time and understand and anticipate the 
difficulties which children with patches may have. 
Key People:- Community Ophthalmic Physician,  DCC-SAMO, Superintendent PHN. 
 
It is recommended that as for the pre-school age group, taking account of current legislation 
(Health Act 1970, section 66) that GPs concerned about the eye development of children 
should be encouraged to bring these concerns to the attention of the school medical services.   
Key people:- GP, DCC- SAMO, Community Care Programme Manager, Community 
Ophthalmic Physician. 
 
It is recommended that as for the pre-school group, there should be a formal feedback 
system to those making referrals.   
Key people:- DCC - SAMO, Community Ophthalmic Physician, Superintendent PHN. 
 
It is recommended that there should be 100% screening of Children at school entry.   
Key people:- DCC-SAMO, Superintendent PHN. 
 
It is recommended that pending the results of the two studies mentioned, a decision is made 
before the start of the next school year on screening methods and ages for the new school 
year. 
 Key people:- Community Ophthalmic Physician, DCC - SAMO, Superintendent PHN. 
 
It is recommended that screening at 8 years is discontinued. 
Key people:- DCC - SAMO, Superintendent PHN, Community Ophthalmic Physician 
 
It is recommended that in terms of screening at 11 years, that based on the results of the 
SEHB study (appendix 2) as the yield of previously undetected visual morbidity was 
significant that pre exit screening at 11 years be continued. 
Key people:- Community Ophthalmic Physician, DCC - SAMO, Superintendent PHN, 
Programme Manager Community Care. 
 
It is recommended that each school premises be assessed for its suitability for eye screening.  
Where there is no possibility of the premises meeting standards needed for eye screening, 
arrangements should be made for the provision of  screening at  special Clinics in local health 
centres.   
Key people: DCC - SAMO, Superintendent PHN. 
 
It is recommended that only standardised  screening methods are used including 
standardised illuminated Snellen charts and Lang stereo test.        
Key people:- DCC - SAMO, Superintendent PHN, Programme Manager Community Care. 
 



It is recommended that the criteria for referral from the school service to Community 
Ophthalmic Physician services are: - children’s whose vision is 6/12 or worse in either eye. 
Those less severe, with 6/9 should be retested and no further assessments done if results 
remains as for the first test.   
Key people:- Community Ophthalmic Physician, DCC - SAMO. 
 
It is recommended that information on the past history of screening should be available, in 
respect of children referred to the Community Ophthalmic Physicians.   
Key people:- PHNs, DCC - SAMO, Superintendent PHN. 
 
It is recommended that screening of girls for colour vision by PHNs be discontinued (pre-
exit screening for boys should continue to include colour testing in view of the prevalence of 
colour blindness in males compared with females),  that career guidance teachers be informed 
of this, plus informed of careers for which colour vision testing is required. 
Key People:- DCC - SAMO, Superintendent PHN. 
 
It is recommended that there should be an evaluation of a dedicated school Nurse in relation 
to all screening services.   
Key people:- DCC - SAMO, Superintendent PHN, Programme Manager Community Care. 
 
It is recommended that a system be put in place to identify and follow-up defaulters which 
would include:- 
a) accurate class rolls made available to PHNs, 
b) accurate identification of those absent on day of school vision examination, 
c) follow-up by PHN of those absent on day of examination, 
d) follow-up by PHN of those for whom no parental consent  is obtained, 
e) where child continues to default despite all of the above that this is brought to the attention 
of the DCC. 
Key People:- DCC, Superintendent PHN, Programme Manager Community Care 
 
It is recommended that a co-ordinator be identified in each Community Care Area who 
would be responsible for monitoring, and informing appropriate people, of results of all 
screening services for Children.   
Key people:- DCC (or Community Care General Manager). 
 
It is recommended that adequate educational equipment / technology be made available to 
facilitate the integration of visually impaired people into mainline education. 
Key People:- Programme Manager Comunity Care/ Department of Health, Department of 
Education. 
 
 
Older People 
 
It is recommended that the awareness and knowledge of GPs and PHNs on the importance 
and methods for checking visual problems in older people is increased and maintained.  
Key people:- Community Ophthalmic Physician, GP,  Superintendent PHN. 
 



It is recommended that visual assessment (appendix 9) of the elderly by the PHNs as part of 
their care for the elderly protocol be continued and encouraged. 
Key People:- Superintendent Public Health Nurse, Community Ophthalmic Physician. 
 
It is recommended that in future prior to implementation of ad hoc schemes to reduce 
waiting lists for ophthalmic services, that all options be explored and those implemented 
evaluated. 
Key people:- Community Ophthalmic Physician, Programme Manager Community Care. 
 
It is recommended that the provision of ophthalmic services by outside agencies be reviewed 
in terms of streamlining the service, equity of access, information flows and cost 
effectiveness. 
Key People:- Outside Agencies, Community Ophthalmic Physician, Consultant 
Ophthalmologist, Programme Manager Community Care,  Programme Manager General 
Hospitals 
 
It is recommended that aids are sanctioned for those eligible based on need and 
effectiveness, sanctioned by COPs and that in the case of expensive items a central register of 
these is developed whereby aids can be re-used where appropriate. 
Key People:- Outside Agencies, Community Ophthalmic Physician, Consultant 
Ophthalmologist, DCC-SAMO, Programme Manager Community Care,  Programme 
Manager General Hospitals. 
 
It is recommended that facilities are in place for the Community Ophthalmic Physicians to 
continue to develop their role in pre-operative and post-operative follow-up of patients with 
cataract and to facilitate provision of services at the most local and appropriate level of care. 
Key People: Consultant Ophthalmologist, Community Ophthalmic Physician, Programme 
Manager Community Care, Programme Manager General Hospitals. 
 
It is recommended that the Public and Health Care Workers are informed on an ongoing 
basis, by leaflets and meetings, of the importance of cataracts, prevention and treatment, 
including developments which open cataract surgery to a wider age range of people.   
Key people:- Irish College of Ophthalmologists. 
 
It is recommended that in future, that where money becomes available for ad hoc schemes, 
that  
    a)COPs allocate the categories of patients to be seen by the ad hoc service, 
  b)whatever additional service is put in place, that data is collected so as to facilitate 
evaluation, 
    c)all options are explored and if need be different pilot schemes be tested ie additional 
COP session, additional Orthoptist sessions, additional technician sessions, optician session 
in conjunction with COP, optician. 
Key People: Community Ophthalmic Physician, Programme Manager Community Care, 
Public Health. 
 
It is recommended that the provision of adequately equipped glaucoma clinics should be 
increased where this is necessary.   
Key people:- Community Ophthalmic Physician, Programme Manager Community Care, 
Programme Manager General Hospitals. 



 
It is recommended that a 100% screening of those at special risk of glaucoma should be 
targeted.   
Key people:- Community Ophthalmic Physician, Programme Manager Community Care. 
 
It is recommended that through the provision of better information including leaflets 
patients’ compliance with medication be increased. 
Key people:- Community Ophthalmic Physician (Irish College of Ophthalmologists). 
 
It is recommended that the practice nurse scheme referred to be evaluated and if thought 
appropriate be extended to other Community Care Areas, with a view to encompassing all eye 
problems of the older age.  
Key people:- GP, GP Unit, Community Ophthalmic Physician, Programme Manager 
Community Care. 
 
 
People with Diabetes Mellitus 
 
It is recommended that the development of a national/regional Diabetic register, including 
ophthalmic,  be facilitated.   
Key people:- GP, Community Ophthalmic Physician, Consultant Ophthalmologist, Public 
Health Department, Programme Manager Community Care, Programme Manager General 
Hospitals. 
 
It is recommended that the proposal by the diabetes mellitus register group of Ireland to pilot 
the establishment of a diabetic eye register, including an area of the SEHB as one site, be 
supported in every way possible. 
Key People:- GP, Community Ophthalmic Physician, Consultant Ophthalmologist, Public 
Health Department, Programme Manager Community Care, Programme Manager General 
Hospitals. 
 
It is recommended that to facilitate the development of shared care that those involved - 
Physicians with diabetic patients, GPs, Community Ophthalmic Physicians, Consultant 
Ophthalmologists, Diabetic Nurses, Dieticians, Public Health,  Programme Manager 
Community Care, Programme Manager General Hospitals - meet to discuss issues and move 
to shared care. 
Key People:- Programme Manager Community Care, Programme Manager General 
Hospitals, Public Health  plus representatives of each of those listed above. 
 
It is recommended that to facilitate GPs, to identify known diabetics (from GMS records) 
who are not receivimg ophthalmic services that a GP trainee undertake it as a research 
project. 
Key People: GP Unit, Public Health. 
 
It is recommended that to facilitate the move to establishing dedicated Diabetic Ophthalmic 
Clinics the GPs should refer all their known Diabetics not currently receiving eye services to 
their local Community Ophthalmic Physicians and in turn ophthalmic service adjustments 
made.   



Key people:-  GP, Community Ophthalmic Physician, Programme Manager Community Care. 
 
It is recommended that education on diabetes, including leaflets, be provided to each person 
with Diabetes and his/her carers.   
Key people:- GP, Community Ophthalmic Physician (Irish College of Ophthalmologist), 
Public Health Department. 
 
It is recommended that each person with diabetes carries his/her own logbook of relevant 
details - status, services attended and scheduled, Hba1c, glucose, cholesterol, blood pressure, 
relevant clinical details - to facilitate a combined care approach.   
Key people Community Ophthalmic Physician, GP, Public Health Department. 
 
It is recommended that the screening as set out above be implemented in a systematic 
manner.   
Key people:- GP, Community Ophthalmic Physician, Public Health Department, Programme 
Manager Community Care, Programme Manager General Hospitals. 
 
 
 
 
 
People with Disabilities 
 
It is recommended that those aids needed for schools be purchased in conjunction with the 
Department of Education, while those for school and home should be registered in a central 
register, ownership be retained by the purchasing body, and be available for re-use as 
appropriate through out the SEHB. 
Key People:- Community Ophthalmic Physician, Programme Manager Community Care. 
 
Pending the appointment of a regional disability manager, structured liaison in the form of 
quarterly (or more frequently if needed) meetings plus use of shared care records, between the 
PHN, GP and Community Ophthalmic Physician is recommended. 
Key People:- DCC - SAMO, GP, Community Ophthalmic Physician, Superintendent PHN, 
Programme Manager Community Care, Programme Manager Special Hospitals. 
 
It is recommended that the awareness of the early intervention team on the importance of 
visual screening be maintained.  
 Key people:- DCC - SAMO, Community Ophthalmic Physician. 
 
It is recommended that the value of screening for all those attending residential or day care 
should be reviewed and depending on the outcome a decision taken on implementation. 
Key People: DCC - SAMO, Community Ophthalmic Physician, Supt. PHN, Programme 
Manager Community Care, Programme Manager Special Hospitals. 
 
It is recommended that each community care area maintain a comprehensive computerised 
register of people with disability (physical, mental) which would include the date of their last 
eye review and whether a future test was recommended. 



Key People: DCC - SAMO, Programme Manager Community Care, Programme Manager 
Special Hospitals. 
 
 
The Services 
Service Providers 
 
It is recommended that as for low visual aids and clinics, the Social Work service (for the 
visually impaired) be reviewed in terms of equity of access, information flow and integrated 
care. 
Key People:- National Council for the Blind, Consultant Ophthalmologist, Community 
Ophthalmic Physician, Programme Manager Community Care. 
 
It is recommended that A & E should be covered for a session each week day by a doctor 
with at least 3 years specialised experience in ophthalmology (eg COP, Ophthalmic registrar). 
Outside of this it should be covered by the registrar on call for ophthalmology. 
Key People:- Programme Manager General Hospitals, Consultant Ophthalmologist. 
 
To fulfil their role in providing a comprehensive service it is recommended that the 
Community Ophthalmic Physicians be provided with the supports needed in terms of 
equipment, premises, support staff  and information necessary for audit. 
Key People:- Community Ophthalmic Physicians, Programme Manager Community Care 
 
To improve provision of services at the most appropriate level it is recommended that 
Community Ophthalmic Physicians should continue to be facilitated to provide pre and post 
operative care.  
Key People:-  Consultant Ophthalmologist, Community Ophthalmic Physician, Programme 
Manager Community Care, Programme Manager General Hospitals. 
 
In order to ensure that people are referred to the most appropriate service it is recommended 
that the roles of Community Ophthalmic Physicians and Consultant Ophthalmologists should 
be made clear to all referring agents especially General Practitioners. 
Key People:- GPs, Community Ophthalmic Physicians, Consultant Ophthalmologists. 
 
It is recommended that those making referrals be informed that except in exceptional 
circumstances the most appropriate person to refer people with eye problems is to the 
Community Ophthalmic Physician in the first instance who in turn will refer people on to 
Consultant Ophthalmologists should this be deemed necessary.  As part of this an information 
leaflet showing service flows should be provided to GPs. 
Key People:- GPs, Community Ophthalmic Physicians, Consultant Ophthalmologists. 
 
In addition it is recommended that ongoing feedback should be given to those referring to an 
inappropriate service, that the outcome of all referrals be made known to the person making 
the original referral and where it becomes obvious to the ophthalmic service providers that 
inappropriate referrals are being made, that through professional meetings such problems are 
correctly dealt with. 
Key People:- Community Ophthalmic Physicians, Consultant Ophthalmologists, GPs. 
 



It is recommended that the provision and adequacy of the Orthoptic services in the SEHB be 
reviewed and amended as deemed appropriate. 
Key People:- Consultant Ophthalmologist, Community Ophthalmic Physician, Orthoptist, 
Programme Manager Community Care, Programme Manager General Hospitals. 
 
It is recommended that the proper role of the optician be encouraged while addressing the 
issue of possible GP sensitivities when opticians advise people to attend eye specialists 
instead of going first going to their GP.  
Key People:- Consultant Ophthalmologist, Community Ophthalmic Physician, GPs.  
 
In view of the increasing work load of the Community Ophthalmic Physicians plus the onus 
of assessing every patient for refractive errors in addition to the problem for which they are 
referred and the time implications of this, if they are to provide a comprehensive service,  it is 
recommended that funding be sought for a number of pilot schemes employing:-  
 a) additional COP sessions 
 b) additional eye technicians 
 c) additional eye nurse 
 d) additional ophthalmologist 
 e) opticians on a sessional basis 
to run joint clinics with the Community Ophthalmic Physician in different area, one of the 
outcome measures of which would include the number of people seen as opposed to the 
number seen when the Community Ophthalmic Physician does these alone.   
Key people:- Programme Manager Community Care, Community Ophthalmic Physician, 
Consultant Ophthalmologist. 
 
It is recommended that all peripheral clincs have equal access to technician services and the 
impact of changing technology of visual field testing be evaluated from the point of view of 
workload on technicians and Community Ophthalmic Physicians. 
Key People:- Community Ophthalmic Physician, Programme Manager Community Care. 
 
As each session can accommodate 2-3 tests, it is recommended that additional technician 
sessions be provided in Waterford Regional Hospital to cope with the impact of the 
electrodiagnostic testing. 
Key People:- Consultant Ophthalmologist, Programme Manager General Hospitals. 
 
It is recommended that all clinics should have a nurse with ophthalmic experience.  
Key People:- Programme Manager Community Care, Community Ophthalmic Physician. 
 
It is recommended that the continuing education needs of eye nurses and all ophthalmic staff 
be addressed by means of a structured rolling evaluated programme. 
Key People:- Consultant Ophthalmologist, Programme Manager General Hospitals, 
Programme Manager Community Care, Community Ophthalmic Physician. 
 
It is recommended that all clinics have appropriate nursing, secretarial and receptionist staff. 
Key People: Community Ophthalmic Physician, Programme Manager Community Care, 
Programme Manager General Hospitals. 
 
It is recommended that those carrying out school screening should be trained and use 
illuminated standarised Snellen chart. All other Snellens should be immediately disposed of. 



Key People:- DCC-SAMO, Superintendent Public Health Nirse, Programme Manager 
Community Care. 
 
 
Process 
 
It is recommended that a referral format be devised and implemented for all those making 
referrals which would include, in an easy to fill manner, all items of information which 
inform the decision of the Community Ophthalmic Physician/Consultant Ophthalmologist.  In 
addition the people making referral to the service should realise that prioritisation will be 
based on the information provided.  Feedback to all groups, should be provided on the ease of 
use of the method and completion of same. 
Key People:- Community Ophthalmic Physicians, Consultant Ophthalmologists, GPs, 
Programme Manager Community Care. 
 
It is recommended that all forms/vouchers/standard letters used to refer people to the 
Ophthalmic service, to refer people within the service and to follow-up or discharge people be 
stream-lined so that all are usuing similar forms for similar purposes in place of the current 
variations between the geographical areas services.  
Key People:- Community Ophthalmic Physicians, Consultant Ophthalmologists, GPs, DCC-
SAMO, Superintendent Public Health Nurse. 
 
It is recommended that a standard discharge letter plus outcome of first visit,  in the case of a 
person being recalled, be devised and implemented where appropriate (those referred from 
screening services) for return to the primary referrent and other relevant personnel. 
Key People:- Community Ophthalmic Physicians, Consultant Ophthalmologists, GPs,DCC-
SAMO. 
 
It is recommended that no patient should be given a recall or a repeat appointment except 
under set criteria of the Community Ophthalmic Physicians and Consultant Ophthalmologists. 
This policy should be made clear, both to the person concerned and to all who refer to the 
service. 
Key People:- Community Ophthalmic Physicians, Consultant Ophthalmologists. 
 
It is recommended that the set policy for discharge and recall should be made known to all 
so that patients don’t assume they will be treated as recalls when they appear with a new 
problem or a recurrence of an old problem. In addition, previous notes must be available on 
site to Community Ophthalmic Physicians when a former patient is referred again, whether 
with a new or old problem. GPs should indicate if and where patients previously attended an 
ophthalmology service. 
Key People:- Community Ophthalmic Physicians, Consultant Opthalmologists, Programme 
Manager Community Care. 
 
It is recommended that written guidelines, with goals and targets, for waiting list and waiting 
time prioritisation be agreed at regional level. 
Key People:- Community Ophthalmic Physicians, Consultant Opthalmologists. 
 



It is recommended that in the case of Community Care that the Community Ophthalmic 
Physician be responsible for prioritisation and in the case of Waterford Regional Hospital that 
each Registrar be responsible for prioritising referrals to his/her consultant.  For both groups a 
specific time should be set aside for this on a weekly basis. 
Key People:- Community Ophthalmic Physician , Consultant Ophthalmologist.  
 
As prioritisation will be on the basis of information provided by the person making the 
referral, it is recommended that this is known by the relevant professional.  
Key People:- GP, DCC-SAMO, Consultant Ophthalmologist, Community Ophthalmic 
Physician. 
 
It is recommended that all existing waiting lists be reviewed and validated, 
 (a) in terms of validation for people awaiting first appointments for over 3 months 
  plus referrals of visual defects <6/12, 
 (b) those awaiting recall appointments as judged against the criteria for discharge and 
recall recommended above. 
Key People:- Community Ophthalmic Physicians, Consultant Ophthalmologists, Programme 
Manager Community Care, Programme Manager General Hospitals. 
 
It is recommended that a computerised waiting list system be used and the person referred is 
entered on this on the date of receipt of the referral which should in turn be acknowledged to 
the person concerned.  This would allow a more accurate assessment of the duration of 
waiting lists rather than only putting patients on the list when a place becomes available. 
Key People:- Programme Manager Community Care, Programme Manager General 
Hospitals. 
 
It is recommended that there should be an overall target of waiting list and the waiting times 
for all patients of under 3 months for routine referrals and under 3 weeks for more acute 
referrals and service levels adjusted accordingly, i.e. those which have been prioritised as top 
priority by the Community Ophthalmic Physician or Senior Registrar based on clinical 
information and service levels adjusted accordingly. 
Key People:- Programme Manager Community Care, Programme Manager General 
Hospitals, Community Ophthalmic Physicians, Consultant Ophthalmologists. 
 
 
Resources 
 
It is recommended that all clinics are of an accepable standard, and easily accessed by the 
public 
Key People:- Programme Manager Community Care , Community Ophthalmic Physician. 
   
It is recommended there should be adequate provision of field analysers locally plus 
personnel to run them. 
Key People:- Community Ophthalmic Physicians , Programme Manager Community Care. 
 
It is recommended there should be auto-refractors in all clinics. 
Key People:- Community Ophthalmic Physicians , Programme Manager Community Care. 
 



It is recommended there should be a unified policy through out the SEHB re equipment 
purchasing, level of clinic furnishings, clinic standards, and equipment level. 
Key People:- Community Ophthalmic Physicians , Programme Manager Community Care. 
 
It is recommended that all clinics have on site dictaphone and phone facilities. 
Key People:- Community Ophthalmic Physician, Programme Manager Community Care. 
 
It is recommended that the health care worker conducting a clinics have available to them on 
site patients records. 
Key People: Community Ophthalmic Physician, Programme Manager Community Care. 
 
In view of the spread geographically of peripheral clincs and the necessity of patients to 
attend clinics at more than one location (by virtue of location of equipment, other services 
such as nurse technician, Orthoptist, Consultant Ophthalmologist) it is recommended that 
the computerisation of ophthalmic patient records receives priority treatment.  
Key People:- Community Ophthalmic Physician, Consultant Ophthalmologist, Programme 
Manager Community Care, Programme Manager General Hospitals. 
 
It is recommended that all Community Ophthalmic Physicians have input into their budget 
allocation, access to accounts of expenditure in previous year, and proposed expenditure 
planning. 
Key People:- Community Ophthalmic Physician, Consultant Ophthalmologist, Programme 
Manager Community Care. 
 
 
 
 
 
Data 
 
It is recommended that as a matter of urgency the clinical data needs, not just administrative 
data needs, are reviewed and systems adapted/put in place to allow for evaluation of service 
outcomes. 
Key People:- Consultant Ophthalmologist, Community Ophthalmic Physician, DCC-SAMO, 
Public Health, Programme Manager Community Care, Programme Manager General 
Hospitals 
 
It is recommended that all of these previous recommendations be implemented. 
Key People:- as identified for each of them. 
 
It is recommended that existing data collection systems within the hospital such as Patient 
Administration System (PAS), Hospital In-patient Enquiry (HIPE) and theatre activity be 
made routinely available for evaluation of services both in terms of repeat admissions, lengths 
of stay and duration of disease at time of intervention. 
Key People:- Programme Manager General Hospitals, Consultant Ophthalmologists. 
 



It is recommended that activity not currently recorded other than from a financial viewpoint 
be identified and recorded in such a manner as to be useful for auditing the actual service.  
This would include both OPD morbidity within Waterford Regional Hospital and Consultant 
Ophthalmology outreach clinics plus activities such as fluorescine angiography, laser 
treatment, minor operations and other treatments currently not recorded under day case 
activity by HIPE. 
Key People:- Programme Manager Community Care, Programme Manager General 
Hospitals, Consultant Ophthalmologists. 
 
It is recommended that when these items of information have been identified and collation 
started that targets be set for the evaluation of these various activities, e.g. stage of 
presentation and treatment of various diseases seen at OPD, photo-coagulation for diabetics, 
failed treatment resulting in need for further procedures, daycase or inpatient admission plus 
feedback to those making referrals. 
Key People:- Programme Manager Community Care, Programme Manager General Hospital, 
Consultant Ophthalmologist, Community Ophthalmic Physician. 
 
It is recommended that certain items of information - demography, family history, past 
history, age of screening, screening test, screening location and conditions, age when  1st seen 
by eye services, diagnosis, outcome - be recorded in such a manner that targets to increase 
efficiency and effectiveness can be set. These should include continuing education needs. 
Key People: DCC-SAMO, Superintendent PHN, Community Ophthalmic Physician, 
Programme Manager Community Care. 
 
It is recommended that a strategy be put in place with short, medium and long term stage 
marks to facilitate this data gathering and computerisation. 
Key People:- Programme Manager Community Care, Community Ophthalmic Physician, 
Orthoptist. 
 
Based on the data collected in the recommendation above it is recommended that targets and 
goals be set for each of the items as audit markers and change indicators. 
Key People:- Community Ophthalmic Physicians, Orthoptists, Consultant Ophthalmologist. 
 
In addition to the general eye problems of a region the need for specialised registers have 
been referred to elsewhere (Diabetes Mellitus, People with Disability). It is recommended 
that the information systems/flows needed to facilitate the development and maintenance of 
such registers be implemented. 
Key People:- Community Ophthalmic Physicians, Programme Manager Community Care, 
Programme Manager General Hospitals. 
 
It is recommended that a co-ordinated coherent regional approach to data collection on all 
aspects of the Ophthalmology service be developed as a matter of priority to minimise the 
risk of local and/or ad hoc and/or incompatible systems being developed. 
Key People:- Community Ophthalmic Physicians, Programme Manager Community Care, 
Programme Manager General Hospitals, Consultant Ophthalmologist, DCC-SAMO. 
 
 
Policies 



 
It is recommended that a regional policy be adopted in terms of issuing of necessary 
vouchers for replacements so as not to impact further on waiting lists for Community 
Ophthalmic Physicians, which would allow for the use of discretion in terms of the visual 
problem of the person and would also take cognisance of the possibility of deliberate 
negligence in terms of repeated breakages of spectacles or loss of same. 
Key people:- Programme Manager Community Care, DCC-SAMO, Community Ophthalmic 
Physician. 
 
It is recommended that a regional unified policy be adopted on the supply of appropriate 
optical appliances as clinically indicated. 
Key People:- Programme Manager Community Care, Consultant Ophthalmologist, 
Community Ophthalmic Physician., Programme Manager General Hospitals. 
 
 
Additional Issues 
 
People on certain drugs for long term illnesses, such as anti-rheumatic agents, certain 
psychotopic drugs, are at risk of eye complications. It is recommended that such patients are 
kept under regular review and have access to the appropriate services. 
Key People:- Hospital Physicians, Psychiatrists, Community Ophthalmic Physician, 
Consultant Ophthalmologists. 
 
It is recommended that a specific number of beds for ophthalmic patients should be ring 
marked together with dedicated day “beds”. 
Key People:- Consultant Ophthalmologist, Hospital  Manager WRH. 
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APPENDIX 1 
 
SPECIAL GROUPS: OPHTHALMIC SERVICES 
 
Table 1991 Census 
 
 National  SEHB  Carlow  Kilkenny  Sth. Tipp      
Agr 
Group 
Years 

No. % No.  % No. % No. % No. %     

0-4 273743 7.76 30708 8.01 3339 8 6086 8.26 5878 7.84     
5-14 666831 18.91 75592 19.72 8271 20.20 14515 19.71 14807 19.76     
15-24 601598 17.06 62076 16.19 7079 17.29 11409 15.49 11525 15.38     
25-34 495392 14.05 52220 13.62 5696 13.91 10040 13.63 10120 13.50     
35-44 463572 13.11 49422 12.89 5227 12.76 9832 13.35 9626 12.84     
45-54 344568 9.77 37446 9.77 3817 9.32 7129 9.68 7139 9.52     
55-64 277115 7.85 30929 8.07 3170 7.74 5815 7.89 6318 8.43     
65-74 240077 6.80 27139 7.08 2689 6.56 5418 7.35 5852 7.81     
>=75 162823 4.61 176.56 4.60 1654 4.03 3391 4.60 3653 4.87     
Total 3525719  383188  40942  73635  74918      
               
 
Births: SEHB Residents 1995:  5219 
       1996:  5372 
 
Census 1996: Carlow    41,616 
  South Tipperary   75,364 
  Kilkenny   75,155  
  Waterford    94,597 
  Wexford   104,314 
  Total    391,046 
 



APPENDIX 2 
 
 
 
 
 

Review  of school medical Referrals to ophthalmology Department in Clonmel  
and surrounding areas 1996 ( Jan - July )   Dr. M. Hillery 
 
Aim of Study: 
 
To analyse the referral of children from School Medical Screening services to the 
Ophthalmology Department with a view to assessing the service and rationalise the service. 
 
 
Method: 
 
A retrospective review of all children referred by the School Medical Services Jan - July 1996 
to: 
 (a) Establish the quality of referrals. 
 (b) Establish the effectiveness of screening methods. 

(c) Establish any short falls in the service. 
(d) Establish the efficiency and promptness of the ophthalmic service. 
(e) Review the effectiveness of exit screening in National Schools (i.e. 5th. class 
screening). 

 
All clinical notes of patients referred through the School Medical Screening Service were 
reviewed to establish: 
 (a) Age of referral. 
 (b) Reason for referral. 
 (c) Clinical diagnosis and management. 
 (d) Delay between referral and clinic appointment. 

(e) Numbers who failed to attend for clinic appointment. 
(f) Numbers of parents who did not return consent form for referral. 

 (g) Numbers with red/green colour vision defects and what steps were taken in these 
cases. 

 (h) Time between informing parents of problem and receipt of consent forms 
             (see attached yellow forms, green forms and white forms). 
       (i) Shortfalls  
 
 
SCREENING Summary :        
AREA  : Clonmel and surrounding areas. 
National Schools  :Total number:     52 
                                Numbers visited : 26 ( see attached ) 
( Note : Dedicated school nurse redeployed due to staff shortages July 196 - Jan 197). 
 
POPULATIONS: 
Total on national school roll: 7,999  
Numbers screened (Jan - July 196): Senior infants: 472(see Form B), 5th class: 737(see Form 
A). 
 



( Note. Large schools visited annually (e.g. St. Olivers N.S. roll 751) 
Small schools visited alternate years (in rotation). 
 
 
SCREENING: 
 
Personnel  : Single dedicated school P.H.N. 
      
Testing Methods: Visual Acuity - Non-Illuminated Snellen (majority capable) 

     Reduced Snellen Chart (rarely used) 
     Sheridan- Gardiner (rarely needed in Senior 
Infants) 

 
    Stereo Tests - Lang (Senior Infants only) 
 
     Colour vision plates;   5th class (boys and girls)    
 
 
Procedure: 
          Hearing Test 

Vision test 
Hygeine review 
General  review  

 20-25 children screened per school day 
 

Test Environment varies - corridor 
 class room usually 
 cloakrooms (x 4) 
 washrooms (x 2) 

 
1 weeks notice to principal, manager and school inspector prior to P.H.N. visit and A.M.0. 
usually visits school in 3 weeks following P.H.N.’s visit. 
 
RESULTS: 

 
 OPHTHALMOLOGY REFERRALS: 192 
     NO CONSENT RETURNED:                       49 
 CHOSE PRIVATE/OTHER SERVICE:    2 
 RED/GREEN COLOUR DEFECT:              18 
 

                            AGES                           NUMBERS 
                        5  -  Under   6 
                        6  -  under    7 
                        7  -  under    8 
                        8  -  under    9 
                        9  -  under  10 
                      10  -  under  11 
                      11  -  under  12 
                      12  -  under  13 

                                20 
                                31 
                                11 
                                  7 
                                  7 
                                  8 
                                31 
                                15 



                      13  -  under  14                                   7 
 

  

          REFRACTIVE ERRORS                          NUMBERS 

          Myopia 

          Hypermetropia 

          Astigmatism 

           Mixed 

                               42 

                                 9 

                                 9 

                               20 
                                                                                

Visual Acuity ( in worse eye) 

     6/6       6/9             6/12              6/18         6/24       6/36              6/6  

      22                             7               23               20               15           8                  

 

             AMBLYOPIA                                                                   AGE   RANGES                                       

              Squint                                        17                                     6   -  12 y.o. 

              Anisometropia                            12                                    6   -   13y.o. 

              Astigmatism                               10                                    6   -   12y.o. 
               ( mixed) 

 
 

                                           OTHER REASONS  FOR REFERRAL 
                                      

     Iris Naevus                               1 
 Cyst (Meibomian)                        2 
 Ptosis                                                 1 
 Convergence Insufficiency             1  
     Blepharitis                                        4 
 Medullated Nerve Fibres             1 

 
  
  

COLOUR 
V.A. DEFECT 

SEX AGE 

 
       18                                                
 

 ALL MALE 11  - 13 y.o. 

  
                                           Action 
                   Routine letter sent to patients/parents 



 
                     Not referred to Eye Services 

 
 

     FAILURE TO ATTEND  (DNA)       ACTION TAKEN 
 
                         5               
 
 

      
   7y.o. -  4  DNA  - Letter to G.P./PHN 
 12y.o. -   1 DNA  - Letter to Parents 
   7y.o. -   1 DNA  -     “               “ 
 10y.o  -   1 DNA  -      “              “ 
   7y.o. -  2  DNA  -      “              “ 
 

         
 
DISCUSSION : 
 
Generally, the screening methods presently used by the dedicated school screener, seem 
sensitive but the age of child at first screening is too high.  Concern must be shown to the 
number of 
children with amblyopia with or without a squint presenting after the age of 6 years. 
                                                                                                                                                                      
The value of screening at 11 y.o. or in 5th. class has yielded a significant degree of visual 
morbidity often due to myopia.  The majority of parents were unaware of any visual 
difficulties 
in this group. I would recommend that the exit screening examination should be continued. 
 
On average the delay in receiving consent replies from parents was 1-4 months and clinic 
appointments were within 3 months of referral.  The Public Health Nurse has direct assess to 
the service if a more urgent appointment was deemed necessary. 
 
 
THE SHORTALLS IDENTIFIED ARE : 
 
(a) No follow up on patients who D.N.A. 
(b) Can it be presumed, that if no consent for assessment received from parents, means that 
advice is sought elsewhere? 
(c) Repeat eye testing only occurs at 5th class following the initial screening (i.e. for 
borderline cases). 
(d) The gold standard screening methods are not being used, so it is unclear if some ocular 
morbidity is being missed.(e.g. 3 children seen in senior Infants, deemed normal then but 
found to be amblyopic, 2 with squints and 1 with anisometropia when seen in 5th class !) 
(e) No follow up on children absent from the school on the day of assessment. 
 
RECOMMEND : 
1. Clerical staff dedicated to follow up: 
                             (a)      D.N.A  
                             (b)       Failure to show in school 
                             (c)      Failure to return consents                                                                                               
                             (d)      Monitor friends/identify children at risk   



                             (e)      Monitor schools due for screening. 
                                                                                                                                                                                                     

2.  Introduce standard Snellan chart (Illuminated). 
3. Review practice re colour vision. 
4. Reduce age of initial screening to Junior Infants. 
5. Maintain the present pre-exit screening of National School Students. 
6. Introduce a policy for dealing with defaulters/non attendance. 
7. Avoid withdrawing school dedicated screener either for other duties or filling in for staff 

shortages elsewhere. 
 
The experience and expertise of the - School P.H.N. is highly valued in the Clonmel area. 
 
 
SCHOOLS : 
Srs of Charity - Clonmel 
St. Peter & Pauls - Clonmel x 2 
St. Olivers - Clonmel 
Presentation Convent - Clonmel 
Killenaule N.S. 
Glengoole N.S. 
Lisnamrock N.S. 
Ballymacarbry N.S. 
Ballingarry N.S. 
C.B.S. Carrick-on-Suir x 2 
Clonea-Power N.S. 
Crehana N.S. 
Cloneen N.S. 
Poulacopple N.S. 
Newcastle N.S. 
Cahir Convent N.S. 
Fethard N.S. 
Kilcash N.S. 
Lisronagh N.S. 
Kilvenmon N.S. 
Rathkeevin N.S. 
Killurney N.S. 
Drangan N.S. 
Slieveardagh N.S. 
Mullinahone N.S. 
Rathgormack N.S. 
 



SELECTION OF A PUPIL FOR MEDICAL EXAMINATION 
 

School children are examined medically around the time of entry to school (usually in Senior 

Infants Class).   They are examined selectively.thereafter. Experience has shown that the 

teacher is one of the most important persons involved in identifying health defects and 

difficulties. If you have a pupil other than in Senior Infants Class who appears to have a 

health defect which is not already being treated or corrected, I would be most grateful if you 

would complete the details in the footnote below, and the child's parent must complete 

consent Form (B). 

Children should be selected if they have difficulty with vision, hearing or speech; weakness 

or incoordination of limbs; repeated absence from school for any health reasons, slow 

learners or poorly adjusted pupils. Completed forms should be either sent to the undersigned 

by the Principal Teacher or given to the Public Health Nurse at least one week before a 

planned medical inspection. 

Urgent requests for advice can be made at any time with or without this form. 

This information will be treated in the strictest confidence. 

 

 
N.B. Any child already under the care of an Optician not for eye examination. 
 



APPENDIX 3 
 
 
Report of a Joint 
Working Party 
“Ophthalmic Services for Children” The 
Royal College of Ophthalmologists & the 
British Paediatric Association -  December 
1994 

Hall (1996) 
Health for all Children 

Age 

Paediatric SHO or Obstetric SHO should 
examine all neonates NB, red reflex 

Early detection of predisposing 
conditions in infancy. Screening not yet 
recommended 

Birth 

Enquire about parental concerns. Examine 
eyes particularly presence of red reflex 

No suitable test of VA for universal 
screening. Needs co-operation 

6 weeks 

Parental concerns Observations of visual 
behaviour. 

 7-9 months 
 

Primary orthoptic screening using single letter 
test, 
occular deviations and cover test.  Careful 
audit of programme 

Test at 3m 
No need for near vision screening 
90% can co-operate at 31/2 years 
60-75% coverage is best you can expect 
Community Orthoptist to undertake 2nd 
screening. Cannot recommend primary 
screening. 

3-4 years 

Both eyes together & each separately 
Trained school Nurse or Orthoptist.  Use a  
Snellen chart at 6m for children who cannot 
cooperate use single letter test eg. Sheridan 
Gardner 
6/12 refer, 6/6  6/9 no test ,6/9 6/9 no action 
 

 School entry(see 
appendix 4) 

Test of VA to detect refractive errors. Refer 
6/12 or  worse in either eye 

 8 years  
(2nd class) (see appendix 
4) 

Test of VA 
Colour vision testing in boys. Written 
information for Parents on vision - likelihood 
of developing myopia.  Career counselling 
 

 11 years(see appendix 4) 

2nd Orthoptic service must be available 
- improve report writing 
- audit +  monitoring +training 

 Other Recommended 
actions 

 
Brophy’s review of the literature and her own study (12): 
 1958 UK Birth Cohort: tested at 7 years - 8.2% VA of 6/12 or worse in one/both eyes 
            - exclude those with squint, 2% had > 1line 
          difference in VA 
           11 years - 5.3% had impaired vision. 
 1970 UK Birth Cohort: tested at 10 years - 7.6% had visual defect > 6/9. 
 
Brophy: 7 year old Dublin Children: Prevalence of previously undetected visual   
   defects - 9.8% 
      i.e. 6.7% with Refractive Error which reduced to 
        3.7% if excluded minor errors.



 
APPENDIX 4 
 
Community Ophthalmology (Summary) 
 
One Community Ophthalmic Physician per CCA 
 
 
 Waterford Wexford Carlow/KK South Tipperary 
Population 
 
 
Medical Card 
 
 
<16 years 
 
 
Referred out of 
system 

104,013 
 
 
34.36% 
 
 
24,681 
 
 
Primary  
12 years 

104,314 
 
 
38.99% 
 
 
28,723 
 
 
Primary 
12 years 
 

102,265 
 
 
37.82% 
 
 
22,786 
 
 
Primary 
12 years 

80,454 
 
 
36.30% 
 
 
23,106 
 
 
16 years 

 
 
Referrals: Children PHN      (GP/Parents 
    AMO      Covered by  
    Orthoptist     Health Act) 
    Developmental Clinics 
 
  Adults  GPs      (Opticians - 
    Hospital Colleagues     Opticians Act) 
 
 
Referral Criteria Children 
   VA<=   6/12 
   Unequal VA > 1 line 
   Squint 
   ? + FH 
   Birth History 
 
Screening  PHN  - Dedicated PHN -  SouthTipperary Region 
      Waterford Region 
   - Non Dedicated PHN - Elsewhere 
 
  Methods - Sheridan Gardiner + Lang Stereo test 
     Silver Songsten 
     Snellen:non illuminated in uncontrolled conditions. 
 
Referral Forms: + - Carlow/Kilkenny      
   + - Letter elsewhere 
 
Standard Referral Letter (Mr. Tormey draft) 



 
Centres: Waterford Wexford Carlow/Kilkenny South Tipperary 
         3         5              3                    3 
W.R.H.        +        +              +           + 
Sessions 
  
 
 
Equipment 
Fields 
 
Computerized 
Records 
 
School Records 
Medical Records 
 
Auto refractors 
 

Waterford 
 
 
Awaited 
 
 
--- 
 
Access 
 
 
1(1 additional 
needed) 

Wexford 
 
 
1 machine for 
whole area 
 
--- 
 
None 
 
 
4 
 

Carlow/KK 
 
 
2 medmonts 
 
 
--- 
 
variable, often none 
 
2 
 

South Tipperary 
 
 
1 medmont for area 
 
--- 
 
none 
 
 
1(1 aditional 
needed) 
 

 
Buildings                   

 
See resources 

 
See resources 

 
See resources 

 
See resources 
 

 
Staffing 
Secretary 

 
1 Centre good  
Dungarvan 
Waterford Clinic 
None 
 

 
not on site 
not dedicated 
 

 
Kilkenny - not on 
site 
Carlow - not on site 
 
 
 

 
On site 
dedicated 
(1 centre) 

 
School screening Junior In.    Junior Infants  Junior 
Infants 
   6 yrs  Junior In. 
   9 yrs  Senior In    Senior In  Snr Infants 
   6th class 6th class.  6th class  6th class 
       
 
 WATERFORD WEXFORD CARLOW/KK SOUTH TIPP 

 
DNA 
Policies 
children 
 
 
 
Adults 
 

 
 
new pt - PHN 
2nd appt  - PHN 
 
 
NFA 

 
 
2nd appt. 
letter to GP/PHN 
 
If serious - phone/ 
write GP 
DNA - await new 
referral 

 
 
1st appt. - PHN 
               - GP 
 
 
NFA 
 

 
 
2 further appt. & 
letter to PHN 
Then letter to GP 
 
NFA 
except if serious - 
letter GP 
 

 
 
MAJOR DIFFICULTIES 
 
1. Secretarial Problems    - not on site 
      - not dedicated 



      - delay in letters 
 Anomaly in Wexford - re-repairs 
 Not centralised service & record retrieval very difficult 
2. Nursing Staff    - not dedicated in some areas 
      - none in Waterford Clinic  
      - school screening varies dedicated/non 
       dedicated PHN 
3. Equipment    -  fields machines 
      - autorefactors           Capital expenditure 
      - consultation for equipment 
      - need unified regional policy 
4. Centres    - Wexford Hospital Clinic - “Unfit for any 
       clinic” 
5. Budget     - “Ad Hoc” Schemes needs planning  
6. Referral Forms   - Standardisation 
       prescription books 
7. School Screening   - When 
8. DNA Policy    - Variable 
9. CME     -  needs to be firmed up 
10. Community care policies  - plastic lens for kids 
      - who has input/needs involvement of  
        COPs 
11. Discussion of advice re lenses before negotiations with Opticians. 
 
 



Community Ophthalmic Physician 
 
Waterford Opthalmic Services  
The population of Waterford, in 1996 was 104,000, of whom 34.36% were in category 1.  
Sources of referral of adults include general practitioners, opticians (through the general 
practitioners), hospital services i.e. consultants, non consultant hospital doctors.  For children, 
the referral sources include public health nurses, A.M.O.s, general practitioners and hospital 
ophthalmic services and Orthoptist. 
 
Adult referrals are prioritised by the secretaries with close consultation with the Community 
Ophthalmic Physician. Children referrals are also prioritised by the relevant secretary in close 
consultation with the public health nurses, Area Medical Officers and Community  
Ophthalmic Physician.  
 
The current guideline for referral of school children is visual acuity of 6/9 6/9 or worse as 
tested by the school nurses or A.M.O.s using Snellen or Sheridan-Gardner Chart. Pre School 
children are referred from developmental clinics or from general practitioners according to 
guidelines. 
 
Referrals of children are directly to the Community Ophthalmic Physician. Adult referrals 
consist of routine refraction of people with medical card or medical card holders with 
suspected ophthalmic pathology. People with diabetes and glaucoma form another group 
 
In Waterford clinics are held in three locations (Dungarvan, Waterford Newgate St, 
Waterford Regional Hospital).  Special glaucoma clinics are held in Dungarvan and WRH. In 
addition, there is a combined clinic with the Orthoptist once per month in Waterford. 
 
The staff resources are one full-time COP and one orthoptist shared with Sth Tipperary and 
the hospitals. Nursing support is available for all childrens clinics and the adult clinics in 
Dungarvan, but not for the adult clinics in Waterford. There is no receptionist support for the 
clinics. Secretarial back-up is provided at Dungarvan and from The Mall in Waterford. When 
the new community care offices open in Waterford, it is planned to incorporate the Newgate 
clinic into it.  
 
Treatment of adults includes routine refraction,  investigation and treatment of all medical eye 
problems in medical card holders. An active discharge policy is employed with all adults who 
do not have ongoing medical eye problems.   
 
Children are treated for routine refractive errors and associated problems such as amblyopia, 
squint as well as any medical eye problems. Routine refractions are followed up for primary 
school children only.  Once a child enters secondary school, a medical card is required for 
continuing review at the clinic.  Both adults and children are referred to hospital consultant 
ophthalmologist where appropriate 
 
People with diabetes are seen at routine adult clinics and referred or followed-up, as 
appropriate. A dedicated glaucoma clinic is held once weekly. 
 
Wexford - Community Opthalmic Services. 



The population in 1996 was 104,314 of whom 39% of the population were medical card 
holders. The objective of the service is to provide a service for all pre-school children, school 
going children to primary school, and all medical card holders (40,155) who can be sub-
grouped into middle aged and elderly. In addition, people with long term illnesses such as 
Diabetes Mellitus, Multiple Sclerosis, Muscular Dystrophy, Cerebral Palsy, Down’s 
Syndrome, have/may have special eye needs.   
 
The community eye services are located in the four main towns due to demographic and 
geographic size: Wexford  (old hospital) (two sessions weekly), Enniscorthy Health Centre 
(two sessions weekly), Gorey Health Centre (two sessions weekly, and New Ross Health 
Centre (two sessions weekly. In addition, there is one session in Waterford Regional Hospital 
in conjunction with the Consultant Ophthalmologist, and one session in the Wexford County 
Clinic weekly.   
 
At each session, a minimum of 24 patients are seen.  Emergencies are seen as extra patients.  
Four specialised squint clinics are held monthly in conjunction with the Orthoptist.  At 
present, it would be impossible to carry out subspecialty clinics in each centre and in view of 
the cost of replicating and under-using expensive equipment the effectiveness of such an 
approach is questionable for this Community Care Area.  
 
Current services in Wexford town are provided in the old hospital.  Ideally the community 
eye services should be located in the County Clinic.  In the present situation, clerical staff are 
located 3 miles away as are patient files. Orthoptic accommodation has recently been 
provided in Enniscorthy but in Gorey accommodation for the Orthoptist is required for 
children’s clinics. In New Ross ophthalmic accommodation is of an inadequate nature as is 
orthoptic accommodation when children’s clinics are in progress. In terms of equipment a 
medmont field analyzer should be purchased for Gorey, Enniscorthy, and  in New Ross and 
Gorey Orthoptic equipment is required.  
   
For pre-school and school going children referrals are from Area Medical Officers, General 
Practitioners and Public Health Nurses.  In terms of school medical eye screening, children 
are screened in junior and senior infants, 3rd and 6th class. 
 
It is essential that one Orthoptist should be appointed to Wexford. 
 
Adult patients referred by G.P.s are prioritised by the Community  Ophthalmic Physician 
based on a standard referral letter. Referrals are also received from Consultant 
Ophthalmologist, Paediatricians and Physicians. 
 
Carlow/Kilkenny Community Ophthalmic Physician service 
In Kilkenny in 1996, 2079 people were seen of whom 749 (36%) were new patients.  Of the 
749 new patients, 411 (54.9%) were adults and 338 were children.  Of the 1330 recall 
patients, 596 (44.8%) were adults.  Of those adults seen with diabetes 34 were new patients 
and 73 recalls.  Of those with  cataracts, 24 were new patients and 25 recalls.  Glaucoma - 14 
new patients, 69 recalls.  No. of adults called to each session - 13 adults (approximately 7 
new and 6 recalls).  No. of children - 12.  
 
Prioritisation depends on the available information both medical and surgical and relies on 
information from the referring sources who are chiefly G.P.s, A.M.O.s, P.H.N.s and Speech 



Therapist.  Often this information is inadequate.  A new referral form has been developed 
which if used  would facilitate prioritisation.   
 
School children’s clinic card is submitted directly from the school under the direction of the 
P.H.N.  Pre-school children referrals comes from A.M.O.s, G.P.s and are largely concerns 
about squints. The Community Ophthalmic Physician prioritises  all referrals. 
 
Data is kept in filing cabinets, on cards and also in ledgers, storage space for which is limited. 
Manual diabetic and glaucoma registers are kept.   
 
There is one Orthoptist shared between Carlow, Kilkenny and Wexford.  Visual fields are 
done by the nurse technician who covers Carlow/Kilkenny and part of Waterford. In Carlow, 
the clinic nurse does the visual fields but not at a special session.  
 
Pre-school children are first seen by the Orthoptist, if referred by the G.P. or A.M.O. to 
ascertain about a squint.  A majority of these referrals do not have refractive error.   
 
If there is no obvious need for recall, patients are actively discharged. 
 
Recalls 
Adults:- Glaucoma - twice a year. 
  Diabetes - every 18 months - 2 years if less than 10 years a diabetic. 
  Elderly with poor vision and maturing cataracts are reviewed as clinically  
    indicated. 
 
Children Hyper-myopes are reviewed every 12 - 15 months. 
  Very young myopes are reviewed twice a year and older ones every 18 months. 
 
Eye clinics in Carlow 1996 
  No. called  - 1434 No. cancelled - 65 No. D.N.A. - 129 
  New Referrals: Adults  123  Children 194 
  Recalls  Adults  385  Children 538 
 
  
South Tipperary Community Ophthalmic Physician service 
The Community Ophthalmic Physician accepts referrals from, Public Health Nurses, Area 
Medical Officers, General Practitioners and hospital colleagues. 
 
The catchment population was 80,454 in 1996 of whom 36.34% are medical card holders. 
The population <= 16 years (1991 Census) - 23,706 
 
Staff:  Ophthalmic Surgeon - 1 Ophthalmic Physician - 1 Orthoptist - 1 
  Ophthalmic Nurse - 2 in Clonmel, 2 in Cashel 
  Ophthalmic Secretaries - 2 in Clonmel, 1 in Cashel 
Two Community Ophthalmic Physician sessions per week are held in Cashel.   
 
The early identification of treatable and untreatable eye diseases in children is a primary goal 
of paediatric ophthalmology service.  Infants with eye diseases are reviewed promptly by the 
Orthoptist and Ophthalmologist.  Negative referrals are not discouraged as staff in the 



developmental clinics are informed and educated as to the difficulties in assessing the visual 
status of babies by non-ophthalmologist. 
 
School going children are assessed in senior infants and in fifth class by the School Medical 
Services. 
 
Service Expansion/Extension 
Concentrating the service in two locations has allowed for grading the equipment in the two 
centres.  The Clonmel clinic can undertake minor surgical procedures such as syringing and 
probing, punctal occlusion, excision of lid papillomata, etc.  In the future, meibomian cyst 
incision and curettage and retropunctal cautery should be facilitated.  Same day visual field 
analysis has reduced recall for glaucoma patients but the services needs expansion. 
 
Plans are to extend the ophthalmology service to Tipperary town.  Careful planning of the 
equipment is important.  A computerised field analyzer is planned for the Clonmel clinic 
only.   
 
Appointment system 
An active discharge policy reduced waiting list especially in 1996. Appointments are 
prioritised in terms of seriousness of problem.  Routine annual appointments are only 
available for diabetics.  All other patients for review are given an appointment within six 
months or discharged back to their G.P. G.Ps are facilitated by prompt appointments as 
deemed necessary.  Emergencies are seen immediately and referred or treated as appropriate. 
Patients needing frequent review due to acute disease are facilitated by early appointments 
and are included as extras to avoid sequential lengthening of waiting time for all patients 
already on waiting lists. 
 
Children 
Once a child with a visual problem enters the service, regular assessment and review is 
essential.  Regular spectacle breakage is to be accepted. For safety reasons, all children should 
be prescribed plastic lenses.  Some children with visual handicap now attend local schools 
rather than specifically equipped schools for visually handicapped. To maximise the 
educational development of these children, it is necessary to address these special needs.  
Expensive visual aids have to be supplied to these schools and aids/appliances for home use.  
In consultation with the Department of Education, funding should be obtained to equip two 
schools with children with visual disability. The aids needed for home use in the province of 
the Health Board is another question. 
 
Adults 
The leading cause of blindness in the adult population are glaucoma, macular degeneration, 
cataract and diabetes (N.C.B.I. statistics).  In many of these situations, blindness is 
preventable or containable.  The diagnosis of diabetes is often only made casually when 
mentioned by the client so better liaison with the G.P.s is needed here.  Macular degeneration 
is occasionally treatable but is a major cause of loss of central vision.  These patients need 
constant support and special visual aids sometime help.  Expensive equipment is available 
and the possibility of the South Eastern Health Board purchasing and leasing this equipment 
should be considered. Glaucoma patients are reviewed at dedicated clinics when possible and 
as the population is ageing, these numbers have increased.  Patient education and continual 



monitoring of medication compliance has to be regularly assessed.  The role of practice 
nurses here should be considered.   
 
Suggested changes 
1. Review the policy re entitlement of children referred  from other than the present 

accepted referral sources. 
2. Review the costing of plastic -v- glass lenses.  (Most standard lenses are now plastic 

and therefore less expensive than special order glass lenses). 
3. Review the age for screening in childhood (Should be pre-school age group). 
4. Review the abuse of spectacles issued by the SEHB to some adults . 
5. Review the possibility of introducing a minimal fee towards the cost of spectacles. 
6. Assess the feasibility of SEHB purchasing and then leasing expensive low vision aids 

for the growing number of patients with visual disability. 
7. Address the needs of children with visual handicap attending local schools. 
8. Strike to achieve reasonable waiting time for appointments.  The goal of less than 3 

months is realistic and every effort is being made to maintain and improve this. 
9. Computerisation of patient data to facilitate audit, research, screening and future 

planning of services. 
10 Expansion of the ophthalmic nurse role - patient education, advice, visual field 

assessment, auto refraction, lensmeter measurements. 
11. Expansion of minor surgery services offered locally. 
 
 
Community Ophthalmologist 
Sessions / locations:    Clonmel 5/wk, Cashel 2/wk, W.R.H. 2/wk, Administration 1/wk 
 
Specialised glaucoma and diabetic clinics are arranged as is possible in Clonmel.  This is not 
yet possible in the Cashel area. 
 
No. Of patients - 24 per clinic 
 
Regional Hospital sessions are twice per week which includes one hour of CME plus a 
paediatric clinic with anterior segment patient reviewed in the morning.  Retinal clinic 
allowing access to fluoresceine, angiography, imagenet system and laser session allows for 
Argon and Yag laser therapy.  Problem cases from the South Tipperary area are reviewed and 
discussed with colleagues and therapy, if indicated, carried out. 
 
All acute problems (direct G.P. referrals with acute problems, direct optician referrals with 
acute problems, Hospital colleagues - acute problems) whose numbers vary are reviewed 
before and after the routine clinic when possible. Hospitalised acute patients are reviewed 
during lunchtime or at the end of a session 
 
Prioritisation 
Experienced secretaries and COP prioritise the appointments which is only possible when the 
clinical information is included in the referral letter.  Routine appointments are issued if no 
clinical details are available.  If  ‘urgent’ only is written on the referral, further information is 
sought from the referring source before an appointment is forwarded. Patients are referred as 
necessary to Consultant Ophthalmologists clinic, Low vision Aids Clinic in W.R.H., Contact 
Lens Clinics in W.R.H., Social Worker for the visually Handicapped for South Tipperary, 



National Council for the Blind, Prosthesis Services - Waterford/Dublin, Support societies e.g. 
Retinitis Pigmentosa Association etc.   
 
Patient names are placed directly on surgery waiting lists in Waterford Regional Hospital and 
dates given for day care surgery. 
 
Feedback 
Letters are dictated at the end of clinics on all new patients, on patients whose medication has 
changed, or when a change in clinical status requires same.  All letters are to the G.P. but 
copied to additional colleagues, e.g. opticians.  All letters are signed and despatched by 
secretaries within two days. 
 
Criteria for Referral/Discharge/Returns 
Patients are referred to Consultant Clinics for second opinion, Regional Unit, Waterford 
Regional Hospital and medical consultants, based on clinical indications. 
 
All patients with diabetic/glaucoma/medical conditions/squints/paediatric problems are given 
review appointments. 
 
An active discharge policy is being implemented, where it is deemed possible.  All re-
referrals must be through the G.P. and no routine re-appointments are issued for routine 
refraction except in paediatric patients.  These latter are routinely reviewed by the Orthoptist 
who has direct access to appointments to Ophthalmologists clinics. 
 
Premises 
Clonmel Clinic: Dedicated clinic, field room which is shared with the Orthoptist, Reception 
room for patient checking and minor surgery area, Secretary’s Office doubles as records 
office.  Patients deal directly with Secretaries when applying for spectacle repair and 
replacement forms. 
 
Cashel Clinic: Dedicated clinic which is shared with other disciplines during the week.  
Reception room - nurse checks in patients and visual acuity recorded.  Waiting area for 
patients being dilated.   
Secretaries office - Shared secretary, doubles as records office, application for spectacle 
repairs are handled by secretary. 
 
Waiting times for appointments: 
Clonmel : January 1997  for new patients  Children 4 - 6 weeks,  Adults 3 months 
    Recalls  Children 8 weeks, Adults 3 months. 
Cashel: Average waiting time - less than one month 
 
Outside Scheme 
Two/three times per year money is available for eye testing and the presbyopic group of 
patients (40-60 year olds) are targeted.  The Community Ophthalmic Physician is confident in 
the services given by the local opticians who adequately refract and screen these patients for 
glaucoma/other ophthalmologic problems.  Older and younger patients are not included in 
this scheme.  In 1996, the number of authorisations were 590. 
 



Developments for 1997 
 1.  Computerisation of records.  2.Improved referral forms. 
 3. Improved records/filing space. 4.Improvements in furnishings/layout of 
          Clonmel clinic. 
 5. Additional equipment in Cashel clinic. 
 
Suggested changes 
1. Review the policy re entitlement of children referred  from other than the present 

accepted referral sources. 
2. Review the costing of plastic -v- glass lenses.  (Most standard lenses are now plastic 

and therefore less expensive than special order glass lenses). 
3. Review the age for screening in childhood (Should be pre-school age group). 
4. Review the abuse of spectacles issued by the SEHB to some adults . 
5. Review the possibility of introducing a minimal fee towards the cost of spectacles. 
6. Assess the feasibility of SEHB purchasing and then leasing expensive low vision aids 

for the growing number of patients with visual disability. 
7. Address the needs of children with visual handicap attending local schools. 
8. Strive to achieve reasonable waiting time for appointments.  The goal of less than 3 

months is realistic and every effort is being made to maintain and improve this. 
9. Computerisation of patient data to facilitate audit, research, screening and future 

planning of services. 
10 Expansion of the ophthalmic nurse role - patient education, advice, visual field 

assessment, auto refraction, lensmeter measurements. 
11. Expansion of minor surgery services offered locally. 
 
 
Orthoptist Services for South Tipperary. 
Orthoptist is based in Waterford Regional Hospital but attends Clonmel and Cashel.   
Cashel; 1/month 
Clonmel.: 1st & 3rd Thursday per month.  22 patients booked and seen in conjunction with 
Mr. Tormey.  Every Friday except the third Friday which is available to Cashel if need be - 25 
patients booked.  Clonmel - morning as required - 20 patients. 
Clonmel - Thursdays, 5th week of the month when required - 20 patients booked. 
 
1996 73 sessions in Clonmel: Recalls -1,222, New patients -    112  
         18 sessions in Cashel:  Recalls -110, New      103 
 
Referral System from Consultant Ophthalmic Surgeon, from Consultant Ophthalmic 
Physician, A.M.O.s, General Practitioners and Public Health Nurses 
 
Client Group  
The service is to diagnose the presence of a squint amblyopia, diplopia or any other condition 
causing a disturbance of binocular vision as a result of medical neurological or traumatic 
causes.  The incidence of these is 5 - 10% of the population.  Children with defects such as 
amblyopia need patching and need careful monitoring  up to the age of 7 - 8 years.  These 
patients can require follow-up for up to 10 years and need to be seen at 3 - 4 monthly 
intervals.  Patients are prioritised. 
 
Screening Service 



Referrals from A.M.O.s from developmental clinics. 
These are initially screened by the Orthoptist and reported on to the Community Ophthalmic 
Physician who reviews following a six month interval and if found normal seen again at 3 1/2 
years to determine visual acuity and discharged if no defect found. Ideally families with a 
known family history should be screened at 2 1/2 years and all children screened at 3 1/2 
years with the Orthoptist as the gold standard.  At present, there are approximately 1,000 new 
school entrants per year in South Tipp and for these to be screened at 25 per day would take 8 
working weeks or 40 sessions i.e. 3 sessions per month, per year. 
 
Visual maturity is reached at approximately 7 - 8 years.  Amblyopia can only be treated 
before this age with the exception of an anisometropic amblyopia which may be treated up to 
approximately 10 years of age.  The prevalence of visual defects is 5% for squints to 10% for 
refractive errors in amblyopia.  Children with defects such as amblyopia need patching which 
requires careful monitoring as previously referred to. 
 
There is a significant higher incidence of eye defects occurring in premature babies and those 
with physical and mental handicap.  At present the Orthoptist in the South Eastern Health 
Board works as a secondary screener. 
 
 
  
 
 
 
 



 
APPENDIX 5 
 
Consultant Ophthalmologist 
 
Waterford Regional Hospital 
The three consultant ophthalmologists are based at Waterford Regional Hospital which 
provides a full range of in-patient and out-patient services including accident and emergency. 
In theory a Consultant or Registrar sees all referral letters for prioritisation purposes, but it 
does not always happen in reality. The procedure for referring patients to Consultant 
Ophthalmologists is that the letter of referral is allocated to the Consultant team on call that 
day, unless the patient is already known to the service or the letter is specifically addressed to 
the Consultant. 
 
Sources of referral to the Consultant Ophthalmologist are general practitioners, Community 
Ophthalmic Physicians, other hospital consultants, diabetic nurse, opticians and self referral 
through A&E. Feedback is in terms of letter to the G.P. and the referring doctor following 
first attendance.  There is no feedback to the G.P.s from the A&E service. Standard referral 
letters from G.P.s exist but few use them.  A new referral letter has been developed for use for 
referral by G.P.s (non computerised) to any Waterford Regional Hospital service. 
 
There are six consultant clinics each week - 3 routine (45 appointments), 1 retinal (35 
appointments), 1 squint (50 appointments), and 1 corneal (25 appointments). In addition there 
are 3 registrar clinics (1 post-operative - 7 appointments, 1 laser/routine - 8 appointments, 1 
routine - 32 appointments). Other clinics include 1 contact lens clinic (4 appointments), 4 
minor operation clinics (5 appointments) and 2.5 orthoptic clinics (12 appointments). 
 
In 1996, 12137 patients were seen at out-patients, of whom 14.5% were new patients and 
85.5% were recall patients. These figures do not include those patients seen by eye 
technicians, as these are not computerised. The waiting time for consultant clinics varies from 
3-18 weeks. 
 
There are 28 ophthalmic in-patient and a variable number of day case beds. In 1995 there 
were 1654 in patients discharged and 320 people treated as day cases. The waiting time and 
waiting list to outcome of in-patient, day care and theatre is not recorded in an easily available 
format. 
 
Waterford 
In 1995, thirty two ophthalmic clinics were held monthly at which 11,135 patients were seen 
of whom 15.1% were new patients. 
Wexford 
There are 2-3 clinics per month. In 1995, 280 patients were seen of whom 34.3% were new 
patients. 
Carlow/Kilkenny 
Two sessions are held monthly both in Carlow and in Kilkenny (total 4 sessions per month). 
In Carlow 503 patients were seen (1996) and in Kilkenny 588 (1995). 
Sth Tipperary 



In 1996, A total of 381 patients of whom 42 were new cases, (10 children, 32 adults), 145 
recall children and 194 recall adults were seen. 
 



APPENDIX 6  
 
THE  ORTHOPTIST 
 
This is a profession allied to medicine.  Their role is to investigate, diagnose and  treat 
disorders of ocular motility, binocular vision and associated abnormalities e.g. strabismus 
(squint), amblyopia (lazy eye), diplopia (double vision) and visual field defect. 
 
The orthoptist is an integral member of the ophthalmic team and is usually based in the 
hospital and community care eye service. 
 
In children there is an incidence of 5 - 7% who have problems which will necessitate 
investigation and treatment.   Careful assessment and measurements will be essential to 
enable the correct choice of management.   When early treatment is carried out vision can be 
restored and in favourable cases can result in normal binocular vision. 
 
Adult patients may attend with symptoms which are the result in injury and more general 
pathology e.g. stroke, tumour, multiple sclerosis.   Where the cause is unknown the orthoptic 
findings may indicate the probable cause.   The symptoms of diplopia (double vision) may be 
relieved with the use of temporary prisms.  Regular assessment enables monitoring of the 
patients progress or change in the patients condition which may affect treatment and aid in 
planning long-term management. 
 
 
THE TRAINING 
 
A three year honours degree course leading to a B Med Sci. (Orthoptics) which incorporates 
both theory and clinical teaching that on graduation the student is qualified to practice 
clinically. 
 
The Course covers detailed lectures in: 
• Anatomy 
• Physiology 
• Ocular anatomy and physiology 
• Physiological optics 
• Optics 
• Ocular Motor functions 
• Otometric refraction 
• Pathology 
• Pharmacology 
  
 Related topics in:- 
• Paediatrics 
• Ophthalmology 
• Neurology 
• Behavioural sciences 
• Statistics and research methodology 
• NHS management and ethics 



• Psychology for professions allied to medicine 
  
 Entry Requirements:- 
• 5 honours at Grade B including 2 science subjects. 
  At one of three universities:- 
• Queens College, Glasgow. 
• University of Liverpool. 
 University of Sheffield. 
  
  
  The Orthoptist 
• A profession allied to medicine 
• Qualification - 3 years honours degree B Med Sci (Orthoptics) 
• An integral member of the ophthalmic team 
 Role 
• Investigate 
• Diagnose 
• Treat 
 Disorder of ocular motility and binocular vision 
 e.g. : 
• Squint 
• Diplopia 
• Visual Defect 
 Incidence 
• 5-7% Childhood Squint 
• 7-10% Refractive Error 
 Goals of Treatment 
• Good level of vision 6/12 or better in both eyes 
• Good cosmetic appearance 
• Normal binocular single vision 
 Adult Patients 
 Symptoms as a result of:   Needs: 
• Injury           * Regular assessment at clinics 
• More general pathology         * Treatment 
             *  Fitting of prisms 
  
  
  



 Present Service Levels 
 Two full time Orthoptists employed by the hospital services give cover to  
 the SEHB. 
• One employed at Senior Grade. 
• One employed at Basic Grade. 
 Senior Grade works in hospital and community care services 
 Basic Grade works full time in the community care services 
  
 Both Orthoptists are working single handed. 
  
 Hospital Service 
 There is hospital cover for 6 days out of 20 per month at the Regional Eye 
 Unit.   i.e.         every Monday afternoon    ) 
             every Tuesday morning   )  = 6 days 
                    1st and 2nd Wednesday a.m. & p.m. ) 
 The above service is provided by one orthoptist who also has to attend to the required 

clerical duties for which there is only one and a half days per month available.  
Consequently the orthoptist is required to return in the evenings after  community care 
clinics, outside of normal working hours, to make pre-operative assessments and complete 
outstanding clerical duties. 

 At present there is NO orthoptic service available on the following days: 
   every Monday morning 
   every Tuesday afternoon 
   3rd and 4th Wednesday                                    
   every Thursday 
   every Friday 
  
 Present Community Care Services extend to:  No. of Days per Month 
  
 1. Waterford Community Care     1     (0.5 c.c.) 
 2. *Dungarvan Community Care    1.5  (0.5 c.c.) 
 3. *Clonmel       6 
 4. Cashel        1 
 5. *Kilkenny Community Care     6     (1 c.c.) 
 6. *Carlow       6     (1 c.c.) 
 7. *Wexford Community Care     3     (1 c.c.) 
 8. Enniscorthy       3     (1 c.c.) 
 9. Gorey        2     (1 c.c.) 
 10. New Ross       2     (1 c.c.) 
 *Denotes Consultant Clinic Centres     c.c. Denotes Combined Clinic days 
  
 Orthoptic Attendance 
  
 a)  Consultant 
 The Orthoptist will almost always be present when the Consultant is present at these 

clinics.   This allows the Consultant and Orthoptist to assess the clinical and surgical 
management of specific patients.  At present this service is not available in Wexford which 
results in patients travelling to Waterford Regional Hospital to finalise the surgical 
management of patients on an out patient basis. 



  
 b) Community Ophthalmic Physician 
 Combined clinics have developed at the request of the three of the Community Ophthalmic 

Physicians and therefore occur at 3 out of 5 community care areas.   Most referrals are new 
patients and are seen by Community Ophthalmic Physician and Orthoptist on the same 
day.  This results in planning the patients future management and eliminates a second visit. 

  
 c) Orthoptist 
 The orthoptic work load is normally covered by the set number of workdays (above) to a 

specific work schedule.  There is a degree of flexibility where an increase in patient 
workload arises, specific sessions are aimed  at these clinics. 

  
  
 Options for bridging gap observed with the existing resources. 
  
 With respect to the orthoptic services the options are extremely limited. 
  
 When sanctioned part-time secretarial help arrives in the hospital this will potentially 

create one extra day for clinical work. 
  
 The Waterford Community Care Services would have the most benefit from this day. 
  
 Following a review of the clinical case workload and with careful discussion with the 

Community Ophthalmic Physician and Orthoptist,  the community care service to 
Kilkenny/Carlow with the smaller population base should have a maximum of a 10 day 
service instead of 12 and free up the 2 days to the Wexford area - so the 2 areas have an 
equal 1 day commitment to each  community care area. 

  
  
 The Required Service Levels 
  
 Hospital 
  
 Based on population statistics Ireland is modelled on a similar population distribution as 

Scotland. 
  
 i.e.  1 Orthoptist : 100,000 population. 
 Note  1 Orthoptist :   50,000 population (England) 
  
 This would suggest that the S.E.H.B. minimum requirement should be 4 Orthoptists 
  
 South Eastern Health Board  Population  Days per Month 
          Existing   Required 
 Waterford Regional Hospital  380,200    7.5     20 
  
 Advantages 
  
 All patients from clinics - ophthalmic and others (e.g. Medical, endocrine, geriatric) 
 and eye casualty would have orthoptic cover every day of the week in the hospital. 



 The orthoptist’s general ophthalmic knowledge base could be developed to assist in other 
clinical assessments. 

  
 The orthoptist would not have split days returning from or leaving for community care 

clinics during lunch hour. 
  
 No orthoptist would be isolated in the community and have an opportunity to work in the 

hospital setting to have the advantage of its clinical standards knowledge of the running of 
the department and its personnel.   The opportunity to avail of library and teaching 
facilities. 

  
  
 The Required Service Levels 
  
 Community Care Services 
  
  
 AREA  POPULATION  EXISTING  REQUIRED 

MINIMUM 
  
 Waterford  100,298    1    8 
 Dungarvan      1.5    4 
  
 Clonmel   80,151    6    8 
 Cashel       1-2    4 
  
 Kilkenny  100,670    6    6 
 Carlow       6    6 
  
 Wexford  102,069    3    5 
 Gorey       2    4 
 Enniscorthy      3    4 
 New Ross       2    3 
  
 Hospital Fig. 380,200    7.5    20 
             

  
  
   Orthoptic service levels          40 =  2    72  

= 3.6 
  
 A four day commitment per month to a community care clinic would allow the Orthoptist 

to work at a give Health Centre on a set/given day per week.  This would be a significant 
advantage as a definite support mechanism would be in place when problems arise with 
patient care.   The clinics with a higher level of service reflect the need for the Orthoptist 
to be present on Consultant or Community Ophthalmic Physician days. 

  



 With four Orthoptists in the community care service each would be able to offer 15 days 
community care work per month.   The basic minimum requirements being 12 days per 
community care area. 

  
  
 Orthoptists as Secondary Screeners 
  
 * Hall Report  Community Orthoptic Service is likely to be cost effective and should be 

provided and regarded as an out reach from the ophthalmology clinic rather than a true 
screening programme  

  
 Kilkenny/Carlow) Generally these community care areas make their referrals 
 Clonmel/Cashel ) directly through the Area Medical Officers. 
  
 School children queried with squint are assessed.   Those found to have a defect are 

referred to the Ophthalmologist. 
 Those who have no defect are discharged.   Parents are reassured and advised of school 

service follow-up and availability of service if concerned.   At present no report is made to 
referral source. 

  
 Pre-school children queried with squint are assessed.  Those found to have a problem 

and/or those with a significant family history are referred to the Ophthalmologist. 
 The normals are followed until normal visual acuity is established prior to discharge. 
 ((no fundus, media/refraction exam) 
  
 Wexford/Gorey/Enniscorthy/New Ross 
 There is no secondary screening service in place.   All new patients under eight years of 

age are now usually seen via combined clinic days and those over eight are seen only by 
the Community Ophthalmic Physician.   therefore the Community Ophthalmic Physician’s 
time is not selectively used for children with recognised defects. 

  
 Waterford/Dungarvan 
 Secondary screening has not had the opportunity to develop due to lack of Orthoptic 

resources.  Referrals are taken from all sources.   New patients are seen via hospital 
consultant, combined clinics and directly by the Community Ophthalmic Physician. 

  
  
 Present Screening Service 
  
 The two Orthoptists work as secondary screeners 
 There is no primary screening (except of siblings) 
 Referrals from: 
  
 Area Medical Officer 
 Public Health Nurses:     a)  School Nurses 
      b)  District Nurses 
  
 General Practitioner 
 Consultant e.g.   a)  Paediatricians 



      b)  Ophthalmologists 
  
 a)  Area Medical Officers carry out their last developmental assessment at 9 - 10 months 
 of age and if suspicion of squint or significant family history the child will be referred. 
  
 b) General Practitioners and Paediatricians use formal referral letter through the 

appropriate 
 channels of community care clinic and hospital referrals. 
 With respect to the aetiology of squint in most young children the deviation only becomes 

apparent between 15 - 30 months of age.  A G.P. referral gives no entitlement to supply of 
spectacles unless medical card holders,  whilst Area Medical Officer referrals gives 
entitlement to all services. 

  
 c) Ophthalmologists refer directly through clinic channels via patients notes. 
  
 d)  Public Health Nurses 
 Public Health Nurses at present in some areas will make a direct referral (new/recall 

patient) to the eye service, but this is a fairly ad hoc system - often with no formalised 
paper work (consider pre-school children as a result of a home visit) 

  
 At present two of the community care areas continue to have dedicated screeners, i.e. the 

school nurse who has a significant level of expertise in vision screening.   Yet a decision 
has been made in two other areas to use the district public health nurse to screen the school 
children in their area. 

  
 I am not aware of any specific training being given to the district nurse to screen,  which 

means a reduction in level of expertise.  This will lead to a further increase in false 
positives that will give rise to increased waiting time of referral and overall lengthen clinic 
review lists. 

  
 At present each individual community care area refers over 100 patients.  The present 

service of referrals from primary screeners reflect a 10% new patient referral rate.   This 
referral rate included some older children and very few adults and therefore a significant 
level of false positives (N.B. double the incidence) 

  
 *  If this policy continues the Orthoptist should become involved in the training and 

instruction of Public Health Nurses at ground level on a regular seminar basis. 
  
  
  



 Specific Groups for Earlier Referral 
  
 Family History 
  
 In a previous study “Newry & Mourne” (U. Donnelly et al.) of visual screening of 2 1/2 

year old children revealed that 20% had a positive family history and these 27.7% were 
identified as having a visual problem. 

  
 Total Population  5,000  1,000  270 referral 
 Per Area   1,000     200    55.4 referral 
  
 Premature Babies 
  
 Premature babies of 31 weeks or under and those of birth weight of less that 1500g have an 

increased risk of eye problems including myopia, squint and cortical visual impairment. 
  
 Children with handicaps 
  
 It is well recognised that the physical and mentally handicapped children have a higher 

incidence of visual defect and the Orthoptist has a role to play as a member of the overall 
care team in establishing support to the care team and screening in the day care centres and 
special schools. 

  
 Remedial Classes 
  
 Hall “Children undergoing assessment for educational under achievement and other school 

problems should have a visual check” 
  
  
 Orthoptic Recommendations for Screening Programme 
  
 In a Visual Screening Programme 
  
 The orthoptist refers to the ophthalmologist only those children with a proven defect.   In 

other words the orthoptist can perform both positive and negative screening thus saving 
time and money. 

  
 Defects of a type that would probably go undetected until the school eyetest at the age of 5 

or even 7 years are discovered at a much earlier stage.   Therefore treatment can be carried 
out before wrong visual patterns are too firmly established for it to be effective,  and would 
be much less prolonged with every chance of being completed before starting school and 
reduces any psychological trauma that occurs with treatment. 

  
 Pre-School Screening 
  
 The establishment of primary screening services at the community care centres would 

involve one session per week of 20 patients (equivalent t0 2 days per month)  per SEHB 
Community Care Area to screen the pre school population of 5000 and if this workload is 



taken on board it would leave 13 days per month for the community care clinics which 
would give an orthoptic service level just offer the basic minimum requirement. 

  
 The expected attendance level would be 80% and the anticipated referral rate from the pre-

school screening service would be 5% to the ophthalmologist.   The present referral rate is 
10% from primary screeners. 

  
 Such a service would be well received by most parents as the Orthoptist is often asked to 

screen siblings of patients already attending.   The orthoptist has been shown to have the 
skills and given higher sensitivity in identifying those at risk. 

  
 Discussion 
  
 There are proposals that PHN will carry out a Toddler Screen if this was community care 

based it would be an ideal opportunity to combine with an orthoptic screen 
  
  
 A Proposed Requirement Of The School Screening Service 
  
 If a pre-school screen existed; 
  
 First year of Entry  only DNA’s of pre school screen and newcomers 
 to be screened by PHN 
  
 Second year of Entry  now all pupils would be able for the Snellens or  

      Silver/Sonksen 
  
 Final Year at Primary  To detect myopes. 
  
 With present trends of a later school entry start at 5 year old a potential defect could be 

undetected for 3 years. 
  
 In any screening service the ideal is to obtain 100% coverage.  It would be of value to 

consider a definite policy of those who miss the screening service to have a recall in place 
by the Orthoptist/PHN at the community care centre. 

  
 Important Considerations 
  
 The new guidelines must lead to a uniform policy in the SEHB  vis a vis a National Policy 
  
For any such service there must be an adequate information system i.e. database to co- 
ordinate the service 
 
 



Cost Effectiveness 
 
Basic PHN   Basic Orthoptist  Senior Orthoptist 
 Senior PHN 
  19,419    16,497   18,938     22,461 
 1        1        1   
 1 
 1        1        1   
 1 
 1        1        1   
 1 
 12pts    12pts        6pts  
 6pts 
 1        1        1   
 1 
 1        1        1   
 1 
  24,447    22,948   23,451     25,834 
 
 
1995 COMMUNITY CARE STATISTICS 
Area  No. of Schools. No. on Roll  No. vision Screened Entrants 
Carlow           107            14129         10249(72.5%)     1215 
Kilkenny 
Waterford        83   14485           9367(65.6%)      1086 
Wexford      102   15260          8009 (52.5%)      1407 
S. Tipp.        95   11720          4193 (35.8%)                      1029 
  
 
 
 
Needs Assessment 
 
Orthoptist with respect to provision of premises and equipment discussed in previous 
document. 
HOSPITAL 
a) Clerical Support 
b) Appointment times 
c) Tuesday session 
d) Teaching 
e) Clinical Auditing 
f) Research 
g) Information leaflet 
h) D.N.A Policy 
 
COMMUNITY CARE 
a) Waterford stream lining clerical duties 
b) Other Health Centres require more clerical support 
c) Referral System better documentation 



d) D.N.A. policy 
One Spectacle Prescription Document for SEHB 
PATIENT NEEDS 
Orthoptic patients receiving treatment require regular follow up visits usually 3 - 4 visits 
annually. 
Minimum Appointment times: 
10 minutes per screening visit 
20 minutes per orthoptic assessment/treatment visit 
40 minutes per adult patient e.g. adult with a serious ocular motility problem. 
 
SUMMARY 
 
The orthoptist is very involved with patients and their parents in their visual care.  This 
requires a great deal of patience, establishing a rapport to motivate the young to perform 
with the orthoptic tests and their treatment. 
 
At present the tow orthoptists work entirely with the orthoptic workload and offer only a front 
line service which gives only the basic minimum to maintain the service.   Therefore quality 
time with the patient often suffers due to the demands to treat and recall all the patients who 
need to be seen within the given time period. 
 
Greater demands are now being made on our time particularly since the arrival of four 
Community Ophthalmic Physicians who are very aware of our orthoptic skills and which to 
maximise our services in these clinics.  I believe the physical limits have now been reached in 
clinical attendances and no further expansion of the services can be achieved. 
 
Within the hospital setting, the training skills of the orthoptist places him/her in a ideal 
position in aiding the ophthlmologist in several of the clinical assessments (e.g. visual field 
testing, biometry, contact lens work, low visual aids, electrodiagnostics.) 
 
 
Documented Recommendations 
 
1980   Comhairle na nOispideal  30   posts for Ireland 
 
British Orthoptic Society   1  Orthoptist  :   50,000 
Scotland Statistics    1  Orthoptist  : 100,000 
 
Present Situation SEHB   1 Orthoptist   : 191,594 
 
Orthoptic review suggests a minimum of 4 orthoptists 
 
The role of orthoptists in the ophthalmic services will need to take cognisance of any future 
guidelines made by the Irish College of Ophthalmologists.  
 
 



Orthoptic Service 
 
Currently there are two Orthoptists (1 Senior, 1Basic Grade) employed in the SEHB. The 
British Orthoptic Society recommends 1 Orthoptist per 50,000 population i.e 7 for SEHB, 
while Comhairle recommends 30 Orthoptists for Ireland giving an  expected quota for the 
SEHB of 3 Orthoptists.  
 
Future Orthoptic Service: 
There is a growing need for further Orthoptic appointments for the following reasons: 
1. To ensure an orthoptist is present at all times in Waterford Regional Hospital 
2. To develop a pre-school screening service. 
3. To enable cover of an orthoptist if sick or on annual leave. 
4. Any potential of growth of service has now completely stopped.  The community 
 ophthalmic physicians particularly in Wexford and Waterford community care require 
 an improved and more frequent service. 
 
Data 
Orthoptic reports have a very specific layout and would be very amenable to computerisation.  
At present each report is hand written onto the case notes. The case notes are different in each 
location. 
 
a) Hospital charts 
b)     Wexford Community Care charts 
c)    South Tipperary  (1)   Consultant chart,  (2)   Eye cards for COP - Clonmel, Cashel. 
d)     Waterford Comm.  Care (1)    Adult eye clinic - A4 folder charts 

  (2) Children - Eye clinic cards 
  (3)    Dungarvan - A4 folder charts 
e)     Carlow / Kilkenny          (1)    Eye cards 
 
CF Storage Facilities      Charts V's Cards: 
Charts - more space consuming. Hospital charts and Dungarvan charts are stored in numerical 
order. In the Hospital - several thousand charts are still stored in the old Eye Department and 
their condition is deteriorating rapidly.  Their numerical order has collapsed and locating old 
charts has become increasingly difficult.  On several occasions charts have been requested by 
consultants and orthoptics to determine previous surgical procedures which have significant 
clinical importance in the management of cosmetic squint operations.  There has been no 
decision made for relocation.  A certain amount of cabinet filing space is available under the 
back stairs close to OPD 5. 
 
Forms 
1) Hand written case report of each patients visit to case notes. 
2) Issuing spectacle repair or replacement forms 
3) Waiting list request form 
4) Letters to A.M.O., P.H.N., Teacher, Parent on occasion 
 
Within the health board, the spectacle request forms vary. The hospital and Waterford 
Community Care use the same form but every health board community care has a different 
form. Standardisation of this form throughout the region would reduce printing and 
administration costs, I believe. 



 
First prescriptions should be maintained with a carbon copy. Replacement/repair prescriptions 
are also authorised by orthoptists and eye clinic secretaries. In Wexford community care all 
prescriptions require a stamp and authorisation by initial from the secretarial staff.  This idea 
is used to control repeat prescriptions to a new pair of glasses every six months. 
 
Premises & Equipment 
 
1. Waterford Regional Hospital is a purpose designed room which can be used by the two 
 orthoptists. 
2. Waterford Community Care: New purpose built Community Care offices with a suite of 
4  rooms - purpose  designed will become available September'97 - permanent available. 
3. Dungarvan Community Care (St Joseph's Hospital) 
 At present 3 rooms available - consultant office, visual field room and orthoptic room. 
 Plans are in place to upgrade the facilities in the building for the whole of the community 
care  offices and adequate provision has been made for the eye clinics. 
4. South Tipperary 
 Clonmel Community Care Offices - The orthoptic room is permanently available except 
on  those days when used for visual field tests.  The Medmont visual field analyser is placed 
in  that room. 
       Cashel, The Green - A permanent consultancy room is available for use on some 
Wednesdays                   and Fridays and when the COP is not present (COP attends 
Thursdays). 
5. Kilkenny 
 Kilkennv, St James Green - Development room is used by the orthoptist available, to her 
six  days / month. One day / months with consultant, one day / month with COP.  
 The days in Graiguenamanagh / Castlecomer: in one room of health centre and is 
prebooked. 
6. Carlow - A permanent small office is designated to the orthoptist. 

7. Enniscorthy - Orthoptist uses a consulting room (no wash hand basin) available any 
Monday  when working with COP and can be pre-booked other days (Tuesday / Friday). 

8. Gorey Health Centre - only one room is available and on combined clinic days is shared 
with          the Community Ophthlmic Physicians.  This does not prove to be satisfactory 
for this type  of clinic when the young patient is accompanied by parent(s) and other 
siblings. 
9. Wexford - based in grounds of Wexford General Hospital, the old part of the building  (preservatio                              
10. New Ross Health Centre - consulting office is only slightly longer than 5m--> shorting 
vision     testing distance. Always available.  Orthoptist uses this office when on her 
own.  On  combined clinic days orthoptist uses a room from the psychaitric suite of 
rooms - no specific      vision  channel. 
 
Equipment: Overall the equipment levels are good. Ms. B. Haskins brings with her a 
complete set of equipment to each clinic in a brief case and although a set of most orthoptic 
equipment is present it is usually kept in the consultants/COP’s office. In the near future 
development of specific clinic rooms in Waterford Community Care and Dungarvan and in 
the long term New Ross each room will be specifically equipped for the attending orthoptist. 
Mrs. J. Keogh has a complete set of the most essential equipment in each peripheral clinic 
 
Resources 



Secretarial 
1.     Hospital: For more than the past 2 years written requests have been made for orthoptic 
clerical support but are so far not in place.  Ms B. Haskins continues to perform all of her own 
clerical duties (except for typing) and this has become increasingly time consuming with at 
least 2 afternoons per month with this work and additional hours after 5p.m., usually two 
evenings per week. 
 
A computerised system and printer will need to be in place when the secretarial services 
arrive. Telephone calls and messages are taken by the nursing and secretarial staff when no 
orthoptist is present.  CF answering machine 
 
2.    (a)   Waterford Commnity Care 

(b)   Dungarvan 
There is one designated secretary who deals with all the West Waterford eye and orthoptic 
clinics and this proves to be most satisfactory. 
 
3. South Tipperary 
(a)   Clonmel: There are two secretaries in the same office who deal with the eye clinic 
workload  of which one looks after the orthoptic and ENT clinics. 
(b)    Cashel: There is one community care secretary who deals with all the work in that 
office.   This secretary has limited help but the situation is satisfactory. 
 
4. Carlow: The responsibility, of the eye services of arranging 3 separate types of clinics 
 for Mr P I Condon, Consultant, Dr F Walsh COP and Mrs J Keogh, Orthophist is with 
 one secretary. 
 
5.   Kilkenny: The responsibility of the eye services of arranging 3 separate types of clinics for 
Mr.  P.I. Condon, Consultant, Dr. F. Walsh Community Ophthlmic Physicians and Mrs. J. 
 Keogh Orthoptist is with one secretary. 
 
6.   New Ross: There is only one community care health secretary and all the clinic work of 
that  area is entirely dependent on her.  I have no complaints but I am aware that there is a 
need  for increased level of secretarial support required in that health centre. 
 
7.   Enniscorthy: There is one full time secretary who has 2 additional days help per week.  
These 2  ladies cover all the clerical duties of the health centre. 
 
8.   Gorey: At present there is limited secretarial support for this health centre and 
appointments  are written out by the caretaker. 
 
9.   Wexford: A community care secretary based at Grogan’s Road arranges the Community 
 Ophthlmic Physicians clinics and orthoptic clinics for the eye clinic held in the 
hospital. 
 
          B. Haskins. 
 



The Southern Eastern Health Board  
Orthoptic Services 
 
Beatrix Haskins DBO (D) 
Senior Orthoptist 
 
 
The Orthoptic Service in the South Eastern Health Board began in September 1978 and the 
second orthoptist Mrs. J. Keogh joined in 1980.  Ms. B. Haskins and Mrs. J. Keogh are 
described as hospital - based orthoptists by the S.E.H.B. Hospital Service. 
 
The three eye consultants now have an outpatient clinic everyday of the week and eye 
casualty offers a continuous service.  There is only one orthoptist in attendance at the hospital 
and this service is only available for 9 days per month. 
 
Schedule of Service of Out-Patient Clinic: 
 
Mon a.m. Mr. P. Tormey                  - No orthoptist 
Mon p.m. Mr. P. Condon             - Orthoptist present 
Tue a.m. Mr. P. Tormey            - Orthoptist present 
Tue p.m. Mr. P. Hayes              - No orthoptist 
Wed    a.m.  Mr.  P.  Hayes              - Orthoptist lst & 2nd Wed only 
Wed    p.m.  Mr.  P.  Hayes             - Orthoptist lst. & 2nd Wed only 
Thur   a.m.  Mr.  P.  Tormey             - No Orthoptist 
Thur   p.m.    No Consultant               - No Orthoptist 
Fri    a.m..      clinics                - No Orthoptist 
Fri    p.m. Mr. P. Condon                  - Orthoptist very occasionally present 
 
Hospital attendance figures: 
1985-1,185, 1990 -2,401, 1994 -2,104, 1995 -2,214. 
 
Present Hospital Orthoptic Appointment Structure: 
Mon p.m. - 8 appointments available  
Tue a.m. - paediatric clinic 12-20 patients seen 
Tue p.m. 
Wed a.m. - 12 appointments available 
Wed p.m. - 2 per month clerical duties 
        6 appointments available 
 
This would in effect give a hospital clinical workload (46 weeks) of 1,499 clinical visits. The 
attendance numbers reflect a doubling of the workload in a five year time span and have now 
levelled off on an average of 2,200 annual attendances. This figure has always included the 
orthoptic workload of patients seen in Newgate Street and pre and post operative assessment 
of squint surgery patients. 
 
Operating Time Table 
Mon am   Mr. Hayes 
Mon pm Mr. Tormey 
Tue Mr. Condon 



Wed Mr. Tormey 
Thur Mr. Hayes 
Fri am   Mr. Condon 
 
Pre and post-op Orthoptic Assessment. 
It is possible that strabismus(squint) surgery will take place on any of these days.  Pre and 
post operative orthoptic reports should be always available.  The present cover requires the 
orthoptist to return sometimes after 5p.m. to make assessment or have previously made 
specific arrangements with clinic secretaries to ensure the service is available. 
 
Peripheral Community Care clinics 
My colleague, Mrs. Janette Keogh is fully occupied in 8 community care eye clinics on a 
weekly basis covering Carlow, Kilkenny, Wexford, Enniscorthy, Gorey and occasional visits 
to Bagenalstown, Castlecomer and Graiguenamanagh. Ms Haskins also covers 5 community 
clinics: Clonmel, Cashel, Dungarvan, New Ross and Waterford Community Care at Newgate 
Street. 
 
The consultant eye surgeon, attend at Carlow, Kilkenny, Clonmel, Dungarvan and Wexford.  
These peripheral clinics are also attended by the community ophthalmic physicians and the 
other community care clinics: Cashel, Dungarvan, Waterford-Newgate Street, New Ross, 
Enniscorthy and Gorey. 
 
When the consultant is present in Clonmel, Dungarvan, Carlow and Kilkenny there is always 
orthoptic cover too.  At present the orthoptist is not attending in Wexford when the Wexford 
consultant is there but this will hopefully change in the coming year. 
 
Combined Eye Clinics. 
These are specific clinics when the community ophthalmic physician and Orthoptist work 
together in reviewing new patients referred to the clinics.  At present these clinics take place 
in: 
 Newgate St., 1st. Tues p.m. of month 
 Dungarvan.                 1 Mon a.m. at about every 6weeks. 
 New Ross 3rd Wed p.m. of every month.In 1997 2nd Thurs of every 
  month 
 Kilkenny 
 Carlow 
 Gorey 1 Fri per month 
 Enniscorthy 1 Mon per month 
 Wexford 1 Tue per month 
 Clonmel No combined clinics as 
 Cashel there is a very well established inter referral system. 
 
Since the arrival of permanent community ophthalmic physicians, (C.O.PS) 4 new 
appointments October 1994, the workload of the peripheral clinics has grown and increased 
demands have been made on both orthoptists, as a result of the C.O.P.s making the most of 
our specific skills. The peripheral clinics play an essential role within the community as a 
screening service for squint and amblyopia in children 
 
The Referral System: 



1. From Consultant Ophthalmic Surgeon. 
2. From Community Ophthalmic Physician. 
3. From Area Medical Officers. 
4. From General Practitioners. 
5.    From Public Health Nurses. 
 
Current Working Situation 
J. Keogh: 
Monday          Carlow/Enniscorthy         25 patients booked 
Tuesday Wexford/Gorey  “ “        “  
Wednesday Kilkenny/Carlow  “ “        “ 
Thursday Kilkenny  “ “         “ 
Friday Carlow(3)/Gorey(l)” “        “ 
 
 
B. Haskins 
Monday a.m. Dungarvan/   20 patients booked - Community Ophthalmic Physicians 
in          attendance 
  Clonmel 
Moday p.m. Waterford  8 available appointments (+ clinic referrals) 
(Mr. P. Condon) WRH 
Tuesday a.m.   WRH   35 - 40 patients booked - 12-20 seen by orthoptist 
(Mr. Tormey) Waterford 
  Paediatric Clinic 
Tuesday p.m. Comm. Care/  15 patients booked - COPs  
  WRH patients only  
  Newgate Street  
Wed. a.m. Waterford  12 available appts. (+clinic referrals) 
  (1st and 2nd) 
    p.m. New Ross(3rd) 25 patients booked, 12 patients booked combined clinic 
with      Community Ophthalmic Physicians   
  Cashel 4th  25 patients booked Community Ophthalmic Physicians 
not       present 
Thursday Clonmel 1st and 3rd 25 patients booked Consultant present 
(Mr. Tormey) Dungarvan 2nd & 4th 25 patients booked  
Friday  Clonmel  25 patients booked COP  present 
 
 



Attendance Figures: Peripheral Clinics 
  
 1995 

 
1996 
 

Total 
 

 New Pts Recalls New Pts Recalls 1995 1996 
Carlow 122 835 107 746 957 853 
Kilkenny 337 786 165 950 1123 1115 
Enniscorthy 136 470 120 570 606 690 
Gorey           439 481 
Wexford     392 568 
                                                      JK Clinic Totals                                                  3517      3707                    
       
Dungarvan 153 525 47 545 578 592 
Wat. Com 
Care 

    196 264 

Clonmel 97 1061 108 1226 1178 1334 
Cashel 111 253 103 304 364 407 
New Ross 120 286 100 331 406 431 
                                                                                          BH clinic Totals              2722      3028 
                                     Grant Totals for Community Care clinics                        6239        6735 
 

 
The Orthoptist 
The Orthoptist who is para medically trained is responsible for the assessment of an 

individuals eyes, whose age may vary from infancy to old age in order to diagnose and treat 
disorders of the eye muscles. Therefore the Orthoptist works with the Ophthalmic Surgeons 
and Physicians and is responsible for the management of squint, amblyopia, diplopia, visual 
field defects, or any other conditon causing a disturbance of normal binocular vision as a 
result of congenital, medical, neurological or traumatic causes. 

 
A qualified Orthoptist holds the Diploma of the British Orthoptic Society(D.B.0) or a 

recognised equivalent qualification.  The D.B.0 has now been replaced by a degree course 
leading to a Bachelor Medical Science (Orthoptics). 
 
Future Service 
It had been hoped to establish a screening service and management for the physically and 
mentally handicapped in the region's day care centres and special schools.  These children are 
a specially high risk group and early treatment with a multi-disciplinary approach to their 
welfare at their centre would be of considerable benefit. 
 
Another group are school children who attend the remedial class teacher. These should be 
screened in greater depth with regard to their visual skills i.e. -not only vision but the 
binocular eye muscle balance and the Orthoptist is ideally qualified for this investigation. 
 
With the ageing population and increased life span several medical conditions will affect the 
older patients  binocular vision giving rise to disturbing double vision which can often be 
managed with the use of  press on prisms to give improved mobility and safety in the home. 



 
APPENDIX 7 

 
COMMUNITY CARE POLICIES 

 
 
REPAIRS/REPLACEMENTS 
 
Carlow/Kilkenny:  Written applications are considered.  Personal circumstances and validity 
are confirmed.  Application usually approved where applicant can not afford to pay. 
 
South Tipperary:  Supplied on discretionary basis having referred to the circumstances of 
the case. 
 
Waterford:  Person must have been seen at Health Board Clinic/Ad hoc Scheme.  Approval 
based on discretion having referred to circumstances of case and number of previous 
repair/replacements. 
 
Wexford:  Approval on discretionary basis, having referred to circumstances of case. 
 
 
PROVISION OF CONTACT LENSES/SOLUTIONS 
 
Carlow/Kilkenny:  Supplied if prescribed by C.O.P./Consultant Ophthalmologist at Health 
Board Clinic. 
 
South Tipperary:  When prescribed by C.O.P./Consultant Ophthalmologist person is 
referred to contact lens clinic at Waterford Regional Hospital (very seldom).  Solutions not 
supplied. 
 
Waterford:  Rarely supplied and only with the approval of C.O.P. or Consultant 
Ophthalmologist.  Solutions supplied if prescribed.  Eye occluders supplied if prescribed by 
C.O.P. or Orthoptist. 
 
Wexford:  Rarely supplied and only then on recommendation of specialist. 
 
 
AD HOC SCHEME FOR SIGHT TESTING (Opticians) 
 
See contract which is used in each Community Care area. 
 
Screening for glaucoma: - Point 8 of the contract required the optician to refer persons whom 
they suspect requires a full medical examination. 
  
The letter issued with the contract by Waterford Community Care area stipulates that a 
screening test for glaucoma must be performed on any person aged 40 years or more.  
Wexford Community Care have recently re-introduced this into their documentation.  The 
other two areas do not include this requirement. 
 



 



SIGHT TESTING SCHEME - SCALE OF FEES 
 
See Scale of Fees which is used in each Community Care area. 
 
 
OPTICAL APPLIANCES SUPPLIED 
 
See contract which is used in each Community Care area. 
 
The best quality optical appliances appropriate to the individual patient are supplied 
throughout the region, these include High Refractive Index Lenses and other special lenses, 
drugs.



SOUTH EASTERN HEALTH BOARD 
 
     AGREEMENT. 
 
TO:  Chief Executive Officer, 
         South Eastern Health Board. 
 
SIGHT TESTING SERVICE: 
 
1. I am prepared to provide under the terms and conditions following a Sight Testing Service 
to persons aged 16 years and over who have full eligibility for services under the Health Act, 
1970 ( hereinafter referred to as “eligible persons’’) who may desire to avail themselves of 
my services, and who are authorised by the South Eastern Health Board to receive them. 
 
I am prepared to provide such services to the best of my knowledge and ability with suitable 
instruments and materials and under suitable conditions and shall in all respects treat eligible 
persons desiring to avail of my services pursuant  to this agreement in the same manner and 
condition as I would treat private clients. This service shall be provided by me personally or 
by a duly authorised and qualified substitute. I shall keep a record of all eligible persons 
treated by me. 
 
2. The fees to be charged by me to the South Eastern Health Board shall be as set out in the 
Scale of Charges furnished to me by the South Eastern Health Board and for the time being  
in force. I shall not make any charge on the South Eastern Health Board in excess of the 
amounts set out in said Scale of Charges. I shall make no charge on an eligible person in 
respect of services  provided by me under the scheme. 
 
3. I shall not publish or cause to be published any public notice or advertisement in the public 
press or otherwise announcing the fact  that I have entered into an agreement with the South 
Eastern Health Board in connection with the scheme except as provided in Paragraph 4 
hereof. 
 
4. I shall be at liberty, if so desired, to display in the window of the premises in which I carry 
on my business of optician a notice stating that I am authorised to provide services under the 
scheme.  
 
5. I shall not directly or indirectly personally or a servant or agent canvass or solicit any 
eligible person my services. 
 
6. Claims for payment for services rendered shall be made in the form prescribed  by the 
Southern Health Board. 
                       
7. I hereby agree that my practice premises may be inspected by authorised officials                                  
of the South Eastern Health Board 
 
8. I shall refer any eligible persons whom I suspect to require a full medical eye examination 
to his general medical practitioner and I shall notify the South Eastern Health Board 
accordingly. 
 
9.I confirm that I am under 70 years of age. 



 
10.I agree that either party may terminate this agreement at any time by giving one month’s 
notice in writing of its intention to do so to the other. 
 
11.I am currently registered in the Register of Ophthalmic Opticians maintained by An Bord 
Radharcmhastoiri. 
 
 
Signature of Ophthalmic Optician: _________________________________________ 
 
Full name: ____________________  Qualification: _____________________ 
 
Address: _____________________________________________________________ 
 
Age last Birthday: _______________________  Date: ______________________ 
    
     
12. The above undertaking for the provision of services is hereby  accepted on behalf of the 
South Eastern Health Board. 
 
 
Signature of Chief Executive Officer: ____________________________________ 
 
Date: ________________________________      .
            
            
            
         
 
                                                  



       AGREEMENT. 
 
TO: Chief Executive Officer, 
Health Board 
                                                              For the Provision of Optical Appliances 
 
1: I am prepared to provide on the terms and conditions following Optical Appliances                 
to persons (herein after referred to as eligible persons ) authorised by the Health Board to 
receive same and who may desire to avail themselves of my services. 
 
I am prepared to provide such Optical Appliances to the best of  my knowledge and ability 
with suitable instruments and materials and under suitable conditions and shall in all respects 
treat eligible persons desiring to avail of my services pursuant to this agreement in the same 
manner and conditions as I would treat private clients and shall satisfactorily complete the 
Optical Appliances. Such Optical Appliances shall be provided by me personally or by a duly 
authorised and qualified substitude. 
 
2: All Optical Appliances required will be supplied to the eligible person within two weeks 
from the date of presentation of the prescription. I shall undertake any necessary repairs to 
Optical Appliances supplied by me if such repairs are requested by an eligible person and if I 
have received prior authorisation from the Board. I shall claim recoupment from the Board on 
the basis of the scale of charges notified to me by the Board from time to time. 
 
3:The fees to be charged by me to the Health Board shall be set out in the Scale of Charges 
furnished to me by the South Eastern Health Board and for the time being in force. I shall not 
make any charge on the Board for the provision of Optical Appliances or repairs in excess of 
the amounts set out in said Scale of Charges unless I have received prior authorisation from 
the Board under Clause 7. I shall make no charge on an eligible person in respect of services 
provided by me under the scheme. 
 
4: I shall not publish or cause to be published any public notice or advertisement in the public 
press or otherwise announcing the fact that I have entered into an agreement with the Board, 
or containing any other announcement or information of any agreement with the Board in 
connection with the Scheme except as provided in Paragraph 5 hereof. 
 
5: I shall be at liberty, if so desired, to display in the window of the premises in which I carry 
on my business of Optician a notice stating that I am authorised to provide services to the 
Board.   



6: I shall not directly or indirectly personally or by a servant or agent canvas or solicit any 
eligible person for the purpose of obtaining an order for the supply of or the repair of 
spectacles or other optical appliances or for the purpose of offering to the eligible person my 
services. 
 
7:If any optical appliances other than those set out in the Scale of Charges are required, I shall 
forthwith report accordingly to the Board and submit an estimate of the cost of such optical 
appliances and the Board shall not be responsible for making any contribution towards 
thereof unless I received from the Board an approval of estimate in writing. 
 
8: I agree to display and maintain on my premises a full range of spectacle frames which are 
available free of charge to eligible persons and I undertake to bring such frames to the notice 
of eligible persons. I agree to ensure that these frames shall comply both as to quality and 
style with the requirements of the Health Board from time to time.   
 
9: I hereby agree to my practce premises being inspected by an authorised official of the 
Health Board. 
 
10: I confirm that I am under 70 years of age. 
 
11: I agree that either party may terminate this agreement at any time by giving one month’s 
notice of its intention. 
 
12: I am currently registered in the Register of Ophthalmic Opticians or in the register of 
Dispensing Opticians maintained by An Bord Radharcmhastoiri. 
 
    Signature: ____________________________ 
     
    Name: __________________________ Qualification: ____________________ 
 
    Date: _______________________  Age last Birthday: ___________________ 
 
  The above undertaking for the provision of services is hereby accepted on behalf of   the 
Board. 
 
Signature of Chief Executive Officer: ____________________________________ 
 
Date: _______________________________ 
 
13: I have inspected the premises of the above Contractor and I certify that he has the 
facilities to operate. 
 
Signed: ____________________________________ 
     Director of Community Care & Medical Officer of Health. 
 
 
   



SIGHT TESTING SCHEME  - SCALE OF FEES  
 
Fees payable in respect of services provided as and from 1st July, 1996. 
 
SIGHT TESTING        FEE 
 
Ophthalmologist/Ophthalmic Medical Practitioner               £14.65 
 
Ophthalmic Optician                                                              £11.80 
 
DISPENSING OF                        FEE            MATERIAL      VAT       TOTAL 
SPECTACLES                 21% 
 
Charge for complete spectacles  
with frames of all approved 
shapes and cases 
 
(a) Single vision spectacles           £10.32          £13.90          £5.80        £29.30 
 
(b) Fused bi-focal spectacles         £24.50         £21.90                  £9.75        £56.15 
 
Additional Charges: 
 
(a) Lenticular lenses - per surface  £1.36         £6.00                     £1.54            £8.90 
 
(b) Prisims - each                 £0.72         £3.25                     £0.83             £4.80 
 
(c) Dioptric powers higher than     £0.00        £4.00                      £0.85             £4.85  8D- per 
lens 
 
Repairs and Replacements:   
 
(a) Single vision lenses to own      £3.96        £5.25                £1.94                    £11.15 
     frames 
 
(b) Bi-focal lenses to own frames   £11.10      £8.40               £4.10                    £23.60 
     - per lens 
 
(c) New frames of all approved  
shapes to own lenses (and  
 certain repairs ) 
 
(1) Complete new frames              £4.58          £2.90             £1.57                     £9.05 
 
(2) New front                                                   £4.05             £0.85                      £4.90 
 
(3) New sides - per side                                    £1.70            £0.35                       £2.05 
  
 



APPENDIX 8 
 
 
 National Council for the Blind of Ireland 
 
 PV DOYLE HOUSE, WHITWORTH ROAD, DRUMCONDRA, DUBLIN 9. 

Telephone: 8307033, Fax: 8307787 
 
 

SUBMISSION FROM THE NATIONAL COUNCIL FOR THE BLIND OF 
IRELAND 

TO THE OPHTHALMIC SERVICES SET UP BY THE PROGRAMME 
MANAGERS 

OF COMMUNITY CARE AND GENERAL HOSPITAL 
 
    National Council for the Blind of Ireland is a private, not for profit, limited company 

with charitable status.  Our corporate objectives are to optimise the intellectual, social 
and economic independence of people who are blind or visually impaired and to 
minimise the handicapping effects ofvisual impairment.  As a voluntary body we are 
funded by the State under section 65 of the Health Act (1953).  However this amounts 
to approx. 40% of our entire operational budget.  The remainder is raised in the form 
of voluntary contributions by members of the public. 

 
  The National Council for the Blind of Ireland is committed to providing a skilled and 

comprehensive community based service to visually impaired people.  The National 
Council holds the Register of Visual Impairment for the Department of Health.  
Registration is voluntary on the part of the visually handicapped person but it is 
important to note that all financial benefits are linked to this procedure. Registration is 
not an automatic mandate for social work intervention.  Referrals for registration 
originate from many sources - doctors, medical social workers, generic social workers, 
relatives and self. 

 
    The community based staff, on the basis of the referral, in conjunction with the client 

(and in consultation with the senior social worker when appropriate) will decide on 
the extent and content of the social work contract.  The aim of social work 
intervention is to mobilise the resources of the client in order to improve the quality of 
life. 

 
 1.   Improvements in referral procedures need to be addressed. 
  a) Very unsatisfactory 
  b) We are only getting 50% of the referrals.  The referral are coming too 

late to the service. Early intervention is very important for a visually impaired person.  
We need to see children when they are a few months old. 

  c) Hospitals and clinics are not always referring to appropriate services. 
  d) Parents and Visually Impaired People are not being told about the 

National Council for the Blind in hospitals.  They are left home with no back up 
services.  The way parents are told  about their child's blindness needs to be addressed. 



  e) To go through conditions with parents and visually impaired people 
and give them time especially when sight is poor. 

  f) School medical officers to be more aware. 
  g) Public Health Nurses should have more visits to new born babies and 

refer the child to appropriate service. 
 
       2.   The responsibility for assessment of visually impaired children should not rest 

with one agency alone.  It should be with the Department of Health, Education and 
voluntary agencies all having their part to play.  There is certification, registration and 
a needs assessment and these should be seen as independent parts of a process 
designed to provide children who are visually impaired with access to a wide range of 
services, information and practical help so that they can have a good educational 
service. 

 
   Assessment is important in determining the correct placement for a child or a visually 

impaired adult in drawing up an appropriate training programme and in establishing 
what services he/she needs. 

 
    A total visual assessment should be made by an ophthalmologist.  Diagnostic 

evaluation at an early stage by a paediatrician and careful monitoring of the child's 
early developmental pattern.  The importance of involving a physiotherapist in the 
multi-disciplinary team to check his motor and gross motor development.  The multi-
disciplinary team approach in early assessment offers early support to children, to 
parents and family.  The occupational therapist assesses development and provides 
training in self care activities. 

 
     3.   Equipment / Technology that should be available to visually impaired students.  It 

is important to note that the level of visual impairment varies from student to student 
and adult to adult, hence technology equipment requirements between student / adults 
also varies.  The following is a list of technology that should be accessible to all 
visually impaired and blind students / adults. 

 
 Close Circuit Television Magnification 
 Tvi Classic, Tvi Zoom, Mono Reader Basic with 14" Monitor, Mono Reader 17", 

Reader 
  Semicolor with 17" Monitor, Colour Reader with 17" Monitor, Colour Reader with 2 

1 " 
  Monitor, Colour SVGA Reader with 20" Monitor. 
 
 Computer Magnification Software 
 Lunar 95, Lunar SVGA, Lunar 2 for Dos, Lunar Lite. 
 
 Educational technology is making a huge impact, on the opportunities available to 

visually impaired children / adults.  Equipment can be expensive but the costs have to 
be assessed in relation to the benefits to the child/adult and in some cases comparing it 
with alternative forms of provision. 

 



 Some children can only participate fully in mainstream education if they have access 
to a close circuit television.  Low Vision Aids may be just as good in certain 
circumstances and various types of computers with modification may  be appropriate. 

 
 4.   It is important that people are assisted to use their residual vision to the full.  

Through the provision of Low Vision Aids, children can be retained in normal schools 
and the pursuit of lelsure and recreational activities for children is made possible. The 
Department of Health through the Health Boards, should develop a comprehensive 
Low Vision service that will meet, in full, the cost of all Low Vision equipment 
prescribed for children and adults irrespective of medical card status.  

 
 
        

LOOKING FORWARD 
 

Why do we need to wait until somebody's vision is almost completely gone before we start to 
provide support? 
 
Is there some principle that says they're not really deserving until they have reached the 
lowest 
point? 
 
Is it more sensible to help someone to cope better while they can still see or to wait until they 
have lost all their confidence and ability? 

 
This is what I would call the pre-registration wilderness syndrome where patients are 

often discharged from the  eye clinics as untreatable and there is a time lapse until 
they come to our attention when it is often too late to be effective. 

 
There are too many who give up their homes not because they are not fit or mentally alert but 
because nobody has seen their basic needs for what they are.  Needs such as good lighting to 
cook safely, good low vision aids to enable them to read their own mail, and some basic 
mobility to allow them to go shopping. 

 
Which is more sensible, more caring and more cost-effective? 

 
To provide a cheap magnifier, a specialist with the dual skills of social work and 
rehabilitation and some quality time with others who understand their feelings or to provide 
intensive home care or residential care that would otherwise be necessary.  What we need to 
do in the SouthEastern Health Board area is to set about changing the focus of our services, 
develop our strengths and try to change the culture. 

 
The first step should be a survey of GP practices in the area whom we are sure have very little 
knowledge of community based services for visually impaired people. 

 
The next step should be the production of an information pack specifically for health care 
staff and the devising of a referral form which spells out the types of need patients might 
have.  It would get them thinking about how much risk their patients are or how urgent their 
needs might be. 



 
Improving professional knowledge of the rehabilitative options is just as vital at the eye 
clinics 
so too is the provision of good accessible information when its needed. 

But the greatest need patients mention is simply to have someone to talk to who understands. 

When sight fails its in everybody's interest to :      - 

a)  provide information in appropriate formats at the right time. 

b)  to offer emotional support first so that practical solutions will seem relevant. 

c)       respond quickly before depression sets in.  
 
d)  but most of all to effectively offer encouragement and confidence building so 

that people can choose  how to shape their future more meaningfully for 
themselves. 

 
The pace of change in the voluntary sector has accelerated more in the past year than ever 

before and we now see our future in long-term partnership with the Health Board.  For the 

future, we need to develop a plan in consultation with the Boards Disability Services Team 

designed to bring us into the future and which must address the following ; 

 

· allocation of resources to increase impact and value for money 
 
· efficient service delivery 
 
· investment and training 
 
· accommodation; centre-based comprehensive service 
 
· management systems, service planning and structures 
 
 
 
Yours sincerely 
 
 
_________________________ 
 
Fionnuala O'Donovan 
Divisional Manager 
 
 
4th June, 1997 
 
 



GRAPH OF AGE BREAKDOWN AND EYE CONDITION FOR 1996 

South-Eastern Health Board 
 
 
 
  EYE  CONDITION   0-6   7-18 19-54    55-64 65-79   80+ 
Accident/Trauma/       1      9      3     8     3 
Albinism       4      9      1     2  
Bilateral Mac. Degen.           1      2 
Bilateral Retinal          1     
Cataracts      5      5     26      7   15    15 
Central Retinal Vein Occlusio
  

         1  

Cerebral Palsy     1     
Chloroicitis        1    
Congenital Nystagmus      1      1          
Diabetic Retinopathy      12     3      2      1 
Disintegrated Cornea        1    
Dislocated Lens          1    
Glaucoma     2      1          8      5     40     62 
Haemorrhage             1 
Listeria       1    
Macular Degeneration     2       1              4      2     45      49 
Multiple Sclerosis        1    
Myopia     15     2     9      11 
Myopic Mac Deg.         1  
Nystagmus      3     1    
Optic Atrophy      3    23       1     4      2 
Optic Nervous Dys         1     
Optic Neuropathy         1  
Other     5     17       53     12    10      14 
Retinal Detachment         15      6     6       9 
Retinal Dysplasia    1      
Retinitis Pigmentosa    1      14      4      9       2 
Retrolent Fibroplasia        1    
Senile Mac. Deg           3 
Spina Bifida       1     
Stroke          1  
Traucoma        1   
Tumour        3        3 
Unknown    1      13    32     5     11    5 



 
 
VISUAL IMPAIRMENT AWARENESS TRAINING PROGRAMME 
 

Visual impairment awareness training can provide the skills staff need to facilitate clients 
with visual impairment.  Visual impairment awareness training aims to give participants an 
understanding of the wide variety of levels of vision through hands on experience and the 
problems of access that are encountered by visually impaired people.  It will focus on a 
person with a disability not just the disability. 

 
 

COURSE CONTENT 
 

All courses are a mixture of theory and practice. 
 

Awareness courses are designed to meet the needs of staff who come into contact with 
visually impaired people and wish to understand the special needs of this group.  The course 
content includes. explanations of the nature and consequences of common sight problems, 
practical ways of assisting people with a visual impairment, sight guides skills environmental 
factors which may affect the abilities of people with a visual loss, appreciation of the 
psychological dimension of living with poor vision. 

 
TRAINING METHODS 

 
A mixture of lectures, group work, practical demonstrations, and role play practice , Some 
courses use volunteer visually impaired people as "real life" clients in the practical work.  
Size of student group; maximum of 12. 

 
Rarely does blindness mean no sight at all. 

 
With the use of simulation spectacles and other aids used by the visually impaired the wide 
range of sight people can have is illustrated. 
 
Groups and individuals using the aids take part in everyday activities in order to have some 
idea of how it feels to have a visual impairment. 
 
There are a number of videos which from part of the course to illustrate further the problems 
blind and visually impaired people can encounter in everyday life. 
 
The purpose and benefit of registration as a blind person is explained.  Ofthe estimated 
30,000 visually impaired and blind people there are in Ireland, only 6,000 are Registered. 
 
The sessions are usually conducted by a blind person and a staff member who is able to relate 
in a personal way to the difficulties. 
 
There is a cost for this Training Programme depending on the duration of the programme. 
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INTRODUCTION 
 

The purpose of this document is to present the work undertaken by the National Council for 
the Blind of lreland in the South-Eastern Health Board and to account for the existing level of 
service provision to visually impaired people and their families.  Demographic changes 
indicate that there will be a growing demand for sensory impairment services.  We have an 
ageing population and need to be realistic about the cost of provision and planning for more 
effective and equitable provision. 

 
COMMUNITY BASED SERVICE 
The NCBI is committed to providing a skilled and comprehensive community based service 
to 
visually impaired people. 

 
1.     The Client Group. 
 
The NCBI holds the Register of Visual Impairment for the Department of Health.  
Registration is voluntary on the part of the visually handicapped person but it is important to 
note that all financial benefits are linked to this procedure.  It is necessary to make a 
distinction between the Register of Visual Impairment and the Community Resource 
Worker/Social Workers' caseload.  Registration is not an automatic mandate for Community 
Resource Worker/Social Worker intervention, Referrals for registration originate from many 
sources - doctors, medical Social Workers/Community Resource Worker/, general Social 
Workers/Community Resource Worker/Social Workers, relatives and individuals themselves.    
There are 5 Community Resource Workers/Social Workers in the South-Eastern Health 
Board.  The community based staff, on the basis ofthe referral, in conjunction with the client 
will decide on the extent and content of the intervention contract.  The Social Workers are 
based in Carlow, Kilkenny, South Tipperary, Waterford, and Wexford. 
 
2.    Assessment 
 
Assessment can be defined as the ability to understand someone's needs and relate those 
needs to the skills and resources available.  Accurate initial assessments of the client's 
situation and capabilities are central to the Community Resource Worker/Social Workers task 
but the process of assessment in any casework intervention is always ongoing. 
 
3.     Professional Support Intervention 
 
The aim of professional support intervention is to mobilise the resources of the client in order 
to improve the quality of his interaction with his environment.  Intervention with some clients 
may be brief and task centred i.e. advising on financial benefits.  Other cases may warrant 
long term contact when counselling is complimented by more technical aid such as Mobility 
Training, Daily Living Skills Training, Communication Skills - typing and Braille.  These 
services are offered by Community Resource Workers/Social Workers and clients are referred 
to specialist workers and Centre based programmes when extensive programmes of training 
are required. 
 



 
 
SPECIALIST SERVICES 
 
Specialist practices in any agency are generally conceived as a response to the changing needs 
and demands of the client population and in accordance with the quantity and quality of 
resources available at a given time.  The NCBI seeks to maintain a balance between the 
therapeutic and technical aspects of the work of the agency and it adheres to this practice 
within the more specialist areas.  The following information relates to some practices which 
are long-standing if recently refined and to others which are still in their infancy, requiring 
high levels of planning and ongoing liaison with other disciplines. 
 
1.     Services to Visually Impaired Children 

 
There are two sub-groups within the overall client group who require a substantial amount of 
input from the Community Resource Worker/Social Worker.  The larger group is the elderly, 
the over 65s- the other much smaller group is the under 5s, the preschool visually impaired 
children.  It is the responsibility of the Community Resource Worker/Social Worker to refer 
the child to the Department of Education and the peripatetic visiting teacher after the birth of 
a visually impaired child and our Social Work services have become more organised and 
directed in this respect.  Parents are offered regular contact with a Community Resource 
Worker/Social Worker on the birth of the visually impaired child - there may be of course 
other disabilities which means that we do link in with other agencies e.g. Mentally 
Handicapped Organisations.  Initially work will be focused on the parents as they are coping 
with all kinds of contradictory emotions when they discover that their child is not perfect.  
They need someone to allow them to be angry, sad, guilty, to answer the flood of questions 
which they invariably have.  The Community Resource Worker/Social Worker can be such a 
person and can offer direct advise in relation to their handling of the child.  These children of 
today are our adult clients of tomorrow.  Early and effective intervention at this stage can 
prevent marginalisation of the adult and should leave the adult less dependent than he would 
otherwise be on our services. 

 
There is a physiotherapy service at our Centre in Whitworth Rd.   It is used by visually 
impaired children under 5 years from all over the country.  The purpose of this service is to 
monitor and enhance the motor and gross motor development of the child.  The parents of the 
child are given an individual programme specifically developed for their child.  As a 
consequence the child's mobility, balance and special awareness will be enhanced.  Again 
referral to this service is by way of the Community Resource Worker/Social Worker. 
 
A recent development in connection with children under 5 years is their assessment by a 
highly qualified Multi-Disciplinary Team.  Such a Multi-Disciplinary Team is made up of a 
group of professionals from all disciplines and backgrounds so that a full assessment can be 
made examining all the aspects of the child.  In nearly all cases an NCBI Community 
Resource Worker/Social Worker works closely with such a team and her considerable 
professionalism and experience is called upon. 
 
ELDERLY VISUALLY IMPAIRED 
Loss of vision is something which can and does occur for varied reasons at every stage of the 
life cycle.  However, statistics indicate that it is a more common occurrence in the over 65's - 



at present approximately 40% of our register of visually impaired and blind persons is made 
up by those in the over 65 age category in the South-Eastern Health Board region. 

 
SERVICES 
The National Council for the Blind is fully aware of this and seeks to offer a comprehensive 
service to the older visually impaired person. The Community Resource Worker/Social 
Workers are to the forefront of NCBI's service.  They know each person within the context of 
their individual, family and social systems and in this way try to gain an understanding of 
how the visual loss is affecting the person. 
 
Through home visits with clients the Community Resource Worker/Social Worker offers an 
understanding of the difficulties the person may be experiencing and encouragement to begin 
to look at new ways around these difficulties.  The community Resource Worker/Social 
Worker provides a link between the individual and the NCBI and Community services which 
can help the individual in coping with their loss of vision. 
 
The following are some of the services which are available through NCBI 
1.     The Low Vision Aid Clinic - at this clinic the visually impaired persons sight is assessed 
by an optometrist.  On the basis of the assessment a low vision aid such as an illuminated 
magnifier for reading or binocular type glasses for watching television may be recommended.  
These aids when used efficiently can open doors which the visually impaired person may 
previously have thought were shut tight. 
 
2.     Library Services : There are a number of libraries which offer a talking book service 
i.e. book on tape.  These types come directly into the persons home by means ofthe postal 
system.  In this way literature is no longer an inaccessible commodity. 
 
3.      Independent Living Skills Training - this is training in safely and efficiently managing 
the daily tasks of cooking and cleaning when ones vision is impaired.  The training is geared 
specifically to the persons needs and abilities and for many the ability to make a cup of tea 
and a sandwich safely is all that is required. 
 
4. Aids and Equipment - there are various aids available which are designed specifically 
for the blind and visually impaired - they include talking watches and clocks, liquid level 
indicators, large print playing cards etc.  Something as simple as not having to ask someone 
the time can increase a persons sense of independence. 
 
5.. Mobility Training - the aim of this training is to assist the person to travel safely 
within 
and around their home area and or further a field.  It may involve the use a white cane or may 
only require instruction in the use of residual vision and the other senses.  Again training is 
always geared to the persons individual needs and abilities - the aim always being increased 
safety and independence. 
 
6. Classes - Various classes such as craft, yoga, clay modelling, or movement and 
relaxation may be available in some areas.  As well as having a practical dimension these 
classes provide a social outlet to those who may be particularly isolated. 
 



 7.  Broader Community Support - this may involve referral to PHN'S, O.T.'s, Meals on 
Wheels, Home Help Service, Chiropathy service etc.  Linking the visually impaired person 
into local groups and clubs may also be involved. 

 
 
 
The overall aim of the NCBI is to help the visually impaired person, regardless of their 

age, to maintain or attain a life-style and level of independence or dependence with 
which they are comfortable. 

 
 
PROVISION OF TECHNICAL AIDS 
 
A wide variety of aids and equipment has been supplied to clients in the South-Eastem Health 
Board area. It is our duty to assist the client in the use of such aids, and in their instruction.  
Such items include talking clocks, talking watches, writing frames, kitchen timers, liquid 
level indicators, and self threading needles.  Games and toys supplied range from Monopoly 
and Scrabble with Braille markings, to footballs with sounding bells.  The cost of the 
merchandise is subsidised, some items by an average of 50%. 

 
THE LOW VISION CLINIC 
The LVA Clinic caters for both children and adults.  The services are available to all people 
with severe visual disabilities in the South-Eastern Health Board.  The professionals involved 
are an ophthalmologist and an optometrist who work in a team which also includes 
Community Resource Worker/Social Workers and a psychologist experienced in assessing 
those with visual impairment.  This Clinic is held in our Head Office in Dublin. 

 
There are many causes of reduction in vision and the work here involves an examination of 
each person to determine the cause of the problem.  Amongst the commonest cause of 
profound visual reduction in children are: 

 

 
 

Profound visual reduction in adults is commonly caused by advanced glaucoma and age 
related macular degeneration together with diabetic Retinopathy.  Other less common 
conditions may also be the cause of the visual loss. 
 

 
Congenital Malforniations 
Hereditary Disorders such as Albinisin. 
Congential Cataracts 
Optic Atrophy 
Retinitis Pigmentosa 
Ophthalmic diseases associated with prematurity. 
 



The aim of the clinic is that every visually impaired person seen will be helped to make the 
most use of his or her sight, It should be appreciated that every registerable "blind" person 
have some useful vision; it is important to realise that this residual vision can be made more 
useful by the use of one or more of the wide range of low vision aids which the Clinic stocks. 

 
The service also includes visits by the optometrist to Regional Centres.  These visits are 
arranged by the local Community Resource Worker/Social Worker and helps to bring the 
services of the Clinic and the Clinician to those in need and unable to travel.  There are two 
Low Vision Aid Clinics held yearly in the South Eastern Health Board. 
 
The professional consultations and assessments at the Clinic are free of charge to all in need. 
 
 
Talking Books Service: 
 
A National Talking Book Service is offered to people who cannot read print.  A Talking Book 
is a tape recording of a printed book.  Many thousands of book titles recorded to a high 
professional standard are available. 

Tape Library: Provide two track titles and all Junior Certificate and Leaving Certificate 

material. 

NCBI 4 Track Library: 70,000 titles are available on special four track cassettes, which 

provide up to six hours of listening. 

 
British Talking Book Service: Bulk cassettes containing up to 12 hours of listening. 
 

Taped Magazines: Sceal Beo is recorded at Head Office and sent out fortnightly and 

contains 

items of special interest to the blind and visually impaired. 

 
DAILY LIVING AND MOBILITY 
 
There are two specific areas of special training available to the NCBI client and provided by 
the social work service.  The aim of this training is to compensate sufficiently for the obvious 
lessening of certain day to day skills which are part and parcel of a visual impairment.  The 
degree of compensation should be such that after training the client should be re-equipped 
with a range of alternative skills, the net effect of which is to minimise any inability that may 
still prevail, to enjoy a normal and full life. 
 

These two areas of training are known as Daily Living Skills and Mobility Training.  
Training in Daily LivingSkills and Mobility may be offered during the intensive 
period of social work/client contact but could also be offered long after.  Daily Living 
Skills covers a wide range of topics such as personal care, home management and 



home care with knowledge of available aids.  The aim of mobility training is to enable 
a visually impaired person to move in their environment with safety and efficiency.  
Mobility training is effective for any age group and can include training a person to 
use a mobility aid, long cane, guide cane, symbol cane and orientation skills to ensure 
that an individual is aware of his/her relative position to the 
environment,maximisation of residual visionto ensure any useful vision is used to 
maximise benefit. 

 
 

 
ADVOCACY. 
 
The NCBI can rightly claim credit for advertising the cause of the visually impaired both at 
national and local level.  Many Community Resource Worker/Social Workers represent the 
cause of the visually impaired at committee level in such groups as the elderly, access, 
Association of Education and Welfare for the Visually Handicapped, Inherited Disorder 
Organisation, Safe Pavements Committee, Education and National Rehabilitation Board.  
Advocacy does not only involve lobbying the various Government Departments for more 
resources for the blind.  Equally important is the process of making society as a whole aware 
of the special needs of the visually impaired and what it means to have to cope with a sight 
deficiency. 
 
 
TRAINING THE PUBLIC 
 

Due to the increased awareness which exists among the public at large on the subject 
ofvisual impairment, there is now and increasing demand on Community Resource 
Worker/Social Workers from NCBI to instruct staff members of various corporate and 
state bodies on how to accommodate the visually impaired and all the professional 
staff involved in this work.  Such varied groups as Roches Stores, Nurses, Universities 
and Teachers have availed of our services for training provided by our professional 
staff. 

 
Awareness Days have been run and these have proven to be very successful for both client 
and 
NCBI.  It makes the public more aware of what it is like to be a visually impaired person. 
 



APPENDIX 9 
 

SUBMISSION FROM PUBLIC HEALTH NURSING SERVICE  
SOUTH  EASTERN HEALTH BOARD 

 
RE: OPHTHALMIC SERVICES 

 
Pre School Programme: 
 
Public Health Nurses visit infants and children throughout the pre-school period in their home 
or see them at clinic sessions. 
A minimum standard of visiting was recommended in the South Eastem Health Board in 
1995 as follows : 
 
Core Visiting Programme: 
Home Visits:  Primary visit following discharge from maternity hospital. 
   6 - 8 weeks.  Proposed to move to 3 months if G.P. sees baby at 6/52  
   18 - 24 months 
   36 - 42 months 
 
Clinic Visit        8 - 10 months for paediatric developmental examination. 
 
Notwithstanding this programme infants/children/parens will continue to receive additional 
visits where they are deemed necessary by the Public Health Nurse or requested by parents.  
Identifying visual defects is based on observation, parental concern, and testing for visual 
acuity at specific ages. 
 
High risk groups for vision defects are identified using the following criteria: 

*Low birth weight babies at risk of retinopathy of prematurity i.e. less that 1.5 kgs or 32 
weeks gestation. 
*Major congenital abnormalities. 
*Family history of visual disorders. 
*Parental concern. 

 
No formal examination for  visual acuity is undertaken in the preschool period.  Testing 
within 
the schedule for developmental progress is undertaken by Public Health Nurses during core 
and other visits. Any infant giving cause for concern is referred directly to either an A.M.O., a 
G.P. or Community Ophthalmic Physician. 
 
Proposal/Recommendation 
To circulate ‘Hints For Parents i.e. Does Your Baby See’ (sample enclosed) to all mothers of 
new born infants and use this as a means of educating parents to express concerns regarding 
vision throughout the pre-school period 
 
School Programme 
 



This involves screening of school children in primary schools to detect visual defects i.e. long 
sight.  This programme which requires parental consent is undertaken by Public Health 
Nurses as follows: 
 
AREA F REQUENCY CLASSES  COLOUR VISION 
 
Carlow/Kilkenny 

Annually Jun, Sen Inf, 3rd, 5th  5th 

 
South Tipperary 

Ann. Large Schools 
Ann. Small Schools 
If done alternate years 

Sen., 6th  
Every class 
Snr, Ist, 5th, 6th 

5th 

 
Waterford 

 
Annually 

4 yrs, 6 yrs, 9 yrs, 
12 yrs 

6th 

 
Wexford 

 
Annually  

Jun, Snr, 3rd, 6th  

 
Testing Equipment: Stycar and Snellen test cards/wall charts. 
 
Referral is made directly to the Community Ophthalmic Physician when findings are in line 
with referral criteiria i.e. findings of 6/12 or worse in one or both eyes. 
 
Proposal/Recommendation 
To undertake vision testing, throughout the region on children in Junior and Senior 
Infants, 3rd and 5th class.  Colour  vision to be undertaken in 5th class. 
 
Outstanding Requirement: Presently there is no facility to feed back on outcome of referrals 
made by Public Health Nurses.   This would prove helpful on two counts; 

• Information to referee 
• and to act as a yard- stick to measure good practice. 

 
Some of the difficulties associated with the school programme are as follows: 
1. Presently a child’s record is used to record outcome of vision tests in schools. 
2. These cards are filed in central or area offices and are pulled when school/class lists are 

submitted to administrative staff. 
3. Cards must then be collected by the Public Health Nurse and brought to the school, 
vision result inserted and brought back to office and filed.  An ophthalmic referral card is also 
written by the Public Health Nurse for each child in need of referral. 
 
All this takes an inordinate amount of time and requires considerable administrative and or 
nursing personnel resources. 
Waiting lists, referrals and reviews are presently kept in paper files.  This does not allow for 
easy follow-up or retrieval of information. 
 
Proposal/Recommendation 
Develop I.T. package that will provide a printout of the names of children as they are 
submitted from the school.  This can be used to record the test result and provide information 
on referrals and outcomes. 
 
 



 
 
 
Adult Clinics 
 
The Public Health Nursing service arranges for the attendance of nursing personnel at 
Community Ophthalmic Clinics throughout the region.   Funding arrangements for this 
service have never been put in place and it involves considerable expenditure on an annual 
basis out of nursing budgets. 
 
 
AREA CENTRES FREQUENCY SESSIONS HOURS STAFF  

 
Car./Kiik. 2 4 days weekly 8 28 R.G.N. X 4 
Tipperary
  

2 4 days weekly 8 28 R.G.N. X31/2 
P.H.N. X 1/2 

Waterford 2  4 days weekly 4 12  P.H.N. X 3 
R.G.N. XI 

Wexford
  

4 4 days weekly 8 28 R.G.N. X 4 

      
    
  
Proposal/Recommendation 
This service should be identified as a nursing service specific to ophthalmic services on 
budget printouts. 
Consideration should be given to providing more out reach  clinics to facilitate attendance 
and 
reduce level of travel for patients.           
 
Post Surgical Discharge. 
A nursing service is also provided for patients living alone without any support following 
discharge from hospital further to cataract surgery having been undertaken.  Many of these 
people require drops to be inserted on a daily basis for a period of 2 to 4 weeks including 
week ends.  This has considerable cost implications for the nursing service. 
 
Proposal/Recommendation   
Hospitals to educate relatives or other carers to undertake procedures or the employment of 
non -nursing personnel. 
 
 
Services for Elderly People 
 
In the course of home visiting to elderly persons over 75 years of age Public Health Nurses 
determine visual acuity as recommended by Dr. John Gibbons, Consultant in Medicine for the 
Elderly. 
Using glasses where applicable: 
a. Able to read newsprint = good, 



b. Able to count 5 fingers at a distance of 5 feet = poor, 
c. Unable to count 5 fingers at distance of 5 feet = functionally blind. 
 
Patients at b & c are referred to their family doctir if not already attending ophthalmic 
services. 
 
Education/Training 
 
Annual training updates are arranged for Public Health Nurses in association with the 
Community Ophthalmic Physicians and Orthoptist.  Ongoing feed back is vital to ensure that 
a standard of service is being provided in accordance with the criteria and that inappropriate 
referrals are not being made. 
 
 



Does your baby see well? 
When testing how well your baby sees, you need to make sure you do not make any sound. 
 
 
By 2 months? 
Does he/she look at you, follow your face, smile back? Yes  No 
Do you think he/she has a squint?    Yes  No 
Does he/she turn towards the light?    Yes  No 
Does one or both eyes water a lot?    Yes  No 
 
 
By 6 months? 
Does he/she look around with interest?   Yes  No 
Does he/she try to reach for small objects?   Yes  No 
Do you think he/she has a squint?    Yes  No 
Does either eye water a lot?     Yes  No 
Are both his/her eyes bright and sparkling?   Yes  No 
 
 
By 9 months? 
Does he/she poke and rake with hands, 
very small objects such as smarties or cake decorations? Yes  No 
(She may be able to watch a toy falling off the table). 
Does she have a squint?     Yes  No 
 
 
By 12 months? 
Does he/she point to things he/she wants?   Yes  No 
Does he/she recognise people he/she knows 
when they come into a room, before they speak to her? Yes  No 
 
 
If you are worried about your baby’s eyes at any age, seek advice from your Public Health 
Nurse.



 


