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Overview

• Recent changes: NIPEARS, Optoms EC referral form, Appointment based EC, 

Telephone triage

• Telephone referrals: sources, how many calls, outcomes

• Pathways

• Challenges

• Feedbacks

• Interesting cases

• Forward plans



NI PEARS

• Northern Ireland Primary Eyecare Assessment and Referral Services

• http://www.hscbusiness.hscni.net/services/nipears.htm

• Can we get a QR code please !

• The interface between primary care has benefitted greatly from this scheme.

• Patients benefit most of all.

• Improvements to the scheme should come with time.

http://www.hscbusiness.hscni.net/services/nipears.htm


Optometry Eye Casualty referral form



Appointment based Eye Casualty service

• Total of 30 slots: 15 morning slots and 15 afternoon slots

• Can change in the future



Telephone triage setup

• Triage proforma – documentation 

• Forced into it with Covid19, main objective was 
to safely limit/reduce patients visits to hospital 
facilities including EC and ED

• Home access (desktop, ECR and symphony)

• Doctor triage: level/experience, consultants 
input.



Calls

• Timeframe: started 23/03/20 - present
• Sources of referrals: Optoms, patients, GP, others (orthoptists, nurses, wards and A&E)
• Optom referrals should be the most reliable for triage: having similar equipment, look at eyes for a 

living!!

• How many calls per day:
 Slow start: mean 14.7 (range 3 – 29) - Early April 2020
 Increased gradually: mean 23 (range 6 – 32) late April 2020
 Continues to steadily increase: estimated mean ~25 – May 2020

• How many calls in total:
 30.03.2020 to 30.04.20: 545
 01.05.20 to 26.05.20: 398
 Total: 943



Calls

• Outcomes: 

 Advised visit local Optom – majority of self-referrals

 Advised management by phone +/- follow-up with Optom

 Referred to / Discussed with relevant subspecialty 



Attendances

Performance indicators: ED vs EC in RVH

Month & Year Nov-19 Dec-19 Jan-20 Feb-20 Mar-20 Apr-20 May-20

ED 
attendances 8173 7795 7979 7640 5927 6101 8600

EC attendances 1464 1252 1444 1384 937 472 427



Attendances

Performance indicators: ED vs EC in RVH

A&E / ED EC

April 2019 8440 1681

April 2020 6101 472

Difference -2339 -1209

A&E / ED EC

May 2019 8407 1554

May 2020 8600 427

Difference +193 -1127



Why was the eye casualty so busy?
RCOphth website

• The reason why hospital eye casualty or urgent referral clinics are so 
busy is not because they see a high volume of complex or sight-
threatening eye problems, 

• Many of the minor conditions are painful or alarming for patients, who 
understandably expect to be seen urgently.

• Community based services may not have the capacity to offer 
next/same day and overnight services.



Pathways

EC telephone reviews



Pathways

Eye Emergency Referral Centre (EERC) telephone 

and E-triage:



Pathways

Diplopia pathway:



Pathways

Eye Emergency Assessment in Primary 

Care (work in progress…)



Pathways

• Binocular diplopia: suspected microvascular CNP – direct Orthoptics review

• Paeds: direct review by POPCC (changed recently)

• Papilloedema pathway

• Neuro-Ophthalmology: example Non-arteritic AION



Challenges of telephone triage

• Patient safety

• Who should telephone triage?

• Training benefit?

• Increasing numbers – especially after recent changes

• Feedback re-outcome: ECR generated letter?

• Areas of improvement: record keeping, follow-ups

• Clinic referral: time consuming at present…



Feedback
From: Michael Coates <micoates@yahoo.co.uk>
Date: 13 April 2020 at 20:59:44 BST
To: "simon.bond3@btinternet.com" 
<simon.bond3@btinternet.com> 

Subject: Re Dr Youssef 

Hi Simon, 

Had a 73 yr old px on the phone today, recent onset 
diplopia. Spoke to Dr Youssef who triaged my call and then 
phoned the px and triaged/dealt with him accordingly. Very 
impressed with how I and the px were treated.

Please pass on my thanks. This is how a system “should” 
work. 
Hope all going well for you. 

Regards
Michael
Sent from my iPad 

From: Michael Coates <micoates@yahoo.co.uk>
Date: Wed 27/05/2020 17:09 BST

Hi Adham,

It was great chatting to you earlier about improving the sharing 
of Optomap and Oct images within the referral pathway.

I have practices in Coleraine, Clogher and Coalisland which have 
the Optomap. The model we have is the Daytona Plus which 
allows a red/green laser image (100% red examining the 
RPE/Choroid structures and 100% green the neural retina.) The 
auto fluorescent image examines the functionality of the RPE 
layer with the excess production of Lipofuscin causing 
hyperfluorescence and dead tissue showing Hypofluorescence.

I have checked and we can easily export our images from our 
secure Hscni.net email address to your .net address.
You are very welcome to visit any of my practices to see it in 
operation and use it.
My mobile no is 07872500605

The following Optos video is excellent.
https://www.optos.com/ELC/

https://www.optos.com/ELC/


What could you potentially see in NI PEARS
• Red eyes: 

- acute angle closure glaucoma
- infective endophthalmitis
- orbital cellulitis 
- Trauma: abrasions, corneal foreign bodies, closed and open globe injuries
- “the –itises”: (blepharitis, conjunctivitis, uveitis, keratitis and scleritis) 

• Blurred vision / loss of vision
- CRAO, CRVO
- AION: non-arteritic or arteritic
- Optic neuritis
- Diabetic retinopathy: vitreous haemorrhage, DMO
- Central Cerous retinopathy
- AMD
- Cataract

• Flashes / Floaters
- Retinal tear / Retinal detachment

• Diplopia: monocular or binocular



Cases



Interactive Cases
Questions



Interactive Case 1

33 year old man out cycling (with safety specs on) 
and wanders if something hit his eye. Initial feeling 
is that he will have abrasion or corneal FB.
History reveals he’s a contact lens wearer.

On examination VA mildly reduced left eye with 
glasses. Normal IOP. Injected photophobic painful 
eye with small white dot at 7 o’clock aspect of left 
cornea.



Interactive Case 1

Do you 
A. Advise lubricants and abstain from contact lens wear for 1 week.

B. Commence on topical chloramphenicol and discharge, patient to think about new glasses 
sometime in next 6 months

C. Ask patient to remove lenses and review in 48 hours to see if improved, antibiotics are not always 
the answer

D. Document findings, call eye casualty for appointment / advice, advising patient not to bin lenses 
and case



Interactive Case 1

Contact Lens related Keratitis
Off axis <1mm contact lens related keratitis
Refer eye casualty for advice and appointment.

Take home messages
• Always ask patient with sore red eye if they are a contact lens wearer. History taking essential.
• Not often a problem for optometry colleagues … but big issue with A&E / GP.
• Off axis small contact lens related keratitis should respond to topical antibiotics Ofloxacin will give 

cover for pseudomonas. Scrapes will be needed for larger infiltrates or on axis infiltrates.
• Send contact lens case and solution / contact lens with patient if sending to eye casualty, as often 

these help differentiate commensal from pathogen



Interactive Case 1

Remember: These are also examples of CL related keratitis



Case 1

On phone:

• A&E doctor in Antrim called

• 54 years old lady, hyperthyropid, painful eyes past few weeks

• Presenting with: Proptosis, Diplopia, unilateral Subconjuctival Haemorrhage

• VA 6/6 both eyes, clear corneas, pupils RR, normal colour vision.

Provisional diagnosis: ?







Thank you for the pictures, it was very helpful in making a decision with this patient 
management.

I just wanted to give you some feedback; the patient had a 1.5mm corneal ulcer, with some 
anterior segment activity and significant conjunctival inflammation (not subconj hge). 
Diagnosis is microbial keratitis - impending corneal abscess.

I understand you don’t see much of Ophthalmic patients in A&E, and I’m certainly not 
expecting a full ophthalmic assessment. I am however concerned that there were some 
not fully accurate finding relayed over the phone, such as:
1- Vision acuity (VA): it was down to 6/9.5 in comparison to 6/5 in the good eye.
2- there is Conjuctival injection not subconj haemorrhage.
3- She had blurred vision not diplopia (I appreciate it’s quite difficult to get that with this 
patient - but when I asked her to tell are there 2 images beside each other rather than 1, she 
said she feels she can see a shadow, not double, which is secondary to the corneal ulcer).

It is very difficult to make up a provisional diagnosis when I’m reassured about the 
vision acuity and absence of corneal pathology, so reflecting on this case, I would 
advise please examine ocular surface with any acute red eye patient presenting to 
A&E. Staining cornea with flourescin is vital. VA is also essential (like mentioning 
pulse and BP when a patient is referred to cardiology).

I hope the above is not taken as a critique, I am just giving you a constructive feedback as the 
above findings were mostly seen from the images as soon I’ve viewed them - especially the 
corneal ulcer which was missed on your referral.

Many thanks
Adham

Hi Adham ,

I greatly appreciate your feedback email ...
Shows a quite high level of professionalism and 
is extremely helpful when we lack similar cases 
in ED similar to the above named patient ...

Obviously calling you on the phone In the first 
place and ask for your advise showed that safe 
medicine is the wanted item ...

I am glad that this patient had the necessary 
referral outcome and the preferred treatment 
....

I will definitely use your email as a guide for 
future similar cases ..

BW



Interactive Cases
Questions



Interactive Case 2

Presenting Complaint

It’s 17:00 on Friday night, 65 year old accepted as NIPEARS appt complaining of flashes and floaters left 

eye. Few days duration, “net curtain” across vision, flashes worse at night. 

History, Myope -4 RE, -4 LE. No trauma

Examination:

Corrected VA 6/6 RE, 6/9-2 LE (Was 6/5 BE last visit) 

White, quiet, phakic eyes. Normal IOP. 

Dilated with Tropicamide 1% and phenylephrine 2.5%. Weis ring present, some red cells floating in the 

vitreous, small line of blood inferior retina/vitreous face. 

No retinal tears, break or detachment seen.



Interactive Case 2

Do you

A. Reassure patient that they have had a posterior vitreous detachment, but you can see no tears 
breaks or detachment and they should come back to see you in 12 months for up to date 
refraction.

B. Ask patient to rest at home and review them back in your practice on Monday morning when your 
colleague is also in.

C. After calculating the BERT score (7 in this case), call eye casualty and request appointment within 
24 hours to exclude retinal tear.

D. Send patient to main A&E RVH with letter stating flashes and floaters, suspect retinal detachment 
must be seen tonight.



Interactive Case 2



Interactive Case 2

BERT Score
EYE June 2020, The BElfast Retinal Tear and detachment Score (BERT Score) 
Authors: McCullagh, Higham, Best

The significant risk factors, symptoms and signs were identified then given a number related to their importance: 
male sex 1 myopia 1
blurred vision 2 shadow 2
vitreous haemorrhage 3 tobacco dust 4.

The scores were summed and a total score > 3 was more likely to be a complicated PVD. 

Sensitivity of the scoring system was 90% (confidence interval (CI) 68.3–98.8%), specificity 80% (CI 73.2–86.9%), 
positive predictive value 40% (CI 25.7–55.7%), and negative predictive value 98.26% (CI 93.9–99.8%).



Case 2

On phone:

• Self referral

• 36 years old, blurred vision, aching, feels like recurrence of anterior uveitis.

• Background: Ankylosing Spondylitis, multiple recurrent AAU and seen few times in 

EC.

• Advised request repeat prescription of topical steroids from GP, taper down drops 

and arrange review by local Optician. 



Case 2

Presented to EC 3 weeks later:

• No improvement in VA, got worse.

• Has not seen local Optician.

• OE: Rhegmatogenous RD



Interactive Cases
Questions



Interactive Case 3

Presenting Complaint

Call to practice at 09:00 am, 73 year old Patient woke this am and notes vision in left eye reduced ++. 

“Eye white, no pain” Otherwise “feeling well”

You arrange NIPEARS appointment for that day.

History: Poor general health, on blood pressure tablets, diabetic, no previous eye surgery, glasses 5 

years old +, minimal Refraction.

On examination: Bilateral white eyes, with normal IOP. Lens opacity present, but good view to fundus 

on dilated exam. Left eye has intraretinal Hb all 4 quadrants and mildly swollen optic disc. Right fundus, 

slightly dilated and tortuous veins.



Interactive Case 3



Interactive Case 3

Do you

A. Advise patient they have had a blockage to the blood supply at the back of the left eye and you’re 
going to send them urgently to eye casualty.

B. Advise patient they have had a likely CRVO and should go to the GP for an “MOT” to ensure 
secondary risks factors are addressed, arranging for them to come back for review to check for an 
RAPD to decide on plan

C. Advise patient to go to nearest A&E for immediate assessment of BP +/- referral to 
Ophthalmologist dependant on outcome of that.

D. Advise patient they have had a CRVO and need GP appointment for an “MOT” to include BP. 
Referring to CRVO service, Fairview MIH.



Interactive Case 3

• Retinal vein occlusion referrals can me made directly to the macular service.

• We are happy to review images via our “email a photo service” to help with decisions where the 
plan may not be as clear cut as this one.

• Referral should include the following information:

• BCVA in each eye. Actually this is the most useful indicator of ischaemia, probably!

• estimated time of onset

• IOPs

• any signs of ischaemia: CWS, iris or retinal NV, vitreous haemorrhage

• and whether there is Macular Oedema



Interactive Case 3 – CRVO information leaflet



Case 3

Telephone triage – call from Optom:

• 59 years old lady, never been to an Optician before

• Presenting with sudden drop in vision in the right eye, longstanding loss of vision in 

the left eye – she never considered seeking medical attention as she managed with 

her right eye.

• OE: 
• HM vision Bilaterally

• ~ -8 Myopia when refracted by Optom (never used specs)



Case 3

Fundus



Case 3

Provisional diagnosis: CNVM (likely Myopic, but nAMD is a deferential)

Question: Does this patient need to go through Eye casualty?!



Case 4

• Telephone triage: a patient calls

• 68 years old, very anxious, shielding, daughter is GP and advised her to contact EC. 

• Background of left corneal transplant (underlying keratoconus), left NLD 

obstruction + epiphora. LE is better seeing eye.

• Sudden onset left red eye. Mild discomfort.

• Initially advised to go to NIPEARS or arrange EC appointment – declined due to 

COVID19 pandemic.



Case 4

Requested the patient to send 

images on EERC



Interactive Cases
Questions



Interactive Case 4

82 year old had a “sore right eye all night” calls your practice at 11 am. Last had update of specs 9 

months ago. Describes sticky discharge, vision “blurry” and eye sore. Quite vague on phone and didn’t 

want to bother her son as he was at work.

You have a full diary but you triage on phone and decide to offer NIPEARS appointment that evening as 

you’re not sure what's going on.

History revisited when patient arrives at 16:30. Uncomplicated Cataract surgery 1 week ago in 

Downpatrick. VA 6/36, red sticky eye with small hypopyon.

You call eye casualty as this looks very like endophthalmitis … but its 17:15 and the phone isn’t being 

answered. It goes to answer phone.



Interactive Case 4



Interactive Case 4

Do you

A. Leave a message with full contact information for you and the patient and advise the patients son 
to bring her to the hospital when she is contacted to do so.

B. Phone the hospital switchboard and ask for the eye doctor on call to discuss where and when the 
patient needs to be seen.

C. Leave a message and ask patients son to take her to main A&E urgently from where they can get in 
contact with the eye Doctor on Call

D. Phone the hospital switchboard and ask to be put through to eye casualty, where the phone is yet 
again unanswered, but you leave a message this time, and send patient to main A&E.



Interactive Case 4

Take home messages

• Thorough history for any patient should include recent surgery question

• We will do our best to answer calls in eye casualty, and are working on improved solutions. BUT this 
is a rare and blinding condition and there is always an eye Doctor on call via switchboard. 
Occasionally switchboard will put you through to the ward, they will get you in touch with the 
Doctor on call for Ophthalmology.

• We are still a service for sight threatening emergencies and can be accessed as so for the very rare 
emergencies such as endophthalmitis.



Case 5 Breakdown of Telephone triage

2 cases referred by telephone over single weekend, same referral source.

• First patient was referred as a retinal detachment with an inferior elevation in the 

retina and tobacco dust.

• Arranged EC appointment same day.

• Diagnosis: vitreous synerisis. No tobacco dust, Flat retina, No RD.



Case 5 part 2

• The second referral was of a CL related corneal ulcer. 

• Triage team specifically told over the phone 
 1mm central corneal ED with associated infiltrate and, 
 another smaller ED same eye paracentrally. 

• The Doctor was assured that both were present and that this was definitely an ulcer. The eye was 

injected and painful. Opportunity for emailed photo not used.

• The patient had been seen 2 weeks previously by another optom in the same practice, but the eye 

looked worse on this most recent review.

• The patient attended eye casualty same day with no ED and no infiltrate. There were SPKs and 

blepharitis exacerbated by CL overwear. The eye was white and the VA was 6/6. 

• The patient says that the Optom told her that she “did NOT have an ulcer”



Case 5 Discussion

• Successful triage is a 2 way street

• Caution
 Mis-referral where the correct terminology is used to trigger an eye casualty appointment but often with 

no pathology to match the referral  problems with trust  constant incorrect referrals may result in a 

patient coming to harm as a result of delayed or non-presentation if a referral is not taken seriously.

• Eye casualty is still taking responsibility of all patients discussed, accurate 

information would help decide an appropriate management plan.



Planning forward

• Optoms and A&E training: e.g FB removal

• A&E staff training – improving communication

• Pathways: further development

• Proformas.. The more the better

• IT resources

• Feedback re final outcomes



Thank You..
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