OPHTHALMOLOGY TRIAGE SYSTEM

OPHTHALMIC ACUTE REFERRAL SERVICE (OARS), AINTREE UNIVERSITY HOSPITAL


The following is a guide to Aid referral and indicates the triaging process that will be applied by the senior nurses taking the calls. You may feel that your patient does not fit neatly into one of these slots, please highlight any mitigating circumstances that may indicate more urgent referral
All non-routine ophthalmic referrals to:  0151 529 0186
	
	ASAP1
	under 12 hours 

(same day)
	under 24 hours

(same or next day)
	under 3days
	Clinic
	Nurse-led

	Trauma
	· Chemical injury2
· Laceration to eye

· Disorganised eye (globe rupture)

· History of significant trauma with sight loss

· Possible orbital or intro-ocular FB / high velocity injury3
	· Lid laceration 

· Significant blunt trauma
	· Other trauma 
	
	
	

	Vision
	· Sudden complete loss of vision less than 12 hours
	· New or increase in flashes or floaters AND decreased vision (blurred or field defect)
· Curtain-like loss of vision

· Cloudy vision or haloes with pain

· New onset double vision4
	· Sudden loss of vision more than 12 hours but less than 1 week

· Haloes no pain

· Repeated episodes of transient loss of vision
	· Distortion less than 1 week

· Other sudden change in  vision more than 1week but less than 4 weeks
	· New or increase in flashes and/or floaters no change in vision (see OARS or clinic within 2 weeks)

· Change in vision more than 4 weeks 


	


	
	ASAP
	under 12 hours 
	under 24 hours


	under 3days
	Clinic
	

	Eye Pain, inc photophobia 
(1 = none, 10 = worst ever)


	· 7-10

· No relief oral analgesia
	· 5-6

· No relief oral analgesia
	· 4-7 and relief with analgesia

· Waking at night or unable to sleep
	
	· 1-3 
	

	Lids
	
	· New onset droopy lid

· Swollen + red lids with decreased vision
	· Swollen + red lids and normal vision
	· Puffy lids (not red or tender)
	
	

	Cornea / conjunctiva
	· Cloudy cornea and red eye
	· Corneal haze or opacity and red
	· Clear cornea, red around limbus
	
	
	

	Anterior Chamber
	· Hypopyon


	· Hyphaema

· IOP over 40

· IOP 30-39 (Symptomatic: Haloes around lights; Pain)

	· Abnormal pupil and visual symptoms

· Papilloedema
	
	· IOP less than 29

· IOP 30-39 (Asymptomatic; Normal pupil responses)
	

	Post-operative patients
	· Increasing eye pain 

· Worsening vision


	
	· Discharging wound
· Post-op squint much worse than pre-op
	
	· Squint patients with double vision, squint persists, red eye – re-assure and see as planned
	

	Miscellaneous
	
	
	· Herpes zoster ophthalmicus
	
	
	


1.  ASAP:  These patients who are genuine emergencies should be instructed to attend immediately and should be seen by the OARS doctor as a priority. If no OARS clinic is running then the on-call doctor should be informed.  If they are unable to attend immediately then any doctor in clinic can be approached, as is the current system.

2.  All chemical injuries should be advised to irrigate eye immediately, then come straight to hospital.

3.  This category will be monitored.  If over-prioritisation of non-urgent trauma regularly occurs, it will be revised

4.  This will also be monitored, possibly sub-dividing into vertical and horizontal later.

General Notes 
a) All genuine emergencies which need immediate attention should be seen ASAP, by the on-call or clinic doctor

b) Headache alone, even if tender temples, without visual symptoms, to be seen by GP or main A+E.

c) Highest category symptom takes priority e.g. cloudy vision with haloes and pain is less than 12 hours, unless pain is 7-10 which makes it ASAP.  Likewise if non-urgent eye symptoms and more acute general health symptoms, patient to be seen first in main A+E.
d) Patients should be referred to the eye clinic (x0186) 9-5 Mon-Fri and via switch to the on-call ophthalmologist at other times, who will arrange an appointment.  
e) The ophthalmologist will assess the patient and if necessary arrange orthoptics, at the same time if urgent or book as appropriate
The following apply

1.   If the patient has already been fully assessed at another unit by an ophthalmologist then there is no need for us to re-screen, OMFS should obtain the eye notes from other unit.  We will see the patient if they have ophthalmic problems which need on-going care or the previous assessment was incomplete.

3.     The general guideline is that we will see a patient out of hours if the acuity is significantly reduced and the patient is c/o a reduction (i.e. not long-standing poor vision), otherwise they will be seen in the next A+E session

4.     We will also see any patient out-of-hours if there are other urgent reasons 

5.     The ophthalmologist will decide if orthoptics is also required, there is no indication for a Hess chart if the motility examination is normal

	Patients Name
	Date of Birth
	Affected Eye
	Unaided Vision
	Corrected Vision
	Pinhole
	Signs
	Symptoms
	Duration

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


I 

	
	(Signature)
	(Date)


Request that My Optometrist

(Details)

Be informed as to the diagnosis of my condition, the treatment/management plan and receives copies of any letters sent to my GP

