
This session is a response to your requests for some further 
ophthalmology teaching and discussion.

You should feel free to interrupt and to ask any question that comes to 
mind during the session. I want to address your agenda, not mine. You 
should not regard any question as too daft to ask. This is a safe, non-
judgemental environment.

You wanted to cover a lot of ground but unfortunately this wonôt be 
possible in todayôs 1hr lecture format. Nevertheless Iôve distilled some 
essentials and I am open to the possibility of further sessions, including 
more single topic practical workshops in the future, if youôd like.

If anyone would like an electronic copy of this presentation then please 
could they email Paula Wright who oversees and co-ordinates these 
sessions. I understand that it can also be made available on the 
website. Any queries/errors/comments in respect of content can be 
addressed to me, preferably via Paula so she can keep track of any 
omissions/changes/corrections.

Alan Whitmore, March 2008
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Your verbal and email feedback suggested that you were interested in 
learning about things that were relevant to everyday general practice and that 
fitted into a 10 or 15 minute consultation format. Specifically:

ÅHow to recognise common eye problems that could be treated in general 
practice and how to identify those that needed referral to an eye specialist.

ÅIn order to be able to do this consistently you wanted:

ÅHints and tips on how to examine the eye

ÅAdvice on history and signs that were diagnostic of the 
common conditions

ÅA discussion of pitfalls and ñred flagò signs whose presence 
warrants immediate referral, irrespective of whether you are 
sure of the diagnosis.

ÅHow to manage the common problems in a systematic and, if possible, 
evidence-based way.

ÅIn order to do this you wanted:

ÅMy opinion on the best sources of  ophthalmology information 
relevant to general practice

ÅMy advice on your specific questions, based on my previous 
ophthalmology experience.

ÅHow to present a patientôs case in the best possible light to gain appropriate 
access to an ophthalmology opinion, especially out-of-hours.
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ÅHow to use the ophthalmoscope to look at the front of the eye and a 
practical example: assessing the tear film

ÅHow and when to put in drops (fluorescein, anaesthetic, dilating)

ÅA list of common things you should be able to deal with in general practice

ÅA discussion of diagnostic symptoms and signs relevant to those common 
things

ÅRecommended Web resources for management of common things

ÅRed and yellow flag symptoms and signs

ÅCommon pitfalls and omissions

ÅEye jargon ïwhat the hellôs a limbus?

ÅHow to sell to on-call ophthalmologists ïan interactive game!

ÅTime for questions and discussion

ÅA handout of this presentation
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Not many people know this, but you can get a very good view of the 

front of the eye (and even small skin lesions anywhere on the body and 

eyelids) by using a big ñplusò lens on your direct ophthalmoscope. In 

practice this usually means about +20 on the dial (black letters usually).

This will give you a magnified image in focus at 5cm (if you are wearing 

your spectacles or contacts or have normal vision).

When examining the outside and inside of the lids, the conjunctiva, the 

cornea, iris and lens you should always use this setting. If you have a 

blue light (NOT the green (=red-free) setting ) then you can use this 

when you have put in some fluorescein but it is always important to 

look with a white light too since your own acuity is optimal with this 

illumination.

Using the above system you should be able to obtain much of the 

information you need to decide if this is a condition you recognise (and 

can treat), or need to refer (even if you have an idea what it is ïin this 

case you will be able to make a good case to the ophthalmologist).
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This slide is pretty self explanatory.

For some reason GPs are generally shy of putting in eye drops as part of the 
examination but this is usually an essential part of a complete assessment 
and can easily be accommodated within a normal consultation.

Putting in eyedrops is easy and involves asking the patient to tilt back the 
head and look up at the top of their head (so they canôt see you coming!).  
Then, with a fore finger, pull down the lower lid to expose the conjunctival
fornix and squeeze in a single drop.

GPs are fairly frequently sued for failing to distinguish conjunctivitis from other 
causes of a red eye, such as corneal ulceration, and one of the main ways to 
make the distinction is to use fluorescein.

Mixing fluorescein with an anaesthetic prior to instillation is easy and means 
you only need to put in one drop. The anaesthetic usually makes examination 
easier.

On rare occasions, for example if you think you may have seen an 
abnormality on fundoscopy but have a poor view, it is appropriate and 
desirable to dilate the pupil with tropicamide 0.5%. This takes about 15min to 
work so you may need to see a couple of other patients and bring the person 
back in.
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Before we talk about recognition and management of those common 
conditions lets have a practical interlude. Iôm going to get you to pair up with 
the person next to you and you will have a go at putting in drops and using 
the ophthalmoscope in the way Iôve just described to make a useful 
observation.

First you can practise mixing the fluorescein with some local anaesthetic, then 
you can practise putting it in your neighbourôs eye in the way I described 
earlier.

Just squeeze the minim and a bead of anaesthetic will appear on the tip. 
Touch this to the fluoret strip and allow it to suck back into the minim by 
relaxing your grip. Do this a few times until the anaesthetic has taken up a 
good amount of the dye.

Then instil a drop into your neighbourôs eye and wait for the stinging to wear 
off. Give them a tissue to hold, and mind your clothes!

Get your ophthalmoscope ready, as described above, and get their eye in 
focus. Then ask them to blink once and then hold the eye open for as long as 
possible. The anaesthetic will help control the urge to blink. You should see a 
nice, even, green reflection (see 1st picture). Count the seconds (this is 
approximate) until the even green film starts to fragment (see 2nd picture). 
This interval is the approximate tear break up time. It is reduced (sometimes 
quite markedly) in dry eye syndrome and in blepharitis/meibomiantitis and will 
help you make a diagnosis.
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Above is a list of the things it would be reasonable for a GP to be able 

to treat without reference in the first instance to specialist help.

We will go through the various treatment options in a short while.

The list seems short but being able to deal with these things will 

probably cover the majority of eye presentations in general practice.

Obviously more things will present to you, either directly, or via the 

GOS18/optician route but you wonôt need to know the management of 

the rest, just recognise that there is a problem needing referral and be 

able to assess how urgently. We will talk a bit about that later on too.
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