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The management of children with amblyopia
and strabismus is controversial. There are
questions with regard to screening, should it
be at three or five years of age, who should
do it and using which test of visual function.
Who should carry out the diagnosis and who
should do the follow-up and management and
for how long?

Aside from the question of whether or not
treatment works,1 there are many instances
where treatment fails and several studies
document poor compliance with occlusion
regimes.2 Wickham et al3 have described a
snapshot of management of strabismus and
amblyopia in the UK. Practice varies widely,
constrained by staff availability, funding and
geography but also tradition and habit. The
authors have identified areas of weak practice
such as high rates of follow-up for clinically
normal children. In some areas such as the
use of logMAR charts, there is supportive
evidence which is being ignored but in many
areas evidence, such as the choice of the
optimum test for visual acuity at different
ages and whether management by an
orthoptist and optometrist team, including
fundoscopy and refraction, is both safe and
cost effective, is simply not available to justify
practice. It is helpful that the authors have
described their own protocol as this can
provide a useful starting point for debate but
it would be useful also to have more detailed
guidelines from one of the professional bodies
to outline best practice.

As the authors say, many papers have
shown that LogMAR-based tests are superior

for all acuity testing, especially in children
where the old-fashioned alternatives are
comparatively insensitive. For children too
young to be able to manage LogMAR tests (ie
below 2.5 or 3 years in some cases), however,
it might be preferable to increase awareness of
the weaknesses of existing tests so that their
results are applied properly, rather than
abandoning all forms of VA testing in
toddlers, as some useful information (medium
to gross disparity between the eyes,
development of VA with age or treatment)
can still be gained from PL or Cardiff Cards,
beyond that given by ‘objection to occlusion’.
This is not to say that VA tested by these less
reliable methods in younger (�2.5 years)
children should be a reason for follow-up in
the absence of a family history of strabismus
or any refractive error, as the risk of
subsequent strabismus or amblyopia for such
children is very low. Firm data to quantify
this risk would be useful, not least in order to
advise and inform parents.

The confidence with which a child may be
said to be too young to have their vision
tested reliably also depends to some extent on
what ‘safety net’ is available to detect
problems later. The UK National Screening
Committee’s interim recommendations4 that
all children should have a vision check by an
orthoptist between the ages of 4 and 5
acknowledge the importance of appropriate
training and standards for vision testing. Such
a programme could provide an ideal
opportunity for the piloting and establishment
of national standards for vision testing,
referral and management protocols for
children of this age with strabismus and
amblyopia, with subsequent ‘working
backwards’ towards agreement for younger
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children. The relevant Colleges are ideally placed to
lead the way in this. Wickham et al’s paper provides a
useful overview of the current variability in practice
and highlights this challenge to paediatric
ophthalmology.
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