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Glaucoma screening

Sir,
I read with great interest the paper by
Sheldrick and Sharp on glaucoma screen-
ing that showed the value of non-specialist
screening of a whole practice population
aged 55 years and over.'

In our large study we also found that
the rule of halves apply- only half of the
true glaucoma cases are currently dia-
gnosed. We also found that field testing
could not be selectively performed on
only those with high intraocular pressures
(>22 mmHg) without unacceptable loss of
sensitivity.

Unlike Sheldrick and Sharp, we found
Damato oculokinetic perimetry (OKP)
useful and reliable. We were able to per-
form OKP testing in nearly 1700 patients
aged 55 years and over with only 83
patients (approximately 5%) unable to
complete the test. This compares with
10% who were unable to complete the test
in Sheldrick and Sharp's study.' More
importantly, only 12% of our patients
completing the OKP and Pulsair (air puff
tonometry) screening needed further
assessment, compared with 25% in the
OKP phase of the study by Sheldrick and
Sharp.'

Sheldrick and Sharp referred all 115
patients, falling into categories defined by
Vernon and colleagues2 for hospital
assessment but 65 of these were found to
be normal. In addition, only two cases of
cataract were found. Of our 80 referrals to
hospital, only six were normal. Their high
false positive rate may reflect the very
high sensitivity of the Humphrey visual
field analyser, and the learning curve
patients show on retesting.3 With adequate
explanation, good illumination and atten-
tion to patient eye movements, the OKP
chart has shown its value in screening in
other settings.46 A visual field defect
identified by OKP is less likely to disap-
pear on retesting or to be trivial. Although
less sensitive, OKP had advantages in our
study of being quicker and cheaper and of
having a lower false positive rate (and to
date no false negatives).

Oculokinetic perimetry testing enabled

full screening involving relevant history,
Snellen acuities, Pulsair tonometry and
OKP testing of both eyes to be done in
6-12 minutes (mean 8.8 minutes) by a
non-specialist practice nurse. The
increased speed of testing and the reduced
capital costs involved in using OKP rather
than Humphrey visual field testing makes
this type of screening more feasible and
less costly than the method used by
Sheldrick and Sharp. Our finding of 19
new cases of glaucoma added to the 17
known before the screening programme
compares with Sheldrick and Sharp's 14
new cases added to 11 previously known.
We also found 12 cases of ocular hyper-
tension and 24 cases of cataracts causing
visual field loss.
The need for cost effectiveness is

heightened by the ending of funding of
health promotion clinics. Practices may be
unable to justify the capital investment
required for glaucoma screening suggest-
ed by Sheldrick and Sharp or the time
spent by nurses in screening. Our work
suggests that comparable results can be
obtained more cheaply and quickly using
OKP field testing combined with Pulsair
tonometry.
The more fundamental question of how

whole populations can be actively
screened for glaucoma by optometrists
who have the skills and the equipment but
no age-sex registers remains unanswered.
Cooperation between family health ser-
vices authorities, optometrists and hos-
pitals could improve the chances of early
diagnosis for this blinding condition. Until
this happens, our patients are fortunate in
benefiting from low cost general practi-
tioner based screening using OKP.
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Differentiating minor from
serious illness in infants

Sir,
The study by Holme (February Journal,
p.65), reports that between 67% and 99%
of infants' health problems were managed
by parents without health visitor or gen-
eral practitioner consultation. In assessing
the severity of illness in infants there
could therefore be value in using a tool
that incorporates physical signs as well as
symptoms. 'Baby check' devised by
Morley and colleagues' is such a tool and
has been reported to help identify serious
illness before sudden infant death.2
Acceptability of its use was demonstrated
among a sample of parents biased towards
the higher socioeconomic groups.3
We have recently carried out a study

(supported by a grant from the Clare
Wand Fund of the British Medical
Association) in our own practice, which is
located in a deprived area of west Belfast.
We identified 55 mothers of babies aged
under six months. Two mothers declined
to participate and 19 could not be contact-
ed; the remaining 34 mothers agreed to
participate. They received an information
booklet and agreed to complete the baby
check card for symptoms and physical
signs in their babies once a week for four
weeks and were subsequently interviewed.
No difficulties were reported in observing
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