
 

Paediatric adnexal conditions: Competency checklist   

Successful completion of this competency will enable the health care professional (HCP) to 

assess specified adnexal patients autonomously with the Paediatric Ophthalmology service 

Aims and Objectives The Clinician is able to demonstrate supporting knowledge, understanding and has been observed as competent to adhere to the policy for extended role work in the paediatric ophthalmology clinic. The HCP is able to demonstrate supporting knowledge, 

understanding and has been observed as competent to 

effectively examine patients with x specific diseases/low 

risk diseases/high risk diseases in the adnexal 

subspecialty of the paediatric ophthalmology service 

Training Prerequisite Prior to this assessment the practitioner has successfully 

completed the following: 

Attended teaching/training or undertaken e-learning 

Observational work based training 

Background reading, learning and theory portfolio 

produced for x specific or all adnexal diseases ‘ 

Your Responsibility All staff should ensure they keep their knowledge and skills 

up to date through local policies, standard operating 

procedures and guidance. It is the responsibility of the 

individual to work within their own scope of competence 

relevant to their job role and follow their professional bodies 

Code of Conduct. 

 

Employee  signature/print name:  ……………………………………………………………………………….. 

 

Assessor signature print name: …………………………………………………………………………………… 

 

Date: ………………………………………..    

Policies, Guidelines  and Protocols: 

Date policy read by clinician and initials 

Local policies x   

Local policies x  

Local policies etc  

National documents etc  

Paediatric Ophthalmology Policy / 

Guidline Documents 

 

 
 
 
 



 

 
 

 
 
 
 
 
 
  

 
Underpinning knowledge and 

understanding required: 

Date of 

assessment and 

assessor initials 

Local clinical policies or 
guidelines 

 Demonstrates knowledge of x local policy  

 Demonstrates knowledge of  x local policy etc 

 (key policies such as child safeguarding and 
consent) 

 

Knowledge specific to 
adnexal sub-speciality  

 Demonstrates knowledge of adnexal and 
ocular anatomy. 

 Demonstrates knowledge of adnexal disease.  

 Demonstrates knowledge of when additional 
testing is required including imaging 
(photography, ultrasound, CT and MRI), blood 
tests etc. 

 Is aware of any possible red flags and how to 
escalate concerns. 

 

Professionalism  Demonstrates a working knowledge of own 
responsibilities and accountability in relation to 
current policies and procedures as well as 
national standards of professionalism such as 
HCPC, BIOS, GOC and NMC standards. 

 Demonstrates an in depth understanding of 
their duty to maintain professional and ethical 
standards of confidentiality 

 

Performance Criteria 
Date of assessment and assessor initials 

WpBA for adnexal disease 

undertaken and passed 

 

WpBA for adnexal disease 

undertaken and passed 

 

Disease specific caselog 

(10 patients) 

 



 

Paediatric Adnexal Conditions: Workplace based assessment  
 

 

Brief description of case: 

 

 

 

Expectations: Achieved(or 

not applicable) 
Not 

Achieved 

History: Symptoms, duration, past ophthalmic history, medical and birth history, 

medications, family history, allergies, any key questions 

  

Correct set-up/start phase.   

Correct selection of equipment and able to use with confidence:   

Appropriate examination undertaken including as appropriate:  

 Observation of face and lid appearance 

 Assessment of lids including: 
o Position (marginal reflex distance, superior orbital crease to margin, 

palpebral aperture size, lid position on eye movement, in turn, outurn) 
o Function (levator function, closure) 
o Margin (meibomian glands, lashes [position, direction and root]) 
o Assessment lumps and bumps (size, tender, inflammation, mobile etc) 
o Swelling, inflammation, skin changes 

 Assessment of globe position/size 
o Scleral show 
o IPD 
o Globe height/horizontal shift 
o Proptosis (exophthalmometer) 

 Assessment of lacrimal system 
o Punctae 
o Presence or absence of mucocoele 
o Tear strip and drainage 

 Assessment of external eye: 
o Tarsal conjunctiva including eversion of upper eyelids (if appropriate)  
o Bulbar conjunctiva 
o Tear film 
o Limbus 
o Cornea 
o Instillation of topical staining medium/ anaesthesia to assess for dye 

disappearance, corneal staining, topical anaesthesia. 

 Other examination as required e.g pupils, ocular motility, fundoscopy, IOP 

    

Correct documentation of findings.   

Correct investigations e.g. imaging, other tests   

Correct management plan/follow up.   



 

Set-up phase: Clinician ensures room set up and equipment required present and records and test 

results all present. Checks back through referral and notes. Introduces themselves to the 

patient/parents and identifies all parties in the room. Engages effectively with the parents AND child.  

Builds good rapport with the child and puts them at ease before beginning examining phase of 

consultation.  Ensures local infection control policy is adhered to by cleaning hands before interacting 

with patient and also ensuring equipment is cleaned prior to patient use in line with local policies. 

History: Takes a history which is directed at the presenting complaint, ensures medical, birth, 

medications, allergy and family history completed. Asks any important key questions. 

Examination: The clinician selects the age appropriate assessments which will help them to gain the 

best clinical picture whilst minimising distress caused to the patients and parents.  

The clinician carries out a targeted examination ensuring a detailed enough examination is 

undertaken to formulate an appropriate management plan, and also detect any abnormality whilst not 

over examining the patient. The examination is done in a logical order i.e. anterior to posterior 

Appropirate selection and use of equipment, accurate findings.. 

Documentation: Correctly documents findings and plans in sufficient detail so as to inform future 

clinicians of patient’s disease status at the time of the examination and strategy for going forward.  

Record should adhere to local information governance policy and local healthcare records policy; in 

addition all documentation used must be in accordance with professional codes of documentation.  

Records a diagnosis/Impression (working diagnosis). Records a management plan.  

Investigations: Plans, documents and organises suitable tests. Does not over investigate. 

Clinician is able to discuss with family what additional testing is required and the reasoning for this. 

Management: Clinician suggests a suitable management plan for their given level of experience and 

is able to give sound reasoning for the decision taken, and is able to answer any follow-up questions 

posed by parents/ consultant on condition/findings. 

Clinician suggests an appropriate follow-up time taking into account severity of disease and predicted 

impact on vision/impacts on psychological wellbeing. 

Clinician is able to answer queries. 

  

Areas of particularly good practice: 

 

 

Areas for improvement: 

Discussion: 

 

 

 

Actions: 

 

 

 

 

                                                                                                                  Outcome: Pass/ Fail 



 

Paediatric chalazion: Competency checklist -  

Successful completion of this competency will enable the health care professional (HCP) to 

assess specified chalazion patients autonomously with the Paediatric Ophthalmology service 

Aims and Objectives The Clinician is able to demonstrate supporting knowledge, understanding and has been observed as competent to adhere to the policy for extended role work in the paediatric ophthalmology clinic. The HCP is able to demonstrate supporting knowledge, 

understanding and has been observed as competent to 

effectively examine patients with chalazion in the paediatric 

ophthalmology service 

Training Prerequisite Prior to this assessment the practitioner has successfully 

completed the following: 

Attended teaching/training or undertaken e-learning 

Observational work based training 

Background reading, learning and theory portfolio 

produced for chalazion, other lid lumps, blepharitis. ‘ 

Your Responsibility All staff should ensure they keep their knowledge and skills 

up to date through local policies, standard operating 

procedures and guidance. It is the responsibility of the 

individual to work within their own scope of competence 

relevant to their job role and follow their professional bodies 

Code of Conduct. 

 

Employee  signature/print name:  ……………………………………………………………………………….. 

 

Assessor signature print name: …………………………………………………………………………………… 

 

Date: ………………………………………..    

Policies, Guidelines  and Protocols: 

Date policy read by clinician and initials 

Safeguarding policy   

Consenting policy  

Ophthalmology guidelines  

Paediatric Ophthalmology Policy / 

Guideline Documents 

 

Other:   

 
 
 
 
 



 

 

 
 
 
 
 
 
  

 
Underpinning knowledge and 

understanding required: 

Date of 

assessment and 

assessor initials 

Local clinical policies or 
guidelines 

 Demonstrated knowledge for consenting in 
children policy  

 Demonstrates safeguarding and local 
paediatric policy etc 

 Relevant sections adnexal service manual 

 

Knowledge specific to 
adnexal sub-speciality  

 Demonstrates knowledge of eyelid and ocular 
anatomy. 

 Demonstrates knowledge of chalazion and 
related diseases and treatments.  

 Demonstrates knowledge of when additional 
testing is required including imaging 
(photography, ultrasound, CT and MRI), blood 
tests etc. 

 Is aware of any possible red flags and how to 
escalate concerns. 

 

Professionalism  Demonstrates a working knowledge of own 
responsibilities and accountability in relation to 
current policies and procedures as well as 
national standards of professionalism such as 
HCPC, BIOS, GOC and NMC standards. 

 Demonstrates an in depth understanding of 
their duty to maintain professional and ethical 
standards of confidentiality 

 

Performance Criteria 
Date of assessment and assessor initials 

WpBA for chalazion 

undertaken and passed 

 

WpBA for chalazion 

undertaken and passed 

 

Disease specific caselog 

(10 patients) 

 



 

Paediatric Chalazion:  Workplace based assessment  

 

Brief description of case: 

 

 

 

Expectations: Achieved (or 

not applicable) 
Not 

Achieved 

History: Symptoms, duration, past ophthalmic history, medical and birth history, 

medications, family history, allergies, any key questions 

  

Correct set-up/start phase.   

Correct selection of equipment and able to use with confidence:   

Appropriate examination undertaken including as appropriate:  

 Observation and temperature to check child not unwell if signs of inection 

 Observation of lids, face including for skin conditions 

 Assessment of lids including: 
o Ptosis 
o Margin (meibomian glands, lashes [position, direction and root]) 
o Assessment lumps and bumps (size, tender, inflammation, mobile etc) 
o Swelling, redness, skin changes 

 Assessment of external eye: 
o Tarsal conjunctiva including eversion of upper eyelids (if appropriate)  
o Bulbar conjunctiva 
o Tear film 
o Cornea 
o Instillation of topical staining medium/ anaesthesia to assess for corneal 

staining, topical anaesthesia. 

 Other examination as required e.g pupils, ocular motility, fundoscopy, IOP 

    

Correct documentation of findings.   

Correct investigations e.g. imaging, other tests   

Correct management plan/follow up including conservative treatment, prognosis, 
advice on surgery or injections where indicated, treatment blepharitis. 

  

Areas of particularly good practice: 

 

 

Areas for improvement: 

Discussion: 

 

 

 



 

Set-up phase: Clinician ensures room set up and equipment required present and records and test 

results all present. Checks back through referral and notes. Introduces themselves to the 

patient/parents and identifies all parties in the room. Engages effectively with the parents AND child.  

Builds good rapport with the child and puts them at ease before beginning examining phase of 

consultation. Ensures local infection control policy is adhered to by cleaning hands before interacting 

with patient and also ensuring equipment is cleaned prior to patient use in line with local policies. 

History: Takes a history which is directed at the presenting complaint, ensures medical, birth, 

medications, allergy and family history completed. Asks any important key questions. 

Examination: The clinician selects the age appropriate assessments which will help them to gain the 

best clinical picture whilst minimising distress caused to the patients and parents.  

The clinician carries out a targeted examination ensuring a detailed enough examination is 

undertaken to formulate an appropriate management plan, and also detect any abnormality whilst not 

over examining the patient. The examination is done in a logical order i.e. anterior to posterior 

Appropriate selection and use of equipment, accurate findings.. 

Documentation: Correctly documents findings and plans in sufficient detail so as to inform future 

clinicians of patient’s disease status at the time of the examination and strategy for going forward.  

Record should adhere to local information governance policy and local healthcare records policy; in 

addition all documentation used must be in accordance with professional codes of documentation.  

Records a diagnosis/Impression (working diagnosis). Records a management plan  

Investigations: Plans, documents and organises suitable tests. Does not over investigate. 

Clinician is able to discuss with family what additional testing is required and the reasoning for this. 

Management: Clinician suggests a suitable management plan for their given level of experience and 

is able to give sound reasoning for the decision taken, and is able to answer any follow-up questions 

posed by parents/ consultant on condition/findings. 

Clinician suggests an appropriate follow-up time taking into account severity of disease and predicted 

impact on vision/impacts on psychological wellbeing. 

Clinician is able to answer queries. 

  

Actions: 

 

 

 

 

 

 

                                                                                                                  Outcome: Pass/ Fail 



 

Paediatric Congenital Nasolacrimal Duct Obstruction (CNLDO): 

Competency checklist -  

Successful completion of this competency will enable the health care professional (HCP) to 

assess specified patients with epiphora autonomously with the Paediatric Ophthalmology 

service 

Aims and Objectives The Clinician is able to demonstrate supporting knowledge, understanding and has been observed as competent to adhere to the policy for extended role work in the paediatric ophthalmology clinic. The HCP is able to demonstrate supporting knowledge, 

understanding and has been observed as competent to 

effectively examine patients with epiphora and 

nasolacrimal duct obstruction in the paediatric 

ophthalmology service 

Training Prerequisite Prior to this assessment the practitioner has successfully 

completed the following: 

Teaching/training or e-learning 

Observational work based training 

Background reading, learning and theory portfolio 

produced for epiphora and nasolacrimal duct 

obstruction in children ‘ 

Your Responsibility All staff should ensure they keep their knowledge and skills 

up to date through local policies, standard operating 

procedures and guidance. It is the responsibility of the 

individual to work within their own scope of competence 

relevant to their job role and follow their professional bodies 

Code of Conduct. 

 

Employee  signature/print name:  ……………………………………………………………………………….. 

 

Assessor signature print name: …………………………………………………………………………………… 

 

Date: ………………………………………..    

Policies, Guidelines  and Protocols: 

Date policy read by clinician and initials 

Safeguarding policy   

Consenting policy x  

Ophthalmology policy or guidelines  

Paediatric Ophthalmology Policy 

Documents 

 

Other:  

 



 

 
 

 
 
 

 
 
 

 
Underpinning knowledge and 

understanding required: 

Date of 

assessment and 

assessor initials 

Local clinical policies or 
guidelines 

 Demonstrated for consenting policy  

 Demonstrates safeguard and local paediatric 
policy etc 

 Other.. 

 

Knowledge specific to 
adnexal sub-speciality  

 Demonstrates knowledge of adnexal and 
ocular anatomy. 

 Demonstrates knowledge of lacrimal disease, 
differential diagnoses, prognosis and 
management.  

 Demonstrates knowledge of when additional 
testing is required including imaging 
(photography, ultrasound, CT and MRI), blood 
tests etc. 

 Is aware of any possible red flags and how to 
escalate concerns. 

 

Professionalism  Demonstrates a working knowledge of own 
responsibilities and accountability in relation to 
current policies and procedures as well as 
national standards of professionalism such as 
HCPC, BIOS, GOC and NMC standards. 

 Demonstrates an in depth understanding of 
their duty to maintain professional and ethical 
standards of confidentiality 

 

Performance Criteria 
Date of assessment and assessor initials 

WpBA for CNLDO 

undertaken and passed 

 

WpBA for CNLDO 

undertaken and passed 

 

Disease specific caselog 

(10 patients) 

 



 

Paediatric CNLDO:  Workplace based assessment   

Brief description of case: 

 

 

 

Expectations: Achieved(or 

not applicable) 
Not 

Achieved 

History: Symptoms, duration, past ophthalmic history, medical and birth history, 

medications, family history, allergies, any key questions 

  

Correct set-up/start phase.   

Correct selection of equipment and able to use with confidence:   

Appropriate examination undertaken including as appropriate:  

 Observation of face and lid appearance 

 Assessment of lids including: 
o Discharge 
o Position  
o Margin (meibomian glands, lashes [position, direction and root]) 
o Assessment any lumps and bumps   
o Swelling, inflammation, skin changes 

 Assessment of lacrimal system 
o Punctae 
o Presence or absence of mucocoele 
o Tear strip and drainage 

 Assessment of external eye: 
o Bulbar and lower tarsal conjunctiva 
o Cornea 
o Instillation of topical staining medium/ anaesthesia to assess for dye 

disappearance, corneal staining, topical anaesthesia. 

 Other examination as required  

    

Correct documentation of findings.   

Correct investigations e.g. imaging, other tests   

Correct management plan/follow up including conservative treatment, when to use 
antibiotics or seek help, keeping skin clean and dry, massage, risks and benefits 
surgery and at what age, who to refer for surgery 

  

Areas of particularly good practice: 

 

 

Areas for improvement: 



 

Set-up phase: Clinician ensures room set up and equipment required present and records and test 

results all present. Checks back through referral and notes. Introduces themselves to the 

patient/parents and identifies all parties in the room. Engages effectively with the parents AND child.  

Builds good rapport with the child and puts them at ease before beginning examining phase of 

consultation.  Ensures local infection control policy is adhered to by cleaning hands before interacting 

with patient and also ensuring equipment is cleaned prior to patient use in line with local policies. 

History: Takes a history which is directed at the presenting complaint, ensures medical, birth, 

medications, allergy and family history completed. Asks any important key questions. 

Examination: The clinician selects the age appropriate assessments which will help them to gain the 

best clinical picture whilst minimising distress caused to the patients and parents. The clinician carries 

out a targeted examination ensuring a detailed enough examination is undertaken to formulate an 

appropriate management plan, and also detect any abnormality whilst not over examining the patient. 

The examination is done in a logical order i.e. anterior to posterior Appropriate selection and use of 

equipment, accurate findings.. 

Documentation: Correctly documents findings and plans in sufficient detail so as to inform future 

clinicians of patient’s disease status at the time of the examination and strategy for going forward.  

Record should adhere to local information governance policy and local healthcare records policy; in 

addition all documentation used must be in accordance with professional codes of documentation.  

Records a diagnosis/Impression (working diagnosis). Records a management plan.  

Investigations: Plans, documents and organises suitable tests. Does not over investigate. 

Clinician is able to discuss with family what additional testing is required and the reasoning for this. 

Management: Clinician suggests a suitable management plan for their given level of experience and 

is able to give sound reasoning for the decision taken, and is able to answer any follow-up questions 

posed by parents/ consultant on condition/findings. 

Clinician suggests an appropriate follow-up time taking into account severity of disease and predicted 

impact on vision/impacts on psychological wellbeing. 

Clinician is able to answer queries. 

  

Discussion: 

 

 

 

Actions: 

 

 

 

 

 

 

                                                                                                                  Outcome: Pass/ Fail 



 

Paediatric Ptosis: Competency checklist 

Aims and Objectives The Clinician is able to demonstrate supporting knowledge, understanding and has been observed as competent to adhere to the policy for extended role work in the paediatric ophthalmology clinic. The HCP is able to demonstrate supporting knowledge, 
understanding and has been observed as competent to 
effectively examine patients that require assessment of 
ptosis in the in the of the paediatric ophthalmology 
service 

Training Prerequisite Prior to this assessment the practitioner has 
successfully completed the following: 
Attended teaching/training for ptosis  
Observational work based training 
Background reading learning and theory portfolio 
produced for ptosis 

Your Responsibility All staff should ensure they keep their knowledge and 
skills up to date through local policies, standard 
operating procedures and guidance. It is the 
responsibility of the individual to work within their own 
scope of competence relevant to their job role and 
follow their professional bodies Code of Conduct. 

 
Employee Signature/print name: 
………………………………………………………………………………………….. 
 
Date: ……………………………………….. 
    

Policies and Procedures: 
Date policy read by clinician and initials 

Safeguarding policy   

Consenting policy   

Ophthalmology policy or guidelines  

Paediatric Ophthalmology Policy   

Other:   



 

 

  

 
Underpinning knowledge and 

understanding required: 

Date of 
assessment and 
assessor initials 

Local clinical policies  Demonstrates knowledge for consenting policy 

 Demonstrates knowledge of safeguard and 
local paediatric policy etc 

 Demonstrates knowledge other: 

 

Knowledge specific to 
adnexal sub-speciality 
(ptosis)  

 Demonstrates knowledge of ocular and adnexal 
anatomy and physiology related to lids and lid 
function  

 Demonstrates underpinning knowledge of the 
types and mechanisms of ptosis in childhood. 

 Understands the risk of ptosis on visual 
development. 

 Understands the clinical assessment of ptosis 

 Understands the basic principles of ptosis 
surgery and the indications for surgery as well 
as the key risks and benefits. 

 Demonstrates knowledge of when additional 
testing is required including (photography, MRI, 
CT scanning) 

 Is aware of any possible red flags and how to 
escalate concerns. 

 

Professionalism  Demonstrates a working knowledge of own 
responsibilities and accountability in relation to 
current policies and procedures as well as 
national standards of professionalism such as 
HCPC, BIOS, GOC and NMC standards. 

 Demonstrates an in depth understanding of 
their duty to maintain professional and ethical 
standards of confidentiality 

 

Performance Criteria Date of assessment and assessor initials 

WpBA for ptosis assessment 
undertaken and passed 

 

WpBA for ptosis assessment 
undertaken and passed 

 

Disease specific caselog (10 
patients ) 

 



 

Paediatric Ptosis: Workplace based assessment-  

 

Brief description of case: 
 
 
 

Expectations:  
 

Achieved Not 
Achieved 

History: Symptoms, duration, past ophthalmic history, medical and birth 
history, medications, family history, allergies, any key questions 

  

Correct set-up/start phase.   

Correct selection of equipment and able to use with confidence:   

Appropriate examination undertaken including as appropriate:  
 

 Assessment of vision (if not already done) 

 Cover test as required 

 Assessment of external eyelid position including: 
o Lid crease measurement 
o Marginal reflex distance 
o Palpebral aperture  
o Levator function 
o Assess for fluctuation: 

 In differing positions of gaze 
 With any soft palate movement (sucking, chewing or 

mouth movement) 
 Fatiguability if required 

o Lid closure 
o Bells phenomenon 
o Corneal sensation, tear film if indicated 
o Identify whether the lid position seen in clinic is usual at home and 

whether it is significantly encroaching on the visual axis. 
o Identify overall cosmetic impact 
o Other assessments that should be included: 

 External eye assessment on slit lamp if required 
 Pupils (size and reactions),  
 Ocular movements 
 Iris colour 
 Head posture 
 Frontalis overaction 
 Refraction as required 
 Fundoscopy as required 

o Post-op 
 Assessments as above as required including 

cosmetic appearance 
 Wound assessment 
 Lid swelling, redness etc 
 Assess for lagophthalmos 
 Corneal exposure (epiphora, conjunctival injection, 

fluorescein staining) 

   
 

 



 

Set-up phase: Clinician ensures room set up and equipment required present and records and test 

results all present. Checks back through referral and notes. Introduces themselves to the 

patient/parents and identifies all parties in the room. Engages effectively with the parents AND child. 

Builds good rapport with the child and puts them at ease before beginning examining phase of 

consultation. Ensures local infection control policy is adhered to by cleaning hands before interacting 

with patient and also ensuring equipment is cleaned prior to patient use in line with local policies. 

History: Takes a history which is directed at the presenting complaint, ensures medical, birth, 

medications, allergy and family history completed. Asks any important key questions. 

Examination: The clinician selects the age appropriate assessments which will help them to gain the 

best clinical picture whilst minimising distress caused to the patients and parents.  

The clinician carries out a targeted examination ensuring a detailed enough examination is 

undertaken to formulate an appropriate management plan, and also detect any abnormality whilst not 

over examining the patient. The examination is done in a logical order i.e. anterior to posterior. 

Appropriate selection and use of equipment, accurate findings. 

Documentation: Correctly documents findings and plans in sufficient detail so as to inform future 

clinicians of patient’s disease status at the time of the examination and strategy for going forward. 

Record should adhere to local information governance policy and local healthcare records policy; in 

addition all documentation used must be in accordance with professional codes of documentation. 

Records a diagnosis/Impression (working diagnosis). Records a management plan  

Investigations: Plans, documents and organises suitable tests. Does not over investigate. 

Clinician is able to discuss with family what additional testing is required and the reasoning for this. 

Management: Clinician suggests a suitable management plan for their given level of experience and 

is able to give sound reasoning for the decision taken, and is able to answer any follow-up questions 

posed by parents/ consultant on condition/findings. 

Clinician suggests an appropriate follow-up time taking into account severity of disease and predicted 

impact on vision/impacts on psychological wellbeing. Clinician is able to answer queries. 

  

 Signs of perioperative infection including lid or orbital 
cellulitis as required 

Correct documentation of findings.   

Correct investigations e.g. (refraction, photography, MRI/CT if sudden onset 
or associated neurological deficit) 

  

Correct management plan/follow up, including appropriate communication 
with parents regarding the indications for surgery or not and risks 
associated with v.early surgery.  Communication of likely long term need or 
possibility for surgery for cosmesis and when best age. 

  

Areas of particularly good practice: Areas for improvement: 

Discussion: 
 
 

Actions 
 
 
 
 
 
                                                                                                                                                  Outcome: 
Pass/ Fail 



 

Paediatric External Eye Conditions: Competency checklist -  

Successful completion of this competency will enable the health care professional (HCP) to 

assess specified external eye patients autonomously with the Paediatric Ophthalmology 

service 

Aims and Objectives The Clinician is able to demonstrate supporting knowledge, understanding and has been observed as competent to adhere to the policy for extended role work in the paediatric ophthalmology clinic. The HCP is able to demonstrate supporting knowledge, 

understanding and has been observed as competent to 

effectively examine patients with external eye disease in the 

adnexal subspecialty of the paediatric ophthalmology service 

Training Prerequisite Prior to this assessment the practitioner has successfully 

completed the following: 

Teaching/training attending or e-learning 

Observational work based training 

Background reading, learning and theory portfolio 

produced for external eye diseases ‘ 

Your Responsibility All staff should ensure they keep their knowledge and skills 

up to date through local policies, standard operating 

procedures and guidance. It is the responsibility of the 

individual to work within their own scope of competence 

relevant to their job role and follow their professional bodies 

Code of Conduct. 

 

Employee  signature/print name:  ……………………………………………………………………………….. 

 

Assessor signature print name: …………………………………………………………………………………… 

 

Date: ………………………………………..    

Policies, Guidelines  and Protocols: 

Date policy read by clinician and initials 

Safeguarding policy   

Consenting policy   

Ophthalmology policy or guidelines  

Paediatric Ophthalmology Policy 

Documents 

 

Other:    

 
 
 
 



 

 
 

 
 
 
 
 
 
  

 
Underpinning knowledge and 

understanding required: 

Date of 

assessment and 

assessor initials 

Local clinical policies or 
guidelines 

 Demonstrates knolwedge for consenting policy 
if required  

 Demonstrates knowledge of safeguarding and 
local paediatric policy etc 

 Other:  

 

Knowledge specific to 
adnexal sub-speciality  

 Demonstrates knowledge of external, adnexal 
and ocular anatomy. 

 Demonstrates knowledge of external disease.  

 Demonstrates knowledge of when additional 
testing is required including imaging 
(photography, topography, ultrasound, CT and 
MRI), blood tests etc. 

 Is aware of any possible red flags and how to 
escalate concerns. 

 

Professionalism  Demonstrates a working knowledge of own 
responsibilities and accountability in relation to 
current policies and procedures as well as 
national standards of professionalism such as 
HCPC, BIOS, GOC and NMC standards. 

 Demonstrates an in depth understanding of 
their duty to maintain professional and ethical 
standards of confidentiality 

 

Performance Criteria 
Date of assessment and assessor initials 

WpBA for external disease 

undertaken and passed 

 

WpBA for external disease 

undertaken and passed 

 

Disease specific caselog 

(10 patients) 

 



 

Paediatric External Eye Diseases: Workplace based assessment   
 

 

Brief description of case: 

 

 

 

Expectations: Achieved(or 

not applicable) 
Not 

Achieved 

History: Symptoms, duration, past ophthalmic history, medical and birth history, 

medications, family history, allergies, any key questions 

  

Correct set-up/start phase.   

Correct selection of equipment and able to use with confidence:   

Appropriate examination undertaken including as appropriate:  

 Observation of face, eye and lid appearance 

 Assessment of lids including: 
o Position (e.g. ptosis, in turn, outurn) 
o Margin (meibomian glands, lashes [position, direction and root]) 
o Assessment lumps and bumps (size, tender, inflammation, mobile etc) 
o Swelling, inflammation, skin changes 
o Discharge 

 Assessment of external eye: 
o Tarsal conjunctiva including eversion of upper eyelids (if appropriate)  
o Bulbar conjunctiva 
o Tear film 
o Limbus 
o Cornea 
o Instillation of topical staining medium/ anaesthesia to assess for corneal 

staining, tear film, topical anaesthesia. 

 Assessment of rest of anterior segment on slit lamp e.g. pupil, iris, lens 

 Other examination as required e.g pupil reactions, ocular motility, fundoscopy, 
IOP 

    

Correct documentation of findings.   

Correct investigations e.g. imaging, other tests   

Correct management plan/follow up.   

Areas of particularly good practice: 

 

 

Areas for improvement: 



 

Set-up phase: Clinician ensures room set up and equipment required present and records and test 

results all present. Checks back through referral and notes. Introduces themselves to the 

patient/parents and identifies all parties in the room. Engages effectively with the parents AND child. 

Builds good rapport with the child and puts them at ease before beginning examining phase of 

consultation. Ensures local infection control policy is adhered to by cleaning hands before interacting 

with patient and also ensuring equipment is cleaned prior to patient use in line with local policies. 

History: Takes a history which is directed at the presenting complaint, ensures medical, birth, 

medications, allergy and family history completed. Asks any important key questions. 

Examination: The clinician selects the age appropriate assessments which will help them to gain the 

best clinical picture whilst minimising distress caused to the patients and parents.  

The clinician carries out a targeted examination ensuring a detailed enough examination is 

undertaken to formulate an appropriate management plan, and also detect any abnormality whilst not 

over examining the patient. The examination is done in a logical order i.e. anterior to posterior 

Appropriate selection and use of equipment, accurate findings.. 

Documentation: Correctly documents findings and plans in sufficient detail so as to inform future 

clinicians of patient’s disease status at the time of the examination and strategy for going forward. 

Record should adhere to local information governance policy and local healthcare records policy; in 

addition all documentation used must be in accordance with professional codes of documentation. 

Records a diagnosis/Impression (working diagnosis) 

Records a management plan  

Investigations: Plans, documents and organises suitable tests. Does not over investigate. 

Clinician is able to discuss with family what additional testing is required and the reasoning for this. 

Management : Clinician suggests a suitable management plan for their given level of experience and 

is able to give sound reasoning for the decision taken, and is able to answer any follow-up questions 

posed by parents/ consultant on condition/findings. 

Clinician suggests an appropriate follow-up time taking into account severity of disease and predicted 

impact on vision/impacts on psychological wellbeing. Clinician is able to answer queries. 

  

Discussion: 

 

 

 

Actions: 

 

 

 

 

 

 

                                                                                                                  Outcome: Pass/ Fail 



 

Paediatric JIA screening: Competency checklist -  

Successful completion of this competency will enable the health care professional (HCP) to 

assess specified patients at risk of JIA uveitis autonomously with the Paediatric 

Ophthalmology service 

Aims and Objectives The Clinician is able to demonstrate supporting knowledge, understanding and has been observed as competent to adhere to the policy for extended role work in the paediatric ophthalmology clinic. The HCP is able to demonstrate supporting knowledge, 

understanding and has been observed as competent to 

effectively examine patients with JIA and uveitis in the  

paediatric ophthalmology service 

Training Prerequisite Prior to this assessment the practitioner has successfully 

completed the following: 

Teaching/training attending or e-learning 

Observational work based training 

Background reading, learning and theory portfolio 

produced for JIA and uveitis diseases ‘ 

Your Responsibility All staff should ensure they keep their knowledge and skills 

up to date through local policies, standard operating 

procedures and guidance. It is the responsibility of the 

individual to work within their own scope of competence 

relevant to their job role and follow their professional bodies 

Code of Conduct. 

 

Employee  signature/print name:  ……………………………………………………………………………….. 

 

Assessor signature print name: …………………………………………………………………………………… 

 

Date: ………………………………………..    

Policies, Guidelines  and Protocols: 

Date policy read by clinician and initials 

BSPAR Standards of Care for children 

with JIA 

 

RCO Guidelines for JIA  

Ophthalmology Policy or guidelines  

Paediatric Ophthalmology Policy 

Documents 

 

 
 
 
 
 
 



 

 
 
  

 
Underpinning knowledge and 

understanding required: 

Date of 

assessment and 

assessor initials 

Local clinical policies or 
guidelines 

 Demonstrates knowledge for relevant sections 
of ophthalmology guidelines 

 

Knowledge specific to 
JIA and uveitis sub-
speciality  

 Demonstrates knowledge of ocular anatomy 
including anterior segment, retina and uvea. 

 Demonstrates knowledge of paediatric uveitis  
disease including related to JIA and risks 

 Demonstrates knowledge of how to spot uveitis 
and its complications.  

 Demonstrates knowledge of when additional 
testing is required including imaging 
(photography, topography, ultrasound, CT and 
MRI), blood tests etc. 

 Is aware of any possible red flags and how to 
escalate concerns. 

 

Professionalism  Demonstrates a working knowledge of own 
responsibilities and accountability in relation to 
current policies and procedures as well as 
national standards of professionalism such as 
HCPC, BIOS, GOC and NMC standards. 

 Demonstrates an in depth understanding of 
their duty to maintain professional and ethical 
standards of confidentiality 

 

Performance Criteria 
Date of assessment and assessor initials 

WpBA for JIA  eye  disease 

undertaken and passed 

 

WpBA for uveitis disease 

undertaken and passed 

 

Disease specific caselog 

(10 patients) 

 



 

Paediatric JIA screening: Workplace based assessment   
 

 

Brief description of case: 

 

 

 

Expectations: Achieved(or 

not applicable) 
Not 

Achieved 

History: Symptoms, duration, past ophthalmic history, medical and birth history, 

medications, family history, allergies, any key questions 

  

Correct set-up/start phase.   

Correct selection of equipment and able to use with confidence:   

Appropriate examination undertaken including as appropriate:  

 Observation of face, eye and lid appearance 

 Assessment of lids including: 

 Assessment of external eye: 
o Conjunctiva including eversion of upper eyelids (if appropriate)  
o Limbus and cornea 
o Instillation of topical staining medium/ anaesthesia to assess for corneal 

staining, tear film, topical anaesthesia. 

 Assessment of rest of anterior segment on slip lamp ie anterior chamber,  
pupil, iris, lens 

 Other examination as required e.g pupil reactions, fundoscopy, IOP 

    

Correct documentation of findings.   

Correct investigations e.g. imaging, other tests   

Correct management plan/follow up.   

Areas of particularly good practice: 

 

 

Areas for improvement: 

Discussion: 

 

 

 



 

Set-up phase: Clinician ensures room set up and equipment required present and records 

and test results all present. Checks back through referral and notes. Introduces themselves 

to the patient/parents and identifies all parties in the room. Engages effectively with the 

parents AND child. Builds good rapport with the child and puts them at ease before 

beginning examining phase of consultation. Ensures local infection control policy is adhered 

to by cleaning hands before interacting with patient and also ensuring equipment is cleaned 

prior to patient use in line with local policies. 

History: Takes a history which is directed at the presenting complaint, ensures medical, 

birth, medications, allergy and family history completed. Asks any important key questions. 

Examination: The clinician selects the age appropriate assessments which will help them to 

gain the best clinical picture whilst minimising distress caused to the patients and parents.  

The clinician carries out a targeted examination ensuring a detailed enough examination is 

undertaken to formulate an appropriate management plan, and also detect any abnormality 

whilst not over examining the patient. The examination is done in a logical order i.e. anterior 

to posterior Appropriate selection and use of equipment, accurate findings.. 

Documentation: Correctly documents findings and plans in sufficient detail so as to inform 

future clinicians of patient’s disease status at the time of the examination and strategy for 

going forward. Record should adhere to local information governance policy and local 

healthcare records policy; in addition all documentation used must be in accordance with 

professional codes of documentation. Records a diagnosis/Impression (working diagnosis) 

Records a management plan  

Investigations: Plans, documents and organises suitable tests. Does not over investigate. 

Clinician is able to discuss with family what additional testing is required and the reasoning 

for this. 

Management: Clinician suggests a suitable management plan for their given level of 

experience and is able to give sound reasoning for the decision taken, and is able to answer 

any follow-up questions posed by parents/ consultant on condition/findings. 

Clinician suggests an appropriate follow-up time taking into account severity of disease and 

predicted impact on vision/impacts on psychological wellbeing. Clinician is able to answer 

queries. 

  

Actions: 

 

 

 

 

 

 

                                                                                                                  Outcome: Pass/ Fail 



 

Paediatric Fundus Assessment: Competency checklist   
 
Aims and Objectives The Clinician is able to demonstrate supporting knowledge, understanding and has been observed as competent to adhere to the policy for extended role work in the paediatric ophthalmology clinic. The Clinician is able to demonstrate supporting 

knowledge, understanding and has been observed as 
competent to effectively examine patients that require 
assessment of fundus/optic nerve in the paediatric 
ophthalmology service 

Training Prerequisite Prior to this assessment the practitioner has 
successfully completed the following: 
Observational work based training 
Background reading learning and theory porfolio 
produced for various diseases affecting the optic 
nerve/fundus 

Your Responsibility All staff should ensure they keep their knowledge and 
skills up to date through local policies, standard 
operating procedures and guidance. It is the 
responsibility of the individual to work within their own 
scope of competence relevant to their job role and 
follow their professional bodies Code of Conduct. 

 
Employee Signature/print name: 
………………………………………………………………………………………….. 
 
Date: ……………………………………….. 
    

Policies and Procedures: 
Date policy read by clinician and initials 

Local policies x   

Local policies x  

Local policies etc  

Local policies etc  

Paediatric Ophthalmology Policy 

Document 

 

 
 
 
 
 
 
 
 
 
 
 
 



 

 
Underpinning knowledge and 

understanding required: 

Date of 
assessment and 
assessor initials 

1. Local clinical policies  Demonstrates x local policy  

 Demonstrates x2 local policy etc 

 (key policies such as child safeguarding and 
consent) 

 

2. Knowledge specific to 
retinal and fundus 
disorders  

 Demonstrates knowledge of ocular anatomy 
related optic nerve and retina  

 Demonstrates underpinning knowledge of the 
range of diseases/clinical findings including: 

o Hereditary retinal dystrophies 
o Oculocutaneous albinism 
o Swollen disc including papilloedma and 

other causative disorders 
o Optic atrophy and causes 
o Optic disc cupping and glaucoma 
o Optic nerve and retinal malformations 

e.g. hypoplasia, coloboma  
o Common benign retinal findings, 

CHRPE, naevi, peripapillary 
pigmentation etc 

o Retinoblastoma 
o Posterior uveitis 
o Vascular problems eg haemangioma, 

Coats disease, ROP 
o Infectious conditions eg toxoplasmosis, 

CMV 

 Understands the implications of various retinal 
disorders and visual prognosis. 

 Demonstrates knowledge of when additional 
testing is required (eg photography, MRI, CT 
scanning, EDT’s, B-scan, VF) 

 Is aware of any possible red flags and how to 
escalate concerns. 

 

3. Professionalism  Demonstrates a working knowledge of own 
responsibilities and accountability in relation to 
current policies and procedures as well as 
national standards of professionalism such as 
HCPC, BIOS, GOC and NMC standards. 

 Demonstrates an in depth understanding of 
their duty to maintain professional and ethical 
standards of confidentiality 

 

Performance Criteria Date of assessment and assessor initials 

WpBA for fundus/disc 
assessment assessment 
undertaken and passed 

 



 

 
 
 
 
 
  

WpBA for  fundus/disc 
assessment  assessment 
undertaken and passed 

 

Disease specific caselog (10 
patients ) 

 



 

 
Paediatric Fundus Assessment: Workplace based assessment   

 

Brief description of case: 
 
 
 

Expectations:  
 

Achieved Not 
Achieved 

History: Symptoms, duration, past ophthalmic history, medical and birth 
history, medications, family history, allergies, any key questions 

  

Correct set-up/start phase.   

Correct selection of equipment and able to use with confidence including 
binocular indirect ophthalmoscope and/or fundus lens and slit lamp: 

  

Appropriate examination undertaken including as appropriate:  
 

 Assessment of media 

 Assessment of lens/vitreous on slit lamp as required 

 Assessment of optic nerve head including: 
o Swelling or loss tissue 
o Cup-to-disc ratio 
o Colour (360 degrees and relative to other eye) 
o Contour/parapapillary area 
o Vasculature 
o Orientation 
o Size 

 Assessment of macula 
o Identification of foveal reflex 
o Assessment of colour and density of macula (+/-red free) 
o Abnormalities e.g. pigment, atrophy, swelling 

 Assessment of arcade vessels 
o Calibre 
o Path 
o Perfusion 

 Assessment of peripheral fundus  
o Assess tissue colour  
o Identify any pathology (tears, raised areas, degeneration, 

haemorrhage, pigment, detachment etc). 
 

   
 

 

Correct documentation of findings.   

Correct investigations e.g. (visual fields, photography, OCT, OCT 
Angiography,  fluorescein, MRI/CT, electrodiagnostics,) 

  

Correct management plan/follow up    

Areas of particularly good practice: Areas for improvement: 



 

 

Set-up phase 

Clinician ensures room set up and equipment required present and records and test results all 

present. Checks back through referral and notes. Introduces themselves to the patient/parents and 

identifies all parties in the room. Engages effectively with the parents AND child.  

Builds good rapport with the child and puts them at ease before beginning examining phase of 

consultation.  

Ensures local infection control policy is adhered to by cleaning hands before interacting with patient 

and also ensuring equipment is cleaned prior to patient use in line with local policies. 

History 

Takes a history which is directed at the presenting complaint, ensures medical, birth, medications, 

allergy and family history completed. Asks any important key questions. 

Examination  

The clinician selects the age appropriate assessments which will help them to gain the best clinical 

picture whilst minimising distress caused to the patients and parents.  

The clinician carries out a targeted examination ensuring a detailed enough examination is 

undertaken to formulate an appropriate management plan, and also detect any abnormality whilst not 

over examining the patient. 

The examination is done in a logical order i.e. anterior to posterior. Appropriate selection and use of 

equipment, accurate findings. 

Documentation  

Correctly documents findings and plans in sufficient detail so as to inform future clinicians of patient’s 

disease status at the time of the examination and strategy for going forward.  

Record should adhere to local information governance policy and local healthcare records policy; in 

addition all documentation used must be in accordance with professional codes of documentation.  

Records a diagnosis/Impression (working diagnosis) 

Records a management plan  

Investigations 

Plans, documents and organises suitable tests. Does not over investigate. 

Clinician is able to discuss with family what additional testing is required and the reasoning for this. 

Management  

Clinician suggests a suitable management plan for their given level of experience and is able to give 

sound reasoning for the decision taken, and is able to answer any follow-up questions posed by 

parents/ consultant on condition/findings. 

Clinician suggests an appropriate follow-up time taking into account severity of disease and predicted 

impact on vision/impacts on psychological wellbeing. 

Clinician is able to answer queries. 

 

 

 

 

Discussion: 
 
 

Actions 
 
 
 
 
                                                                                                                                                  Outcome: 
Pass/ Fail 



 

 

Non-medical HCP Competency: Paediatric strabismus care 
Aims and Objectives The Clinician is able to demonstrate supporting knowledge, understanding and has been observed as competent to adhere to the policy for extended role work in the paediatric ophthalmology clinic. 
 
 

 

The clinician is able to demonstrate supporting 
knowledge, understanding and has been observed as 
competent to effectively manage patients with 
concomitant strabismus which is not associated with 
any other pathology (apart from amblyopia) in the in the 
of the paediatric ophthalmology service 

Training Prerequisite Prior to this assessment the practitioner has 
successfully completed the following: 
Observational work based training 
Background reading learning and theory porfolio 
produced for horizontal concomitant strabismus 
including: 
Constant esotropia 
Constant esotropia (with accommodative element) 
Fully accommodative esotropia 
Intermittent exotropia 
Basic surgical techniques for strabismus surgery 

Your Responsibility All staff should ensure they keep their knowledge and 
skills up to date through local policies, standard 
operating procedures and guidance. It is the 
responsibility of the individual to work within their own 
scope of competence relevant to their job role and 
follow their professional bodies Code of Conduct. 

 
Employee Signature/print name: 
………………………………………………………………………………………….. 
 
Date: …………………………………..  

Policies and Procedures: 
Date policy read by clinician and initials 

BIOS guidelines for acceptable use 
of abbreviations 

 

RCOphth Guidelines for 
Management of Strabismus 2012 

 

Squint consent information for 
children (see below) 

 

Local policies etc  

Paediatric Ophthalmology Policy 

Document 

 

 

 

  



  
Underpinning knowledge and 

understanding required: 

Date of 
assessment and 
assessor initials 

4. Local clinical policies  Demonstrates x local policy  

 Demonstrates x2 local policy etc 

 (key policies such as child safeguarding and 
consent) 

 

5. Knowledge specific to 
paediatric strabismus 
subspeciality  

 Demonstrates knowledge of ocular and 
extraocular muscles anatomy and function   

o Mainly horizontal recti 

 Demonstrates underpinning knowledge of 
concomitant horizontal strabismus. 

 Demonstrates knowledge of secondary causes 
and how to identify eg ocular disease, 
neurological disease, orbital disease etc 

 Understands assessment of vision and 
strabismus in children and orthoptic 
assessments and reports 

 Understands basic principles of surgery 
including: 

o Basic procedure (recess/resect and 
unilateral vs. bilateral surgery) 

o Contraindications 
o Indications 

 Size (angle) 
 Frequency 
 Impact on binocular potential 

o Risks and Benefits 
o Timing of surgery 

 Understands importance of refraction and 
amblyopia management in relation to 
strabismus and surgical intervention timing.  

 Understands importance of clear 
documentation of fundus and media prior to 
considering surgery. 

 Demonstrates knowledge of when additional 
testing is required eg neuroimaging, 
elelctrodiagnostics 

 Is aware of any possible red flags and how to 
escalate concerns. 

 

6. Professionalism  Demonstrates a working knowledge of own 
responsibilities and accountability in relation to 
current policies and procedures as well as 
national standards of professionalism such as 
HCPC, BIOS, GOC and NMC standards. 

 Demonstrates an in depth understanding of 
their duty to maintain professional and ethical 
standards of confidentiality 

 

Performance Criteria Date of assessment and assessor initials 

WpBA for strabismus 
 



 

 

 

 

  

surgery consenting 
undertaken and passed 

WpBA for  strabismus 
surgery consenting 
undertaken and passed 

 

Disease specific caselog 
(10 patients- Must include 
at least one of: 

Constant esotropia 
Constant esotropia (with 
accommodative element) 
Fully accommodative 
esotropia 
Intermittent exotropia 

 

 



 

Non-medical HCP WpBA: Paediatric strabismus care 

Brief description of case: 
 
 
 

Expectations:  
 

Achieved Not 
Achieved 

History: Symptoms, duration, past ophthalmic history, medical and birth 
history, medications, family history, allergies, any key questions 

  

Correct set-up/start phase.   

Correct selection of equipment and able to use with confidence:   

Appropriate examination undertaken including as appropriate:  

 Assessment of vision (if not already done) 

 Review of orthoptic report (most recent report must have been 
completed ≤4/52) 
o Ensure the following have been completed prior to discussing 

options: 
o Up-to-date refraction (within last 6 months) 
o Clear/normal fundus and media within the last 12 months 
o Stable angle of squint over last 3 visits or last 6 months 
o (if intermittent) Clear evidence of deterioration of squint or 

clear documentation by orthoptist suggesting suitability for 
surgery and/or increase in symptoms. 

 Assessment of ocular motility as required 

 Assessment of fundus and media (if appropriate) 
 MUST ensure that parents have received and read strabismus 

surgery leaflet and have had time to think about decision. 

 Discussion with parent and child regarding current 
symptoms/expectations 

 Discussion of basic procedure including pre-op, procedure, post-op 

 Risks and benefits discussion and explain options: 
o Do surgery 
o Delay surgery (if appropriate) 
o Do nothing (if appropriate) 

 Talk through consent information with parent  

 Consent in line with hospital policy 

 Provide listing date 

    

Correct documentation of findings.   

Correct investigations and discussions.   

Correct management plan/follow up, including appropriate communication 
with paediatric ophthalmologist and final sign-off for type of surgery by 
consultant 

  

Areas of particularly good practice: Areas for improvement: 



 

Set-up phase 

Clinician ensures room set up and equipment required present and records and test results all 

present. Checks back through referral and notes. Introduces themselves to the patient/parents and 

identifies all parties in the room. Engages effectively with the parents AND child.  

Builds good rapport with the child and puts them at ease before beginning examining phase of 

consultation.  

Ensures local infection control policy is adhered to by cleaning hands before interacting with patient 

and also ensuring equipment is cleaned prior to patient use in line with local policies. 

History 

Takes a history which is directed at the presenting complaint, ensures medical, birth, medications, 

allergy and family history completed. Asks any important key questions. 

Examination  

The clinician selects the age appropriate assessments which will help them to gain the best clinical 

picture whilst minimising distress caused to the patients and parents.  

The clinician carries out a targeted examination ensuring a detailed enough examination is 

undertaken to formulate an appropriate management plan, and also detect any abnormality whilst not 

over examining the patient. 

The examination is done in a logical order i.e. anterior to posterior. Appropriate selection and use of 

equipment, accurate findings. 

Documentation  

Correctly documents findings and plans in sufficient detail so as to inform future clinicians of patient’s 

disease status at the time of the examination and strategy for going forward.  

Record should adhere to local information governance policy and local healthcare records policy; in 

addition all documentation used must be in accordance with professional codes of documentation.  

Records a diagnosis/Impression (working diagnosis) 

Records a management plan  

Investigations 

Plans, documents and organises suitable tests. Does not over investigate. 

Clinician is able to discuss with family what additional testing is required and the reasoning for this. 

Management  

Clinician suggests a suitable management plan for their given level of experience and is able to give 

sound reasoning for the decision taken, and is able to answer any follow-up questions posed by 

parents/ consultant on condition/findings. 

Clinician suggests an appropriate follow-up time taking into account severity of disease and predicted 

impact on vision/impacts on psychological wellbeing. 

Clinician is able to answer queries. 

 

 

 

Discussion: 
 

Actions: 
 
 
 
 
 
 
 
                                                                                                                Outcome: Pass/ Fail 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


