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Abstract 
As with other specialties, a detailed history and through examination is 

essential in diagnosis.  A  methodical approach should be employed 

when taking an ophthalmic history and conducting an examination.  This 

article provides the basic structure of an ocular history, an approach to 

common presentations, and highlighting the early warning signs of 

severe pathology. Clinical note taking and customary abbreviations are 

can be daunting for the unexperienced and are illustrated by an example 

clerking. 
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Introduction 
History and examination of the eye can be rewarding, as it often 

sufficient to quickly reach a diagnosis. Due to the eye’s intrinsic 

complexity, the ocular assessment has multiple requirements; and the 

process is further complicated by interaction of the visual system with 

neurological and systemic disease. However, a methodical approach; 

building from an archetypal medical history framework, and examining in 

anatomical order–from the anterior to the posterior part of the eye–

greatly simplifies this.1 Figure 1 illustrates typical note taking for the 

ophthalmic history and examination, is provided with explanation of the 

common abbreviations. 

  

History of presenting complaint 
Initial investigation of the presenting complaint requires, core questions, 

questions directly targeted to the presentation, and red flag questions to 

rule out severe pathology.  

The cornerstones of the ophthalmic history are: assessment of the 

patient’s visual function, the symptoms affecting the eye and surrounding 

orbit, and the systemic status of the patient. For every patient, ask about 

symptoms of visual loss or discomfort and their severity. Elucidate the 

time of onset and progression of pathology, the precipitants, and any 

alleviating or aggravating factors.2,3 It is important to determine whether 

one or both eyes are affected and which is most severely affected. 

Enquire about changes to the appearance of the eye and surrounding 

orbit and the presence of associated systemic symptoms such as 

nausea, headache or rash.1 Also gain an idea of the patient’s normal 

vision, asking if they wear glasses or contacts, and determine their level 

of visual function, occupation and driving license. This forms a broad 

picture and more specific questions can then be asked dependant on a 

working differential diagnosis.4  

Red eye is the most common presenting complaint, and so is 

discussed more fully. It is generally caused by inflammation, infection, 

trauma, or raised intraocular pressure.5 Ask about trauma with a blunt or 
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Figure 1 | Typical ophthalmic history and examination clerking. 
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penetrating object, or from chemical exposure. Injury 

from small high-speed projectiles may not be recalled 

by the patient, e.g. from metal work.2 Assess the level 

of discomfort. Due to it’s high nociceptive innervation, 

corneal damage, such as an abrasion, causes 

extreme pain. This occurs with epiphora, blurred 

vision and a ciliary flush, which is a reflex vasodilation 

of blood vessels around the cornea, in the limbal 

episclera.2 If there is a history of recent surgery or 

penetrating trauma, consider endopthalmitis, an 

intraocular infection, which is a medical emergency, 

and causes pain, reduced vision and conjunctival 

inflammation.  

Specific presentation of an infection is dependant 

on the anatomical location and also the agent. 

Infection of the conjunctiva causes mild discomfort 

and discharge, which blurs the vision but clears on 

blinking. Inquire about the nature of any discharge; 

allergic conjunctivitis is often white and stringy, viral 

infection it is typically watery, and bacterial infection, 

particularly chlamydial, is mucopurulent.5 As with 

trauma, corneal infection causes severe pain and 

photophobia. Cases are most commonly precipitated 

by contact lenses, so determine contact lens type, 

usage, and hygiene. Also inquire about infection in 

close-contacts, previous episodes, and immunological 

status. Pain is disproportionately excruciating in cases 

of acanthamoeba keratitis.2 Assess the patient for 

rashes and skin changes. Herpes zoster presents with 

a dermatomal distribution of a painful, blistering rash, 

and Hutchinson’s sign, a rash on the nose, indicates 

involvement of the nasociliary branch which, 

increases the likelihood of globe involvement. 

Oedema, proptosis and reduced visual movements 

are found in orbital cellulitis, which is a medical 

emergency. More mild infection, such as blepharitis, is 

associated with acne rosacea and atopic dermatitis 

and induces mild irritation and itching which is often 

chronic, severe forms may result in a red eye.2,3 

Inflammation without infection has multiple causes. 

Ask about a history of atopy and seasonality of 

symptoms in cases of suspected allergic conjunctivits. 

Scleritis and uveitis are associated with several 

inflammatory autoimmune diseases, so ask about 

systemic symptoms, arthritis and GI upset.2,5 In cases 

of acute angle closure glaucoma, the raised 

intraocular pressure will cause acute onset of blurred 

vision, corneal clouding, rainbow haloes around lights, 

severe pain and a red eye.5 Prodromal episodes may 

occur, often in situations when the pupil is dilated, and 

it is a medical emergency. 

When investigating visual loss establish whether the 

onset is sudden or gradual. Gradual visual loss can be 

caused by clouding of ocular media, such as cataract, 

by dry macular degeneration, optic nerve 

compression, and by retinal dystrophy.2 Diabetic 

retinopathy is often asymptomatic until an advanced 

stage, so it is important to screen with retinal 

photography and examination in these patients.3 For a 

presentation of sudden visual loss, establish whether 

the loss is painful, more common in inflammatory 

causes, or painless, which is often associated with 

vascular pathology, retinal detachment and 

neurological disease. If visual loss is temporary, 

causes such as migraine, retinal artery embolism or 

raised intracranial pressure should be considered. 

Determine the character of the visual loss. Loss of 

colour, especially red, is common in optic neuritis, 

whereas difficulty in low light may be associated with 

a retinal dystrophy. Visual fields hold valuable 

information. A central scotoma is more associated 

with macular pathology, and an arcuate scotoma is 

typical of glaucoma. Retinal detachment is often 

described as a curtain that when advanced falls 

across the midline.2,3 

For a presentation of diplopia, ask about the 

duration of any double vision, the direction and 

whether it is present when one eye is covered. Ask 

about a history of trauma, thyroid disease, diabetes 

and hypertension. Consider the possibility of a space-

occupying lesion and examine for presence of 

asymmetry, proptosis or neurological symptoms. 

Monocular causes include cataract or corneal 

aberration. Intermittent double vision, occurring when 

tired, may result from a decompensated squint and a 

diagnosis of myasthenia gravis should also be 

considered.2,3 

Red Flag questions are important to pick up the 

early signs of serious pathology. Ask every patient 

about floaters and flashing lights, which are 

associated with retinal tears and detachment
4
. Seeing 

haloes around lights is caused by corneal clouding 

and is associated with an acute rise in intraocular 

pressure. A history of headaches, scalp tenderness, 

jaw claudication, polymyalgia and weight loss, is 

indicative of giant cell arteritis, which, without 

treatment, can rapidly cause irreversible visual loss
4
. 

Repeated transient visual loss may be amaurosis 

fugax, a sign of embolism from carotid artery disease 

that may precede a stroke, or may be a symptom of 

raised intracranial pressure and cerebral pathology.2,3 
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Past Ocular History 
For past ocular history it is important to ask 

specifically about the patient’s baseline vision, such 

as use of visual aids and amblyopia. This enables 

understanding of the severity of the patients visual 

deterioration, and can indicate susceptibility to ocular 

pathology. High myopes are predisposed to posterior 

vitreous detachment and retinal tears, while 

hypermetropes have a higher risk of acute angle 

closure glaucoma. Inquire about previous diagnoses, 

clinic visits and medical conditions such as recurrent 

inflammation, glaucoma and diabetic eye disease. 

Determine on going medical treatment, such as eye 

drops, laser or intraocular injections. Contact lens use 

and refractive surgery such as LASIK (Laser-Assisted 

in-situ Keratomileusis) is becoming increasingly 

common. Inquire about ocular surgery such as 

cataract surgery and trabeculectomy, and about 

ocular trauma, secondary complications of which 

include intraocular infection retinal tears, cataract and 

glaucoma.2,3,4 

  

Past Medical History 
Past medical history is important as many systemic 

diseases manifest in the eye. A good cardiovascular 

profile, taking into account hypertension, cholesterol, 

atrial fibrillation, myocardial infarction and previous 

stroke will help to determine risk of ocular vascular 

disease.4 Subconjunctival haemorrhage may be 

associated with hypertension or a blood coagulation 

disorder or pharmacological treatment such as 

warfarin. Endocrine disorders such as diabetes and 

hyperthyroidism have well known ocular involvement, 

and inflammatory diseases, such as rheumatoid and 

sarcoid, may cause ocular inflammation, such as 

keratoconjunctivitis sicca and uveitis.2,3 

Immunodeficient patients have increased 

susceptibility to infections such as CMV retinitis, TB 

and toxoplasmosis. Infection with HIV also carries 

ocular complications such as HIV retinopathy and 

immune recovery uveitis. The eye may also be the 

first presentation of carcinoma or metastasis, either 

through orbital or intraocular infiltration. Systemic 

disease may also impact the pharmacological 

treatment options. Prior to prescription of beta-

blockers it is important to enquire about diagnoses of 

asthma, COPD or heart block.4 

 

 

Drug history  
Drug history should include any allergies, current use 

of topical medications such as beta-blockers for 

glaucoma, and systemic medications.1,2,4 Some drugs, 

such as steroids, hydroxychloroquine and ethambutol 

have ocular side effects. Adverse reaction to 

benzalkonium chloride or other preservatives in eye 

drops is fairly common and can cause an red, itchy 

eye. Alpha-blockers used for benign prostatic 

hypertrophy can prevent full dilatation and cause 

intraoperative floppy iris syndrome, which may 

complicate cataract surgery. 

  

Family history  
Visual loss of family members should be asked about, 

in particular early onset pathology. It is important to 

determine the cause of the loss, differentiating 

between causes such as cataracts, retinopathy and 

retinal detachment. Family history of glaucoma is 

useful as several forms have an established genetic 

component
3
. Systemic disease may initially manifest 

in the eye; and in cases such as diabetes and 

cardiovascular disease; a genetic component may 

determine the severity of disease progression.2,4  

Table 1 | Differential Diagnosis of Red Eye 

Ciliary injection 
 Iritis 
 Keratitis 
 Corneal abrasion 
 Corneal ulcer 
 Corneal foreign body  

Bulbar Injection 
 Episcleritis 
 Scleritis 
 Blepharitis 
 Entropion 
 Pterygium 
 Pingecula 
 Endophthalmitis 
 Chemical injury 
 Subconjunctival haemorrhage  

Bulbar and Tarsal injection 
 Infective conjunctivitis 
 Allergic conjunctivits 
 Allergic reaction to topical medication 
 Dry eyes 
 Acute angle closure glaucoma 
 Orbital cellulitis  
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Social History 
Social history is important in determining the patient’s 

suitability for treatment, and the impact of their 

presentation
1
. Smoking has a large impact on macular 

degeneration, arteriosclerosis, and can cause optic 

neuropathy. Alcohol and sexual history should also be 

considered.2 

 

Examination 
Examination of the eye in clinic has multiple 

components and is best performed systematically. 

The format of recording within the notes is shown in 

the example and for sake of space, many 

abbreviations are commonly used. Visual acuity is 

measured for distance and near and a pinhole is used 

to correct for moderate refractive error
4
. Visual fields 

can be tested clinically using confrontational tests, 

preferably with a red hatpin, or mechanically using 

perimeters
4
. Intraocular pressure can be measured at 

the slit lamp with Goldmann tonometry, or more 

crudely with devices such as a tonopen.1,4 Pupillary 

size, symmetry, red reflex and reaction to light should 

be observed. Eye position, movements and evidence 

of ptosis can also be examined for. Using the slit 

lamp, work anatomically backwards, examining the 

lids, conjunctiva, cornea, anterior chamber, iris, pupil, 

lens and vitreous.1,2 A fluorescein dye can be used to 

examine for corneal abrasions, tear film abnormalities 

and for leaking of aqueous humour. Finally the retina, 

optic disc, macula and retinal blood vessels are 

examined through use of special lenses at the slit 

lamp, or with direct or indirect ophthalmoscopy.2,4 

Typically a combination of tropicamide and 

phenylephrine drops will be used to dilate the eye and 

allow for clear visualization of the retina.  

Conclusion 

Despite the advances in ophthalmic imaging 

techniques, time spent taking a thorough history and 

examination still has a principal role. It not only guides 

patient investigation, saving time and resources, but 

can also elucidate the diagnosis independently. A 

methodical approach helps to prevent omission of 

important questions, and red flag questions and 

awareness of early signs of severe ophthalmic 

disease, such as retinal detachment, acute angle 

closure glaucoma, and giant cell arteritis, can prevent 

irreversible visual loss.  
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 Red eye a common presenting complaint. It is generally caused by inflammation, infection, trauma, or raised 

intraocular pressure 

 Red Flag questions are important to pick up the early signs of serious pathology, ask every patient about floaters, 

flashing lights, haloes, headaches, scalp tenderness and episodes of transient visual loss.  

 General medical history is important as systemic disease may manifest or initially present in the eye. It may also 

influence surgical fitness and pharmacological management.  

 Examination of the eye is best performed working anatomically from anterior to posterior. 
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