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¿Cómo realizamos el cribado visual en Atención Primaria?   

Introducción: la ambliopía es la causa más común de pérdida de visión prevenible en los países desa-
rrollados. Dicha prevención depende de una detección y tratamiento precoces mediante un adecuado 
cribado visual en la infancia. Nuestro objetivo es describir la situación del cribado visual en Atención 
Primaria en España y su relación con la formación de los profesionales.
Material y métodos: estudio observacional descriptivo mediante encuesta telemática a los pediatras 
de Atención Primaria acerca de sus conocimientos sobre el desarrollo visual y las técnicas de cribado, 
material y formación al respecto. Análisis estadístico descriptivo y univariado en busca de relación entre 
la formación recibida y sus conocimientos. 
Resultados: el 79,3% de los participantes acierta más de la mitad de las preguntas teóricas. El 82,8% 
tiene optotipos estandarizados y el 30,7%, el test de Lang. El 72,7% conoce la distancia óptima y el 
76,6% la altura óptima para explorar la agudeza visual con optotipos. El 50%, 68,3% y 44,5% realiza el 
reflejo rojo, el test de Hirschberg y el Cover test en las revisiones indicadas, respectivamente. Más del 
90% conoce los criterios de derivación al oftalmólogo. El 3,1% ha recibido formación institucional y el 
54,8% autónoma. Existen diferencias en la puntuación obtenida entre los profesionales según la for-
mación recibida.
Conclusiones: se detectan aspectos a mejorar: se debe explorar el reflejo rojo en todas las revisiones 
del lactante y la alineación ocular desde los 6 meses, así como disponer y mejorar la utilización del test 
de Lang y de optotipos estandarizados. Existe relación entre un mayor nivel de conocimientos teóricos 
y prácticos y la formación recibida. 

Introduction: amblyopia is the most frequent cause of preventable vision loss in developed countries. 
Its prevention depends on early detection and treatment through adequate vision screening in child-
hood. Our objective was to describe the current situation in vision screening at the primary care level 
in Spain and its association with the training of professionals.
Material and methods: observational descriptive study via a remote survey of primary care paediatri-
cians of their knowledge on visual development and vision screening techniques, equipment and train-
ing. We conducted a statistical descriptive and univariate analysis to assess the association between 
the training received and the level of knowledge. 
Results: Of all respondents, 79.3% answered the theoretical questions correction, 82.8% had stan-
dardised optotypes and 30.7% used the Lang test. Also, 72.7% knew the adequate distance and 76.6% 
the optimal height to assess visual acuity with optotypes. Fifty percent used the red reflex test, 68.3% 
the Hirschberg test and 44.5% the cover test in the appropriate check-ups. As regards training, 3.1% 
received it from their institutions, and 54.8% independently. Over 90% knew the criteria for referral to 
the ophthalmologist. We found differences in the scores of the respondents based on the training re-
ceived.
Conclusion: we identified opportunities for improvement: the red reflex test should be performed dur-
ing all infant check-ups and ocular alignment checked from 6 months, and the Lang test and stan-
dardised optotypes should be available and their use improved. Higher levels of theoretical and practi-
cal knowledge are positively correlated with the amount of training received by health professionals.
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INTRODUCTION

The visual system, consisting of the retina, the op-
tic nerve and the cerebral cortex, which is very im-
mature at birth, undergoes gradual structural and 
functional development, approaching the adult 
state around the age of 6 years.1-3

Amblyopia (“lazy eye”) is the most common cause 
of preventable vision loss in developed countries, 
affecting 2-5% of the general population.4-7 It is 
defined as a unilateral or, very rarely, bilateral re-
duction in visual acuity (VA) that cannot be attrib-
uted to a structural impairment of the eye or of the 
visual pathways, but to abnormal processing of 
visual images by the brain during the critical peri-
od of visual development, giving rise to a function-
al reduction in VA.1,3

The most frequent cause of amblyopia is strabis-
mus.1 Others are refractive errors (astigmatism, 
hypermetropia and myopia), nystagmus, and any 
cause of visual deprivation (such as congenital 
ptosis, retinoblastoma, congenital cataract or in-
appropriate occlusion therapy).3,4,7,8 

Given that it is a problem of cerebral development, 
once visual maturation is complete, from the age 
of 6-8 years, the risk of developing amblyopia dis-
appears and treating it will be less effective or even 
ineffective from that age. Hence the importance of 
early detection and treatment.1,7,8

Vision screening is part of health prevention care 
in children, but it varies greatly with regard to 
which tests are performed and at what age, as well 
as to ophthalmology referral criteria.1,3 In new-
borns and children up to age 2 years, the object of 
screening is early detection of serious eye prob-
lems such as congenital cataract or retinoblasto-
ma,1,9 at preschool age it is to detect amblyopia 
and the risk factors for its development, and at 
school age, reduced VA due to refractive errors.1

There are few studies that analyse the state of vi-
sion screening in primary care in Spain, and the 
available evidence does not allow us to establish 
the best time to begin screening, nor which tests 
are the most suitable to avoid a visual problem go-

ing unnoticed, on the one hand, and unnecessary 
referrals, on the other.

Our objectives are to describe knowledge of visual 
development and screening techniques among 
primary care paediatricians (PCPs) in Spain, as well 
as the availability of basic material and training 
needed to carry out a proper vision screening. We 
also aim to analyse the existing relationship be-
tween the training received by professionals and 
their level of basic knowledge, correct performance 
of the screening tests and appropriate ophthal-
mology referral.  

MATERIALS AND METHODS

We designed a descriptive cross-sectional observa-
tional study, through a voluntary, non-remunerat-
ed survey, distributed online from 09/03/2020 to 
26/04/2020.

Participants were recruited through the member-
ship list of the Spanish Association of Primary Care 
Paediatrics (AEPap), specifying that only paediatri-
cians and general practitioners working in primary 
care (PC) should answer the survey.

A questionnaire (Appendix 1) was designed, based 
on the recommendations of Previnfad (2016),1,10 
AEPap (2020),4,11 the American Academy of Pediat-
rics, the American Academy of Ophthalmology, the 
American Association for Paediatric Ophthalmol-
ogy and Strabismus and the American Association 
of Certified Orthoptists (2016).12,13 It consisted of 
18 questions, of which seven explored theoretical 
knowledge, one concerned the professional re-
sponsible for vision screening, one the training re-
ceived, two the availability of materials, five the 
correct performance of screening techniques and 
two appropriate referral to an ophthalmologist.

According to Ministry of Health data, in 2018 there 
were 6448 professional PCPs in Spain, from which 
a sample size of 261 professionals was calculated, 
for a confidence level of 90% and a margin of error 
of 5%.

Statistical analysis: the data obtained were sub-
jected to descriptive analysis, on the one hand, and 
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to univariate analysis, on the other, to assess the 
association between the training received by the 
professionals and correct theoretical knowledge 
and clinical practice. We analysed differences be-
tween categorical variables with the χ2 test and 
differences in the mean scores of each group with 
the ANOVA test for independent variables. A p val-
ue of less than 0.05 was considered significant.

RESULTS

We received the 304 questionnaires, of which 14 
were excluded due to incomplete responses, so 
that 290 professionals were included in the study. 

Of this total, 18.3% reported performing vision 
screening themselves, 16.9% that it was performed 
by nurses, and 64.8% both. Only 3.1% reported that 
having received formal training, that is, of a regular 
and institutional nature, while 54.8% had trained 
on their own, 23.8% had not received any training 
and 18.3% did not know this information.

Of the seven theoretical questions, 2.1% of the 
participants gave the correct answer to all of them, 
20.3% to 6, 30.3% to 5, 26.6% to 4, 15.9% to 3, 4.5% 

to 2, nobody answered only one correctly and the 
remaining 0.3% answered all the questions incor-
rectly. In all, 79.3% gave the right answers to more 
than half the questions asked (at least 4 of 7). The 
percentage of professionals that answered each 
theoretical question correctly is shown in Figure 1. 

As regards the material used, 32.8% of the profes-
sionals had the Lang test and 25.9% used it rou-
tinely from 2 years of age, 4.8% only when VA could 
not be explored with optotypes due to lack of co-
operation from the child, and 2.1% did not consid-
er it useful. A total of 82.8% answered that they 
had standardised optotypes available, 10.3% that 
they did not, 4.1% only some days, and 2.8% did 
not know what kind of optotypes they used.

As for screening tests, 50% performed the red re-
flex test in all infants, 26.2% only up to age 6 
months, 21.4% up to age 1 month, and 2.4% did 
not perform it. The Hirschberg test was performed 
by 68.3% in all examinations from 6 months to 6 
years of age, 24.8% in all examinations regardless 
of age, 5.9% only from 3 years and 1% exclusively 
at the age of 6 years. A total of 44.5% used the 
cover test in examinations between the ages of 3 

Figure 1. Percentage of professionals who answered the theoretical questions correctly
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and 6 years, 32.4% in all examinations from 6 
months, 16.9% only when the Hirschberg test was 
pathological, and 6.2% did not use it. To explore VA 
with optotypes, 72.7% placed the child at the dis-
tance in metres marked by the last row of opto-
types and 76.6% put the optotypes in the child’s 
horizontal plane of vision (Figure 2).

The criteria for ophthalmology referral from PC ac-
cording to risk factors for visual disorders and re-
sults of vision screening were known to 91% and 
93.8% of the professionals respectively (Figure 2). 

We analysed the relationship between the type of 
training received by the professionals, distinguish-
ing 4 groups (formal training, self-training, don’t 
know/no opinion [DK/NO], no training), and their 
theoretical knowledge, correct performance of the 
screening tests and referral to an ophthalmologist, 
analysing the mean score of correct answers to 14 
questions in the questionnaire (7 theoretical and 7 
practical). We observed statistically significant dif-
ferences on account of the performance in the 
practical section (Table 1 and Figure 3).

When we analysed the questions separately, we 
found statistically significant differences between 
the groups of doctors, based on their training, in 
the number of right answers to the questions on 
the optimum distance for testing of VA with opto-
types (p = 0.037) and ophthalmology referral crite-

ria according to the result of vision screening 
(p = 0.010) (Tables 2 and 3).

DISCUSSION

Performing vision screening correctly requires hav-
ing the right material, knowing how and when to 
use it, and knowing the characteristics of the visu-
al system in each stage of childhood, the warning 
signs, and when to refer patients to a specialist.5

In this study, nearly 80% of the professionals an-
swered more than half the questions on theoreti-
cal knowledge correctly. However, only 8% re-
sponded correctly to the question related to 
evidence in vision screening. In this connection, 
ocular inspection and the red reflex test in new-
borns and infants do not meet the criteria for be-
ing considered as screening tests, since they have 
not been evaluated prospectively and there are no 
data available on their validity. However, the im-
pact of potentially serious disorders, such as con-
genital cataract or retinoblastoma, and the proven 
effectiveness of each of these interventions to im-
prove their prognosis justify their inclusion in the 
examinations of newborns and infants.7,10 At pre-
school age, the object of vision screening is to de-
tect abnormalities during the period of visual de-
velopment and prevent amblyopia or treat it early 

Figura 2. Material y técnicas correctos para un adecuado cribado visual
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if it is already established. Although there are no 
studies comparing the benefits of screening ver-
sus non-screening, its performance between the 
ages of 3 and 5 years is recommended because 
there is sufficient evidence on the validity of 
screening tests and the effectiveness of treating 
amblyopia in this age range.7,10,14 With regard to 
children of school age and adolescents, vision 
screening has low performance in detecting pa-
thology. Testing VA offers a good sensitivity and 
specificity for the detection of myopia, but is im-
precise for detecting hypermetropia and astigma-
tism. There is no evidence that treating refractive 
errors in asymptomatic children improves the re-
sult compared to treatment initiated after symp-
toms have appeared, and finding mild refractive 

errors could cause unnecessary referrals. In conclu-
sion, there is not sufficient evidence to establish a 
balance between the benefit and risk of screening 
for refractive errors in schoolchildren and adoles-
cents.7,10

Given the evidence that exists for detection of seri-
ous diseases in infants and of amblyopia in children 
aged 3-5 years, vision screening is one of the pre-
ventive activities in primary care paediatrics (PCP). It 
is striking that only 3.1% of the professionals sur-
veyed had received formal training in performing it, 
54.8% had self-trained and 23.8% had received no 
training at all for this purpose. As for the remaining 
18.3% who did not know this information, they 
were probably the same doctors who answered 
that they themselves did not carry out screening.

Figure 3. Box plots: training of doctors and total score, theoretical and practical
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Table 1. Mean theoretical, practical and total scores according to the training received by the doctors
N Mean ± SD p

Theory score Formal training
Self-training
No training
DK/NO
Total

9
159
69
53

290

4.67 ± 1.32
4.60 ± 1.16
4.41 ± 1.38
4.47 ± 1.07
4.53 ± 1.20

0.668

Practice score Formal training
Self-training
No training
DK/NO
Total

9
159
69
53

290

5.44 ± 1.73
5.18 ± 1.14
4.52 ± 1.44
4.68 ± 1.27
4.94 ± 1.26

0.001

Total score Formal training
Self-training
No training
DK/NO
Total

9
159
69
53

290

10.11 ± 1.45
9.78 ± 1.79
8.93 ± 2.32
9.15 ± 1.98
9.47 ± 1.98

0.009

DK/NO: don’t know / no opinion; SD: standard deviation.
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Table 2. Correct answers to questions on theory according to the training received by the doctors

Theoretical 
question 1. Visual 
system

Formal training Self-training No training DK/NO Total p

Correct 6
66.7%

100
62.9%

39
56.5%

35
66%

180
62.1%

0.71Incorrect 3
33.3%

59
37.1%

30
43.5%

18
34%

110
37.9%

Total 9 159 69 53 290

Theoretical 
question 2. 
Amblyopia

Formal training Self-training No training DK/NO Total p

Correct 9
100%

158
99.4%

67
97.1%

53
100%

287
99% 0.36

Incorrect 0
0.0%

1
0.6%

2
2.9%

0
0.0%

3
1%

Total 9 159 69 53 290

Theoretical 
question 3. 
Evidence on vision 
screening

Formal training Self-training No training DK/NO Total p

Correct 2
22.2%

8
5%

7
10.1%

4
7.5%

21
7.2%

0.169Incorrect 7
77.8%

151
95%

62
89.9%

49
92.5%

269
92.8%

Total 9 159 69 53 290

Theoretical 
question 4. 
Red reflex

Formal training Self-training No training DK/NO Total p

Correct 4
44.4%

105
66%

38
55.1%

30
56.6%

177
61% 0.242

Incorrect 5
55.6%

54
34%

31
44.9%

23
43.4%

113
39%

Total 9 159 69 53 290

Theoretical 
question 5. 
Stereopsis

Formal training Self-training No training DK/NO Total p

Correct 8
88.9%

119
74.8%

54
75.5%

40
75.5%

221
76.2% 0.768

Incorrect 1
11.1%

40
25.2%

15
21.7%

13
24.5%

69
23.8%

Total 9 159 69 53 290

Theoretical 
question 6. 
Screening for 
strabismus

Formal training Self-training No training DK/NO Total p

Correct 5
55.6%

97
61%

41
59.4%

34
64.2%

177
61% 0.939

Incorrect 4
44.4%

62
39%

28
40.6%

19
35.8%

113
39%

Total 9 159 69 53 290

Theoretical 
question 7.
VA testing

Formal training Self-training No training DK/NO Total p

Correct 8
88.9%

145
91.2%

58
84.1%

41
77.4%

252
86.9%

0.062Incorrect 1
11.1%

14
8.8%

11
15.9%

12
22.6%

38
13.1%

Total 9 159 69 53 290
DK/NO: don’t know / no opinion; VA: visual acuity.
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Table 3. Correct answers to questions on practice according to the training received by the doctors

Practical question 12.
Red reflex

Formal training Self-training No training DK/NO Total p

Correct 3
33.3%

89
56%

27
39.1%

25
47.2%

144
49.7%

0.083Incorrect 6
66.7%

70
44%

42
60.9%

28
52.8%

146
50.3%

Total 9 159 69 53 290

Practical question 13. 
Hirschberg test

Formal training Self-training No training DK/NO Total p

Correct 7
77.8%

115
72.3%

39
56.5%

37
69.8%

198
68.3% 0.110

Incorrect 2
22.2%

44
27.7%

30
43.5%

16
30.2%

92
31.7%

Total 9 159 69 53 290

Practical question 14. 
Cover test

Formal training Self-training No training DK/NO Total p

Correct 3
33.3%

72
45.3%

31
44.9%

21
39.6%

127
43.8%

0.812Incorrect 6
66.7%

87
54.7%

38
55.1%

32
60.4%

163
56.2%

Total 9 159 69 53 290

Practical question 15.
VA optotypes 
distance

Formal training Self-training No training DK/NO Total p

Correct 9
100%

121
76.1%

49
71%

32
60.4%

211
72.8% 0.037

Incorrect 0
0.0%

38
23.9%

20
29%

21
39.6%

79
27.2%

Total 9 159 69 53 290

Practical question 16.
VA optotypes height

Formal training Self-training No training DK/NO Total p

Correct 9
100%

128
80.5%

47
68.1%

38
71.7%

222
76.6%

0.056Incorrect 0
0.0%

31
19.5%

22
31.9%

15
28.3%

68
23.4%

Total 9 159 69 53 290

Practical question 
17. Referral to OPH 
according to risk 
factors

Formal training Self-training No training DK/NO Total p

Correct 9
100%

144
90.6%

60
87%

48
90.6%

261
90.0%

0.618Incorrect 0
0.0%

15
9.4%

9
13%

5
9.4%

29
10.0%

Total 9 159 69 53 290

Practical question 
18. Referral to 
OPH according to 
examination

Formal training Self-training No training DK/NO Total p

Correct 9
100%

154
96.9%

59
85.5%

47
88.7%

269
92.8%

0.010Incorrect 0
0.0%

5
3.1%

10
14.5%

6
11.3%

21
7.2%

Total 9 159 69 53 290
DK/NO: Don’t know / No opinion; OPH: ophthalmology; VA: visual acuity.
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In assessing newborns one should ask about risk 
factors for visual disorders, perform an eye inspec-
tion, examine the pupils and test the red re-
flex.8,12,13. From 3 months, the ability to fix and 
follow an object should be present.12,13. To exam-
ine the red reflex (Brückner test), we focus on each 
pupil individually with the ophthalmoscope at a 
distance of 45-75 cm, with the largest circular light 
and little ambient light, and then on both eyes si-
multaneously.10,12,13. The red reflex should be 
bright reddish-orange (light grey in dark-skinned 
people) and symmetrical in colour, intensity and 
clarity in the two eyes. Asymmetries, a dull or dim 
reflex, absence of reflex or a white reflex (leukoco-
ria) are grounds for referral to an ophthalmolo-
gist.10. Although testing the red reflex in examina-
tions of newborns and infants is recommended,7,10 
only 50% of participants in the study did so. 

Stereopsis (binocular vision) develops between 3 
and 6 months of life and requires normal develop-
ment of vision and correct alignment of the two 
eyes.1 Strabismus and severe ametropias can 
cause poor stereopsis. This is why a child with ad-
equate depth perception is unlikely to have a seri-
ous visual problem.4 There are various tests to 
evaluate it, and the Lang test is suitable in PC, as it 
is quick, easy and useful in small children, even 
2-year-olds,2,4 but it was only available to 30.7% of 
the participants in the study.

Eye alignment must be tested in every examina-
tion and is especially important up to 6-7 years of 
age.6,10 Two methods of screening for strabismus 
are the Hirschberg test and the cover test.15 The 
first consists of observing the corneal reflex from a 
light located about 40 cm from the eye, with the 
patient looking at the light source. The reflex 
should be symmetrical and centred on the pupil; in 
children with strabismus it is asymmetrical and 
decentred in the eye with strabismus.10,13,16. It is a 
quick test, useful from 6-12 months onwards,2,8,13 
which can also detect pseudostrabismus.4,8,10,14 
The cover test is more precise15, but more complex, 
because it requires an experienced examiner and a 
cooperative patient, which can usually be achieved 
from the age of 3-4 years.4,8,10 With the child’s gaze 

fixed on an object, we occlude one eye and observe 
the behaviour of the uncovered eye. The test is 
positive if the eye makes a corrective movement to 
focus on the object. Variants of this test can be 
used to diagnose phorias (latent strabis-
mus).10,13,15,16 The Hirschberg and cover tests are 
performed by 68.3% and 44.5% of surveyed doc-
tors in the examinations as indicated. 

The method of choice for performing vision screen-
ing between the ages of 3 and 5 years is direct 
measurement of VA with standardised optotypes.7 
The other tests (Hirschberg test, cover test, Lang 
test) can supplement, but must not replace, meas-
urement of VA.7,11

The use of standardised optotypes according to 
the Bailey and Lovie criteria is currently recom-
mended (Figure 4) because they measure VA more 
precisely and reliably; however, in regular clinical 
practice the use of non-standardised optotypes is 
still very common (Figure 5).7 Optotypes must be 
placed in the child’s horizontal plane of vision and 
at the distance marked on the line corresponding 
to VA of 1,16,17 a practice carried out correctly by 
76.6% and 72.7% of the professionals respectively. 
Each eye is tested separately. Use of the “critical 
line” is a useful alternative to reading the whole 
table of optotypes: the child must correctly iden-
tify most of the optotypes in the line that they 
should be capable of seeing at their age.13,17

More than 90% of those surveyed knew the oph-
thalmology referral criteria10,17 (Tables 4 and 5).

Our results partially differ from those found in one 
of the few studies published on paediatric vision 
screening in PC in Spain.5 That study highlights 
lack of material and ignorance of methodology, 
visual development, testing required according to 
age and reasons for referral to ophthalmology on 
the part of professionals responsible for vision 
screening. With regard to material, over 80% of the 
participants in our study answered that standard-
ised optotypes were available to them and nearly 
a third had the Lang test, compared to a third with 
age-appropriate optotypes and less than 10% with 
a test for evaluating stereoscopic vision in the 
study by Martín et al.5 Nearly 75% of those partici-
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Figure 4. Standardised optotypes (LogMAR): Lea symbols, HTOV, ETDRS and Tumbling E

Figure 5. Non-standardised optotypes: Snellen, Tumbling E, Pigassou, Allen and Wecker
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pating in our study performed VA assessment cor-
rectly with optotypes, compared to one third in the 
aforementioned study. Screening for strabismus 
was carried out properly by approximately one-
third of the professionals in both studies. In ours, 
the doctors showed a higher level of theoretical 
knowledge and of ophthalmology referral criteria, 
which were known to over 90% of the profession-
als. These differences may be due, in part, to the 
fact that our survey was aimed solely at doctors; in 
the study by Martín et al., however, both doctors 

and nurses participated, and the latter’s knowl-
edge was significantly worse. Moreover, that study 
was published in 2013, and it is possible that in the 
years that have elapsed the level of knowledge of 
professionals, and the provision of material, have 
improved.

We have not found any studies in Spain that ana-
lyse the relationship that exists between the train-
ing of professionals and the correct performance 
of vision screening. Our results show statistically 
significant differences in the total score to the det-
riment of the practical part, whereby professionals 
who had received formal training had the best 
scores, following by those who had self-trained. 
The questions on testing VA with optotypes and 
correct referral to a specialist are those in which 
these differences were found.

The importance of these results lies in the fact that 
ophthalmology is one of the specialities to which 
most patients are referred from PC, both in paedi-
atrics18 and in general practice.19,20 Furthermore, 
we know that measuring VA with standardised op-
totypes is the method of choice for performing vi-
sion screening between the ages of 3 and 5 
years,10,11 and there is sufficient evidence of the 
validity of screening and the effectiveness of treat-
ing amblyopia in that age range.7,10,14 The fact that 
there is a relationship between performing it cor-
rectly and the training received reaffirms the need 
for formal training aimed at all PCP professionals 
responsible for vision screening.

As a limitation of this study, we ought to highlight 
that the sample was obtained consecutively with 
a non-probability approach and consisted of all 
the professionals who answered the question-
naire in full, so that it may not have been repre-
sentative, which may limit the generalisation of 
the conclusions.

CONCLUSIONS

Testing the red reflex in newborns and infants to 
screen for serious diseases, having standardised 
optotypes available and improving the technique 

Table 4. Criteria for referral to ophthalmology 
in children with risk factors for visual disorders 
(PrevInfad 2016)10,17

•  Neurodevelopmental disorders: hypoacusis, movement 
impairment such as cerebral palsy, Down syndrome, 
cognitive deficit, autistic spectrum disorders and language 
development delay

•  Systemic diseases associated with visual impairments or 
use of medications that can cause eye disorders

•  First-degree relatives with strabismus or amblyopia
•  Preterm birth before 32 weeks of gestation

Table 5. Criteria for referral to ophthalmology in 
children without risk factors (PrevInfad 2016)10,17

0-5 months •  Ocular disorders: ptosis, corneal 
lesions, leukocoria or nystagmus

•  Absent or asymmetric red reflex
•  Fixed strabismus

6-35 months •  Difficulties in monocular object 
fixation and following

•  Absent or asymmetric red reflex
•  Any alignment defect

3 years* Monocular visual acuity less than 0.4 
logMAR (2/5 Snellen, 0.4 decimal). 
Should correctly identify most of the 
optotypes in the 0.4 decimal line.

4 years* Monocular visual acuity less than 0.3 
logMAR (1/2 Snellen, 0.5 decimal). 
Should correctly identify most of the 
optotypes in the 0.5 decimal line.

≥5 years* Monocular visual acuity less than 0.2 
logMAR (2/3 Snellen, 0.63 decimal). 
Should correctly identify most of the 
optotypes in the 0.63 decimal line.

*Any alignment defect or the absence of stereoscopic vision 
is also a reason for referral. 
*The frequency of visual disorders is higher in uncooperative 
children. Between the ages of 3 and 5 years, the 
impossibility of evaluating VA with optotypes is a reason for 
referral to the ophthalmologist.
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of using them, extending the use of the Lang test 
and optimising tests for detecting strabismus are 
areas of improvement in vision screening in PC.

Our results support that proper training of profes-
sionals contributes to a higher level of theoretical 
and practical knowledge. Therefore, in addition to 
the necessary equipment and supplies, training 
should be provided to those professionals who 
perform vision screening in PC to optimise early 
detection of visual problems in childhood and en-
able timely and appropriate treatment. 
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