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Preface
1.1

Background

Introduction

1
The J R McKenzie Trust as project sponsor

Establishment of See Here
In 2005, the Trust’s attention was drawn to the needs of New Zealand children, particularly those
under 15 years of age, with mild and moderate vision and hearing deficits. Research was commissioned
in this area, including a literature review and interviews with a selection of key people with relevant
knowledge. This research concluded that limited resources seem to be available for children with
vision impairment, particularly those with less severe impairments.

Issues

The goal of the J R McKenzie Trust is to improve the quality of life for New Zealanders who have
special needs or who face disadvantage. The majority of the Trust’s funding each year is provided to
hundreds of community based organisations active in community development, social services and
health. The remainder of funds distributed annually is reserved for multi-year, focused programmes
that aim to make a more significant contribution in a particular field.

A number of approaches were considered by See Here, and it was decided that an evidence-based
model similar to that used by Project HIEDI (Hearing Impairment: Early Detection and Intervention)
was well aligned with the purpose and values associated with the JR McKenzie Trust’s childhood
vision project.
A project team was formed in April 2006 and the project was named See Here in 2007. Work has
intensified during the past year and has focused on collecting information relating to policy and
practice and on understanding the views of key stakeholders in order to develop recommendations
for the improvement of services for this group of children.

Recommendations

The Trust’s Youth Education Fund had also alerted the Trust to the increasing demand for assistance
with funding for children’s glasses. After a process of narrowing the options, agreement was reached
that a project for vision related issues in children should be established.

Āta Titiro
This term comprises two words, ‘āta’ which refers to doing something carefully, and ‘titiro’ which
means ‘to look’. So ‘Āta Titiro’ means to look carefully or closely at something.

••

See Here’s focus on understanding the needs of vision impaired children and on bringing together
the evidence relating to changes in policy;

••

The ability of vision impaired children to learn - the Māori concept of learning has a strong focus
on titiro, whakarongo - to look and listen; and/or

••

the project’s request that officials and ministers take another close look at policies this area.

© 2008 JR McKenzie Trust

3

Appendices

In the context of See Here, ‘Āta Titiro’ has many possible meanings. It could be seen to refer to:

1.2

This document

This document has been developed to present the evidence for changes in policy relevant to children
with mild and moderate vision impairment. The evidence is focused in three key areas:
1.

Data on the prevalence and characteristics of childhood vision impairment in New Zealand.

2. Vision screening in childhood, particularly as it relates to issues with the current National Vision
Hearing Screening Programme, and the implementation of the B4 School Check.
3. Information and support made available to families whose children are referred by vision screening
services or who are suspected, through other means, of having a vision impairment, and who need
assessment and intervention services.
The majority of this document was written by See Here’s Project Manager, Janet Digby, in consultation
with a variety of stakeholders. Sections 3.5, 4.2 to 4.5 of this document, and portions of sections 3.2
and 3.3 have been extracted from a review commissioned by See Here into the efficacy of common
interventions for children with vision impairment which was completed by Caroline Maskill and Ian
Hodges of HealthSearch Ltd1.
While the focus of the See Here project is on mild and moderate vision impairments including those
which are correctable, many aspects of this document relate to policy and provisions for all children
who have vision impairment. As a significant portion of this document is focused on the current
National Vision Hearing Screening Programme, some of the discussions about this programme are
also relevant to children with hearing impairment.
This evidence, and the document’s recommendations, have been summarised in a seperate brochure.
Both this document (the case report) and the summary document are available at www.seehere.
org.nz. We have attempted to make these documents accessible to blind and vision impaired New
Zealanders; they are in electronic format and should be accessible to screen readers. Where we have
used figures and graphs, an explanation of these is included in the text.

1.3

Project team

The See Here Working Group comprises:
Peter Holst (Lead Trustee, BMedSc, MBChB, FRACP): Peter is a retired physician and
member of the JR McKenzie Trust Board. During his professional career in clinical medical practice,
undergraduate and postgraduate medical education and medical administration, as well as during his
term as a McKenzie Trustee, he has always been concerned with the fair distribution and efficient
use of scarce resources.
Iain Hines (MA Hons, Diploma of Social Work): Iain has been the Executive Director of the J
R McKenzie Trust for more than ten years, prior to which he was a social worker and manager of a
community organisation working in the mental health field. Iain was awarded a Churchill Fellowship
in 2002 to study aspects of philanthropy, and he is on the Board of Philanthropy New Zealand.
John McKenzie (BArch): John McKenzie is the Grandson of JR McKenzie Trust founder, Sir
John McKenzie. John is the current Chair of the JR McKenzie Trust and has been involved with the
Trust for the last 25 years.
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Sue Spooner (MED Hons, BEd, Dip. ESVI): Sue is a lecturer and the coordinator of the Vision
Impairment pathway of the Graduate Diploma in Special Education at the Faculty of Education,
University of Auckland. She is a committed advocate for learners who are blind and vision impaired
and is President of the New Zealand branch of the South Pacific Educators in Vision Impairment
Association.

Janet Digby (Project Manager): Janet was appointed as Project Manager of See Here in January
2007. Prior to her appointment, Janet’s experience centred on research and organisational change
projects in a wide range of industries, within both the private and public sectors. For the last five
years, she has been the Project Manager for Project HIEDI, a project established to promote the
introduction of universal newborn hearing screening and early intervention in New Zealand.
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of spectacles in children. Excerpts of this report are included within this document.
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2
Executive summary
2.1

Background

See Here is a JR McKenzie Trust initiative focused on the needs of New Zealand children with
mild and moderate vision impairment. This document outlines current policies and practice with
regard to children with mild and moderate vision impairment, and provides evidence for a set of
recommendations to improve services to these children. A summary of this document has also been
published. Both these documents can be found at the project’s website (www.seehere.org.nz). This
document focuses on three key areas of interest, as identified by our stakeholders:
1. Data on the prevalence and characteristics of childhood vision impairment in New Zealand;
2. Vision screening in childhood, particularly as it relates to issues with the current National
Vision Hearing Screening Programme, and the implementation of the B4 School Check; and
3. Information and support which is available to families whose children require assessment and
intervention services.

What do we mean by ‘vision impairment?’
Traditionally, ‘vision impairment’ has been used to describe a person whose vision cannot be corrected
to a ‘normal’ level. In this document we have used the definition of ‘vision impairment’ proposed by
Kelley, Gale and Blatch (1998), which includes children whose eyesight can be fully corrected through
the use of glasses2.
While the focus of the See Here project is on mild and moderate vision impairments, including
those that are correctable, many aspects of this document relate to policy and provisions for all New
Zealand children who have vision impairment.
A glossary of terms is included at the back of the document in section 16.

Vision loss and common interventions
Vision impairment in children ranges from those whose conditions are classified as ‘mild’ through to
blindness.
Refractive errors such as myopia (short sightedness), hyperopia (long sightedness), and astigmatism
(non spherical cornea) are the most common cause of mild and moderate vision impairment. In
New Zealand these conditions are a significant problem; around 10 to 20 percent of our children
are thought to be affected by vision impairment in this country, including impairments caused by
correctable refractive error.
A range of interventions are used in New Zealand to assist children with mild to moderate vision
problems, with the prescription of glasses being the most common intervention. Glasses are proven
to improve visual acuity and a clear image is a prerequisite for reading.

The effectiveness of common interventions
Despite limited research in this area, the reviews and studies examined within the See Here review
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suggest that there is evidence that some types of vision problems contribute to less than expected
levels of educational attainment or school performance in some children. This evidence is most
apparent in the area of reading skills and is particularly relevant to children with mild or moderate
hyperopia (long-sightedness), accommodation (focusing), vergence (movement of the eyes in opposite
directions in adjusting to near or far vision) or other eye movement problems.

Despite the fact that a clear image is a known prerequisite for reading, the available evidence does
not clearly demonstrate that use of corrective lenses is effective in improving educational and other
outcomes. This lack of evidence is thought to be at least in part the result of ethical and other
difficulties. Many professionals take the benefits of prescriptive glasses as proven fact and therefore
research in this area may seem less attractive to researchers and funding may be difficult to obtain.

Issues

Some vision problems, especially myopia, appear to be associated with average or above average
educational attainment making the research picture more complex. Studies into the relationship
between vision problems and performance in non-learning areas (such as sport or self esteem)
suggest reduced outcomes may be more likely for some vision impaired children, although again the
picture is complex.

Data on the prevalence and types of vision impairment in children is very limited and the little
information collected is not widely available. As a result, little information is available to service
providers which can assist with service planning, and little is known about local prevalence,
characteristics and trends in New Zealand.
New Zealand eye-care professionals are not required to notify the Ministry of Health when they
diagnose a child with vision impairment, as they are with hearing impairment. Although there is a
national database containing information on children with the most severe vision impairment, there
is no data relating to children with mild or moderate impairments. As a result, there is no process
for tracking vision impaired children, meaning there is no way to identify which children have not
received appropriate and timely intervention services.
There are considerable waiting times for public sector services in some areas, and families of children
with less severe impairments are more likely to be seen in the private sector than those with more
severe vision impairments.
In cases where vision impairment is suspected, government funding for vision assessments and
interventions is not universal, unlike similar jurisdictions overseas and for New Zealand children
with hearing impairment. Limited assistance for assessments and glasses is only available annually
to families which hold a Community Services or High User Card and where children are under 16
years of age. A Higher Level subsidy is also available to a narrowly defined group. See Here research
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Children with vision impairment in New Zealand are identified through a variety of means. Families
are thought to be the most likely to first suspect a child’s vision impairment, and children are likely
to be assessed by an optometrist chosen by the family or by the nearest hospital eye department. In
cases where a refractive error (such as myopia - short sightedness, hyperopia - long sightedness or
astigmatism-non spherical cornea) is confirmed, glasses are commonly provided by optometrists or
by dispensing opticians.

Recommendations

Children with vision impairment in New Zealand

suggests that awareness of available funding may be low among eligible parents.

The National Vision Hearing Screening Programme
Screening for vision problems occurs in schools and preschools at four, five and 11 years of age.
The majority of vision and hearing screening is conducted by vision hearing technicians (VHTs),
who are trained for this purpose. Vision screening identifies children with deficits in distance vision,
amblyopia (lazy eye) and squint – all as part of the Well Child Schedule. No screening for near
vision is conducted as part of the Schedule.
Although accurate participation rates are not available for this screening, most five year olds are
thought to participate, with approximately 65% of preschoolers screened for vision problems.
Participation rates are highest among European children, with Māori and Pacific children far less
likely to receive vision screening services.
Although more than 1.5 million New Zealand children are thought to have been screened for specific
vision problems during the last 40 years, the efficacy of this screening has never been assessed.
Information on the proportion of children identified correctly as a result of this programme, and
whether these children get the help they need to improve outcomes, has never been collected
nationally. No data at all on vision screening was collected for national reporting prior to 2005.
Not all district health boards conduct vision screening according to the Ministry of Health’s service
specifications, and significant differences exist in practice around the country. For example, not all
areas are conducting vision screening at all ages specified in the service specifications, and there is
more than a tenfold difference between referral rates in district health boards, differences that are
very unlikely to be the result of variations in prevalence between those areas. In addition, some areas
estimate high coverage while others seem to make no attempts to improve poor participation rates
among children in their area. Significant health inequalities are thought to result from current vision
screening. Unfortunately, many of these differences are not measured.
Parents and educators have little or no access to information about vision screening and the
information that does exist is limited, inconsistent and of poor quality. See Here is not aware of any
information provided to families in te reo Māori or other languages. This lack of information extends
to the steps parents and educators need to take should they suspect a child in their care has a vision
impairment. Together, these differences result in inconsistencies in the nature and quality of service
provided to children in different areas of New Zealand.
Research undertaken by See Here suggests it is unlikely that parents and educators understand the
nature and limitations of the vision screening programme. As a result, their confidence in vision
screening is compromised and the diagnosis of vision impairment in some children is likely to be
delayed. A lack of access to the results of vision screening and to general information about vision
screening also means educators are compromised in their ability to assist these children.

The B4 School Check
The new B4 School Check is being implemented nationwide during 2008. This will include some
vision screening and will replace existing four and five year old vision screening. However, this
significant change is taking place at a time when no agency has been responsible for vision screening
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since October 2006. No regional data has been collected since this time, screener practice has not
been monitored and there has been no training for new technicians. New staff are being employed
as screeners without formal training and existing technicians, many of whom have not had their own
practice monitored for as many as four years, are expected to provide on-the-job instruction.

District health boards have generally struggled to achieve high coverage in the preschool population,
and the change of approach for the B4 School Check may result in even lower participation rates,
particularly in the short term. Without consistently high coverage rates across all district health boards
a significant group of children will not receive this service, leading to maintenance or exacerbation
of existing inequalities.

Issues

Although significant improvements in data collection and tracking of children participating in the
B4 School Check are planned, concerns exist regarding whether adequate participation rates can be
achieved as children will generally no longer be screened while in a school or preschool environment.
Rather, parents will be invited to bring their child to a local venue where a number of health screens
can be completed. Low income or single parent families are likely to find it more difficult to participate
as transport and other logistics become an important component of participation.

Similarly, without national monitoring and evaluation of vision screening, monitoring of individual
screeners and training of new screeners, existing problems within vision screening cannot be addressed
and the success of the B4 School Check will be compromised.

A large number of relevant stakeholder organisations share concerns regarding a number of issues
contained within this document and support a review of policy relating to provisions for mild and
moderately vision impaired children. (These organisations have formally endorsed a Consensus
Statement developed by See Here. They are listed in section 10 of this report and this section also
includes the text of the Statement.)

Recommendations
The authors of this report strongly recommend that the Ministry of Health and Ministry of Education
work together to review all aspects of government policy relating to children with vision impairment
in New Zealand, specifically as they relate to children with mild or moderate vision impairment.

Recommendations

Stakeholder support

See Here specifically recommends to the ministers of Health and Education:
Vision screening
1.

That responsibility for vision and hearing screening is urgently assigned to an agency, which will
perform important national programme functions such as national monitoring and evaluation,
screener training and monitoring of screener practice.
2. That appropriate data is collected from vision screening in order to conduct a comprehensive
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To facilitate useful collaboration, we recommend that the Ministry of Education identify where the
responsibility for policies relating to children with less severe vision impairments lies, as this group
of children currently don’t appear to be the focus of either Special Education or the mainstream
agenda.

review of the efficacy, costs and benefits of such screening. This review would determine whether
vision screening should be continued, and if so what kinds of screening are appropriate.
3. That should vision screening be continued following review, a robust process for regular review
of evidence relating to vision screening be developed, and this process should inform changes in
screening protocols and practice.

Assessment and intervention services
4. That free vision assessments are available for all children under 18, regardless of the source of
the referral.
5. That a review of the current Spectacles Subsidy and High Level Subsidy be conducted to determine
levels of awareness of this subsidy, and that information to inform future policy changes is
collected.
6. That further funding is provided to address the staffing crisis facing the blind and low vision
education sector so that appropriate support can be delivered to all children defined as having
‘moderate’ and greater needs under the Ongoing and Reviewable Resource Scheme.

Data on New Zealand Children with vision impairment
7.

That basic information relating to vision assessments (in recommendation 4) is collected and
stored in a database that can be used to identify individuals and groups at risk of not receiving
intervention services. This information can then be used to inform changes to policies and practices
which reduce inequalities and inform service planning.
8. That information collected through both the B4 School Check and the database (in recommendation
7) is used to improve understanding of vision impairment among New Zealand children. Access
to this database for appropriate research should be allowed.

Information for parents and educators
9. That high quality, nationally consistent information on vision, vision screening and intervention
services, including information in te reo Māori, is designed for parents and educators and that
this information is made accessible through a number of channels, including within information
provided regarding the B4 School Check.

B4 School Check
10. That until coverage of the B4 School Check reaches acceptably high levels, processes are in place
to: a) ensure families of children at risk of not receiving this Check are aware of what to do
should they suspect their child may have a vision impairment and that b) vision screening services
are provided to all five year olds who did not receive vision screening as part of their B4 School
Check.

Alignment with key organisations and strategies
The recommendations discussed above are aligned with key government strategies such as the Disability
Strategy (2001), Health Strategy (2000), Ministry of Education Statement of Intent (2006-2011) and
Māori Health Strategy (2002). Implementation of these recommendations would contribute to a
number of objectives that are common between these strategies, such as the reduction of inequalities
and the use of evidence to inform policies.
These recommendations are also aligned with policies and conventions of key national and international
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organisations, such as the World Health Organisation3, the United Nations Convention on the Rights
of Persons with Disabilities4 and New Zealand’s National Health Committee5.

Questions or comments relating to this document should be directed to:
Janet Digby – Project Manager, See Here (Telephone: 09 4456006, e-mail: janet@levare.co.nz .)

••

Peter Holst – Lead Trustee, See Here (Telephone, 09 427 9079, e-mail: peter.holst@extra.co.nz.)

Appendices

Recommendations

Issues

••
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Vision impairment in
children
This section provides context for the remainder of the report by describing the different types of
vision problems found in school-age children, particularly those causing mild or moderate vision
impairments. It also provides a summary of common interventions used in New Zealand to assist
with these problems. It is not intended to be a comprehensive review of vision impairment; rather
it provides a context for subsequent sections of this document, particularly for those readers without
knowledge in this area.

3.1

Useful definitions

Vision impairment
Although traditionally, ‘vision impairment’ is a term used to describe a person whose vision cannot
be corrected to a ‘normal’ level, this document uses a wider definition as proposed by Kelley, Gale
and Blatch (1998) which includes children whose eyesight can be fully corrected through the use of
glasses2.

Spectacles, glasses or eyeglasses
A number of terms, such as ‘spectacles’, ‘eye-glasses’, ‘corrective lenses’ and ‘glasses’ are used to
describe lenses used to correct vision. As readers of this report will have a range of levels of knowledge
within the vision field, the authors of this report have opted to use the term glasses in most cases, as
it is in common usage in New Zealand. When summarising and discussing academic papers, the term
used by the papers authors’ are used. These terms should be thought of as interchangeable within
this report.

Parents and caregivers
The primary care-giving role(s) for a child may be undertaken by a wide range of adults, including the
child’s parents, legal guardians or members of the child’s extended family or whanau. To aid readability
of this report the authors have referred to the child’s “parents” throughout. However this term does
not exclude other adults in a primary care-giving role (legal guardians, other members of the family
or whanau) and the use of the term “parents” should be taken to include any adult or adults that
are the child’s primary caregiver(s). No offence or exclusion of adults other than the child’s actual
parents as the primary caregiver(s) is intended.

3.2

Types of vision impairment affecting children

Vision impairment is any condition that prevents normal vision in one or both eyes. Such impairments
can be present at birth (congenital) or can develop later in life due to an accident, illness or disease.
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Some people can inherit conditions that can cause vision impairment to develop over time, while
other disabilities may be associated with vision impairment. Vision impairment can be permanent
or temporary, and can affect people at any age. A person’s level of vision (or sight) may remain
the same over time or it may change. Some individuals have correctable vision impairment while
for others, even with appropriate lenses, their vision is not able to be corrected to within a normal
range.

Parts of this section are extracts from a review commissioned by See Here and conducted by
HealthSearch Ltd1. Further information about this review is contained in section 14 of this report.
This background information is not intended to be comprehensive, rather to provide context for
further sections of the report.

Issues

Various types of disorders affecting school-age children can cause mild to moderate vision problems.
The most common disorders include refractive errors such as myopia (short sightedness), hyperopia
(long sightedness), and astigmatism (non spherical cornea). Other relatively common disorders
concern the functions of accommodation (focusing), vergence/binocularity (ability to see a single
three dimensional image) and eye movements.

The most common type of vision impairment in children is refractive error. Refractive error is where
one or both of a person’s eyes are unable to bring parallel rays of light to focus on the retina. The
three main types of refractive error are: 1) myopia, which compromises distance vision; 2) hyperopia,
which compromises near vision (and, if severe enough, distance vision as well); and 3) astigmatism,
which is caused by a non-spherical cornea and impairs both distance and near vision.
In children, significant levels of refractive error may result in blurred near vision and/or blurred
distance vision (i.e. reduced visual acuity). It can also result in strained or sore eyes (ocular fatigue)
and symptoms such as headaches, watery eyes (lacrimation) and screwing up of the eyes6.
It is normal during the first few years of life for changes to occur in a child’s level of refractive error.
Most newborns are hyperopic (longsighted) but as they grow this hyperopia typically decreases to the
point where by around school-age or early adolescence they have minimal or no refractive error. This
is the process known as emmetropisation6, 7. If emmetropisation does not proceed normally then
permanent refractive errors such as hyperopia or myopia can develop.

Recommendations

Refractive errors

that environmental factors are more influential and that repeated and intense involvement in nearvision tasks, such as reading or computer use, may trigger the development of myopia8.

Other common vision problems in children
other common vision problems in children resulting in less severe visual problems are amblyopia
(‘lazy eye’) and strabismus (‘squint’), as well as problems related to accommodation (focusing),
vergence and eye movement.
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Current thinking on myopia suggests that its development in children is influenced by a combination
of genetic and environmental factors, although there is disagreement about which specific genetic or
environmental factors are the most important. There is some evidence suggesting that a propensity for
myopia may be inherited, with certain ethnic groups (e.g. Asian people) having a higher prevalence
of myopia than other ethnic groups (e.g. Caucasian/European people)6. However, other studies argue

Amblyopia
Amblyopia (lazy eye) is commonly found in infants and pre-school children. It is caused by a refractive
imbalance (anisometropia) or other conditions such as squints or cataracts when the visual functioning
of one eye is less than the other eye. Because the weaker eye receives less visual stimulation than the
stronger eye, this produces physical changes in the neurons of the visual cortex in the brain that, if
left untreated, can result in a permanent loss of vision in the weaker eye.

Strabismus
Strabismus (squint) is where a person is unable to direct both eyes simultaneously towards a
single point. One or both eyes may turn inwards, outwards, up or down, either permanently or
intermittently.

Binocularity and vergence problems
Binocularity is the ability to use both eyes together and unite two images into one three-dimensional
image. Binocular vision occurs when the two eyes work together ‘smoothly, accurately, equally and
simultaneously’.
Vergence is the turning of the eyes horizontally, either inwards (convergence) or outwards (divergence),
enabling binocularity. Convergence is the ability to use both eyes together and turn the eyes inwards
to maintain single vision at near distance.
Fusional vergence is a convergence response that maintains the fusion of two images into one.
Divergence is the ability to use both eyes together and turn the eyes outwards towards a far object.

3.3

Prevalence

Vision impairment has been acknowledged as a significant problem internationally9. The World
Health Organisation estimated that there were 161 million people worldwide in 2004 who have a
visual impairment where their corrected vision is less than 6/18 in the better eye (see section 3.4 for
information on degrees of vision impairment). It is important to note that such estimates are based
on prevalence of more severe vision impairment and therefore do not include significant numbers of
individuals with less severe vision impairment10. Studies estimating the worldwide number of people
with an uncorrected refractive error are also prone to exclude those with less severe impairments.
Such estimates range from 153 to 259 million, making uncorrected refractive error the largest cause
of visual impairment11, 12.
Various overseas studies have measured the prevalence of vision problems in school-age children.
Some have measured only the prevalence of one type of vision problem, while others have measured
the prevalence of a variety of different vision problems. There appear to have been a much larger
number of studies measuring the prevalence of refractive errors, strabismus and amblyopia, than
studies looking at the prevalence of problems with eye functions like vergence, accommodation and
eye movement. (See section 3.2 for explanation of the various types of vision problems listed here.)
Very few studies have examined the prevalence of vision problems in New Zealand children (those
studies are detailed in section 5.1 of this report).
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According to the American Optometric Association, the overall prevalence of visual efficiency problems
among school-age children is in the range of 15 to 20%13. The Association defines ‘visual efficiency’
problems as reduced visual acuity, uncorrected refractive error, eye movement and alignment
problems, and accommodative and vergence dysfunctions.

For example, The Sydney Childhood Eye Study16 is a recent study which measured the prevalence
of vision problems in a sample of 777 Sydney school children. These were mainly 12 year olds but
there were also some 11 year-olds and 13-year-olds. Most of the children were European Caucasian
(approximately 60%) but the sample included a substantial proportion of Asian children (East Asian,
South Asian) and some Middle Eastern children. A total of 11.4% of the children had vision problems
in at least one eye (before any correction). Of these, 8% were defined as having mild (4.1%) or
moderate (4.7%) visual problems. The remaining 2.6% had severe problems. Refractive error was the
most common category of vision problem, found in 89% of all children with vision problems. Most
children with refractive error had myopia (87% of all children with vision problems). More than a
third of the children with refractive error had astigmatism. A smaller proportion had hyperopiai (7.9%

Issues

Recent studies on the prevalence of vision problem in children are available from Australia and
provide a useful guide to what is likely to be the general situation in New Zealand14-18.

of all children with vision problems). Overall rates of vision problems (before any correction) were
higher in girls than boys and higher in Asian children than in European Caucasian children. The
ethnic differences were largely due to higher rates of myopia and astigmatism in Asian children.

Vision impairments are often grouped into those that cause complete or partial blindness or those less
serious conditions such as refractive errors, amblyopia and colour vision issues. Although blindness is
rare among children, vision impairments affect a significant number of New Zealanders, particularly
when correctable refractive errors are included.
Vision is often categorised according to an individual’s level of visual acuity which is a measure of
the sharpness or clarity of vision. Acuity is measured for both distance and near vision. Although
acuity is an indicator of visual function, children with the same visual acuity or eye condition can
function quite differently19.
Colenbrander20 modified the World Health Organisation’s Classification of Visual Performance to
provide a useful frame of reference for educational purposes. The categories provided in Table 1 are
universally accepted.
There are a number of ways of classifying the degree of a vision impairment. This document focuses
on the needs of children with ‘normal’ vision or ‘low vision’ when corrected, to those with moderate
vision problems. The focus of this document is on children whose vision impairment falls within the
shaded areas of Table 1.
i

Long sightedness, also known as hypermetropia
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Degrees of vision loss
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3.4

Normal

Low Vision

Normal

NearNormal

Moderate

Snellen

6/4 6/6

6/9 6/18

6/24 6/48

Visual Field

180º 140º

120º 80º

60º 30º

20º 15º

Visual
Acuity
Impairment

None

Slight

Moderate

Severe

Visual
Disability

Can perform all visual
tasks

Severe
6/60
6/120
3/60

Blindness
Moderate

Severe

Total

HM LP

NLP

10º

5º

0º

Profound

Near Total

Total

6/50
6/300
3/75
3/150

Needs aids for detailed
visual tasks

Needs aids/other senses for gross
visual tasks

Near
normal
with aids

Aids as
adjunct

Subnormal
with aids

Vision as
adjunct

No Vision

Table 1: Colenbrander’s modified WHO classifications of visual performance (distance acuity).
(Interpreting ‘Snellen’ results: The assessment of the eye’s ability to distinguish detail in objects and
shapes is done using the smallest identifiable object that can be seen at a specified distance (usually
6 metres). 6-metre visual acuity is often measured using a Snellen Eye Chart, or a similar chart
which uses pictures or symbols instead of letters for children too young to know their alphabet.
The recorded results reflect the smallest line the person was able to read at that distance. 6/6
indicates normal vision. For example 6/18 indicates the person has to be within 6 metres to read
what a normally sighted person could read at 18 metres.)

3.5

Interventions to assist children with vision problems

This section is extracted from the HealthSearch review commissioned by See Here1.
A range of different interventions may be used to try and assist school-age children with mild
or moderate vision problems. Some involve modifying aspects of the classroom, school and / or
home environment to make it easier for children with vision impairment to see. Others are clinical
interventions that involve physically correcting children’s vision problems. These include: refractive
surgery or laser treatment; corrective surgery for squints; occluding one eye for amblyopia; provision
of glasses or contact lenses; or vision therapy (e.g. eye exercises and other techniques intended to
improve focusing ability and eye muscle flexibility or strength).

Use of glasses by children
Glasses are the main type of corrective lenses provided to children. Contact lenses are rarely prescribed
for children, especially those in younger age groups.
Figures on the rates of use of corrective lens among children have been compiled in several
countries15-17, 21, 22-24.
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A 1980 UK study by Stewart-Brown and colleagues found that 10% of primary school children have
been prescribed glasses by the time they reached ten years of age23, 24.

Introduction

In the Dunedin Multidisciplinary Health and Development study, 3.6% of 7-year olds had been
prescribed glasses22.

Researchers observe that rates of prescription and use of corrective lens in any given population
are shaped by a ‘complex interplay between the prevalence of visual impairment, the effectiveness
of detection, the ability to access treatment, and threshold for treatment’21. In some populations,
where the effectiveness of detection and the ability to access treatment is low, and the threshold for
treatment is high, a high proportion of children with common vision problems is unlikely to receive
suitable corrective lenses. However, in other populations where the effectiveness of detection, and the
ability to access treatment is high, and where the threshold for treatment is low, some children may
be prescribed glasses, when in fact they do not have, or have only very minor, vision problems26.

Issues

In the USA, a 1998 survey estimated that 25.4% of the USA’s 52.6 million children aged 6 to 18 years
had corrective lenses (eyeglasses or contact lenses). The prevalence of corrective lens use increased
with age, with only 15.8% of 6-11 year olds having corrective lenses, compared to 36.0% of 15-18 year
olds. Girls were more likely than boys to have corrective lenses, as were children from higher-income
families compared with those from lower-income families21.

It is generally accepted that when corrective lenses are prescribed and used appropriately by people
with certain kinds of vision deficits (e.g. refractive errors) then these people will invariably be able to
see better (e.g. better distance vision or better near vision). As one review puts it: ‘It is expected that
optical correction of the refractive error will result in a more or less immediate improvement in the
visual acuity, to a normal level’6.
In relation to this, a number of studies have investigated the changes in visual performance (e.g.
distance acuity, near vision, etc.) resulting when corrective lenses (mainly glasses) are prescribed,
either alone or in conjunction with other therapies, to children with refractive errors or other types
of vision problems. Examples include studies where corrective lenses are used as part of interventions
to treat amblyopia27, 28 29, 30, strabismus, astigmatism or hyperopia in infants7, 31, or as part of
interventions to slow the progression of myopia in school-children32-38. Authors of the UK Health
Technology Assessment (1997) commented that randomised controlled trials on the effect of corrective
lenses on visual acuity are not necessary as the effects are already well-established55.

Conclusions

Vision impairment is a significant problem affecting a large number of individuals around the world.
Correctable refractive errors are the single largest cause of vision impairments. A number of overseas
studies have measured the prevalence of the various types of impairment in children, with total
prevalence varying between 11.5 and 25.4%.
Types of vision impairment common in children range from those classified as ‘mild’ through to
the most severe, that is, blindness. Refractive errors such as myopia and hyperopia, accommodation
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Recommendations

Effects of corrective lenses on visual acuity

problems, vergence/binocularity and eye movement issues are the most common conditions in the
mild to moderate range.
A range of interventions are used to treat children with mild and moderate vision problems. These
include modifying aspects of the child’s environment, refractive surgery, provision of glasses and
vision therapy. Corrective lenses are the most common intervention provided to children with vision
impairment. Such lenses are proven to improve visual acuity in both children and adults.
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4

The majority of this section has been extracted from a review by HealthSearch Ltd entitled “Review
of evidence relating to provision of interventions for children with less severe vision problems” which
was commissioned by See Here. Further information about this review is contained in section 14 of
this report.

4.1

Introduction

Issues

This section examines evidence of the impact of vision problems (described in Section 3) on children’s
educational and social development and evidence relating to the effectiveness of the most common
type of intervention, provision of glasses.

Vision involves the ability to take incoming visual information, process it and obtain meaning from
that information.

As a significant proportion of learning takes place through vision, it follows that problems with a
child’s vision will impact on his or her learning and development39.
A wide range of factors (genetic, biological, psychological, social and cultural) are influential in
determining a child’s psychological and social development and their level of success at school.
Examples include intelligence, general health status, quality of parenting, personality, attitudes to
learning, and the quality of classroom teaching. In recognising this large array of potential influences,
an important question for this document is: to what degree, if any, do mild or moderate vision
problems influence the educational performance or general development of school age children?

4.2

Recommendations

Vision is learned; a child learns to see just as he/she learns to walk and talk. However unlike
other aspects of development, it generally proceeds without much or any awareness on the part of
parents.

Relationship between vision problems and reading ability

It is generally accepted that severe uncorrected vision problems have the potential to significantly
impede the process of learning to read ‘standard print’. However, there is less agreement over
whether uncorrected mild or moderate vision problems may limit the development of a child’s
reading ability, or make reading more difficult to perform40-48. Some studies conclude there is no
relationship between children’s reading ability and vision problems. Others conclude the relationship
between reading ability and vision is strong.
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Since at least the 1930s, various studies, mainly in the United States, have sought to examine
possible connections between children’s vision problems and outcomes related to learning or school
achievement. Most of this work has focused specifically on the relationship between vision problems
and children’s reading ability40.

Definitions of reading disability
Various terms and definitions are used in the literature to refer to reading problems. For the
purposes of this report, a child can be defined as having a reading disability if their reading age is
two or more years behind their chronological age48. Generally speaking two specific kinds of reading
disability are described in the literature. The first is dyslexia (also called developmental dyslexia or
specific reading disability) where a child with a reading disability has intelligence within the normal
range and adequate cultural opportunity and teaching experience. The second is generalised learning
disability (also called generalised learning impairment) where a child with a reading disability has
an associated deficit in intelligence. Investigators also tend to make a distinction between reading
disability caused by visual anomalies (i.e. refractive errors, or problems of accommodation or the
ocular muscles) and reading disability caused by psychophysical, anatomical and/or physiological
impairments in the processing of one of the major visual pathways (e.g. retina to sections of the
brain)48.
In the main, the studies covered in the rest of this section concentrate on the relationship between
vision problems and reading disability among children with intelligence within the normal range, not
among children with an associated deficit in intelligence. In addition, the studies generally only cover
vision problems thought to be caused by refractive errors, or problems of accommodation or the
ocular muscles. Vision problems that are regarded as caused by processing impairments in the major
visual pathways (including the brain) are not discussed specifically within this document.

Importance of analysis by vision problem type
In a wide-ranging review of studies in this area, Simons and Gassler49 suggest that the question
should not really be ‘do vision problems affect reading performance?’ but rather ‘what are the
possible effects of different kinds of vision anomalies on reading performance?’ Their review involves
statistically combining the results from a total of 34 correlational studies comparing the incidence of
vision anomalies in subjects with below average reading ability and in subjects with normal or above
average reading ability. From this Simons and Gassler conclude that:
1. some kinds of vision anomalies are associated with poorer or below average reading ability,
2. other kinds of vision anomalies are associated with average or above average reading ability,
3. some vision anomalies are not associated with reading ability at all.

Hyperopia and reading ability
Simons and Gassler conclude there is sufficient evidence to say there is an association between
reduced visual acuity at near distances (hyperopia) and below average reading. They attribute this
to the extra accommodative (focusing) effort required by people with hyperopia when undertaking
nearpoint tasks like reading. This may produce symptoms of eye-strain such as intermittent blurring
of print, headaches, and fatigue, ‘all of which could make reading difficult’49. Consistent with the
findings of Simons and Gassler, other studies have found an association between hyperopia and
reading under-achievement, as well as underachievement in other learning areas50. Here in New
Zealand, the Dunedin Multidisciplinary Health and Development Study found that low IQ and poorer
educational achievement were associated with hyperopia22.
The various reports of a large UK study of vision problems in 10 year-old children by Stewart-Brown
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et al, indicate that after adjusting for intelligence, gender and social class, children with mild and
moderate hyperopia generally scored poorly on reading tests. In other words, these children read less
well than would be expected from their intelligence scores24, 26. Based on these results and evidence
from other research, the study’s authors suggest there may be justification for ‘believing that the
association between mild or moderate hypermetropiaii and poor reading could be a causal one’24.
They speculate that the high level of sustained accommodation (focusing) required by these children
to read text ‘might have been sufficient to affect their learning to read’. They further note that this
group of children with imperfect acuity at near but perfect distant acuity ‘is one that is not usually
recognised to exist clinically24’. One possible explanation they give for this is the relative lack of near
vision screening in schools.

indicated a clear association between hyperopia and academic underachievement. Moreover, based
on the findings, the authors concluded that ‘ … practitioners should consider seriously the potential
benefit to be derived from compensatory lenses for children who exhibit more than 1.25 Diopters of
hyperopia - even if they are asymptomatic and capable of excellent unaided visual acuity at near as
well as distance’51.

Myopia and reading ability
Simons and Gassler conclude that there is sufficient statistical evidence that myopia is associated
with average or above average reading ability. Possible explanations suggested by the authors include
children with myopia being better adapted than other children to nearwork tasks such as reading; i.e.
they find reading easier. Alternatively, children with myopia may be less likely to participate in sports
or in other activities requiring sharp distance acuity and as a result spend more time and put more
effort into nearpoint activities such as reading, and thus may acquire more well developed reading
skills. A third possible explanation suggested by the authors is that ‘reading causes myopia’49.

Recommendations

However, they also observe that ‘most practitioners are hesitant to prescribe compensatory lenses for
asymptomatic, moderately hyperopic children – even if they are not doing well in school’. In their
study of 782 elementary school children, Rosner and Rosner attempt to more precisely determine
exactly what levels of hyperopic refractive error are associated with this decline in educational
performance. They ask: ‘given an asymptomatic elementary school-age hyperopic child, what is the
minimum amount of refractive error that would justify lens application?’51. The results of the study

Issues

Rosner and Rosner further confirm that there is ‘evidence indicating that hyperopic individuals, on
average, do not perform as well as emmetropic and myopic individuals in the academic environment’51.

Linked to this finding, there are also studies suggesting that children with myopia generally are
more likely to have average or above average intelligence (or at least perform better in tests of
intelligence) compared to children with normal vision, or children with other vision anomalies52. The
Dunedin Multidisciplinary Health and Development Study found that high IQ and high educational
achievement were associated with myopia22. The reasons for this association between intelligence and
ii

Hypermetropia is an alternative term for hyperopia.
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Other studies also support this identified relationship between myopia and average or above average
reading skill. The large UK study of vision problems in 10 year-old children reported by StewartBrown et al. (1985) found that after adjusting for intelligence, gender and social class, children with
more severe forms of myopia scored higher on reading tests than children with no defects.

myopia are not clear and could relate to environment and upbringing as well as biological and/or
genetic factors.
In the same UK study of 10 year-olds described above, children with mild or marked defects of
distance vision (i.e. myopia of varying degrees) scored significantly higher on tests of intelligence
compared to any other group of children in the study, both before and after adjusting for social class
and gender26.
However, the authors of the study conclude that the differences in the intelligence scores between
the myopic children and the other children in the study was not great and that ‘it is unlikely the
superior intelligence of these children is such that it would be obvious in a classroom setting’26.

Astigmatism and reading ability
Simons and Gassler conclude that astigmatism (both hyperopic and myopic) is not associated with
reading skill. However, the authors add that this finding ‘may not apply to high degrees of astigmatism
or to ‘against-the-ruleiii’ astigmatism’49.

4.3

Relationship between vision problems and other learning
outcomes

In contrast to reading ability, there are far fewer studies examining possible associations between
vision problems in children and other educational outcomes such as mathematics or spelling ability.
In part this may be because of methodological difficulties associated with carrying out these kinds of
studies with any degree of precision or reliability.

Mathematics
Based on their professional experience of treating many individual cases, clinicians working in the
fields of optometry and vision therapy have identified different ways they believe visual problems
may interfere with a child’s ability to learn mathematics skills42. For example, oculomotor difficulties
may increase the risk of inadvertent omission or switching of numbers when doing addition or
subtraction. Fusion difficulty may make it hard for a student to give sustained attention during a
lengthy examination or test, so reducing their score. However, it is also noted in the literature that
not all children who are poor at arithmetic have a vision problem and that ‘where a vision problem
is present it is not necessarily the basis for the math problem42’.
In the UK study of 10 year-olds described above, participating children completed a specially designed
mathematics test covering all relevant areas of the primary-school syllabus26. When the children’s
scores for this test were compared with data on their levels of visual acuity, after controlling for
intelligence, gender and social class, no significant differences were found between the different types
of vision problems. In other words, these results suggested that, everything else being equal, 10 yeariii
Astigmatism is a refractive error caused by an irregular shape of the cornea, much like a lemon rather
than an orange. When the flat angle of the cornea is at or near 180°, the astigmatism is said to be “with the rule.”
When the flat angle is at or near 90°, the astigmatism is said to be “against the rule.” With-the-rule astigmatism
is more common and is said to result in less disruptive visual effects than against-the-rule astigmatism of similar
magnitude.
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olds with vision problems were just as likely to do well (or poorly) in mathematics as 10 year-olds
without vision problems.

Reviews of this topic by optometrists and vision therapists, based on their clinical experience, suggest
that vision problems can in some cases contribute to the development of spelling difficulties, for
much the same reasons that vision problems may interfere with reading42. However, there appear
to be few if any clinical or survey research studies looking specifically at the relationship between
spelling and vision problems.

This is regarded as a challenging area because of the need in individual cases to determine if it
is the perceptual or the motor components of the perceptual-motor complex that is contributing
to a child’s handwriting difficulties. In some cases, a handwriting problem may be more the result
of motor problems than of perceptual deficiencies or other contributing factors42. Although there
is little research evidence to support a link between vision problems and handwriting ability,
some professionals working with vision impaired children argue there is a clear link between poor
handwriting and vision impairment.

Sports
The UK study of 10 year-olds, described above, used a specially designed scoring system to measure
the physical sporting skills of the children in the study. The scores were developed based on
information supplied by the mothers or other main caregiver of the children. These scores were then
compared to the children’s previously measured levels of visual acuity26.
After controlling for gender and socio-economic status, the study found that sports scores were below
average in eight out of the ten main vision anomaly groups in the study. In particular, children with
marked myopia (6/24 or worse) and children with marked impairments of both near and distant
vision (6/24 or worse) in both eyes were given considerably below average scores. Only children with
mild hyperopia and with mild mixed impairments in one eye only were rated as having sports scores
similar to those of children with normal vision.
The authors of the study indicate they found it easy to accept that children with serious visual
problems could struggle with sports, but they were somewhat at a loss to explain why children with
only mild problems should also be consistently rated as below average at sport. As they interpreted it,
none of the children in the less severe categories of visual problem ‘had the sort of visual impairment
which might be expected to cause them difficulty in distinguishing even a small ball on a sports field’.
Possible alternative explanations proposed by the authors were that either 1) ‘visual impairments may
be associated to some degree with motor inco-ordination and that it is the latter which is responsible
for reduced performance’ or that 2) mothers were liable to perceive their child to be less capable at
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Handwriting

sports than they really were, as they knew their child had a visual impairment26.

Fine motor co-ordination
The Dunedin Multidisciplinary Health and Development Study found that in children age seven, poor
stereoscopic vision was significantly associated with poorer fine motor coordination. It was concluded
that this result needed further investigation22.

Self-esteem
There have been only a small number of studies looking at the relationship between vision problems
and self-esteem in school-age children. One example is the study by Dias et al in 200253. This was
a baseline study conducted at the start of a multicentre clinical trial involving children with myopia
aged between six and 11 years of age. The baseline study finished before children received corrective
eyeglasses. The study concluded that the children with myopia viewed themselves favourably in
various areas related to self-esteem and that these self-perceptions were similar to or higher than
those of ‘normative samples’, i.e. representative groups of similar aged children. As well, the severity
of myopia experienced by the children, as measured by refractive error, was not associated with selfesteem.
However, the study did find that the children with myopia who experienced more visual symptoms
(e.g. tired eyes or headaches) tended to rate themselves less favourably than other children with
myopia on their physical appearance, schoolwork, social activities, behavioural conduct, and overall
self-worth. This result suggested, according to the authors, that clinical interventions to relieve tired
eyes, headaches and other visual symptoms associated with myopia may have a positive spin-off in
terms of improving the self-esteem of children.

Other outcomes
A paper by Johnson in 2002 describes a series of studies on the prevalence of various types of visual
disorders54. These disorders were identified during screening tests which examined tracking, fusion,
distance and near acuity, depth perception, convergence, hyperopia and colour vision (note, though,
that some of these studies involved quite small numbers of subjects). Various at-risk groups were
compared with more general populations.
In summary, graduate students tended to fail fusion tests, prompting the authors to suggest that near
work may cause visual stress and fusion problems. ‘On the other hand… young criminals, illiterate
adults, at-risk college and public school students had higher failure rates on several of the other…
screening measures, such as tracking’54.

4.5

Assessing the benefits of providing glasses to children

This section focuses on the evidence relating to the effectiveness of the most common type of
intervention for children who have vision impairment. (Details of the literature review conducted as
part of the HealthSearch review and the inclusion criteria used within this review can be found in
section 14 of this report.)
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However, the evidence regarding the impact of corrective lenses on school-age children’s longterm educational and developmental outcomes is not definitive. Only five research studies met the
criteria for the HealthSearch review, and the research methods the studies used were not ideal. A
summary of these studies is found in section 14 of this report. In addition, there is currently a very
large randomised controlled trial (RCT) underway in China conducted by Glewwe and colleagues.
Although no results have yet been published from this research, provisional data suggests a positive
link between provision of glasses and educational achievement. There are a number of significant
difficulties associated with studying this topic, particularly controlling for the large number of
potential confounding factors, and ethical difficulties with conducting randomised controlled trials in
this area.

Introduction

The World Health Organisation’s (WHO) 86th Bulletin (2004) states that uncorrected refractive errors
can hamper performance at school, reduce employability and productivity, and generally impair
quality of life12. WHO’s Vision 2020 states that appropriate correction prevents the development of
childhood amblyopia and enables improved school performance10.

Issues

Corrective lenses are generally accepted to be effective for improving visual acuity (clarity of vision)
among children with refractive errors (for example, long- and short-sightedness) 55.

Solving these and other potential difficulties associated with studying the medium and long-term
effects of eyeglass use on children’s educational and social outcomes will not be easy. More than 20
years ago, Stewart-Brown et al called for the implementation of ‘gold standard’ randomised controlled
trials (RCTs) to conclusively investigate this issue23. However, in practice it seems a number of
obstacles would need to be overcome before RCT studies of this kind can be successfully mounted.
One of the most important is the ethics of using a research design where approximately half the
children with vision problems in the study will use corrective lenses for a lengthy period of time
when it is known that corrective lenses are effective in improving vision. If a clearly-focused image
is a pre-requisite for reading development, for example, then denying children with vision problems
access to corrective lenses for research purposes, may be regarded in some jurisdictions as ethically
objectionable. In addition, the benefit of providing spectacles is taken by many professionals as fact,
making research in this area potentially less attractive and perhaps making research funding harder
to obtain.
It would seem that only in the last 3-4 years has a serious effort been made anywhere in the world
to undertake such a ‘gold standard’ study. This is the RCT currently being conducted by Glewwe et
al. in the Chinese province of Ganzu56. Unpublished data from the first year of the study point to
modest but statistically significant positive changes in educational achievement for the school children
who received eyeglasses56. It will be very interesting to follow the progress of this study as results
are published in peer-reviewed journals.
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The results of the five published studies tend to suggest that giving corrective lenses to children
with mild to moderate long-sightedness may improve their educational achievement to some extent,
especially their reading ability. This improvement is not seen among children with short-sightedness
who tend, even without corrective lenses, to have higher, rather than lower, levels of educational
achievement.

4.6

Conclusions

Despite limited research in this area, the reviews and studies examined within the See Here review
suggest that there is evidence that some types of vision problems contribute to less than expected
levels of educational attainment or school performance in some children. The evidence for this is most
apparent in the area of reading skills and pertains particularly to children with mild or moderate
hyperopia, accommodation, vergence or eye movement problems.
Some vision problems, especially myopia, appear to be associated with average or above average
educational attainment making the research picture more complex. Studies into the relationship
between vision problems and performance in non-learning areas (such as performance in sport or self
esteem) suggest reduced outcomes may be more likely for some vision impaired children, although
the picture is again complex.
The most common intervention used in children with vision impairment in New Zealand is the
prescription of glasses. Glasses are proven to be effective in improving visual acuity, however despite
the fact that a clear image is a known prerequisite for reading, the available evidence does not clearly
demonstrate that provision of lenses is effective in improving educational and other outcomes. This
lack of evidence is thought to be at least in part the result of ethical and other difficulties. The benefit
of providing spectacles is taken as fact by many professionals and as a result research in this area
may seem less attractive to researchers, and funding for such research may be difficult to obtain.
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5.1

New Zealand data on vision impairment

Prevalence estimates

Issues

This section outlines available data relating to vision impairment in New Zealand children. It also
describes the support available for vision-impaired children, including screening, assessment and
intervention services. A discussion of government funding for children’s glasses and similar services
is also included.

Data on the prevalence of vision impairment among New Zealanders is limited. A variety of estimates
of prevalence of exist in the public domain, but no organisation collects information about all New
Zealanders with a vision impairment, including the large majority of cases in which the impairment
is correctable.

••

Statistics New Zealand Household Disability Survey,

••

Royal New Zealand Foundation of the Blind Membership Database,

••

New Zealand Household Disability Survey 2001 and 2006.

Other sources of information about people with vision impairment living in New Zealand include
information from health insurers, low vision clinics, Diabetes New Zealand and individual optometrists
and ophthalmologists.
The subjective nature of questions in the Household Disability Survey mean that these sources may
over or under estimate the prevalence of visual impairment in New Zealand. As a result of is and
other limitations, data from the Household Disability Survey cannot be matched with data from other
sources, and estimates from these sources differ significantly.

Recommendations

Commonly quoted sources of information on blind and vision impaired New Zealanders include:

Sources of information about childhood vision impairment are also limited, and information is less
available than for childhood hearing impairment57 for at least two reasons. Firstly, professionals
(optometrists and ophthalmologists) are not required to report new diagnoses of children with visual
impairments, as they are with hearing loss.
Secondly, as data relating to childhood vision screening has only recently begun to be collected, the
information does not cover the same considerable timeframe as data on childhood hearing screening.
The information that is collected from vision screening is not of the same depth, and there have been
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Childhood prevalence

concerns raised regarding this data. (These concerns are discussed in more detail within section 7 of
this report.)
Since 2000, data on the children receiving BLENNZ services has been collected. This is the only
database of its kind containing information about vision impaired children in New Zealand. As of
December 2007 1404 children were included within this database58. This database is funded by the
Ministry of Education and managed by BLENNZ. It holds educational information on children who
meet the BLENNZ enrolment criteria and it contains only basic information about each child’s eye
condition. Ophthalmic information held in this database is not classified using a recognised framework
such as those used by the World Health Organisation. Concerns regarding difficulties accessing this
information have been expressed by some vision professionals. Analyses of the data are reported
to the Ministry of Education every 6 months, but are not freely available through publication, and
are only available on request to those with knowledge of the database. Previously, payment was
sometimes required in order to access information held on this database.
Estimating overall prevalence of vision impairment among New Zealand children from this database
(or from other sources) is not possible. The BLENNZ National database is designed to provide
broad information on more severe childhood vision impairment. As a result, the data offers only an
indicative picture of the extent of more severe vision impairments and of trends over time. Therefore,
it is impossible to come to an understanding of the true prevalence of vision impairment among New
Zealand children, or to assess the proportion of children diagnosed children who receive intervention
services.
Differences in estimates of vision impairment are illustrated by figures provided by The 2001
Household Disability Surveyiv and those provided by the BLENNZ database. The Household Disability
Survey estimated that 13,200 children were blind or had trouble with their eyesight that could not
be corrected by glasses or contact lenses. Seventeen percent of these children (2,300) had been
diagnosed as being blind by an eye specialist25. (Similar data from the 2006 Household Disability
Survey was not available at the time of writing.) This is considerably higher than the number of
children contained in the BLENNZ database figures, which shows 1404 children were receiving their
services at the end of 200758.

Studies on prevalence
This section has been extracted from the HealthSearch review commissioned by See Here.
Very few studies have examined the general prevalence of vision impairment among New Zealand
children and even fewer include correctable refractive error within their estimates. The Dunedin
Multidisciplinary Health and Development study measured the prevalence of vision problems in a
sample of Dunedin 7 year-olds22, 60. A total of 9.4% of the children had at least one kind of eye
defect61,

62.

The defects included:
Statistics New Zealand conducts a Disability Survey every five years. 38,500 people living in
households and approximately 1,000 people living in residential facilities (with and without disabilities)
were sampled within the 2001 survey.

iv
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myopia: 5.1% - distance visual acuity of 6/12 or worse in one or both eyes,

••

hyperopia: 4.4% - near visual acuity of N8 or worse in one or both eyes,

••

amblyopia: 2.9%,

••

other important eye defects: 1.2%.

Introduction

••

In a survey of 14 and 15 year olds in Northland, 10.5% of the students had visual acuity problems
worse than 6/12, and 4.5% had uncorrected problems63.

A study on all Year 10 students (generally 14 and 15 years old) in the Waikato District Health Board
area is expected to be released shortly and should provide information which adds to understanding
of the prevalence of vision impairment among New Zealand children.

5.2

Issues

A study of 428 13 and 14 year olds was carried out in South Auckland AIMHI (Achievement in
Multicultural High Schools Initiative) schools using computer technology to assess vision. Provisional
results showed that 19% of the children failed the screening tests, including 10% who were not aware
they had a vision problem. Nearly 14% had myopia and 6% had hyperopia64.

Identification of vision loss among New Zealand children

••

All babies are supposed to undergo a complete physical examination by their lead maternity carer
(LMC) or pediatrician within 24 hours of birth, including red reflex testing;

••

Ophthalmic examinations of infants born before 31-32 weeks gestation or with birth weights below
1500grams are supposed to be conducted to detect retinopathy of prematurity;

••

Objective screening in childhood as part of the Well Child Schedule – various tests for vision
impairment are conducted in most areas at age 4, 5 and at age 11 as part of the National Vision
Hearing Screening Programme (See Section 6 of this report for further details);

••

Well Child Providers and General Practitioners administer the ‘Can Your Child See?’ questionnaire
at a number of points during each child’s developmentv;

••

Parental, child or professional concern (including general practitioners) at any age resulting in a
referral to an ophthalmologist or optometrist57.

Recommendations

Identification of vision impairment among New Zealand children occurs in a number of ways:

In a recent survey of 133 Parents of Vision Impaired (PVI) members conducted by See Here (See
Appendix One of this report for more details of this survey), parents and relatives were most likely
to first suspect a child’s vision problem. Although PVI parents are more likely to have children with
more severe vision impairments, their rates of suspicion are not surprising, and align well with first
suspicion data among families with hearing impaired children.

v

Coverage rates and the efficacy of this screening tool are unknown.
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In New Zealand, children suspected of having a vision impairment may be referred to an
ophthalmologist or optometrist. These referrals may be made to either hospital eye departments or
to eye-care professionals working in the private sector.

Optometrists and ophthalmologists are the professionals most likely to receive a referral for suspected
vision impairment in New Zealand. Children with less severe impairments are more likely to be seen
by an optometrist.
Under the National Vision Hearing Screening Programme, information provided to parents differs
significantly by district health board. Some areas suggest parents find a local optometrist using their
Yellow Pages directory, while others suggest parents contact the eye department at their local hospital
or suggest they have a choice of which of these options they select. (See section 7 of this report
for further information about information provided to parents of children referred by the screening
programme.)

Ophthalmology services
Ophthalmologists are doctors specialising in medical and surgical care of the eyes and visual system,
and in the prevention of eye disease and injury. They coordinate medical management – diagnosis,
prognosis, surgical intervention, ongoing monitoring and treatment - of eye disorders and diseases,
prescriptions for glasses and management of problems caused by systemic illnesses.
The Royal Australian and New Zealand College of Ophthalmologists (RANZCO) has recently expressed
concern about shortages of ophthalmologists in Dunedin and elsewhere. New Zealand Chairman, Dr
Jim Stewart, stated in a press release on March 4th 2008 that there were 16 unfilled ophthalmology
vacancies in New Zealand public hospitals. Public sector pay levels are thought to contribute to the
high rate of vacancies.

Optometry services
Optometrists are non-medical professionals trained to diagnose and measure vision problems and
eye disease, prescribe eyeglasses and contact lenses, and prescribe certain medicines to treat eye
disorders. In addition to developing a plan for treatment and supplying prescriptions, they also
provide vision therapy and low vision rehabilitation. They do not perform surgery, but they often
provide patients with pre- and post-surgical care. In New Zealand, the majority of optometrists are
employed in private practice.
There were 650 optometrists registered with the New Zealand Optometrists and Dispensing Opticians
Board in 200565. The vast majority of these work within the private sector, as only three optometrists
are thought to be employed currently the public sector in New Zealand66. Being outside the public
sector, there are fees associated with assessment and intervention services provided by private
optometrists, such as the prescription of glasses. As a result of the limited number of optometrist
practicing in public health, families of children with suspected vision impairment are often referred
to optometrists working in the private sector. Private sector optometry clinics are common and
are based in local communities throughout New Zealand. Frederikson et al (2006) concluded that
optometric workforce was sufficient to meet the overall populations needs at one optometrist to every
7517 individuals in the general population65.

Vision Hearing Technicians (VHTs)
Vision hearing technicians (VHTs) are trained to screen the hearing and vision of children and
adolescents. They provide the majority of vision and hearing screening services for pre-school and
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Public Health Nurses (PHNs) carry out health education, promotion and assessment, and disease
prevention activities in schools and the community. In some areas this group receive referrals from
a range of sources. These include, vision hearing technicians who may provide them with a list of
children with vision difficulties who have not kept an appointment with an optometrist following a
referral from the screening programme. In these areas they play an important role, working to help
the family understand the need to have their child assessed for a vision impairment, assisting the
family to get to appointments, picking up the child’s glasses, helping to ensure that the glasses are
kept safely, and assisting in seeing that the child wears their glasses.
PHN’s may also help families by directing them to sources of funding for assessments and glasses,
such as the Enable NZ Spectacles Subsidy and charitable sources. (These funding options are detailed
in 5.4 of this report.)

Waiting times for key professionals
As discussed above, families can visit either public or privately based professionals for assessment and
intervention services for their child. Overall, waiting times for families are not measured nationally at
present, although district health boards collect data on waiting times for various services.
A recent survey of a sample of Parents of Vision Impaired (PVI) families indicates that even parents
who are likely to be well informed about vision issues, and who are more likely to have children with
more severe vision problems, experience a significant delay (greater than 11 months) between first
suspicion and confirmed diagnosis. (See Section Appendix One: Parents Vision Impaired Research of
this report for further details) Waiting times for professionals were the most frequently mentioned
reason for the delay.
See Here investigated this issue by phoning district health board eye departments around the country
during March and April 2008. Information was sought about whether eye services were available
within the district health board, and how long a family would need to wait to see a professional for
assessment of a child’s visual status following a referral from the National Vision Hearing Screening
Programme (See Table 10 in section 15 for full details).
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Public health nurses

Recommendations

There are approximately 100 vision hearing technicians in New Zealand and this group is ethnically
representative of the New Zealand population. Many VHTs have been doing this work for a number of
years and have a great deal of experience, having screened thousands of children. Most VHTs belong
to the Vision Hearing Technician Society which holds an annual training seminar and advocates on
behalf of the interests of this small professional group. A recent survey conducted by the VHT Society
shows that vision hearing technicians are based in a variety of different departments, depending on
the structure of their particular district health board, e.g. Community Health, Ambulatory Health,
Child Health67.

Appendices

school aged children, according to national guidelines. Vision hearing technicians are employed by
district health boards and undergo a one week training course that was previously provided by the
National Audiology Centre.

All district health boards stated that they offer eye services although two (Wairarapa and West Coast)
have only occasional clinics operating. Waitemata District Health Board refers vision cases to Auckland
District Health Board. Waiting times for a child referred by the vision hearing technicians varied
from 1-3 months to more than one year and depended on the nature of the referral. All but one
district health board informed us that our “family” should take their child to a private optometrist,
presumably to reduce the load on public services, which is focused on seeing children with more
severe vision problems.
Currently, delays in appointments with ophthalmologists or optometrists are not measured by the
National Vision Hearing Screening Programme. The authors of this report understand the new B4
School Check database will track any delays, and will use this information to prioritise resources in
these areas (details on the B4 School are provided in section 6.2 of this report). This information
will allow greater consistency of services within and bewtween regions and is an improvement on the
present situation.

5.3

Provisions for learners who have moderate to severe
vision impairment

A number of services are available for children with vision impairment although many of these
services (such as those provided by the Royal Foundation of the Blind) are only appropriate for those
children who are blind or have more severe vision impairmentsvi.

BLENNZ
For decades, services for students who are blind or vision impaired have been provided through
Visual Resource Centres located around the country and at Homai National School for the Blind and
Vision Impaired. At the beginning of 2005, all 12 Visual Resource Centres and the Homai School
were came under the auspices of the Blind Low Vision Education Network New Zealand (BLENNZ)
which coordinates services to learners meeting their enrolment criteria. (Ten of the Visual Resource
Centres (VRCs) are located in primary schools. The Manurewa High School also has a visual resource
centre, which is outside the Blind and Low Vision Education Network.)   
BLENNZ receives referrals from parents, teachers, hospitals, ophthalmologists and other specialists,
Special Education (GSE), and the Royal New Zealand Foundation of the Blind (RNZFB). Generally
speaking, in order to receive services from BLENNZ, children need to have a documented eye
condition that reduces the child’s vision to around 6/18 or less AND which interferes with their
learning at school.
BLENNZ services include assessment and evaluation, both centre-based and home-based; Early
Childhood services; direct programmes of teaching and learning, including the Expanded Core
Curriculum for learners who are blind or vision impaired; consultation with early childhood and
classroom teachers; professional development for teachers, teacher aides and education support

vi
A recent Environmental Support Services Review (2006) concluded that less support was available for those
with sensory rather than physical disabilities and that there was a lack of coordination between education and
health funding86.
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Introduction

workers; support advice and advocacy; and educational programmes for parents and professionals;
and provision of accessible format materials and other resources.

Resource Teachers Vision (RTVs) are specialist teachers whose role is to provide educational support
to learners who are blind or vision impaired and their families from birth to 21 years of age,
including learners with complex needs. Services are delivered in partnership with parents and regular
educators. These positions are based at Visual Resource Centres (VRCs).

There are currently 35.5 (March 2008) full time equivalent positions for RTVs. Staffing ratios in New
Zealand average one RTV to 38 students (1:38). This ratio is not comparable with those in developed
countries, such as Australia (1:12) and the US state of Iowa (1:10)68. Despite repeated assurances
from the Ministry of Education that government recognises the need for sustainable RTV staffing
levels, no significant increase in the number of RTVs had resulted until Budget 2008, which provided
funding for 15 further FTE RTVs69. Budget funding will improve this ratio to 1:29, however, this is
still far removed from the level of service families can expect in other developed countries70.

vii
The “schemes” are a resource for the small group of children with severe difficulties and therefore the highest
need for special education. Children who meet at least one of nine criteria, or who have one or a combination of a
number of difficulties, including vision impairment, may be verified in one of two categories; a) “Very High” or b)
“High”, including Combined Moderate Ongoing Needs. The resource has funds for specialists to provide advice and
programmes to meet a student’s special needs, additional teaching time, teacher aid time, or other items. Under
the current policy, students with minimal to moderate needs receive funding from the Moderate Needs Scheme
whereby funds are allocated to mainstream schools taking into account the school setting, resources and capabilities.
Learners with severe vision impairment or blindness receive funding from ORRS and this funding stays with the
child regardless of where the child goes to school.
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Under current policy RTVs are mandated to provide services only to children classified as having
‘moderate needs’ under the Ongoing and Reviewable Resource Schemes. If working to this policy,
this would preclude RTVs from providing support to those learners who most require specialist
provision i.e. those who are blind or have significant vision impairments. In reality, services must be
and are provided to this group. As a result, children with moderate needs may not receive the level
of support they require.

Appendices

This policy contains five initiatives. Learners who are blind or vision impaired are most likely to
be included in early childhood, Ongoing and Reviewable Resource Schemesvii (ORRs) and moderate
needs categories of this policy. The ORRs category can only include three percent of all learners.
These learners are classified as having ‘high’ or ‘very high’ needs and are eligible for individually
targeted resources that are administered through Group Special Education (part of the Ministry of
Education) or special schools. Learners in this category are allocated additional teaching time with an
ORRS teacher who is resourced directly through the learner’s school. Some schools have transferred
their ORRs teacher time to their Visual Resource Centre to enable the specialist support required to
be provided. While this may be seen to increase the staffing of that centre it does not involve any
additional funding for expenses such as travel. ORRs funded RTVs are constrained by the need to
regularly deliver the designated hours to each student.

Issues

Special Education 2000 Policy

Royal New Zealand Foundation of the Blind
Services for children are also provided by The Royal New Zealand Foundation of the Blind which is
New Zealand’s primary provider of vision-related services to blind, deaf-blind and vision-impaired
people70.
Services include support for independent daily living, provision of technology and resources. In order
to become a member and receive services, visual acuity must not exceed 6/24 in the better eye with
the use of corrective lenses, or there must be serious limitations in the field of vision. There are
more than 11,700 members of RNZFB, the majority of whom are adults. The 2006-07 RNZFB annual
report stated that 7% of RNZFB members were under the age of 2071.

Parents of Vision Impaired New Zealand (PVI)
P.V.I. is a parent support group with more than 2000 members nationwide. PVI holds regular
community based training workshops, helps put parents in touch with other parents of children
with vision impairment, holds a national conference and provides information to members through
their regular newsletter “Vision”. Although PVI welcomes parents who have children with any degree
of vision impairment, the majority of members have children who are blind or severely vision
impaired.

5.4

Provisions for children with mild to moderate vision
impairment

As opposed to requiring direct and ongoing services like their more severely impaired counterparts,
children with mild and moderate vision impairment require effective systems and processes to ensure
prompt diagnosis and appropriate provisions to ameliorate or fully correct their vision impairment.
Unless such systems and processes operate effectively, significant numbers of children are at risk of
not having their vision impairment identified and/or receiving appropriate intervention.
Identification processes have been discussed earlier in this section and are also discussed in sections
6 and 7 of this report. See Here research suggests that families often have limited, conflicting or no
information on the steps to take should they suspect a child in their care has a vision impairment, even
in cases where this suspicion is raised through the National Vision Hearing Screening Programme.
This section of the document examines inequalities in service provisions for vision impaired children
with those in other areas, particularly those provided for hearing impaired children, and contrasts
provisions in New Zealand with those in similar jurisdictions. It also outlines the limited financial
support available to ensure access to intervention services appropriate for their needs.
Although limited funding is available to some families to cover the cost of assessments and glassess,
other intervention services provided to children with mild and moderate vision impairments, such as
vision training, receive no government funding where they are delivered outside the public sector.

Comparison of services available for children with mild and moderate vision and
hearing impairment
Table 2 on page 38 illustrates the differences between those services available for children with mild
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and moderate vision impairment, and those available for children with hearing impairment. When
viewing this table, the reader should keep in mind two significant distinctions between these sensory
disabilities. Firstly, many mild to moderate vision impairments can be fully corrected by the use of
glasses, and hence may require less educational support when compared with children with mild or
moderate hearing impairment. Secondly, vision impairment is a much higher prevalence disorder in
children than hearing impairment.

Children’s glasses
Although payment is required for children’s glasses as prescriptions are filled within the private
sector, the only source of government funding is means tested, and provides a limited annual amount
which may fully cover or contribute to the cost of lenses, frames and assessment services. Although
there are a limited number of charitable sources for glasses funding, many parents of children with
vision impairment still face a financial burden when their child requires glasses.

Issues

Of particular note is that hearing assessments are provided at no cost to families within the public
sector. As there is no significant public sector optometry service, families must often pay for these
services in the private sector. In addition, vision equipment is not funded universally for all vision
impaired children, as it is for children with hearing impairment.

“One of my daughters has special needs which mean her glasses are lost or broken 1-3 times a year.
We have to cover that at $500-600 each time.”

Funding for children’s glasses is provided by The Disability Services Directorate of the Ministry
of Health, which provides a range of support and services for disabled people. The management
and provision of glasses funding is contracted to Enable New Zealand, an operating division of the
MidCentral District Health Board.
Initially the Spectacles Subsidy was available to families of children under six years of age; however,
this was raised to include children under eight in 2003 and children under 16 in 2007.
The Subsidy covers total or part payment towards the cost of examination, lenses, frames, eye
patches, and glasses repairs. The child must have undergone a professional eye examination by an
ophthalmologist or optometrist in order to apply for the subsidy and the glasses can be provided by
these professionals or by dispensing opticians. The subsidy provides up to a maximum of $281.25
(inclusive of GST) per annum for each child who holds, or whose family holds, a Community Services
Card or High Health Use Card74.
A High Level Subsidy can be provided to families under the following circumstances:
••

where children with rapidly progressing myopia require six monthly assessment and possible six
monthly modifications to spectacles;

••

where children with amblyopia or strabismus require more extensive intervention.

Prior approval is required for the Higher Level Spectacles Subsidy. Ophthalmologists and optometrists
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Enable NZ Spectacles Subsidy

Recommendations

- Parent member of Parents of Vision Impaired

Assessments –
Allied Health
professionals

Services available for mild and
moderately hearing impaired
children (permanent congenital
hearing impairment)

Services available for mild and
moderately vision impaired children

Audiology services are widely available at
no cost to the family through the public
health system. Some district health boards
have staff shortages and delays may exist,
although children’s assessments are accorded top priority.

There are very limited public sector
optometry services within hospital eye
departments. See Here understands it is
common for families with children
suspected of having a mild or moderate
vision problem to be told to take their
child to private sector optometrists.
Private assessments are funded only for
under 16s whose family hold a Community
Services or High User Card.

The New Zealand Audiology Society
estimates there are (April 2008)
approximately 40 full time equivalent
audiology positions within the public
sector72.

Interventions
Audiology services are widely available at
and equipment no cost to the family through the

public health system. Some district health
boards have staff shortages and waits exist,
although children’s services are accorded
top priority.
Hearing aids, assistive equipment (such
as FM systems) are fully funded until the
child reaches 18 years of age or 21 if the
student goes directly to tertiary
education.
Batteries, repairs and replacements
are fully funded, with no limits on the
amount spent per year or per child.

There are estimated to be three optometrists working within the public sector, out
of a total of approximately 650 registered
optometrists in New Zealand.
Very limited public sector optometry
services exist. See Here understands that
hospital eye departments often suggest
parents take their child to private sector
optometry services.
The cost of glasses is subsidised up to
$281.25 per year per child for under 16s
whose family hold a Community Services
or High User Card and for whom an
application is lodged with Enable NZ.
Some additional funding may be available
in special circumstances, but again only
for Community Services or High User card
holders.
Vision Training and other interventions
are funded by the family where children
receive these services through the private
sector.

Printed resources for
families

Two key resources are available to
families of all children diagnosed with a
hearing impairment.
These are the ‘Getting Started’ and ‘The
Family Book’.
Getting Started provides an introduction
for families and whanau of children
diagnosed with a hearing impairment. This
guide explains implications of a hearing
(continued on page 39)

No nationally consistent information is
provided to families of vision impaired
children to educate them on vision
impairment, help them understand their
child’s diagnosis and what they can do to
assist, provide information on what their
options are for intervention, costs of
intervention services, or provide advice on
how to get their child to wear his or her
glasses.
(continued on page 39)

Table 2: Comparison of services for mild and moderately vision and hearing impaired children in New
Zealand (continued on page 39).
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Educational
assistance

Although this information will not be
required by all families of children diagnosed
with a vision impairment, such
information should be available to those who
would benefit.

The Family Book includes information on
understanding hearing impairment and the
hearing system, interpreting the results of
hearing assessments, technology, communication and education and resources for
parents.

The New Zealand Optometrists Association
produces brochures on a number of vision
conditions and these are available through
NZAO members.

Advisors on Deaf Children (AODCs) work
with children from the time they are
diagnosed to the end of their school years.
They liaise with audiology and specialist
services, provide information and support to the family, liaise and work with
educational intervention services, monitor
educational progress, arrange supply of
equipment, assist teachers/teachers aides
and special needs coordinators, and demonstrate and assist with communication
strategies. AODCs are employed by Group
Special Education, Ministry of Education.

There is no equivalent position to
Advisors on Deaf Children for vision impaired children and their families.

Teachers of the Deaf are specialist teachers who work with children with all levels
of hearing impairment, although they tend
to work more with more severely hearing
impaired children.
Their primary roles are to ensure students
have access to the curriculum, to support
students to use appropriate equipment and
to assist teachers to adapt their teaching.
Caseloads vary 1:5 to 1:8, with some RTDs
having 2-3 further students who may get 2+
visits weekly73.

Resource Teachers Vision are funded to
provide service to moderate needs
students only, but in reality provide service
to children who are blind or have severe
vision impairment.
RTVs are specialist teachers for students
with vision impairments. They are based at
regional Visual and Sensory Resource Centres
throughout New Zealand. Their primary role
is to support students to use appropriate
equipment and to assist teachers to adapt
their teaching.

Introduction

loss to families of newly diagnosed
families, explains information about the
diagnosis e.g. types of hearing loss, reading an audiogram and information about
educational and medical interventions.

Issues

continued from
page 38

Services available for mild and
moderately vision impaired children

Recommendations

Printed resources for
families

Services available for mild and
moderately hearing impaired
children (permanent congenital
hearing impairment)

Current average teacher/student ratios is
1:3569.

can access this subsidy for their clients by making an application to Enable New Zealand; consideration
are given to applications on a case by case basis74.
Expenditure on the Enable Spectacles Subsidy in the 2005/06 financial year was $950,900 with 6535
applications being received during this period75. See Here understands the expenditure during the
2005/06 year was less than the budgeted amount set aside for this purpose75. The Subsidy was
reportedly accessed 5847 times within the 2006/07 year, including 71 accesses for the Higher Level
Subsidy76.
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Table 2 continued from page 38.

Spectacles funding
Even with the increase in the age limit for funding to 16, it is
likely that many families who are not eligible for assistance
struggle to afford the cost of glasses for their children. In
addition, there is still a gap of two years between funding for
eligible children and adult funding through Environmental
Support Services which starts from 18 years of age.

Figure 1: Parents of Vision Impaired
Research – Awareness of Spectacles
Subsidy among eligible parents

The effectiveness of the Enable NZ Spectacles Subsidy in
assisting low income families to access glasses for their
children is not well understood, in part as no research has
been conducted by Enable NZ or the Ministry of Health on
levels of awareness or on the proportion of costs covered by
the subsidy. See Here recently conducted a survey of Parents
Vision Impaired (PVI) members which asked questions about
awareness of the subsidy. Of the 36 families surveyed which
qualified for the Enable Spectacles Subsidy, 14 families
(39%) were not aware this financial support existed. As PVI
families are more likely to be informed about vision issues
than the general population, this research cast’s doubt over

any claims that this subsidy is achieving its objective of helping low income families provide glasses
for their children.
No information on the Spectacles Subsidy is available in te reo Māori.

“Wish I had known about it. No one offered any of this information to us even though we told the
optometrist that we could not afford both pairs of glasses.”
- Parent member of Parents of Vision Impaired who was eligible to receive
the Enable NZ Spectacles Subsidy
The same parent research suggested that the subsidy may be working well for those aware of its
existence, with the majority (90%) of eligible PVI families surveyed, who knew of the subsidy,
receiving support from this fund.

Policy comparison
The limited government funding provided to families for children’s glasses is inconsistent with other
similar health services. For example, hearing aids and other assistive equipment provided to children
under the age of 18 (or under 21 years of age while in fulltime education), are funded at no cost to
their families through a provision in the health system known as the “Children’s Hearing Aid Fund”.
There is also unlimited funding available for hearing aid repairs, replacement devices and batteries.
(Further information regarding the differences between hearing and vision services can be found in
Table 2 within section 5.4.)
Dental care is similarly funded, with all children under the age of 18 eligible for free dental care as
long as they are at school. This care is school-based until Year 9 and then is available from private
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This section provides a brief discussion of funding models for the provision of children’s vision testing
and optical appliances (i.e. glasses or contact lenses). Locations discussed are the United Kingdom,
the four most populous Canadian provinces and the Australian states. This doesn’t provide a complete
review of policies in this area, rather a basic description of policies in similar jurisdictions.

United Kingdom

Introduction

Similar jurisdictions overseas have a range of funding policies for families with visually impaired
children (these are summarised in Table 3 on page 42). In Australia, the United Kingdom and
Canada, governments fund free vision assessments for children. Means testing is common for funding
of glasses, although the United Kingdom contributes to the cost of glasses for all children through
a voucher system. Families can elect to put the voucher toward more expensive frames and pay
the additional cost. Replacement glasses are provided without application to the age of 16 and from
16-18 they must prove the loss or damage was fair77.

Issues

dentists until the child reaches the age of 18. Most private dentists are contracted by the district
health boards to provide free dental services for adolescents.

If an optical appliance is prescribed, the patient will be issued with a NHS optical voucher that can
be put towards glasses of the patient’s choice. This may be used to cover the full cost, or the patient
may choose more expensive frames and elect to pay the extra. For those who already have glasses, a
voucher would only be issued if the patient’s prescription had changed or their glasses were deemed
unserviceable through fair wear and tear77.
Children under 16 years of age are entitled to have their glasses repaired or replaced without the
consent of the Primary Care Trust (a local organisation which manages primary care services and
providers) in cases where they are broken or lost. Those aged 16 – 18 years are entitled to repairs
and replacement but would have to satisfy the Primary Care Trust that the loss or damage was
fair77.

Canada

Recommendations

In the United Kingdom, the National Health Service (NHS) provides free routine vision testing78.
This is available annually, or more frequently if it is deemed clinically necessary, for example in
cases of rapid eyesight deterioration.

British Columbia
Where an optical appliance is prescribed, means tested assistance is available through the British
Columbia Healthy Kids Program. The Ministry of Employment and Income Assistance funds this
programme. Most or all of the cost of prescription glasses (lenses and basic frames) is covered
once in a 12-month period for children under 19 years of age79,80.
Alberta
Where an optical appliance is prescribed, there is means tested assistance available through the
Alberta Child Health Benefit Plan. Alberta Employment, Immigration and Industry fund this
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Funding in Canada for children with vision impairment varies as the availability of funding is
determined at a provincial government level. The four most populous provinces are considered here.
They all provide free routine vision testing until at least 18 years of age, at least annually.

Jurisdiction

Free routine
vision testing
(not subject to
means testing)

Frequency of
availability

New Zealand

No

Not applicable.

Means tested, $281.25 per year,
Higher level subsidy available under
special circumstances.

United
Kingdom

Yes, up to age 16 (or
age 19 if in full time
education).

Annually, unless
more are clinically
necessary.

NHS optical voucher can cover cost
or put towards patient’s choice.
Additional vouchers provided when
prescription changes or fair wear and
tear assessed.
Repairs for under 16s if broken or
lost, 16-18’s must satisfy that loss or
damage fair.

Canada –
British
Columbia

Yes, up to age 19

Annually, unless
more are clinically
necessary.

Means tested funding for cost of
basic prescription glasses once per
12 months until the child is 19.

Canada –
Alberta

Yes, up to age 19

Annually

Means tested funding for new pair
or one repair every 12 months for
children under 19. Parents can
request funding more frequently.

Canada –
Ontario

Yes, up to age 20

Annually

Means tested, children’s replacement
lenses and frames funded without
restriction. Cases can be reviewed
where suspicion of abuse.

Canada Quebec

Yes, up to age 18

Annually

No specific funding available to cover
the cost of children’s glasses.

Australia

Yes, all ages

Annually,
unless
more are clinically
necessary.

Queensland: Means tested, no limit
to frequency.
Victoria: Means tested low cost
prescription glasses.
New South Wales: Means tested, once
every two years but some flexibility.
Western Australia: Funding means
tested AUD$50.
South Australia: Means tested,
between AUD$80 and AUD$100 off
the cost of glasses.
Tasmania: Means tested Spectacles
Assistance
Scheme,
low
cost
prescription glasses (same processes
apply as Victoria, see above).

Funding of children’s glasses

Table 3: Comparison of funding models for children’s vision services in a selection of similar
jurisdictions.
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programme. Most or all of the cost of a new pair of prescription glasses, or one repair, is covered
once in a 12-month period for children less than 19 years of age. Patients may also request this
funding more frequently (for example, due to a change in prescription)81,82.

Quebec
Families of children who are deemed to be “handicapped” can receive additional funding in the
form of a supplement85. Children with more severe vision impairments that are unable to be
corrected are eligible for this payment and this amount may be put towards the cost of children’s
glasses.

Issues

Ontario
Where an optical appliance is prescribed, assistance is available through the Ontario Disability
Support Program. This program provides means tested assistance to people with disabilities and
their families. The Ministry of Community and Social Services funds this programme. Children
are entitled to replacement lenses and/or frames as needed without restriction. This includes any
changes in prescription, as well as loss, damage or negligence. However, cases may be subject to
review where abuse is suspected83,84.

In Australia, the government agency Medicare covers the full cost of routine vision testing once in
any 12-month period. Medicare will cover more frequent testing by an ophthalmologist in the public
hospital system, when a patient is referred by their general practitioner87, 88.
With regard to funding for optical appliances, various ‘concessions’ are available to holders of a health
care card in different states of Australia, as discussed below. Criteria for the possession of a health
care card include those on low incomes (including those studying), and children with disabilities.
Queensland
Funding is available to holders of a health care card under the Spectacles Supply Scheme. The
full cost of glasses is covered, albeit with limited frame choice. There is no limit to how frequently
this funding can be accessed for changes in prescription, loss or breakages89, 90.
Victoria
Funding is available to holders of a healthcare card. The Victorian College of Optometry provides
this service, allowing access to low cost prescription glasses. Costs are from AUD$29 for reading
and distance glasses, and AUD$49.50 for bifocals. Contact lenses are also available at moderate
cost91.
Tasmania
Funding is available through the Spectacles Assistance Scheme which is operated by the Human
Services Group of the Department of Health and Human Services. Financial assistance for the
purchase of spectacles is available for patients that meet the guidelines. There is a restriction on
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Australia

Recommendations

Children of parents who reside in Quebec are automatically registered for services under the
Health Insurance Plan. Where an optical appliance is prescribed, there is funding for optometric
services for all persons under the age of 18 under the Optometric Services Programme. This
funding does not include the cost of prescription lenses86.

the frequency of application and the assistance is means tested and not available to all health
card holders.
New South Wales
Funding is available to financially disadvantaged members of the community through the
New South Wales Government Spectacle Program (VisionCare). This funding can generally be
accessed once every two years, although there is flexibility in cases where there are significant
changes in prescription, and a ‘one chance’ system for loss or breakage. The full cost of glasses is
usually covered, to the value of AUD$19992, 93.
Western Australia
Funding is available to financially disadvantaged members of the community through the
Department of Community Development. The sum of AUD$50 can be claimed every two years,
although there is flexibility for significant changes in prescription. Under the Spectacles Subsidy
Scheme, dependents under the age of 16 years who are listed on a Pensioner Concession Card
are eligible for the same level of subsidy94, 95.
Additionally, if the patient is managed at the Princess Margaret Hospital for Children, money
has been allocated to subsidise those holding a healthcare card. This money comes from the Eye
Out Patient Department’s budget, so it is not directly a government initiative. The Department
funds one basic pair of glasses a year, with a maximum of one replacement96.
South Australia
Funding is available to families holding a healthcare card through the South Australia Spectacles
Scheme which is funded by the Department for Families and Communities. They are eligible
for spectacles at reduced prices every two years unless their vision changes considerably during
this period. The general discount is between AUD$80 and AUD$100 per pair of glasses. Contact
lenses are funded under particular circumstances. Not all optometrists stock children’s glasses
under the Spectacles Scheme. The Scheme provides assistance only to those requiring single
vision glasses and stock lenses97.

5.5

Conclusions

Identification of vision impairment
Children with vision impairment may be identified in a number of ways, including through vision
screening or as a result of parental or professional concern. Ophthalmologists and optometrists are
the professionals most likely to diagnose vision impairment among New Zealand children. Children
with less severe vision impairments are likely to be seen by a private optometrist, rather than a
medical specialist working at a hospital eye department. Private optometry clinics are common in most
communities and are generally easy to access. There is thought to be a shortage of ophthalmologists
working in the public sector, and while the total number of optometrists is thought to be appropriate
for New Zealand’s population, only three of the approximately 650 practicing optometrists work
within the public sector. By comparison, approximately 40 full time equivalent audiologists practice
in the public sector.
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The local data available on children in New Zealand with vision impairment is poor. No database
exists to collect information about children diagnosed with vision impairment as is the case with
hearing impairment. Information that exists is confined to data on the relatively small number of
children with the most severe vision impairments and is not easily accessible to professionals working
in the vision sector.

Introduction

Data on vision impaired New Zealand children

As a result of this lack of information, providers of services for vision impaired children have little
information about the large numbers of less severely impaired children identified; information useful
for service planning. In addition, and despite improvements being implemented as part of the B4
School Check introduction, there is to be no tracking process to ensure all children, including those
diagnosed with vision impairment which is suspected outside the screening process, receive support
following diagnosis.

Issues

Although there have been only a handful of studies on the prevalence on vision impairment among
New Zealand children, overseas and local studies would suggest that approximately 10% - 20% of 0-14
year old children are likely to have some kind of vision impairment, including correctable refractive
errors, making it a common problem. This would suggest that between 84,774 and 169,548 of the
847,740 children under 15 (2001 Census data) may have a vision problem of some kind98.

Access to assessment and intervention services

Although there are a number of services available for blind and severely impaired children, children
with less severe vision impairments, including those with correctable vision problems, have limited
access to publicly funded assessment and intervention services.
Although a Spectacles Subsidy is available to some families, See Here research suggests that parents
may have limited knowledge about where to go for assessment services, and what government
funding is available to them. Where services exist and are known to the family as an option there
are often significant waiting times, particularly for those families whose children have less severe
vision problems.

“I knew about the spectacles subsidy and I was shocked that I wasn’t eligible for it. I work in the
hearing sector and I know that all services for hearing impaired children are totally free. I paid for all
my son’s assessments and [vision] therapy and over two years this amounted to more than $2000.”

Recommendations

Children with varying degrees of vision impairment require different levels of intervention, including
educational support.

Those families whose children have more complex needs may incur expenses which are both greater
in size and more frequent as a result of their child’s vision impairment. The High Level Spectacles
Subsidy is available only to a narrowly defined group of children, and recent figures would suggest
this fund is not well used.
Such limited access to assessment and intervention services is in contrast to provisions for hearing
impaired children and for children requiring dental care. Similar jurisdictions such as The United
Kingdom, Canada and Australia all provide free vision assessments for children, although means
testing is commonly used to determine which families receive funding for children’s glasses.
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- Parent of a child with a mild vision problem.

6
Childhood vision screening
in New Zealand
Screening to identify vision problems in New Zealand children is largely conducted through the National
Vision Hearing Screening Programme and the use of the ‘Can Your Child See?’ questionnaireviii as
outlined in section 5.2 of this report.
What is now known as the National Vision Hearing Screening Programme was first established circa
1963 to test children for vision and hearing problems. Auditory Visual Testers (AV Testers), as they
were originally known, visited schools to test children for hearing and vision problems. See Here
estimates that more than one and a half million New Zealanders are likely to have been screened as
part of this programme, or earlier iterations of it, since its inception.

6.1

The National Vision Hearing Screening Programme

The National Vision Hearing Screening Programme attempts to screen all children for vision and
hearing problems99. The programme protocols include vision screening for four year olds, new
entrants and children in Year 7 as part of the Well Child/Tamariki Ora Framework.
The stated purpose of the current vision screening programme is threefold:
1.

to detect congenital abnormalities such as cataracts, ocular abnormalities and colourblindness;
2. to detect preventable and treatable conditions that may lead to amblyopia;
3. to detect significant refractive errors or other visual problems that may require further
assessment57.
Vision and hearing screening services are purchased from district health boards (DHBs) by the
Ministry of Health and are delivered to a set of service specifications relating specifically to the
provision of these services. The service specifications contain details of the data to be collected and
reported by DHBs, informed consent requirements and requirements regarding staff employed to
conduct the screening.
Apart from the administration of the “Can Your Child See?” questionnaire, most vision and hearing
screening in New Zealand is conducted by Vision Hearing Technicians (VHTs) who are employed by
the District Health Boards and complete a one week training course. Some screening is also conducted
by other groups such as Practice Nurses and Māori Well Child Providers.
Current screening for vision impairments is summarised in Table 4 (page 47). The far right hand
column in this table describes screening that will occur as part of the B4 School Check which is
currently being implemented nationwide. This will replace the 4 and 5 year old screens shown in
columns 2 and 3 of the table. (See section 16 for a glossary of key vision terms.)
viii
Ophthalmologic examination of infants born before 32 weeks gestation or weighing less than 1500g should
also be scheduled to detect retinopathy of prematurity. Red reflex testing should be conducted before 6 weeks of
age by Lead Maternity Carer (LMC), GP or paediatrician to detect congenital cataract. The proportion of babies
receiving these tests is not measured.
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10 -12 years

Distance
acuity

Test used: Parr
Letter matching test,
with confusion bars
where possible.
Areas: All DHBs except
Auckland and Counties
Manukau.

Test used: Parr Letter
matching test (with
confusion bars where
possible.
Areas: All DHBs.

Test used: Vision
test chart with
Snellen ratio is
used by VHTs.
Areas: All DHBs.

Test used: Parr
Letter matching
test (with
confusion bars,
or without for
younger children
in some cases).

Near Acuity

No testing

No testing

No testing

No testing

Strabismus
and
amblyopia

Test used: Penlight
reflection test and
cover test.
Areas: All DHBs except
Auckland and Counties
Manukau.

Test used: Penlight
reflection test and cover
test.
Areas: All DHBs.

Colour
vision
defects

Coverage
levels

Tests likely to be
used: Penlight
reflection test
and cover test.

Test used: Isihara
colour vision tests
(boys) for colour
vision
Areas: All DHBs.

Coverage of specific
tests not reported.
Overall coverage levels
of 65% were reported
(2005/2006) for the
3-4 year old vision
screens100.

Coverage of specific
tests is not reported.
Although 100% average
coverage was reported
(2005/06) this is not a
reflection of reported
coverage rates among
district health boards
which ranged from 79%
to 114%100. See Here
estimates coverage in
the 5 year old group is
less than 92%.

A review of the
Isihara colour
vision tests (boys)
for colour vision is
to be undertaken
to determine
whether this
screening will
continue.

Coverage of specific tests is not
reported.
Although coverage data is
recorded by the
VHTs as required
under the Service
Specifications for
the programme101
these rates are
not reported on a
national basis100.

Introduction

5 years

Issues

4 years

B4 School
Check”
Schedule
4 year olds

Recommendations

Vision
problem/
age/test

Reported regional data from 2005/06, the last year for which data was reported, show significant
differences in programme coverage rates and referral rates around the country100. These differences
are discussed in section 7 of this report.
While the majority of the nation’s approximately 57,000 new school entrants are thought to receive
their vision screens, as there is no central register of children eligible for vision screening, programme
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Table 4: Vision screening for New Zealand children under the National Vision Hearing Screening
Programme.

coverage rates are not well understoodix. See Here estimates coverage of up to 92% in the new entrant
vision screen although it is not possible, with current data, to determine how far below this the true
covereage rates are. The estimated coverage rates are thought to be significantly lower (65%) among
4 year olds as a lower proportion of children in this age-group participate in education, making them
more difficult to reach for vision screening. Coverage rates for Year 7 colour vision screening are not
calculated nationally100.
In 2005/06, an average of 3.2% of new entrants and 3.1% of preschoolers screened were thought
to have been referred for a vision assessment100. Referral rates for Year 7 vision screens are not
calculated nationally.
Families of children who are referred on one or more of their vision screens should be informed of the
results, and provided with information about where how they can arrange to have a comprehensive
assessment of their child’s vision completed. Such assessments and follow-up intervention may be
performed by private optometrists or hospital eye clinics.

6.2

Introduction of the ‘B4 School Check’

In the 2006 Budget, funding of $23.6 million over four years was allocated to ensure every child
receives their Well Child contact entitlements and to introduce the B4 School Check. This 8th and
final Well Child check will be funded over and above existing Well Child services provisions. It will
replace the current preschool and new entrant vision and hearing screens.
Government requested that the Ministry of Health undertake a review of the Well Child Framework,
in response to its request that the final Well Child event becomes more focused on ensuring that
children are adequately prepared for school entry.
The purpose of the review was to evaluate the implementation of the Framework, to consider future
directions and to improve linkages with primary health care and other related services, and the
Primary Health Care Strategy.
The Ministry of Health received 87 submissions from a range of health professionals and organisations.
These submissions were summarised by the Well Child team.
Once decisions concerning changes to the content of the Framework have been made, the Ministry of
Health will commence the second phase of the Review, which will focus on how the quality of Well
Child services can be improved.

B4 School Check pilot
The B4 School Check pilot involved the screening of 1000 children within Whanganui and Counties
Manukau District Health Board areas between August and November 2007. The evaluation of the
ix
Although true screening coverage rates are not known as there are no processes for tracking individual
children, See Here estimates that the maximum vision screening coverage is likely to be less than 92%. It is not
possible to make a more accurate estimate of the probable coverage levels. This was done by using data within the
ADHB annual report. Rather than including estimates of more than 100% in some areas as the report’s author
(Anne Greville) has done, See Here has included maximum coverage levels of 100% in a given area. This estimate is
likely to overstate the proportion of children participating in vision screening, as some children are screened twice,
inflating coverage estimates.
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pilot planned to ‘identify key learnings, including the most effective ways of delivering the services,
opportunities to improve linkages and referrals between service providers, availability of workforce,
and the best methods to reach children and families. The evaluation has been used to inform and
support phased national implementation of the B4 School Check which began in February 2008’102.

During the pilot, parents participating in the pilot programme brought their child to the designated
venue for that area and were provided with further more information about the nature of the checks
and how long the process would take. If the parent/caregiver chose to go ahead, they would visit
various stations with their child in order to complete all checks. This full process was reported to
have taken between 15 minutes and 2 hours for each child. The team involved with the checks in
each pilot area included; public health nurses, vision hearing screeners, community health workers,
administrators and early childhood teachers, a project leader and team leader.

B4 School Check database
A B4 School Check database has been developed and vision hearing technicians will record the results
of the screens within this database. For the first time, children who refer on one or more vision
screens can be tracked to ensure they receive appropriate follow-up services. Unfortunately, as there
is no central register of four year olds, it will still be difficult to determine the true proportion of
children receiving vision (and hearing) screening, known as the programme coverage rate. Concerns
have been expressed that this and other issues will lead to significant challenges in achieving
acceptable coverage levels for the B4 School Check.

6.3

Recommendations

Due to changes to the screening protocols (particularly for hearing screening), the venue for screening
is likely to move from schools and preschools to other local venues. As a result, parents of four year
old children will need to be identified, through a variety of means, and invited to participate by
bringing their child to the appropriate location at a set time.

Issues

For example, the Counties Manukau pilot was established to screen 500 four year olds in Franklin,
Papakura and Mangere, chosen for their representative mix of ethnic groups. During the pilot
period 533 children were screened. This pilot and the one in Whanganui DHB were not conducted
to determine methods for obtaining high coverage rates within the areas; rather they attempted to
screen the first 500 families who came forward to have their child screened following recruitment
through an 0800 number, and local newspaper and radio advertising.

Conclusions

Vision and hearing screening services are purchased from district health boards by the Ministry
of Health according to a set of service specifications, and are mainly conducted by vision hearing
technicians who are trained to perform such tasks.
Service Specifications require district health boards to attempt to screen all four year olds, children
in their first year of school and students in Year 7 (10-12 year olds). Distance acuity, strabismus
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Childhood vision screening has been conducted through the National Vision Hearing Screening
Programme or earlier iterations of it, for more than 40 years. This programme aims to detect
congenital vision abnormalities, preventable and treatable conditions that may result in amblyopia
and significant refractive errors and other visual problems that may require further assessment.

and amblyopia screens are conducted in the younger groups, while Year 7 students have screens for
distance vision and colour vision in boys. Coverage among new entrants is thought to be somewhat
less than 92%, while approximately 65% of the four year old group are thought to be screened.
Approximately 3% of four and five year olds refer on one or more vision screens, while referral rates
for Year 7 students are not calculated nationally.
From February 2008, a new B4 School Check is being implemented nationwide following pilots
in Whanganui and Counties Manukau District Health Boards. This 8th and final B4 School Check
will replace the current four and five year old screening regime and will bring with it a number of
changes. Parents of four year old children will need to be identified, through a variety of means, and
will need to bring their child to the designated venue at the appropriate time for their B4 School
Check. Low income or single parent families are likely to find it more difficult to participate, as
transport and logistics will become more important.
A database has been designed to contain the results of B4 School Checks. Although this database is
likely to allow better tracking of individual children through the screening pathway, concerns have
been expressed regarding how acceptable coverage rates can be achieved, particularly as coverage
rates will be difficult to assess as there is no central register of New Zealand’s four year olds.
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Despite recommendations from Parliament’s Health Select Committee (2005)103 and the Education
and Science Committee(2001)104 that the National Vision Hearing Screening Programme (NVHSP)
be reviewed and possibly expanded, no formal appraisal of the costs and benefits of this programme
has ever been completed, although a number of groups have been established by the Ministry of
Health over recent years to discuss potential improvements to the programme57. A review would
be impossible to attempt using current data, as data required to make assessments of programme
performance has not been collected.
The National Audiology Centre, which was then part of the Auckland District Health Board, was
previously responsible for the National Vision Hearing Screening Programmex. See Here understands

Introduction

Current issues with
childhood vision screening

Issues

7

that National Audiology Centre was contracted to provide key services associated with the National
Vision Hearing Screening Programme to June 2007, although these services ceased in October 2006.
Stakeholder concern regarding vision screening has grown since that time.

••

national training programme for new vision hearing technicians (VHTs);

••

practice monitoring of individual VHTs;

••

national collection, audit, analysis and reporting of data;

••

national programme monitoring and evaluation;

••

update of the programme protocols - previous protocols expired in September 2006;

••

review of service specifications for the National Vision Hearing Screening Programme – due April
2007.

Since October 2006 there has been no guidance provided to Vision Hearing Technicians and other
groups conducting vision screening on how or indeed whether data should be recorded or reported,
or where this information should now be sent.

Recommendations

The following key quality assurance functions associated with the National Vision Hearing Screening
Programme ceased from October 2006:

x
The National Audiology Centre has since been disestablished, although Auckland District Health Board
Audiology no longer provides services associated with the National Vision Hearing Screening Programme.
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Many of issues described in this section are a direct result of the fact that no agency has been
responsible for vision (and hearing) screening for almost two years.

7.1

No national programme monitoring and evaluation

Although the NVHSP is funded by the Ministry of Health, the Ministry has never required or funded
the collection, analysis or reporting of data for the vision part of the programme, as it has for hearing
screening. There has been no national monitoring or evaluation of the Vision Hearing Screening
Programme since October 2006.
Two annual reports on the National Vision Hearing Screening Programme were completed in
December 2006. These reports describe some screening data from 2004/05 and 2005/06 years. No
annual programme reports have been completed for data after June 2006.
In 2004, National Audiology Centre began collecting and reporting basic vision screening results, as
there was concern that these results had not been analysed or reported previously. As part of this
process, the Centre completed audits on all data reported by district health boards, as they did with
hearing data collected.
The authors of this report are not aware of any attempts to calculate the false positivexi or false
negative ratesxii attributable to the programme, or even to understand the proportion of children
referred by the programme who receive vision assessments as a result of this screening. Such
measures would be crucial to any basic analysis of programme efficacy.

Significant inequalities
Health inequalities are defined by the World Health Organisation as differences in health that are
unnecessary, avoidable and unjust3. Common inequalities in the health and disabilities sector relate
to an individual’s ethnicity, geographic location and socio-economic status.
‘It is well documented that people of Māori, and Pacific ethnicity and low socio-economic status
(income, education, occupation, housing), have consistently poorer health outcomes in comparison
with the rest of the population105.’
Reducing inequalities is a goal of the health and disability sector and for other government ministries,
such as education doing so is fair and benefits wider society, according to the National Health
Committee106. For example, the Ministry of Education has prioritised improved outcomes for Māori
and Pacific children107.
In terms of vision screening, not all district health boards even collect data on the ethnicity of those
children being screened100. The limited data available suggests that families across New Zealand are
likely to have been receiving services which are inconsistent in quality and practice for some years.
As a result, the balance of benefits and harms associated with vision screening is not likely to be
spread evenly across groups in society.
A number of significant inequalities are likely to, or have been demonstrated to exist within screening
for childhood vision impairment:
xi
The proportion of children referred by the programme who are found through diagnosis not to have the
target condition.
xii
The proportion of children who passed the programme’s screen for the target condition but who through
later diagnostic assessments are found to have had the target condition at the time of the screen.
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••

disparate referral rates – significant differences coverage in referral rates are reported between
district health boards;

••

disparate access to intervention services following a referral – e.g. ethnic and socio-economic
differences are likely, although not measured.

The last two annual National Vision Hearing Screening Programme reports did not comment on
or attempt to explain significant differences in coverage and referral rates between district health
board areas100. Significant differences between hearing screening results from various district health
boards have existed for many years and these differences are also present within the limited vision
screening data that has been reported. It would seem that either no attempts have been made to
reduce such differences or that those attempts have been, by and large, unsuccessful. As a result of
a lack of monitoring at both district and individual level since October 2006, it is thought that such
differences are likely to have worsened during the intervening period.

Introduction

disparate participation in vision screening – e.g. significant differences in participation rates
are reported between various ethnic groups, age groups eligible for screening and district health
boards;

Issues

••

Another example of significant differences in practice is in the area of parental consent. Vision
Hearing Technicians (VHTs) employed by some District Health Boards are not required to request
consent from parents. Some areas require screeners to ask for consent but will screen without it and
some require consent before any screening can take place. As a result, parents are unable to make an
informed choice about their child’s participation or otherwise in vision screening.

Problems with understanding programme coverage rates
As there is no record-based information system for vision screening which tracks the progress of
individual children through the screening process, coverage levels are not well understood and can
only be estimated.
In 2006, reported district health board coverage rates for the four year old vision screening were
between 0% and 115% with a number of district health boards reporting coverage of less than 95%,
the Ministry of Health target57. Coverage of vision screening of new entrants has been recently
reported to be 100%100 although clearly this is not the case. Coverage rates within the NVHSP have
more recently been calculated using denominatorsxiii from educational regions the boundaries of
xiii
In this context, the denominator should equal the total number of children eligible to receive
screening services. As there is no central register of eligible children, the number of children in
educational regions was used as a proxy, however the boundaries of such regions differ from those
which apply to district health board areas.
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The difference between the vision coverage rates for European children (77%) and Pacific children
(29%) during 2005/06 is thought to be even greater.

Recommendations

Analysis of coverage data clearly show that European children were more likely than children from
other ethnic groups to be screened as 3 year olds. Of particular concern is the low rate of vision
screening participation among Māori children. For example, it is estimated that 77% of European
children received their vision screen during the 2005/06 year, however among Māori children, only
45% are thought to have received their vision screen100.

which are different to district health board areas. In addition the assumption is made that there are
equal numbers of children in each year of primary schooling.
As some children are screened more than once, coverage rates in district health boards are also
overstated, with some reported as being greater than 100%. Due to the way this information is
recorded and analysed there is no way of knowing the number of eligible children who are missed
by the screening programme and tracking these children to ensure they receive appropriate services.
In addition, some children may receive screening services from more than one provider.
Perhaps in part due to a lack of collaboration between health and education services, VHTs have
no system for alerting them when new early childhood providers and schools are established, or to
ensure their lists of educational facilities for visits are complete. Coverage rates rely on the vigilance
of individual VHTs to ensure early childhood providers and schools are contacted, and included
within their visits.

“…it has been at least 2 years since our centre was visited by the Vision Hearing team – we have just
been contacted today to say they are coming to our centre next month”
- Preschool teacher surveyed by See Here

Unacceptable difference in referral rates
Along with programme coverage rates, referral rates are a key measure of screening programme
performance. Referral rates for vision screening conducted with preschoolers in 2004/05 year
ranged from 1.5% to 19.4% while in the 2005/06 year 0.4% - 8.7%. These differences are almost
certainly the result of different screening practices across the country, rather than true differences
in prevalence. ‘Over referral’ within screening programmes is known to contribute to unnecessary
parental anxiety and may also result in reduced confidence in the screening programme108, 109. Overreferral is also resource intensive, as the number of vision assessments required is inappropriately
high. Conversely, ‘under-referral’ may be an indication that the programme is missing true cases of
the target conditions.

7.2

No training or monitoring for VHTs

Since October 2006, no training has been offered for new vision hearing technicians - the main group
involved in screening children for vision problemsxiv. As a result, those VHTs (who were working
while monitoring was conducted) have not had their practice monitored for at least two and up to
four years. This also breaches the current service specification (of which excerpts are contained in
Section 13) which states that VHTs must be “monitored biannually and deemed to be competent.99”
District health boards are currently engaging new staff as Vision Hearing Technicians, despite the
fact that no formal training for these staff members is available. This breaches the most recent (but
expired) service specifications which state that “screening services will be provided by VHTs who
receive the officially recognised training course99”. Without a current training programme there is no
xiv
Previously, and until 2006, the University of Auckland’s School of Optometry was contracted by
National Audiology Centre (NAC) to conduct training of VHTs. An NAC staff member was employed to
conduct monitoring of vision hearing screening. After their initial training, vision hearing technicians
received regular visits from a National Audiology Centre staff member who reviewed their individual
practice and provided them with a written report of this review.
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way of ensuring new VHTs have the necessary skills to practise safely and effectively. An expectation
exists that VHTs already working for the DHB will train the new staff members, although these
VHTs have not had checks on their competence for between two and four years (those employed
when monitoring took place) and concerns have been raised about practice in some areas.
Internationally, standardised delivery of training and the ongoing evaluation of screeners are
recognised as requirements for organised screening programmes110.

The only continuing professional development for VHTs is now provided through annual conferences,
although many VHTs are unable to attend these as they have only limited or no professional
development funding from their employers, the district health boards.
Generally speaking, the vision hearing technicians (VHTs) now receive very limited feedback on their
individual performance or on DHB performance relative to other groups. In many cases individual
VHTs seem to be working in a vacuum with little or no communication or support. This is particularly
the case for those who do not belong to the Vision Hearing Technician Society. The VHT Society
reports that as at March 2008, there were at least three VHTs working in isolation within their
district health board without any formal training and without any colleagues to approach for advice
or support in their role111.
In the absence of any individual practice monitoring, the last opportunity for VHTs to understand
their own or their team’s performance relative to other district health boards was through reading
the last annual report published in December 2006 (for the 2005 -2006 year). See Here understand
that not all VHTs were aware this report had been completed and that concerns have been expressed
regarding the accuracy of the two final reports. Processes for providing feedback at a local level are
variable in both their quality and in level of detail provided, making self directed improvements to
services difficult.
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Considering the poor rates of participation among Māori children, it would seem particularly important
that Māori Well Child providers receive adequate training for, and monitoring of, their vision screening
work. It would also seem important that this group contribute to national programme data.

Appendices

For example, the South Auckland Vision Trust is contracted by the Ministry of Health to provide
vision screening services to preschoolers in the Counties Manukau District Health Board catchment
area. This group uses different protocols and tests younger children than in other areas, and their
screeners have had no formal training from the previously contracted provider of training services,
National Audiology Centre. When monitoring of individual screeners was being managed by the
National Audiology Centre, screeners from the South Auckland Vision Trust were not monitored, and
they have not been required to provide data on either the number of screens completed, or the
number of referrals as other district health boards did until late 2006.

Issues

Some individuals who conduct vision screening (e.g. some practice nurses, Māori Well Child providers)
have not received any training for their role as a vision screener and did not have their individual
practice monitored when this monitoring was conducted. These groups do not contribute to national
data and as a result there is no way of knowing whether their practice is appropriate or effective.

7.3

Lack of involvement by the Ministry of Education

The authors of this report note that there seem to be no national level links between the ministries
of Health and Education regarding the present Vision Hearing Screening Programme.
Educators surveyed by See Here have very limited understanding of the nature of the screening done
at various ages, and many believe that screens done were complete assessments of a child’s vision as
it relates to their ability to learn. Further details of this research can be found in section 12 of this
report.
The authors of this report believe the lack of collaboration between the Ministry of Health and
Ministry of Education around vision screening contributes to a lack of understanding among educators
regarding what this screening sets out to achieve and its limitations, and their responsibility in
relation to this screening.
One example of the lack of coordination between health and educational services is that children
referred to specialist intervention programmes such as Reading Recovery (an early literacy programme
for 6 year olds) are not routinely referred for vision or hearing checks. This may be a reflection of
the assumption by professionals within the education sector that all hearing and vision problems are
detected by the VHT programme. (Two thousand six year olds, 15% of the six year old population,
enter Reading Recovery programmes nationally in 2005112.) Resources invested in assisting such
children to improve their reading are misplaced in cases where an underlying hearing or vision
problem is present and this is affecting the child’s ability to learn this important skill.
Another example of a lack of coordination relates to difficulties in sharing vision screening results
with educators. This should now occur through the ENROL database. ENROL is a central register of
student enrolments developed by the Ministry of Education which was implemented in all primary,
special and composite/area schools between June and September 2007.
ENROL includes hearing and vision test data collected by Vision Hearing Technicians (VHTs). This
information was previously included on enrolment records, which are sometimes known as health
cards. VHTs have limited access to ENROL for the specific purpose of allowing entry of vision hearing
screening results. These may include ‘health notes’ which are used to highlight serious health issues
which impact on a child’s safety or learning abilities. Hearing or vision issues can be included in
these ‘health notes’.
There were to be a number of reports relating to hearing and vision ‘tests’ that authorised users in
schools could obtain. The authors of this report understand that these are not yet operating, making
it difficult for schools or VHTs to identify which children require further screening.
As ENROL holds personal information regarding students and their families, principals are required
to authorise all users of ENROL in their school by signing off on all user authorisation forms for staff
who will use ENROL. Only staff directly involved in the updating of enrolment data will therefore
have access to ENROL. As a result, many teachers and principals contacted by See Here, believe the
results of the vision (and hearing) screens will be more difficult for teachers to access under ENROL
than within the previous card system. Without access to this information, educators are less able to
provide appropriate support and follow-up as and when required.
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Less than half of all preschool carers surveyed by See Here reported that they had ready access to
the results of vision screening conducted on children in their class. The remaining 51% of carers
responding to the survey either found this information difficult to access or unavailable, were unsure
how to access this information, or didn’t know whether they could access the information. Further
details of this survey can be found in section 12 of this report.
See Here understands VHTs are having considerable difficulties using and accessing ENROL and we
understand at least two DHBs have told their VHTs that they will not be using this system for their
results, as to do so would require the purchase of computers.

Only very limited information is available in the public domain for those interested in finding out more
about the National Vision Hearing Screening Programme (NVHSP) or children’s vision in general. A
Google search for vision screening returns only technical information such as programme protocols
designed for use by Vision Hearing Technicians and some limited information from district health
boards. Information provided by DHBs to parents prior to vision screening, and following a referral,
is inconsistent, often limited in scope and quality and does not take advantage of the number of
health promotion opportunities which exist. See Here is unaware of any information available about
vision screening in te reo Māori, which is a particular concern considering low participation rates
among this group.
The potential value of information that does exist is reduced by the use of jargon, such as the use of
terms like ‘photo-screen’, ‘medical treatment’ and ‘6/20’, and the presence of out of date information,
for example, references to pages within previous versions of the Well Child book.
Concerns have been expressed that the lack of information leads to assumptions by parents and
educators that these ‘tests’ (rather than screens) are comprehensive. As a result, the authors of
this report believe parents and educators have limited confidence in vision screening. Among those
confident in the programme, their misconceptions about the completeness of the vision screening
may lead them to disregard signs of vision (and hearing) impairments they observe in children,
contributing to their late detection and treatment.

Issues

Limited, poor quality and inconsistent information
provided to parents and educators

Recommendations

7.4

This view is supported by two surveys conducted by See Here with parents and educators.

Responses to this survey indicate that a lack of information is available to parents, with 63% of parents
responding to this section saying they received ‘no information’ prior to their child’s participation
in the screening programme, or that the information they received could have been improved. Not
only was this lack of information likely to have contributed to a lack of confidence in the screening
programme, with 57% of parents were rating their satisfaction with the NVHSP as either neutral

© 2008 JR McKenzie Trust

57

Appendices

The first of these surveys asked members of Parents Vision Impaired for their views relating to the
NVHSP and Spectacles Subsidy. 133 parents responded to the survey, the details of which can be
found in section 11 of this report. It is important to note that this group of parents are more likely
to be informed about vision issues than parents in the general population.

Figure 2: See Here Parents of Vision Impaired Survey - Overall satisfaction of the National Vision
Hearing Screening programme among a sample of 133 PVI parents.
or negative (refer to Figure 2), but it was also the most frequently mentioned reason for delays in
getting follow-up testing for their child.

“The VHT stated there were no concerns or problems. We as parents questioned the results and
also questioned the teacher. We were assured our child was fine. Having had an older child go
through the same system and also be classified as having good eyesight when in fact he has vision
problems concerned us greatly.”
- Member of Parents Vision Impaired (PVI).
The second survey commissioned by See Here canvassed a nationwide sample of new entrant teachers,
principals, preschool carers and managers (450 in total) regarding their views of the NVHSP. Details
of this research can be found in section 12 of this report.
The survey questioned this sample on how knowledgeable they felt about the vision screening
conducted (refer Figure 3 on page 59). The majority of New Entrant Teachers and Principals rated
their knowledge level the lowest on the scale, “Very little”. Preschool carers and managers rated their
knowledge levels more highly, although when asked to demonstrate their knowledge it was clear they
do not have high levels of knowledge, in fact they know less about the programme than new entrant
teachers. As with our survey of PVI parents, this lack of information is thought to contribute to a
lack of confidence in the National Vision Hearing Screening Programme.
In addition to the general lack of information available on vision screening, the following
issues with the information provided have been identified:
1. Lack of information for parents and educators about the nature of the tests and their
limitations
Some information provided to parents could be seen to imply that the screens conducted are a full
assessment of the child’s sensory status. This is particularly the case with the vision screens.
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“…we sometimes feel that the problems are not identified or maybe the tests are not sufficient to
show the problem; there are children who hold books very close to their faces but are not identified as having problems”
- Educator surveyed by See Here
In addition, the way parents are informed of the results of their child’s vision screen is
inconsistent. Some district health boards require that results are mailed to parents where
the child requires a vision assessment, others send results home with the child. The number
of cases where the child’s family does not get the results of their child’s vision screen, and
accompanying information is unknown, but may vary by area due to the differing policies
applied. Overall programme efficacy and cost effectiveness is reduced if parents are not receiving
the results of their child’s vision screenings, and are therefore unable to act on these results.

Recommendations

Figure 3: See Here Educator Survey - Level of educator knowledge regarding vision screening.

2. Lack of information for parents and educators about steps where a vision loss is
suspected
District health boards have various ways of describing the steps families should take following a
referral from the NVHS Programme. Different information is provided by VHTs in each district health
board, with information provided to parents of children referred as part of the NVHSP suggesting
parents contact their local optometrist, some the eye department of their local hospital, and some
suggest they have a choice between these two options.
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A significant number of educators surveyed recently by See Here (See Section 12 of this report for
further details) believed that the vision tests include all possible vision problems and are not aware
of the limitations of these tests. Of preschool carers surveyed, 62% believe that screening for near
visual acuity is conducted, when this has never been the case (refer to Figure 4).

Figure 4: See Here Educator Survey - Knowledge of target conditions included within vision screening
among preschool carers and managers.
See Here investigated this issue further by phoning hospital eye departments around the
country during March and April 2008. Information was sought about whether eye services
were available within the district health board, and how long a family would need to wait to
see a professional for assessment of a child’s visual status following a referral from the Vision
Hearing Screening Programme. See Table 10 in section 15 of this report for further details.
All but one district health board recommended families take their child to private optometry services.
These results are particularly significant as: 1) they indicate district health boards are unable to cope
with the volume of referrals for assessment, and 2) district health board eye departments provide the
only universally free assessment service (non means tested) for children suspected of having a vision
impairment.
See Here research suggests that educators and parents also have little information available to them
regarding what to do should they suspect a child in their care may have a vision impairment. This
is illustrated by the graph in Figure 5 which contains results from the recent See Here Educator
survey.
Preschool carers and managers surveyed by See Here were generally unaware of the types of
symptoms that would warrant a referral to the VHT programme, versus those for which an optometry
assessment would be appropriate. For example, a teacher concerned about a child’s near vision may
seek testing by a VHT and be misled by a normal result; unaware that near vision screening is not
included.

© 2008 JR McKenzie Trust

60

Introduction
Issues
Figure 5: See Here Educator Survey - Proportion of preschool carers and managers who would take
various steps if they suspect a child in their care may be vision impaired

Some district health board brochures and letters use terms which may under-manage or overmanage parent anxiety and result in ‘loss to follow-upxv’ or unnecessary parental stress. For
example, words like ‘failure’, ‘defect’ and ‘abnormality’, which can be emotive, and may not
even be correct, are used in some brochures. Some terms, such as the word ‘test’ may reinforce
existing parent expectations that screening done in schools is conclusive and comprehensive.
One example of the way this is handled is a comment within one district health board brochure,
which states that there may be extended waiting lists at the local eye clinic. There is no statement
following this which emphasises alternatives, or emphasises the importance of vision assessments.
Another example relates to a lack of information provided to parents on why the child was referred on
a particular screen. Without such information it may be difficult for parents to gauge the importance
of follow-up services as it is not until the parent takes their referral letter to a vision professional that
they would even understand why the child was referred, let alone have the diagnosis confirmed.

Recommendations

3. Lack of balance regarding the importance of follow-up testing and use of
inappropriate terms

4. Lack of information about which services are provided free and how families can
access funding support
District health board brochures provided to parents generally contain a lack of information about the
xv
Loss to follow up – where a child requires a vision assessment as a result of screen does not receive that
assessment.
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There is also a lack of explanation in many brochures of the term ‘marginal fail’ what this means
and appropriate steps for families to take should they be informed of such a screening result.

referral pathway and this may make it less likely that families will seek help for their child who is
referred by one or more screen. In addition, in many DHB brochures there is a lack of information
about what services are provided free of charge versus those which incur a cost for the family. Not
all brochures include information about the Spectacles Subsidy – judging by our research into this
area this information could be very useful for families.
Very little information is available to educators to help them understand services available for families
and how these are funded. Without this information, they cannot pass information on to parents,
thereby encouraging appropriate follow-up.
See Here is not aware of any information on either funding for assessments or glasses which is
available in te reo Māori.

7.5

Limited access to diagnostic and intervention services
available

As described in section 5 of this report, The New Zealand Health Service does not provide free
vision assessments (for those being assessed in the private sector) or glasses for all children referred
as a result of vision screening. For example, only children under 16 years of age whose parents
hold a community services card are entitled to receive the government subsidy which contributes (a
maximum of $281.75 annually) to the cost of vision assessments, lenses and frames.
Although detection of problems is important, it can only be optimally effective where there is a clear
treatment/intervention path which can be accessed by the family.
Many stakeholders consulted by See Here believe that some families of children referred as a result of
vision screening do not attend vision assessments and/or provide glasses for their children for reasons
of cost, or as a result of concern about the potential financial implications associated with these
actions. This view is supported by recent See Here research canvassing the views of 133 Members of
Parents of Vision Impaired, which indicates that, for almost a quarter of families responding to the
survey, the cost of glasses prevented them from getting these for their children. Further information
about this survey can be found in Appendix One within section 11 of this report.
Parent awareness of funding for assessments and glasses is also thought to be limited. The same
survey found that awareness of the Spectacles Subsidy is not high among this group of generally well
informed parents, with 39% of surveyed families eligible for the Enable Spectacles Subsidy not aware
this subsidy existed.

7.6

Assessing the programme by local and international
standards

Eligibility criteria and screening methods within organised screening programmes are designed to
provide benefits at a population level113. In order to accrue such benefits, all people within the
target population should have a fair opportunity to participate in the programme5, regardless of
geographic location, socio-economic status or ethnic group. This is best achieved through extending
invitations to participate systematically to a defined population, often from population registers5, 113.
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••

screening methods vary between DHBs,

••

targets are not reviewed regularly to ensure that screening delivered is of the highest
possible quality,

••

coverage does not approach 100% and is not well understood,

••

programme efficacy has not been demonstrated,

••

and equality of access is not being achieved.

This lack of quality processes mean that the ‘safety, effectiveness and cost effectiveness’ of the
programme cannot be assured5.
The Institute of Medicine of the National Academies has described quality issues and defined six aims
for healthcare delivery. These are that healthcare be safe, effective, patient-centred, timely, efficient
and equitable110. These aims can be used to inform the design and to measure the quality of a vision

Introduction

The National Vision Hearing Screening Programme (NVHSP) can only be classified as ‘opportunistic’
screening as, among other factors:

Issues

Organised screening programmes also have centralised responsibility for other key elements
of the screening programme, such as eligibility requirements, quality assurance, follow-up and
evaluation113.

7.7

The B4 School Check and increasing community
expectations

The B4 School Check schedule includes vision screening among four year olds and this will replace
screening done currently, with both this group and new entrants. Those children not screened at four
years of age are to have their B4 School Check completed when they begin school.
This new programme aims to ‘ensure that all New Zealand children are prepared and supported
to learn before they walk through the school gates’114, through a series of ‘checks’ conducted at
approximately four years of age.
The authors of this report are concerned that the publicity surrounding the B4 School Check will
strengthen existing misconceptions among parents and teachers that the B4 School Check provides a
full assessment of aspects of vision required for learning (refer to Table 6 on page 65). Information
about the B4 School Check also raises expectations that the child’s school will be made aware of any
issues or special circumstances, although as discussed previously this is not always the case.
Changes to the current Vision Hearing Screening Programme are being implemented at a time when
little is known about the efficacy of vision and hearing screening and when no agency within the
Ministry of Health is responsible for hearing and vision screening among children.
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Although screening for vision and hearing problems in children has evolved over time the authors
are not aware of any formal assessment of the National Vision Hearing Screening programme using
established programme criteria.

Recommendations

hearing screening programme. Table 5 illustrates how the NVHSP met or meets these aims and ideals
prior to and since 2006. The current NVHSP complies with only one of the ideal features listed.

IOM
quality
aims

In the context of
vision hearing
screening this
refers to:
Ensuring safe screening
technologies and safe usage of these technologies
for all children tested.

Safe

Minimising false positives
and false negatives.
Complete and timely
follow-up.

Screening sensitivity.

Effective

Minimising false positives
and false negatives.
Complete and timely
follow-up.

Designed with parent
input.

Patientcentered

Utilising informed consent.
Providing consistent high
quality service over time.
Effective and appropriate
timely communication to
parents and teachers.

Timely

The timing of screening.

Efficient

Single set of protocols.
Reducing overall number
of audiological or optomological assessments.

Equitable

Universal application of
protocols. Single protocols. Sustainably funded
over time.

Ideal features of a
vision screening
programme in order to
meet these aims:

Compliance
of the
NVHSP*
with ideal
features pre
2006

Compliance
of the
current
NVHSP* with
ideal
features

1. A formal technology assessment framework.

Yes

No

2. Limited number of approved technologies
selected for use.

Yes

Yes

3. A standardized training
programme and ongoing
evaluation of testers.

Yes

No

Yes

No

No

No

No

No

No

No

Somewhat

No

Yes

No

4. A formal set of protocols
for screening and diagnosis with ongoing monitoring and evaluation to
ensure their consistent
application.
5. A formal policy for effective collaboration
between screening, diagnostic and inter-vention
services to minimise
harmful delays and maximize outcomes.
6. A formal process for utilising local and overseas
expertise in programme
design.
7. A formal process for
consumer involvement in
programme design and
evaluation.
8. Consistent service over
time and across areas of
the programme.

9. A standardised method
for collection of and
reporting on metrics.

Table 5: International quality criteria in the context of the New Zealand vision screening (* NVHSP
- National Vision Hearing Screening Programme).

© 2008 JR McKenzie Trust

64

Possible effect on
outcomes

For the child – the
ability to access the
school curriculum,
enhanced resilience and
confidence, any
disabilities identified and
managed, and abilities
enhanced.

That all issues
preventing children from
reaching their
potential as learners will
be identified through the
B4 School Check,
including vision problems.

Not all vision issues that
could affect school
performance can be
identified through the
B4SC.

Parent and educator
confidence in the programme and participation
in the B4 School Check
could suffer.

Not all families who are
referred for assessment
will have the means to
pay for the assessment
services, or will have
access to government
funding for these
services.

Families whose
children may have a
vision problem may not
be able to get a diagnosis
or help for their child.

One of the desired key
outcomes is the ‘detection of vision and hearing
problems and existing
health and disability
conditions that could
impact on learning and
school attendance.’

That all issues
preventing children from
reaching their
potential as learners will
be identified through the
B4 School Check,
including all vision problems.

Not all vision issues are
screened for as part of
the B4 School Check.

Parent and educator
confidence in the
programme and
participation in the B4
School Check could
suffer.

For the family – easier
access to available
resources, healthy parent
child relationships and
enhanced relationships
with professionals.

Families will be well
informed about screens
conducted now as part of
the B4 School Check and
this will help them form
healthy relationships
with their children and
professionals.

Not all vision issues that
could affect school
performance can be
identified through the
B4SC.

Parent confidence in the
programme and
participation in the B4
School Check could
suffer.

Not all families who are
referred for assessment
will have the means to
pay for the assessment
services, or will have
access to government
funding for these
services.

Families whose
children may have a
vision problem may not
be able to get a diagnosis
or help for their child.

For the school –
readiness for the child
and awareness of any
issues or special
circumstances.

Teachers and educators
will access B4 School
Check results
pertaining to children
in their care and will
be able to adapt their
teaching to the needs of
individual children.

Not all teachers and
educators are
accessing the results of
vision screening through
the ENROL database.

Teachers and educators
are unable to adapt their
teaching to the needs of
individual children.

Not all children will have
their vision screened
under the B4 School
Check.

Table 6: Expectations of families and educators relating to the B4 School Check and their potential
implications

7.8

Conclusions

Vision hearing screening services have been a accepted part of childhood in New Zealand for more
than 40 years, although no serious attempts to understand the efficacy of such screening have
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That all children with
any issues will have
these issues identified
and addressed.

Introduction

Barrier

Issues

Implication

Recommendations

Expectations
set by Ministry
of Health...115

been made, despite repeated calls for a review. The National Vision Hearing Screening Programme
(NVHSP) does not conform to international or local standards of quality as described by groups like
the Institute of Medicine of the National Academies or New Zealand’s National Health Committee.
The Programme is managed by individual DHBs, with no recognised quality standards57 and little
success over time in reducing inequalities which have been reported to exist.
Stakeholder concern regarding vision and hearing screening has increased further since October 2006,
at which time national programme monitoring, and the training and practice monitoring of individual
vision hearing technicians ceased. Almost two years later, no agency has been contracted to provide
these services.
Information provided to parents and educators regarding vision and hearing screening is limited,
difficult to access, inconsistent and often of poor quality. No official research has been undertaken
with parents or educators to understand their views of vision screening conducted. See Here research
indicates that confidence in the National Vision Hearing Screening Programme is likely to be low
among parents, and this may be affecting participation among some groups. In addition, parents and
educators are unclear about the steps to take should they suspect a vision impairment in a child
under their care. They are also unsure about the financial implications of referrals to professionals
and what government support is available to mediate any financial burden that may be created.
Delays in assessment and provision of intervention are thought to result.
A new B4 School Check is to be implemented nationwide through 2008. The introduction of this final
Well Child check will bring with it considerable changes, including some changes that will make it
more difficult to attain adequate coverage rates, in part as greater effort will be required from families
in order for their children to participate. Such changes to vision and hearing screening services are
being implemented when there is very limited understanding of the efficacy of current policies and
the inequalities they create, and no benchmark with which to compare the relative success of the
change in policy. Community expectations regarding this check are high, with information about the
B4 School Check adding to misconceptions that vision screening detects all vision issues that may
cause social or educational difficulties.
Significant challenges must to be overcome to ensure the introduction of the B4 School Check will
result in improved outcomes for children with vision impairment – particularly as the new model of
service delivery will likely lead to at least a short to medium term reduction in coverage, potentially
increasing existing health inequalities.
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8

8.1

Improving our understanding of childhood vision
impairment in New Zealand

Issues

Previous sections of this document outline issues relating to services provided to children with mild
and moderate vision impairments. This section discusses how the issues identified in previous sections
may be addressed.

The data collected could be modelled on information included in the Deafness Notification Database,
which has been operating for more than 20 years. This database collects information on all children
under 18 diagnosed with hearing impairment, regardless of degree. A yearly report of data in this
database has, up until recently, been published and contains analyses of notifications that year and
trends over time. A national childhood vision impairment database has the potential to track top
level outcomes for children with vision impairments, informing funding priorities for the ministries
of Health and Education in the medium to long term. In order to encourage diagnosing professionals
to participate by forwarding information, data collected should be limited to only information which
is considered vital.
Coordination between the ministries of Health and Education would be required in order to develop
a National Childhood Vision Impairment Database, and to ensure that the greatest benefit can be
derived from this data. Discussions on how this database would relate to the B4 School Check
database, and to the Ministry of Education’s existing National Database and their ENROL database
would be useful. This data could also inform appropriate ranges for referral rates from the vision
screens conducted as part of the B4 School Check.
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Such a database could provide information on the characteristics of children receiving vision
assessments and the outcome of those assessments. This information would be useful for service
planning and to inform future changes in policy relating to this group of children. Perhaps more
importantly, it would also allow an analysis of those missing out on assessments and interventions.
As a result, changes could be made to ensure all groups of children in society are provided with an
equal opportunity to receive such services, particularly Māori children.

Recommendations

A number of professionals working in the sector have suggested that a database could be developed
to contain information about New Zealand children receiving vision assessments, including those who
are diagnosed with vision impairment by vision professionals. Suggestions regarding how provision
of such data could be linked to funding for vision assessments can be found in section 8.4 of this
report.

In addition, data collected as part of the B4 School Check, and data contained within the proposed
database could help fill some of the gaps in understanding about the prevalence rates and characteristics
of vision impairment among New Zealand children.
Information contained on the B4 School Check Database and the proposed database containing
information about vision assessments conducted and interventions provided, could be used, with
appropriate oversight, by researchers to improve understanding of vision impairment among New
Zealand Children. Such research could fill some of the significant gaps in the understanding of the
prevalence and characteristics of childhood vision impairment, of groups who are less likely to receive
assessment and intervention services, and how health inequalities can be minimised.

8.2

Reinstating the national childhood vision screening
programme

As there has been no national monitoring and evaluation of vision screening and no individual
practice monitoring or national training programme for VHTs since October 2006, one could argue
that the National Vision Hearing Screening Programme has ceased and that all that remains is 21
individual screening programmes. There is one key element required to repair the state of childhood
vision hearing screening and reinstate its national focus which is both urgent and important. This
involves assigning responsibility for childhood vision hearing screening to an agency which can
urgently undertake key national functions.
One step forward, as a result of the implementation of the B4 School Check, is the formation of a
permanent Well Child Team. One of the responsibilities of this team is to oversee implementation of
the B4 School Check. It is crucial that some group, whether it is this Well Child team, the National
Screening Unit or another agency, be assigned formal responsibility for the National Vision Hearing
Screening Programme. Only when this occurs can important functions relating to vision screening
services be resumed allowing the significant current problems with the programme to be addressed.
A key task for the agency assigned responsibility for vision screening, is to alter the current ‘testing’
mentality that pervades the Vision Hearing Screening Programme, to one focused on ‘screening’.
In promoting this change, confusion among parents and educators about the difference between a
diagnostic test and a screen will be reduced and this will encourage prompt diagnosis and intervention
services for vision impaired children.
The formation of an advisory group, containing experts in the area of vision impairment, screening
experts, and representation from the Ministry of Education would provide high level oversight of the
vision screening conducted as part of the B4 School Check and other relevant policies. This group
could regularly consider new evidence relating to vision screening, taking into account the National
Health Committee’s document, Screening to Improve Health in New Zealand: criteria to assess
screening programmes5. This group could be formed and administered by the agency responsible for
vision screening or could be a subcommittee of the National Screening Advisory Committee (NSAC)
– which provides advice to the Director General of Health on screening policy and practice including:
effectiveness, social and ethical considerations, reducing inequalities, feasibility, value for money, how
harms can be minimised and resourcing. This group could also oversee extended research conducted
on data collected about vision impairments.
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Data from vision screening should be collected and stored in a transparent, readily accessible manner
and should be utilised regularly to identify outcomes and justify the continuation or modification of
the vision screening conducted57.

Context

Vision screening is performed by screeners who conduct vision and hearing screening on the same
populations. Such joint screening reduces the costs attributable to running vision screening services.
However, it is important that the benefits and harms of vision screening services are understood, in
order to determine whether such services should be continued, and if they are to be continued, how
vision screening should be conducted.
The existing National Vision Hearing Screening Programme is undergoing a radical change as a
result of the implementation of the B4 School Check, which will replace existing four year old and
new entrant vision and hearing screening. These changes to children’s vision screening are being
implemented without a good understanding of the efficacy of the current Vision Hearing Screening
Programme, and without good data on which to base future analyses and comparisons.

Issues

The National Health Committee recommends that ‘screening programmes should be based on good
quality evidence, that they do more good than harm, at reasonable cost and they should be delivered
within the context of an effective quality assurance and improvement programme5.’

“Outcome measures of the well child hearing and vision screening programme should become a
primary concern for the MOH.”
- Ministry of Health: Hearing and Vision Screening in New Zealand 2003. Wellington.
A report to Clinical Services Directorate.

Review recommended
See Here recommends a urgent review of childhood vision and hearing screening and suggests this
could be based on the National Health Committee’s 2003 criteria5, including established programme
quality indicators and with reference to How to Monitor Population Health Outcomes117. Such a
review could be done in parallel with the introduction of the B4 School Check and should involve
the Ministry of Education.

Recommendations

Understanding the efficacy of vision screening, and ensuring parents and educators are aware of the
nature and limitations of vision screening is essential, particularly as future questions raised about
the accuracy and effectiveness of vision screening will now reflect on the B4 School Check.

A review could inform many aspects of the vision and hearing screening programme, including
decisions about target conditions, programme monitoring and evaluation, screener training, and
programme protocols.
This collaboration could extend to the establishment of mechanisms to share data that would allow
true outcome measurement.
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Should the review of vision screening determine this screening is valuable, a number of important
steps should be taken to enable vision screening to become ‘organised’ rather than ‘opportunistic’ as
it is currently. (This concept was first raised and is explained in section 7.1 of this report.) As this
review may take some time, an agency must take responsibility for vision screening in the interim.

Moving toward organised screening for childhood vision impairment
The National Screening Committee recommended that over time, opportunistic screening [such as
vision and hearing screening] should be properly evaluated and appropriate quality processes put in
place, although it was acknowledged that not all cases would require a shift to organised screening
programmes, rather that in some instances professional audit and monitoring and oversight may be
sufficient5. (Both the European Union and World Health Organisation also recommend that screening
should be provided through organised screening programmes113.) A number of papers have concluded
that the cost effectiveness of organised screening is thought to be better than that of opportunistic
screening118, 119.
A number of changes to vision screening are required in order for vision screening to be categorised
as organised, rather than opportunistic. One step towards organised screening is already underway
through the adoption of a centralised database. Such a database has been designed as part of the B4
School Check and it is expected to help identify underserved groups which can then be targeted to
increase their participation within the screening programme113.
Assigning responsibility for vision (and hearing) screening to an agency would be a useful step
towards making vision screening services organised.
In order for the B4 School Check to maximise its success in meeting its stated objectives, all
children with a refer result must be able to visit a vision professional to have a comprehensive vision
assessment and receive intervention services.

Broad oversight of vision screening
If vision screening is to be continued in New Zealand, See Here recommends that an advisory
group is formed to regularly review the evidence relating to such screening, and that this process
should inform future changes in screening protocols and target conditions. This group should provide
clarification of the aims of vision screening and should include representation from the Ministry of
Education.
See Here recommends that the aims of the vision part of the B4 School Check be broadened to include
not only the health effects of vision impairment but the effects of vision problems on educational and
social outcomes120. This would align the protocols (the reality of vision screens) with the expectations
set by teh ministry of Health. This could be done as part of the review of vision hearing screening
and may result in changes in the target conditions, protocols and outcomes measures once issues
such as test sensitivity and specificity are considered.
See Here would like the Ministry of Health to further consider whether screening for hyperopia should
be conducted as part of the B4 School Check, particularly considering the significant and growing
body of evidence suggesting that children in this category suffer from poor academic achievement.
This evidence was summarised in a recent paper by the New Zealand Association of Optometrists121.
Such a review is supported by the Report of the Education and Science Committee on the enquiry
into the teaching of reading in New Zealand (2001)104 and may address concerns expressed by those
in the educational field, including this committee that the programme does not detect problems that
may affect educational performance of students, such as issues with near visionxvi.
xvi

See Section 18 of this document for a glossary of vision terms
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As most vision hearing technicians are trained and many are have a great deal of experience in
vision screening, vision hearing technicians (VHTs) are the logical group to conduct the majority of
vision (and hearing) screening in children, although the Ministry of Health cannot dictate who is
employed by district health boards to conduct this work.

Introduction

Workforce training and monitoring

Individual practice monitoring must also be reinstated urgently and should be extended to include all
vision screeners, not only vision hearing technicians. This monitoring should also provide performance
feedback relative to programme protocols. Māori Well Child providers should receive adequate training
for, and monitoring of, their vision screening work. It would also seem important that all groups
conducting vision screening, including Māori Well Child providers, contribute to national programme
data.
Once reinstated, this monitoring of screener practice should include a review of informed consent
processes used within each district health board area. All parents of children screened for vision
impairments should be appropriately informed about the nature and limitations of the vision screen
through provision of sufficient accurate information that is presented in a meaningful way. Such
information will enable parents to make an informed choice about their child’s participation or
otherwise in vision screening. In doing this, relevant aspects of the Health and Disability Code of
Consumer Rights will be met.

Other recommendations
Improved information for parents and educators on vision and vision screening, assessment and
intervention services is discussed in section 8.3 of this report. Universal access to assessment services
and improved tracking of children diagnosed with vision impairment is discussed in section 8.4 of
this report.

Information for parents and educators

The design and distribution of high quality, nationally consistent information on vision, vision
screening, and assessment and intervention services for parents and educators must be a priority for
the ministries of Health and Education. Improving public awareness of vision hearing screening was
a recommendation of the Health Select Committee (2001)122.
The introduction of the B4 School Check provides a number of health promotion opportunities as
information on the B4 School Check will be of interest to both parents and educators. High quality,
nationally consistent information should be made easily accessible to parents and educators through
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8.3

Recommendations

During the past two years, The Vision Hearing Technician’s Society has worked to see their training
formalised and registered by The New Zealand Qualifications Authority (NZQA). This work should be
completed by the end of 2008. Funding for a training provider is urgently required to ensure those
individuals employed to work as VHTs since 2006 can be trained to ensure they practice effectively
and conform to programme protocols.

Issues

Appropriate training of all providers of vision screening services, including Māori Well Child providers,
is vital to the success of the B4 School Check.

a variety of channels and should include materials in te reo Māori. Developing such materials will
require collaboration between ministries of Health and Education.
The development of nationally consistent information, with a focus on providing information on
which parents can make an informed decision about whether to consent to the participation of their
child, would be a significant step forward from the inconsistent and often poor quality information
currently available. However, as information on all aspects of the B4 School Check will be provided
to parents, it is also important that information on vision screening is not lost in the ‘noise’ and that
this information is available to families as and when they require it.
Of particular importance is that information provided aids understanding of the limitations of vision
screening, and of what steps parents and educators should take when concern about a child’s vision
arises or persists. In providing such information, community expectations can be set at more realistic
levels, helping parents and educators understand that vision screening does not detect all vision
impairments.
Vision screening results should be provided in a consistent way to all parents, regardless of the
result. They should receive clear information about who is able to assess their child’s vision, and
local services must be consulted to ensure recommended services have the capacity to provide these
assessments.
This information will be especially important for educators, as vision screening will be markedly
reduced in schools following the introduction of the B4 School Check; screening that does occur in
schools will be mostly for children at five who did not participate in the B4 School Check.
Educator information could also include instructions on accessing vision screening results for children
in their care, and could link to Ministry of Education information on how teaching can be adapted
for such students. Access to the results of vision screens will enable educators to adapt their teaching
to the needs of children with vision impairment and support parents with information about vision
impairment, and inform them on steps they should take following suspicion or a referral from vision
screening. Clear protocols must be established to ensure teachers understand in which circumstances
this information can be shared, and with whom.
By providing high quality, nationally consistent information to parents and educators, including
information in te reo Māori, expectations regarding vision screening can be set to more realistic
levels. The resulting understanding about vision screening may lead to increased confidence in vision
screening, and to increased participation rates.

8.4

Access to appropriate assessment and intervention
services

Assessment services
Vision assessments are funded for all children in Australia, Canada and the United Kingdom. Hearing
assessments for children under 18 are also universally provided to families at no cost in New Zealand
and in these other jurisdictions.
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Figure 6: See Here Educator Research - Types of information on vision screening requested by
preschool carers and managers.

Provision of information to parents and educators, through a variety of channels and in a number of
languages would be important in reducing the chance that children not accessing assessments in the
current system continue to miss out under a universally funded system. Such funding would usefully
include extended assessments required by some children, including those with additional disabilities.
Children who may be showing symptoms of possible vision impairment, such as those enrolled in
specialist educational programmes should be referred for vision assessments on enrolment in such
programmes, to determine whether this is the cause of educational or other problems.

‘It is very important that the teacher education profession and vision care professionals work together in order to meet the education and visual needs of our children…54”

Recommendations

See Here supports the introduction of universal funding for vision assessment services regardless
of the source of the referral. Through such provision, families of children with suspected vision
impairment can at least receive confirmation of whether their child has a vision impairment.

- R Johnson, (2002) Education and social consequences of undetected children’s vision problems.

By funding assessment services, the Ministry of Health could then require vision professionals to
provide basic information on the outcome of the assessment (diagnostic data). This information could
be used to better understand New Zealand prevalence of mild and moderate vision impairments in
childhood. It could also be extended to cover basic information on interventions provided to children
diagnosed. It is expected that such assessment services would be provided mainly by private sector
optometrists, and these services could, perhaps, be funded through either district health boards, or
through Enable NZ.
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For example, determining whether children entering Reading Recovery programmes have underlying
vision or hearing problems is important to both the outcomes of the child and the ability of Reading
Recovery programmes to effectively prioritise limited resources.

This view is supported by the Ministry of Education, which noted in 2001 the expert evidence
that current sight-testing procedures do not pick up all sight problems, and that funded in-depth
examinations could be an option when other interventions have failed104. If the Ministry of Health is
not willing to provide assessment services for all children identified through the B4 School Check, or
other Well Child checks, perhaps vision screening should cease.

Intervention Services
Ideally, all children diagnosed with vision impairment would have access to publicly funded,
appropriate and timely intervention services. Indeed, B4 School Check information suggests that
assessment and intervention services are to be made available to all children whose problems are
identified as part of this check, regardless of ability to pay. The authors of this report understand
that such universal provision is not being considered.
Although vision assessments for children are funded in a number of jurisdictions, funding of
intervention services, such as the provision of glasses, is usually means tested in these jurisdictions.
That stated, intervention services, such as the provision of hearing aids for hearing impaired children,
are universally provided in New Zealand creating a disparity in entitlement between children with
these similar sensory impairments.
See Here recommends that information about the number and characteristics of children with vision
impairment be collected, through a basic system of reporting linked to assessment funding. This
information could also be extended to include information about the eventual intervention provided
to vision impaired children, for example, provision of glasses or vision training. This would allow
greater understanding of childhood vision impairment in New Zealand and would provide information
needed to assess the costs and benefits of funding for such services and help define which types of
intervention services could be funded in future.
A number of funding options could be considered once more is known about vision impairment
among children in New Zealand. These options may include: 1) complete and universal funding
of intervention services, as is provided for hearing impaired children currently; 2) stepped financial
assistance where a universal allowance towards intervention services is provided, and families with
increased need receive a greater amount. This last option is similar to the current spectacles subsidy
but could be extended to cover other interventions such as vision therapy.
In the interim, awareness of the Enable NZ Spectacles Subsidy and High Level Subsidy among
parents eligible for glasses funding, should be measured. Research with PVI parents suggests this
awareness may be limited, meaning families with limited means to fund glasses are missing out on
funding for which they are eligible. It seems that children with vision impairment generally fall into
one of two groups, those with less severe vision impairment, for whom intervention services consist
mostly of the provision of glasses or vision training, and those with high and or complex needs who
require ongoing and intensive support. Parents consulted by See Here indicated that children in the
second group could also benefit from greater support, perhaps through widening criteria for the High
Level Subsidy.
Current caseloads for Resource Teachers Vision in New Zealand are high by international standards.
Although not working to current policy, RTV’s must prioritise the needs of those learners who are
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Recommendations

Issues

blind or who have significant vision impairments, and as a result, children with moderate needs are
less likely to receive the levels of specialist teacher support they require and are eligible for. Changes
in policy and staffing provision is needed to provide appropriate and equitable service for all for
learners with vision impairment, whether they are classified as moderate, high and very high needs.
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Recommendations
Currently, government policies and practices in health and education are not maximised to serve the
needs of New Zealand’s vision impaired children, particularly those with mild and moderate vision
impairments. The following recommendations focus on the needs of this group of children, while
considering alignment with government strategies to find solutions to current and imminent policy
issues identified within this document.
The authors of this report in no way consider these recommendations to be a panacea for the
issues facing families and children with vision impairment, only as a considered starting point for
improvements.

Increased collaboration between the ministries of Health and Education
See Here would like to emphasise the underlying importance of closer collaboration between the
ministries of Health and Education. Without increased collaboration between these agencies, the
success of a number of the recommendations discussed in this section is at risk.
The importance of interagency collaboration applies particularly to work on improving data collection
on vision impairment among New Zealand childhood and the design and distribution of information for
both educators and parents on vision impairment, vision screening, and assessment and intervention
services.

Reducing inequalities
Success in reducing inequalities will rely on the collection of accurate information and the
implementation of strategies at both a local and national level to ensure equal participation at all
stages of detection, assessment and intervention. Particular consideration should be given to ways in
which the services can be made accessible to Māori and Pacific families.
In developing these recommendations, the authors of this report were conscious that improving
services in one area, such as assessments following vision screening, may lead to a multi-tiered system
in which children referred to vision services by different processes received inconsistent standards of
care. As a result, the recommendations below attempt to ensure all children receiving vision services
are provided with consistent standards of service, thereby minimising the introduction of further
inequalities.

9.1

Recommendations

The authors of this report strongly recommend that the ministries of Health and Education work
together to review all aspects of government policy relating to children with vision impairment in
New Zealand, specifically as they relate to children with mild or moderate vision impairment.
A large number of relevant stakeholder organisations share concerns regarding a number of issues
contained within this document. These organisations support a review of policy relating to provisions
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As children with mild and moderate vision impairment don’t appear to fit within either Special
Education or the mainstream agenda, the Ministry of Education could usefully identify positions
responsible for children with less severe vision impairments. This measure would also support closer
collaboration between the ministries of Health and Education.

Introduction

for mild and moderately vision impaired children. (Organisations which have formally endorsed a
Consensus Statement developed by See Here are listed in section 10 of this report and this section
also includes the text of the Statement.)

See Here specifically recommends to the ministers of Health and Education:
Vision screening
That responsibility for vision and hearing screening is urgently assigned to an agency, which will
perform important national programme functions such as national monitoring and evaluation,
screener training and monitoring of screener practice.
2. That appropriate data is collected from vision screening in order to conduct a comprehensive
review of the efficacy, costs and benefits of such screening. This review would determine whether
vision screening should be continued, and if so what kinds of screening are appropriate.
3. That should vision screening be continued following review, a robust process for regular review
of evidence relating to vision screening be developed, and this process should inform changes in
screening protocols and practice.

Issues

1.

Data on New Zealand children with vision impairment
7.

That basic information relating to vision assessments (in recommendation 4) is collected and
stored in a database that can be used to identify individuals and groups at risk of not receiving
intervention services. This information can then be used to inform changes to policies and practices
which reduce inequalities and inform service planning.
8. That information collected through both the B4 School Check and the database (in recommendation
7) is used to improve understanding of vision impairment among New Zealand children. Access
to this database for appropriate research should be allowed.

Information for parents and educators
9. That high quality, nationally consistent information on vision, vision screening and intervention
services, including information in te reo Māori, is designed for parents and educators and that
this information is made accessible through a number of channels, including within information
provided regarding the B4 School Check.
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4. That free vision assessments are available for all children under 18, regardless of the source of
the referral.
5. That a review of the current Spectacles Subsidy and High Level Subsidy be conducted to determine
levels of awareness of this subsidy, and that information to inform future policy changes is
collected.
6. That further funding is provided to address the staffing crisis facing the blind and low vision
education sector so that appropriate support can be delivered to all children defined as having
‘moderate’ and greater needs under the Ongoing and Reviewable Resource Scheme.

Recommendations

Assessment and intervention services

B4 School Check
10. That until coverage of the B4 School Check reaches acceptably high levels, processes are in place
to: a) ensure families of children at risk of not receiving this Check are aware of what to do
should they suspect their child may have a vision impairment and that b) vision screening services
are provided to all five year olds who did not receive vision screening as part of their B4 School
Check.

9.2

Summary

Table 7 (below) summarises the issues raised in this document, their implications, and recommendations
for how these issues might be addressed.

Issue

Implications

Recommendations
Vision screening services

Major oversight
functions not being
conducted (national
programme
monitoring and
evaluation, screener
training and
practice
monitoring).

No assessment of whether individual screeners are practicing safely and appropriately.

Appoint an agency to conduct national
functions.

No training of new screeners to ensure they
can practice safely and appropriately.

Develop a monitoring and evaluation
framework.

No ongoing monitoring and evaluation of
programme possible.

Conduct regular national programme
monitoring and evaluation.

No feedback to district health boards or
individual screeners possible.

Contract training of new vision
screeners.

Not all providers of screening services are
trained or monitored, and not all have
provided data to the National Vision Hearing
Screening Programme.

Monitor individual and area practice of
existing screeners.

Improvements in area and individual practice
difficult as no feedback provided.
Inconsistencies in service provision.

Vision screening
efficacy not well
understood – no
review undertaken.

Vision screening may be causing
unacceptable levels of harm.
Unable to assess changes to benefits and
harms resulting from changes to vision
screening services.

Provide performance feedback to areas
and individual screeners.
Ensure all providers of vision screening
services are trained to provide those
services, are monitored appropriately,
and contribute screening data to the
programme.
Conduct a comprehensive review of
vision screening services in New Zealand,
associated harms and benefits.
Determine whether vision screening is
valuable or whether it should be
discontinued.

Assessment and intervention services
Delays exist within
some areas for
public sector vision
assessments.

Delays in diagnosis and intervention may
occur.

Funding for vision
assessments is not
universal.

Parents may not be able to afford services
for their child.

Provide clear and accurate information
about options available to parents for
assessment services.
Help convey the importance of ensuring
children receive vision assessments.

Ethical issues relating to provision of
screening services without access to
subsequent assessments.
Inequalities result.

Provide universal funding for extended
assessments where appropriate.

continued on page 79
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Provide free vision assessments to
children under 18 regardless of the
source of the referral, e.g. parent
suspicion, B4 School Check vision
screens, Year 7 vision screens, general
practitioner concern.
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Recommendations

Funding for vision
intervention
services is not
universal.

Parents may not be able to afford services
for their child.

Provide accessible, high quality
nationally consistent information to
parents about their options for
assessment and intervention.

Support for
families of mild and
moderately vision
impaired children
are limited.

Appropriate support may not be provided,
leading to reduced outcomes for vision
impaired children.

Awareness of
funding options for
assessments and
interventions likely
to be limited.

Parents may be unaware of support that
exists to assist them to access assessment
and intervention services.

Data on vision impaired children in New Zealand
Little is known about the total number of
New Zealand children with vision
impairment, whether this number is
increasing and implications for service
provision.
Tracking of individual children following
diagnosis is impossible, including
understanding which groups are not
receiving services, and whether these
services are timely.
Little data exists regarding the effectiveness
of current policies, including those
relating to the National Vision Hearing
Screening Programme.

Collect data on children assessed for
vision impairment.
Use information collected to track
individual children following diagnosis to
see whether they receive intervention
services and to understand reasons why
this does not occur.
Coordinate to ensure the greatest
benefit can be derived from this data,
and that this database can be developed
with due consideration of ENROL and the
B4 School Check.
Allow research on data collected to
assist in filling some of the gaps in
understanding regarding vision impaired
children in New Zealand.

Parent and educator information
Parent information
on vision
impairment and
vision screening
limited, inconsistent
and often of poor
quality.

Parents are not well informed about the
importance of effective vision in childhood
and their responsibilities and their
responsibilities relating to vision impairment.
Parents are not aware that vision screening
does not cover all aspects of vision
impairment.
Confidence in vision screening is limited.
Participation in vision screening may be
compromised.

Parent information
about what to do
should they have
concerns about the
vision status of their
child is limited
inconsistent and
often of poor
quality.

Parents may be unsure about steps to take,
and delays in diagnosis and intervention may
occur.
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Make high quality nationally
consistent information on vision and
vision screening available to parents
through a number of channels e.g.
through schools and early childhood
centres, via the B4 School Check, online
through the Ministry of Health and
parent information websites and through
general practitioners.
This information should also be
available in a number of languages,
including te reo Māori.

continued on page 80
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Data on vision
impaired children is
limited, particularly
those with mild to
moderate
impairments.
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Ethical issues relating to provision of
screening services without access to
subsequent interventions.

Introduction

Implications

Issues

Issue

Issue

Implications

Recommendations

Parent information
about where to go
for a vision
assessment
following a refer
result is often
mixed.

Parents may be unsure about steps to take,
and delays in diagnosis and intervention may
occur.

(see page 79 for recommendations
associated with this issue)

Educator
information on
vision and vision
screening limited,
inconsistent and
often of poor
quality.

Educators are not well informed about the
importance of effective vision in childhood
and their responsibilities relating to vision
impairment.

Appoint one or more people within the
Ministry of Education to have
responsibility for the needs of children
with mild to moderate vision
impairment.

Educators are not aware that vision screening
does not cover all aspects of vision
impairment.
Confidence in vision screening is limited.

Educator
information about
what to do should
they have concerns
about the vision
status of a child in
their care is limited
inconsistent and
often of poor
quality.

Educators may be unsure about steps to
take, and delays in diagnosis and
intervention may occur.

Make high quality nationally consistent
information on vision and vision s
creening available to educators through
a number of channels. e.g. through
schools and early childhood centres
including kohanga reo, via B4 School
Check information provided to
educators, through the Ministry of
Education website and through Te Kete
Ipurangi.
Close collaboration between ministries
of Health and Education.
Clear information provided to specialist
education programmes to ensure
appropriate referrals to both vision
screening and vision assessment services.

B4 School Check
B4 School Check
setting high
expectations
regarding vision
screening.

Strengthens misconceptions that vision
screening includes all aspects of vision and is
a test rather than a screen.

High coverage
within B4 School
Check difficult to
obtain.

Low coverage reduces programme
effectiveness, as large proportion of
population cannot benefit, increasing
existing inequalities.

Over time, contributes to reduced confidence
in vision screening and the B4 School Check
and may reduce participation.

Ensure information distributed on the B4
School Check informs important groups,
such as parents and educators, about the
limitations of vision screening.
This information should be easily accessible, available in a number of languages
including te reo Māori and available
through a variety of channels.
Agency responsible for vision screening
to develop model to assist district health
boards to ensure they can achieve high
coverage for vision screening.
Agency responsible for vision screening
to develop model for reducing
inequalities relating to vision screening.
That a backstop process is established
to ensure services are available to all
families, including Māori, particularly
during implementation of the B4 School
Check during which coverage levels may
not be high.

Table 7: Summary of issues, implications and recommendations (continued from pages 78 and 79).
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Alignment with government objectives

The recommendations discussed in this section are aligned with key government strategies such as
the Disability Strategy (2001), Health Strategy (2000), Ministry of Education Statement of Intent
(2006-2011) and Māori Health Strategy (2002).

Introduction

9.3

Particular areas of alignment and commonalities between the various strategies examined are outlined
in Table 8 (page 82).

Alignment of recommendations with the policies of
authoritative organisations

Statements from a number of authoritative organisations support the provision of accessible
assessment and intervention services. These include those from the World Health Organisation and
New Zealand’s National Health Committee5 which relate to services available following screening3 and
those contained within the United Nations Convention on the Rights of Persons with Disabilities4.
(New Zealand signed this Convention in 2007125 and officials are working to ratify the Convention by

Issues

9.4

••

The World Health Organisation states that ‘Screening is not defensible ethically in the absence of
appropriate procedures and resources to provide prompt confirmation of impairment, diagnosis,
and access to interventions that are reasonably effective3’.

••

The National Health Committee’s screening programme criteria state that the healthcare system
‘will be capable of supporting all necessary elements of the screening pathway, including diagnosis,
follow up and programme evaluation5’.

••

The United Nations Convention on the Rights of Persons with Disabilities4 includes a number
of articles relevant to children with vision impairment, including those with correctable or less
severe impairments whose impairments are not yet identified or are identified but have not been
corrected.

Appendices

Specific articles support the ‘provision of health services needed by persons with disability,
including early identification and intervention as appropriate, and services designed to minimise
and prevent further disabilities’ (Article 25 Health part b), the ‘full development of human
potential and sense of dignity and self-worth, and the strengthening of respect for human rights,
fundamental freedoms and human diversity’ and ‘the development by persons with disabilities
of their personality, talents and creativity, as well as their mental and physical abilities, to their
fullest potential’ and that ‘persons with disabilities receive the support required, within the
general education system, to facilitate their effective education’. (Article 24, Education, parts a, b
and d)4.

Recommendations

the end of 2008126.) Relevant excerpts from these statements are included below:
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Common
strands
across key
strategies
Reducing
inequalities

The Health
Strategy200010
An improvement
in health status
of those currently
disadvantaged.
Timely and equitable access for all
New Zealanders to
a comprehensive
range of health and
disability services.
Ensuring accessible
and appropriate
services for people
from lower socioeconomic groups in
an effort to reduce
inequalities in
health status.

Ministry of
Education
Statement
of Intent
(2006-2011)107
Reducing disparity.
Have the knowledge
and skills to respond
flexibly and
appropriately to the
needs of all
learners.

The New Zealand
Disability
Strategy(2001)123

Māori Health
Strategy (2002)124

Ensure rights for
disabled people.

Addressing health
inequalities for Māori.

Provide the best
education for disabled
people.

Providing highest
quality service.

He Korowai Oranga
provides a framework
for the public sector
to take responsibility
for the part it plays in
supporting the health
status of whanau. This
includes public
policies that actively
promote: whanau wellbeing, quality education, employment
opportunities, suitable
housing, safe working
conditions...

Integrating special
education into
broader efforts to
improve outcomes
for all learners.

Regardless of ability
to pay, a high performing system in
which people have
confidence.
Measuring
focus/
evidence
based policy

Good health and
well-being for all
New Zealanders
throughout their
lives.

Outcome monitoring
and evidence based
practice.

Enable disabled
children and youth to
lead full and active
lives.

Working
across
agencies to
achieve goals

The health sector can encourage
and support action
in other sectors,
including identifying and advising on
the health impact of
policies and trends
occurring there.

Policy advice will
seek to align
education to health,
welfare, labour
market and other
social policy
interventions.

The Strategy will
guide Government
action to promote a
more inclusive
society. It is an
enduring framework
which will ensure that
government.
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continued
from page 82

Working with the
Ministry of Health
and providers to
promote health
education and
health issues that
have an impact on
education and
Integrating e
ducation perspectives into wider
social policy.

Māori Health
Strategy (2002)124

Introduction

The New Zealand
Disability
Strategy(2001)123
departments and
other government
agencies consider
disabled people before
making decisions.

Issues

The Health
Strategy200010

Ministry of
Education
Statement
of Intent
(2006-2011)107

Building cross-government
understanding of
strategies and
priorities in the
education sector
and other agencies’
contributions to
them.
Importance
of the
relationship
with Māori

Acknowledging the
special relationship
between Māori and
the Crown under
the Treaty of
Waitangi.

Stronger
working with Māori
and the Ministry’s
iwi partners to
support Māori
achievement and
pathways.

Promote participation
of Māori and Pacific
peoples.

Removing Barriers (to
Māori with disabilities
and their Whanau
participating in NZ
society, including Te Ao
Māori)

Information

The ability to
exchange highquality information
between partners in
health care processes will be vital
for a health system
focused on
achieving better
health outcomes.

Effective teaching is
strengthened when
educators work
together in
professional
communities using
research and
information about
their learners to
continually inquire
into the
effectiveness of
their teaching.

Collect and use
relevant information
about disabled people
and disability issues.

Improving Māori health
information.

Recommendations

Common
strands
across key
strategies

Appendices

Table 8: Alignment of recommendations with key government objectives.
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Support for a review of
policy
The following organisations and individuals have formally endorsed the New Zealand Consensus
Statement on Early Identification of and Intervention for children with Vision Impairment at the
time of publication. The full text of the statement is included following the endorsements. A number
of additional organisations were hoping to endorse this statement; however these endorsements were
not available at the time of publication.
As a significant portion of this statement relates to the National Vision Hearing Screening Programme,
hearing sector organisations were asked to provide endorsement to sections relevant to their
interests.
Endorsing organisations and individuals:
••
••
••
••
••
••
••

Vision Hearing Technician’s Society
Parents of Vision Impaired New Zealand Inc
Royal New Zealand Foundation of the Blind
Ngati Kapo O Aotearoa Inc
South Auckland Vision Screening Trust
New Zealand Association of Optometrists
Royal Australian and New Zealand College of Ophthalmologists (New Zealand Branch)

••
••
••
••
••

Blind and Low Vision Education Network NZ
South Pacific Educators in Vision Impairment
Oriole Wilson (former Clinical Director of the National Audiology Centre)
Department of Ophthalmology, Manukau SuperClinic
Sue Spooner, School of Teaching, Learning and Development, Faculty of Education, University of
Auckland
Royal New Zealand Plunket Society Inc
JR McKenzie Youth Education Fund
Rotary Club of Auckland
The Hearing House
New Zealand Society of Otolaryngology Head and Neck Surgery
Federation for Deaf Children
NZ Speech Language Therapists Association
University of Auckland, Audiology Department
Dr Ron Goodey, Deafness Research Foundation
Barbara O’Neill, Deaf Education Aotearoa New Zealand
Marianne Schumacher, National Foundation of the Deaf
Kelston Deaf Education Centre
New Zealand Audiological Society
van Asch Deaf Education Centre
Hearing Association of New Zealand

••
••
••
••
••
••
••
••
••
••
••
••
••
••
••
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Introduction

New Zealand Consensus Statement on
Early Identification of and Intervention for children with
Vision Impairment
November 2007
Preamble

Points 4-7 and 10-12 are also relevant to the identification of, and intervention for, children
with hearing impairment.
In the context of this statement, the term ‘vision impaired’ is used to describe all children with vision
problems regardless of the level of severity of those problems and whether or not they are correctable
with glasses.

Issues

This document contains a series of notes and resolutions relating to identification of, and intervention
for, children with vision impairment.

1.

All children, including those with vision problems, have the right to a complete and
satisfying life as a fully participating member of society.
Within the health setting this may be interpreted as the provision of timely diagnostic assessment
and provision of timely and appropriate intervention services.
Within the educational setting this may be interpreted as the right to equal opportunity and equal
access to all parts of the educational programmes, both curricular and extra-curricular.

2.

New Zealand data relating to the number and characteristics of children with vision
problems is very limitedxvii.
The key vision database containing information on childhood vision impairment in New Zealand
is managed by the Blind and Low Vision Education Network NZ (BLENNZ) for the Ministry of
Education and contains information on those children eligible for BLENNZ services. As at June 2007,
approximately 1370 children are included in this database. Typically, these children have moderate
or greater needs.
As a large number of children with correctable vision impairments do not qualify for BLENNZ

xvii
Thabrew H. 2003 Hearing and Vision Screening in New Zealand. Wellington: A report to Clinical Services
Directorate.
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Endorsing organisations note:

Recommendations

Historically, childhood vision and hearing screening in New Zealand has been conducted largely through
the National Vision Hearing Screening Programme. This is likely to change from February 2008, with
the planned rollout of the B4 School Check. Comments contained within this Consensus Statement
relate to all screening for vision disorders, regardless of whether screening will be conducted as a part
of the B4 School Check or the National Vision Hearing Screening Programme.

services and hence are not contained on this national database, a complete picture of prevalence
of vision impairments is not available. This lack of understanding of local prevalence makes
service planning difficult and means a large proportion of children with vision impairment are not
considered in decision making processes.
3.

A number of local trends have been identified within the ‘National Plan’xviii. The trends
include:
•• the continuing increase in the number of learners who are vision impaired;
•• the continuing increase in the number of learners who are vision impaired and who have
additional special needs;
•• the increased recognition of the rights of the Tangata Whenua, as implicit in the Treaty of
Waitangi;

4.

No agency is currently contracted by MOH to perform a number of important
functions relating to oversight of the National Vision Hearing Screening
Programme.

5.

A number of key performance indicators relating to the effectiveness of the National Vision
Hearing Screening Programme have never been collected.
These include recording the proportion of children referred by the programme who receive an
assessment and the number who receive intervention services as a result of the referral.

6.

Current information available to parents and teachers relating to vision and hearing
screening is inconsistent, can be difficult to access (particularly for teachers and educators)
and is often of poor quality.

7.

At the present time, not all children who are referred as a result of the National
Vision Hearing Screening Programme receive assessment services - from
optometrists and/or ophthalmologists in the case of suspected vision problems and
audiologists in the case of suspected hearing problems.

8.

Only children under 16 years of age whose families hold a Community Services or High User
Card are entitled to receive the Enable NZ Spectacles Subsidy of up to $281.75.
As a result, not all children who are suspected of having a vision problem (including those screened
through the National Vision Hearing Screening Programme) qualify for free assessment and
intervention services from optometrists and other vision professionals.

Endorsing organisations resolve that:
9.

To inform future policy and planning, a notification system for childhood vision
impairment, similar to the one that operated for hearing impairment, should be

xviii
“A national plan for the education of learners who are blind and vision impaired in Aoteoroa/
New Zealand: For Early Childhood and Compulsory Sector Learners” by Gwen Nagel, Auckland College
of Education and Jane Wells, Homai Vision Education Centre, June 1998.
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10.

Introduction

established by the Ministry of Health. Such notifications should include all
significant vision problems diagnosed, regardless of severity. This information could
be analysed and published regularly and should be shared with the Ministry of
Education.
An agency within the Ministry of Health should be responsible for assuring the
quality of vision and hearing screening in childhood, including screening that will be done
as part of the B4 School Check. This will help to ensure all children and their families
receive services of the same standard.

True measures of the effectiveness of the vision hearing screening in New Zealand should be
established and data collected. These could usefully include the proportion of children screened for
vision and hearing problems that receive assessments and the proportion that receive intervention
services (educational or health based) following assessment.

Issues

Oversight functions should include; development and review of policy and quality standards,
design of consistent and high quality information for parents and educators, regular assessments of
individual screener performance and national programme monitoring and evaluation.

Collecting such data and establishing strong quality improvement processes would contribute to
the goals of the Health and Disability Sectors (reducing inequalities and improving Māori health)
and Ministry of Education, which has prioritised the attainment of Māori and Pacific children.

11.

Information provided to parents and educators about vision and hearing
screening in childhood should be nationally consistent and of high quality in order to aid
understanding of the limitations of the tests, correct interpretation of
screening results, and of what to do if concern about a child’s vision persists or arises.
Distribution of high quality information to schools and early education providers is important to
ensure educators understand vision hearing screening, its limitations and their responsibilities in
relation to this screening. Successful distribution of this information, and other items raised within
this Consensus Statement will require close collaboration between the Ministries of Health and
Education.
Where screening services are offered, appropriate assessment and intervention services
must be available to families of referred children. These services should not place financial
burden on the family.

Appendices

12.

Recommendations

Reducing inequalities in the way different groups, including Māori, access vision and hearing
screening is an important aspect of programme quality.
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Appendix One:
Parents Vision Impaired research
This section outlines the methodology for the recent survey of Parents Vision Impaired parents
undertaken by See Here. A copy of the questionnaire is available on request.

Methodology and sample
Anecdotally, parents were informing See Here team members that they were not well informed about
the National Vision Hearing Screening Programme or the Spectacles Subsidy. As See Here was not
aware of any research previously undertaken with parents exploring their experiences of either the
screening programme, or the Spectacle Subsidy, it was decided that work in this area would be
useful.
Parents of Vision Impaired (PVI) kindly offered to distribute questionnaires to their 1100 member
families, to improve understanding of their perspectives within these areas. Although the eventual
research sample is small, we believe this study provides indicative data on the perspective of PVI
parents. Self-selection bias must be considered when viewing the results. This research focused on
the recent experiences of PVI families to ensure relevance to current policies.
1100 self-complete survey forms were distributed to PVI members during September and October
2007 along with the regular PVI newsletter. A total of 133 responses were received for the research.
Ethnic groupings of those who responded relate well to recent census data.
The authors of this report would like to note a number of characteristics associated with this
sample:
••

PVI members are more likely (than other families) to have children who have been referred by the
National Vision Hearing Screening Programme;

••

PVI members are more likely to have children with glasses;

••

membership of PVI is free, reducing one type of sample bias;

••

PVI members are based across the country;

••

PVI families are more likely to have children in their family with more severe vision problems
when compared to the general population;

••

some PVI families may be less likely to have their children tested by the NVHSP, or may be
less inclined to pay attention to the results if their child’s vision problem has previously been
diagnosed.

These characteristics introduce an inherent bias in the results of this survey towards an existing
knowledge of the issues around vision impairment. Therefore, the results of this research are likely
to be different to those found if a survey of the broader parent population was conducted.
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Appendix Two:
Educator research

Introduction

12
This section outlines the methodology for the recent survey of new entrant teachers, principals,
preschool carers and managers commissioned by See Here and conducted by Synovate NZ Ltd. A
copy of the questionnaire is available on request.

Anecdotal evidence suggested to See Here that teachers and early educators were, like parents, not
well informed about the National Vision Hearing Screening Programme or the Spectacles Subsidy.
As See Here was not aware of any research previously undertaken with teachers and/or educators
exploring their experiences of either the Vision Hearing Screening Programme or the Spectacles
Subsidy it was decided that some research in this area would be useful.

Issues

Methodology and samples

A nationwide quantitative study among teachers of entry level children and pre-school teachers (of
four year old children) was conducted. Fieldwork ran from October 30th to November 23, 2007.
Due to limited accessibility to new entrant teachers, a self complete questionnaire was used. A pack
was couriered to each school and preschool with a letter of introduction, set of questionnaires, a
questionnaire for the principal to complete and pre paid envelope. Follow-up calls were made to
ensure packs were received and also to remind them to complete and return the questionnaires.
Primary School: 250 Schools received packs and this resulted in 132 completed surveys from new
entrant teachers and 86 principals.

••

Pre School: 250 Pre schools received packs and this resulted in 111 completed surveys from carers
and 91 managers/heads.

Appendices

••

Recommendations

See Here commissioned Synovate Research to study the views/needs of teachers of entry level
children and pre-school carers with regard to the National Vision Hearing Screening Programme and
Spectacles Subsidy.

© 2008 JR McKenzie Trust

89

13
Appendix Three:
Extracts from the National Vision Hearing
Screening Programme service
specifications
The following text is excerpts from the current service specifications for the provision of vision hearing
screening by district health boards entitled National Service Specification – Tier Two Preschool and
School Health Services Vision Hearing Testing, April 2004.
The service is a universal one and is to be available to all children in schools and early childhood centres.
Delivery to children attending early childhood centres compliments other Tamariki Ora Well Child services
available to children under 5 years. As there are significant Tamariki Ora Well Child services available to these
children by Plunket, and Māori and Pacific providers, children identified as not enrolled with the relevant Well
Child service will be referred on to these providers.
Although the service is universally available it is recognised that some children require considerably more input
in order for them to achieve the same outcomes.
These children are:

•
•
•
•

Tamariki Māori
Pacific children
Children who are socially economically disadvantaged. (Includes refugee and new migrant children.)
Children who are rurally isolated

National Vision Hearing Screening Service Specification (Appendix One)
The Vision Hearing Screening Programme is a national programme and attempts to access all children and provide
tympanometry screening at 3 years, audiometry at 5 years, squint and visual acuity at 4 years and 5 years.
Hearing and vision technicians working for Public Health Services have traditionally provided this programme.

Definition
The Vision Hearing Screening programme is a national programme designed to identify the prevalence of
undetected vision and hearing problems at specific targeted age groups in New Zealand children.
The service is described in detail in the Vision hearing Screening National Protocol (the Protocol).
National Audiology Centre maintains the national protocols, training, monitoring and reporting for the service
under contract with the Ministry of Health.

•
•

The Protocol divides the screening service into district groups: preschool, school and clinic settings.
The Protocol describes in detail the core training, monitoring, screening protocols and support entitlements
required for the service.
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The primary objective for providers of Vision Hearing Screening is to detect and refer children with identified
hearing and vision problems to appropriate agencies for assessment and or intervention. Thus minimising impact
of hearing and vision problems on the child’s overall development.

Introduction

Service Objectives

In order to achieve this, the Vision Hearing Screening service provider will:

•
•

Provide services according to the Vision Hearing Screening National Protocol to the defined cohort group

•

Use appropriately trained Vision Hearing Screening technicians to carry out the screening as per the national
protocols ensuring safety and consistency of service provision

•

Utilise the appropriate referral pathways of assessment/intervention for children failing the screening
protocols

•

Establish links with other health professionals especially for those children of families/whanau who may be at
risk of adverse outcomes

•

Promote understanding of the Vision Hearing Screening services in registered educational settings (see Vision
Hearing Screening National Protocols), so that educational staff can refer appropriately

•

Provide culturally appropriate services and information to all children and their families/whanau. Service
providers should recognise the needs of identified priority groups including tamariki Māori and Pacific
children

•

Ensure full coverage of the Vision Hearing Screening services for the client population in a specific
geographic area through cooperation and coordination with other Vision Hearing Screening providers, and
with Whakarongo Mai Ear Health providers who provide ear health education, and tympanometry only

The Vision Hearing Screening Provider must:

•

Establish and maintain a system of ensuring accurate and complete coverage of the designated cohort
population. There must be no duplication of Vision Hearing Screening Services, and providers should coordinate services within the region to ensure this does not occur.

•
•

Obtain informed consent for early child accessing the service

Recommendations

Provider Management of Access

Issues

Ensure parents/caregivers have access to information regarding screening services to enable them to make an
informed choice and to give informed consent

Ensure clients receive the screening and follow-up they are entitled to receive.

Equipment

Competency of Staff
Vision Hearing Screening services will be provided by Vision Hearing Technicians who receive the officially
recognised National Audiology Centre training course, and are competency to deliver services according to the
Vision Hearing Screening National Protocol.
Vision Hearing Technicians must:
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Appropriate Vision Hearing Screening equipment will be used and regularly maintained, calibrated, and replaced
as defined in the Vision Hearing Screening National Protocol.

•

Be formally trained and must meet the prerequisites of the introductory Vision Hearing Screening Course

and

•

Be monitored bi-annually and deemed to be competent by the monitoring process to deliver the service as
per the Vision Hearing Screening National Protocol

•

Undertake regular in-service updates

Staff must have training in:

•

Disability awareness to ensure disabled children/adults and disabled carers are given appropriate access and
support

•

How to identify, and refer victims of child/adult abuse and interpersonal violence. The service must have
protocols in place to support staff in this process.
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Appendix Four:
HealthSearch review

Introduction

14

Studies included in the See Here review, conducted by Health Search Limited, were identified using
the following search methods. Firstly, the bibliographic database Medline was examined to identify as
many published studies as possible in which corrective lenses (eyeglasses or contact lenses) or vision
therapy were prescribed to or used by children or young people (aged 0 – 18) as part of the study.
The abstracts of all these studies were then scanned for any indication that the outcomes measured in
the study included any dimensions relating to broader educational, social or psychological outcomes.
Similar searches were also conducted on other bibliographic databases and indexes including PubMed,
the Cochrane Library, DARE, PsycINFO, and ERIC.

Issues

Search and retrieval

In addition, key review articles summarising research on the relationships between children’s vision
problems and educational performance were examined to isolate studies that specifically included data
covering the possible effects of the use of corrective lenses or vision therapy on children’s educational
performance. The review article by Grisham and Simons (1986) and the chapter by Garzia (2006)
were especially useful in this regard.
Where studies appeared to cover the required information by meeting the inclusion criteria described
below, copies of the full versions of papers were retrieved physically or electronically through the
University of Auckland library system, or were inter-loaned where necessary. These full versions
were checked further to see if the studies actually met the inclusion criteria, and their reference lists
were also checked to identify additional relevant studies.

Recommendations

Secondly, a wide-ranging internet search was conducted using Google, Google Scholar and other
search engines to identify any other available study reports or data, including unpublished reports or
data or studies in progress, which could be helpful. A range of key words and search phrases were
used as part of this search process including ‘eyeglasses’, ‘spectacles for children’, ‘children’s vision
and learning’, ‘vision therapy and children’ and so on.

Inclusion and exclusion criteria

In addition, the study had to use some form of research design that made it possible to evaluate
whether the prescribing or use of corrective lenses or vision therapy by children in the study were
associated with changes in certain educational, social or psychological outcomes.
Study designs included simple before and after studies where outcomes for children with vision
problems were measured prior to and after they were given corrective lenses or vision therapy. They
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To qualify for inclusion, a study had to include at least 10 children or young people aged 0-14 years,
or school students of any age, with vision problems.

also included more complex correlational or controlled studies comparing outcomes for children with
vision problems who used corrective lenses or vision therapy against outcomes for similar children
with vision problems who did not use corrective lenses or vision therapy (or were treated with
another intervention). Editorials, individual case studies and opinion pieces were excluded although
some were read as background material.
While it was originally planned to exclude studies published before 1980, it became obvious during
the literature search that a number of relevant studies had been published before this time, and that
there was a shortage of studies overall. Therefore it was decided to include all studies of adequate
quality that met the remainder of the inclusion criteria, irrespective of their date of publication.
Studies including children with mild to moderate vision problems related to the following eye
conditions were included in the review:
••

refractive errors (myopia, hyperopia, astigmatism)

••

amblyopia (lazy eye)

••

strabismus (squint)

••

phorias

••

vergence and binocular problems

••

accommodation problems

••

oculomotor problems.

Studies investigating children with the following eye conditions, including those causing more severe
vision problems, were excluded from the review (except where these conditions contributed to
amblyopia):
••

colour vision disorders

••

congenital cataracts

••

tumours

••

optic atrophy

••

eye injuries

••

visual processing disorders.

Only studies published in English were included.
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Seefelt
(1962)

7th grade
students from
16 public junior
high schools
in Oakland,
California.

7-12th grade
students from
a single high
school in
Bloomington,
Indiana.

Research method
Matched comparison
study.
Analysis of changes in
reading scores over
time for 110 students
with vision problems
who obtained corrective
glasses, compared
to a matched (age,
intelligence) group
of 110 students with
vision problems who did
not obtain corrective
glasses.
Matched comparison
study.
Analysis of changes in
semester grade scores
over time for English,
Mathematics and
Physical Education for
105 students who had
received their first pair
of glasses within the
previous four years.

Semester grade
scores (mainly for
English) rose slightly
for those students
with glasses, but
only for those
students who had a
relatively short time
interval (2.5 – 4.5
months) between
the date they first
received glasses and
the time of their
next semester grade
assessment.

Quality of study
Moderate - good
Research issues
•

Substantial drop out rate /
loss to follow-up at time of
second reading test,

•

No use of randomisation for
determining which students
with vision problems
obtained glasses,

•

No investigation of how
much the students actually
used their glasses.

Quality of study
Poor - moderate
Research issues
•

Substantial quantity of
missing data for some
students for certain
outcome measures,

•

No analysis of the results by
refractive error type (e.g.
hyperopia, myopia),

•

No investigation of how
much the students actually
used their glasses.

Continued on page 96

Appendices

Results were compared
to those for a matched
(age, school grade,
sex, IQ, classroom
achievement, academic
interests) group of 105
students who did not
have glasses.

Average
improvement in
reading score
recorded for
students with vision
problems who
obtained glasses
was 9.2, compared
to an average
improvement of 7.8
for students with
vision problems
without glasses.

Quality of study and
research issues

Issues

Farris
(1936)

Study
subjects

Recommendations

Study

Results for
relevant
outcomes

Introduction

Summary of studies included
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Study
Eames
(1964)

Study
subjects
School students
(median
age 9-10
years) from
Massachusetts,
USA.

Research method
Comparison study
Analysis of whether
correction of refractive
errors (using glasses)
improved the reading
age 25 students with
anisometropia (unequal
refractive errors in both
eyes).
Results were compared
to those for 25 students
without anisometropia
(no refractive errors or
equal refractive errors
in both eyes) who also
were prescribed glasses
where appropriate.

StewartBrown
et al.
(1985)

10-year-old
children
participating
in the UK
Child Health
and Education
Study, a
national birth
cohort study.
All children
were born in
the UK in April
1970.

Cross-sectional / cohort
study.
Analysis of data for
a sub-sample of 9500
children, comparing
the educational
performance (reading,
mathematics, sporting
ability) of those with
vision problems who had
glasses and those with
vision problems who did
not have glasses.
Analysis of data
controlled for children’s
intelligence level and
socio-economic status.

Results for
relevant
outcomes
Both groups
showed a ‘higher
than expected
improvement’
in their median
reading age 6
months after
obtaining glasses,
but the group with
anisometropia
showed a greater
improvement (from
a median reading
age of 8 years
and 8 months to a
median reading age
of 11 years and 2
months).

No statistically
significant
differences in
educational
outcomes between
the children with
vision problems who
received glasses and
the children with
vision problems who
had not received
glasses.
Non-statistically
significant trend for
children with mild
hyperopia who had
been prescribed
glasses to have
higher reading
scores than children
with mild hyperopia
without glasses.

Quality of study and
research issues
Quality of study
Poor - moderate.
Research issues
•

No control group of students
of similar age and reading
level who did not receive
corrective lenses,

•

Lack of detail on how
students were first
identified or chosen for the
study,

•

No information indicating
whether any of the students
already were using glasses,

•

No statistical testing of
results,

•

Both study groups included
students with myopia and
with hyperopia, but no
analysis of how this mixture
of refractive errors may
have altered the overall
results of the study.

Quality of study
Moderate - Good.
Research issues
•

No information on the
length of time children had
possessed their eyeglasses,
nor on how frequently they
used their glasses, if at all,

•

Vision tests performed in a
variety of clinical settings
by many different doctors,
meaning some of the vision
data may be inaccurate,

•

Screening tests used to
diagnose vision problems,
not optometric tests.

Table 9: Summary of studies assessing the impact of corrective lenses on educational and other
developmental outcomes.
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Survey of district health board
vision services for children referring
on vision screening
See Here investigated district health board waiting lists for children requiring vision assessments by
phoning hospital eye departments around the country during March and April 2008. Information
was sought regarding whether there was an ophthalmologist working within the district health board,
and how long a family would need to wait to see a professional for assessment of a child’s visual
status following a referral from the National Vision Hearing Screening Programme (NVHSP). The
results of this survey are detailed in Table 10 (page 98).

Introduction

Appendix Five:

Issues

15

Appendices

Recommendations

Where district health board staff did not immediately suggest our family take their child to the
private sector, waiting times of six months were not uncommon for children referred by the NVHSP.
With minimal prompting, staff in all but one district health board (Taranaki) suggested it would be
better if our ‘family’ made an appointment with a private optometrist in their area.
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District
Health
Board

Do they have
Is it better if I
eye services or
Waiting time to see
make an
an eye
someone where a child
appointment to
department/
is referred by the
see a private
eye clinic?
NVHSP/VHTs
Do they prescribe glasses? optometrist?

Auckland

Yes

Referred to private sector
optometry services.

No

Yes

Bay of Plenty

Yes

2-6 months.

Yes, but do not fill prescriptions,
go to private sector optometrist
for this.

Yes

Canterbury

Yes

1 year plus - Referred to priNo
vate sector optometry services
generally, wait over one year
if wish to be seen in public
and then still need to go to
optometrist to have prescription filled.

Yes

Capital &
Coast

Yes

2 - 6 months .

Yes, but do not fill prescriptions,
go to private sector optometrist
for this.

Yes

Counties
Manukau

Yes

Referred to private sector
optometry services.

No

Yes

Hawke’s Bay

Yes

Not specified.

Information not available.

Yes

Hutt

Yes

6 months.

Yes, but do not fill prescriptions,
go to private sector optometrist
for this.

Yes

Lakes

Yes

2-6 months.

Yes, but do not fill prescriptions,
go to private sector optometrist
for this.

Yes

MidCentral

Yes

6 months.

Yes, but do not fill prescriptions,
go to private sector optometrist
for this.

Yes

Nelson
Marlborough

Yes

2-6 months.

Yes, but do not fill prescriptions,
go to private sector optometrist
for this.

Yes

Northland

Yes

Referred to private sector
optometry services.

No

Yes

Otago

Yes

2-6 months or longer.

Yes, but do not fill prescriptions,
go to private sector optometrist
for this.

Yes

South
Canterbury

Yes

Referred to private sector
optometry services.

No

Yes

Southland

Yes

Not specified.

No

Yes

Tairawhiti

Yes

Not specified.

No

Yes

Taranaki

Yes

1 - 3 months.

Yes, but do not fill prescriptions,
go to private sector optometrist
for this.

Waikato

Yes

Referred to private sector
optometry.

No

Yes

Not specified.

Not specified.

Yes

Refer to private sector optometry services.

No

Yes

No, they do make
appointments at
the clinic.

Wairarapa

No, only
occasionally.

Waitemata

No – refer all cases
to ADHB.

West Coast

No, visit every 4
weeks.

Not applicable.

Not applicable.

Yes

Whanganui

Yes

Not applicable.

No

Yes

Table 10: Eye services by district health board as at March 2008
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Accommodation
The automatic adjustment in the focal length of the lens of the eye to permit retinal focus of images
of objects at varying distances.

Amblyopia (lazy eye)

Anisometropia
A condition in which each eye has a different refractive error. For example, one eye is mildly myopic
while the other is very myopic. When associated with far-sightedness it is a common cause of
amblyopia in children.

Issues

In the absence of organic eye disease, reduced visual acuity in one eye (uncorrectable with lenses)
due to cortical suppression; commonly caused by strabismus or by unequal refractive errors, but may
also be caused by opacities of the lens or cornea.

A common refractive error caused by an irregular curve of the cornea and/or the crystalline lens
(much like a lemon rather than an orange). The effect is that the person cannot get all of an image
in focus at the same time.
When the flat angle of the cornea is at or near 180°, the astigmatism is said to be “with the rule.”
When the flat angle is at or near 90°, the astigmatism is said to be “against the rule.” With-the-rule
astigmatism is more common and is said to result in less disruptive visual effects than against-therule astigmatism of similar magnitude.

Colour blindness
Colour blindness is not a form of blindness at all, but a deficiency in the way an individual sees
colour. With this vision problem, an individual has difficulty distinguishing certain colours, such as
red and green or blue and yellow. Red-green colour deficiency is the most common form of colour
blindness; a less common form is blue-yellow colour deficiency.

Recommendations

Astigmatism

Convergence

DHB
District Health Board.

ENROL
ENROL is a central register of student enrolments developed by the Ministry of Education. It was
implemented in all primary, special and composite/area schools between June and September 2007.
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The co‑ordinated inward movement of both eyes to allow fixation on a near object.

False positive
The proportion of children referred by a screening programme who are found through diagnosis not
to have the target condition.

False negative
The proportion of children who pass a screening test for the target condition but who through
later diagnostic assessments are found/thought to have had the target condition at the time of the
screen.

Hyperopia, Hypermetropia
Farsightedness; a condition in which light rays are focused behind the retina so that distant objects
are seen more clearly than near ones.

Low Vision
Low vision is a general term that refers to a permanent functional vision loss that cannot be
corrected by medication, surgery, or glasses. Low vision patients may experience a wide array of
diseases, field defects, and degrees of vision loss. However, in general, low vision can be defined as
a bilateral decrement to visual acuity or visual field resulting from a disruption of the visual system.
This decreased acuity or field results in an impaired ability to perform work, leisure, or daily living
activities.

Myopia
Nearsightedness; a condition in which light rays from distant objects are focused in front of the
retina instead of on it, so that distant objects are not seen clearly.

NVHSP
National Vision Hearing Screening Programme.

Ophthalmologist
Ophthalmologists are doctors specialising in medical and surgical care of the eyes and visual system
and in the prevention of eye disease and injury. They coordinate medical management – diagnosis,
prognosis, surgical intervention, ongoing monitoring and treatment of eye disorders and diseases
and, like optometrists, examine eyes and prescribe glasses and contact lenses. In New Zealand,
ophthalmologists are employed in both hospitals and private practices.

Optician
Opticians are professionals who make and adjust optical aids such as glasses and contact lenses.
They analyze and interpret prescriptions supplied by ophthalmologists or optometrists to determine
which eyeglasses or contact lenses are best suited to the patient’s lifestyle and the characteristics of
their visual impairment.
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Optometrists are non-medical professionals trained to diagnose and measure vision problems and eye
disease, prescribe eyeglasses and contact lenses, and prescribe drugs to treat eye disorders. In addition
to developing a plan for treatment and supplying prescriptions they also provide vision therapy and
low vision rehabilitation. They do not perform surgery, but they often provide patients with pre- and
postsurgical care. In New Zealand, the majority of optometrists are employed in private practice.

Introduction

Optometrist

Orthoptist
Orthoptists are involved in the diagnosis and treatment of vision and abnormalities of eye movement
and eye position such as amblyopia and strabismus. Orthoptists are not common in New Zealand.

Covering an amblyopic patient’s preferred eye, to improve vision in the other, neglected eye.

Prevalence
The total number of instances of a specified condition in a given population at a particular time or
during a specified period. Usually expressed as a rate per thousand.

Issues

Patching

The red reflex refers to the reddish-orange reflection from the eye’s retina that is observed when
using an ophthalmoscope or retinoscope. A number of problems may be detected by this test, such
as cataracts and retinoblastoma.

Refractive error
Imperfections in the focusing power of the eye, so that light rays are not brought into sharp focus
on the retina, causing blurred vision that can usually be corrected with glasses or contact lenses.
Nearsightedness (myopia), farsightedness (hyperopia), and astigmatism are refractive errors.

Retinopathy of prematurity
Retinopathy of prematurity (ROP) is a disease of the eye that affects prematurely born babies. ROP
can be mild and may resolve spontaneously, but may lead to blindness in serious cases.

Recommendations

Red reflex

Snellen-type chart
Eye chart using letters of decreasing size to test visual acuity.

Stereopsis is the process in visual perception leading to perception of stereoscopic depth. Stereoscopic
depth is the sensation of depth that emerges from the fusion of the two slightly different projections
of the world on the two retinas. The difference between the two eyes’ images, which is a result of the
eyes’ horizontal separation, is usually referred to as binocular disparity or retinal disparity.
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Appendices

Stereopsis

Strabismus (Squint, turned or crossed eye)
The failure of the two eyes to simultaneously direct their gaze at the same object and to work in
unison.

Vergence
Disjunctive movement of the eyes in opposite directions in adjusting to near or far vision; convergence
or divergence.

VHTs
Vision Hearing Technicians, commonly known as VHTs, are employed by District Health Boards to
visit preschools and schools and conduct screening tests for vision and hearing.

Vision therapy
Eye exercises and other special techniques using lenses, prisms, occlusion, machines or computer
programmes, usually administered by optometrists or orthoptists.
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