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1. Introduction 

Retinopathy of prematurity (ROP) is one of the few causes of childhood visual disability 
which is largely preventable. Many extremely preterm babies will develop some degree of 
ROP although in the majority this never progresses beyond mild disease which resolves 
spontaneously without treatment. A small proportion, develop potentially severe ROP 
which can be detected through retinal screening. If untreated, severe disease can result in 
serious vision impairment and consequently all babies at risk of sight-threatening ROP 
should be screened. Untreated severe ROP is associated with a significant risk of blindness. 
Appropriate screening can detect babies who require treatment with laser therapy.  
 
The most significant change from the 2008 guideline is that the gestational age screening 
criterion has been lowered to less than 31 weeks (i.e., up to and including 30 weeks and 6 
days). The birth weight criterion of less than 1501g has not been changed.  

2. Main body of Guidelines  

 

Indications for Screening for ROP 

All babies who are less than 31 weeks gestational age (up to 30 weeks and 6 days) OR less 

than 1501g birthweight should be screened for ROP. One criterion to be met for inclusion. 

Screening must take place prior to discharge. 

When Should Babies be screened? 

 

Gestational age at Birth Time of Screening 

< 31 weeks and 0 days 
(i.e. up to 30 weeks and 6 days) 

Between 31 weeks and 31 weeks 
and 6 days postmenstrual age,  

or  
at 4 completed weeks’ postnatal 

age (28 – 34 days), whichever is 
later. 

≥ 31 weeks and 0 days 
but with birth weight < 1501g 

At 36 weeks’ postmenstrual age  
or  

4 completed weeks’ postnatal age 
(28 – 34 days), whichever is 

sooner. 

   

Use the ROP screening calculator to determine appropriate date of screening Probability of 

ROP Requiring Treatment. 

 

 

 

 

http://www.roprequiringtreatment.com/
http://www.roprequiringtreatment.com/
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Table 1 below presents recommended timings of first examination for each gestational age. 

 

Frequency of screening 

 

Minimum frequency Where… 

Weekly 

1. The vessels end in zone I or posterior zone 

II with or without any stage of ROP, or 

2. Any plus or pre-plus disease, or 

3. Any stage 3 disease in zone II or III 

Continue until the criteria for treatment or two weekly examination or 

termination have been reached. 

Every two weeks 

1. The vessels end in mid or anterior zone II 

or in zone III; AND  

2. There is no plus or pre-plus disease; AND  

3. There is no ROP or stage 1 or 2 ROP 

Continue until the criteria for treatment or weekly examination or termination of 

screening have been reached. 

 

All babies fitting the above screening criteria should have their name entered into the eye 
book on the appropriate page on admission and the date for ROP screening recorded in 
their notes. 
 
The eye book is organised into weeks of screening. Choose the week which fits the above 
criteria and stick an identity sticker for the baby onto the page. 
 
If a decision is made not to screen a baby, the reasons for not doing so should be clearly 
stated in the baby’s medical record and the examination should be rescheduled within one 
week of the intended examination. 
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For babies who are discharged before screening is due: 
 
• An appointment must be made for the appropriate time for screening and given to 

parents before discharge. The reason for the appointment and the importance of 
attending on the correct date must be conveyed to parents. A referral letter is not 
necessary. 

 
At RDH 

• Children are seen in the Ophthalmology Clinic on Thursday mornings. “ROP 

outpatients” slots are available each week and children can be booked into these 

directly by the receptionist. As screening on NICU occurs on a Monday, please ensure 

that babies deemed to require 1 week follow up at discharge are seen no later than 7 

days after last review. This will require families to attend on a Thursday in outpatients 3 

days after last review (should not be booked 10 days after last review).  

At QHB 

• Children are seen in the Ophthalmology Outpatient clinic on a day arranged via the eye 

clinic and agreed with the ophthalmologist 

• Where possible babies should have their ROP screening prior to discharge. 
 

Advise the parents that their baby will require eye drops instilling and then will need to wait 

whilst they take effect. The visit will take at least 1-1.5 hours. 

Delayed Examination 
 
Only in rare circumstances, consider postponing the examination or performing a limited 
examination without an eyelid speculum and scleral indentor, when an infant is 
exceptionally unstable. 
This decision should be made at consultant/senior level, and the rationale, its implications, 
and next steps in screening should be discussed with parents/carers and recorded in the 
infant’s medical records. 
 Reschedule the next examination no later than one week beyond the intended 
examination. 
 
Protocol for screening 
 

The screening examination can be stressful for both babies and parents. The examination 
requires a well dilated pupil so the peripheral retina can be fully visualised. 

 
• In addition to oral communication all parents should receive written information 

(Information leaflet Appendix 1) about ROP screening in advance of the procedure. 
 
• Eye drops should be prescribed (see below) by a Doctor/ANNP on the night shift 

proceeding the day of examination to avoid delays. 
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• Eye drops:- 

 

To achieve effective mydriasis in preparation for ROP screening, 1 hour prior to 

examination administer: 

0.5% Cyclopentolate - 1 drop per eye (repeat dose after 5 minutes) 

2.5% Phenylephrine - 1 drop per eye (repeat dose after 5 minutes) 

Note: Tropicamide 0.5% may be used as an alternative to cyclopentolate 0.5%, noting that it 

has a shorter duration of action 

The Doctor/ ANNP must inform the nurse looking after the baby that the eyes are to 
be checked the following day and that the drops MUST be given at the appropriate 
time. 

 
The eye drops are inserted on the day of examination by the nurse responsible for the 
baby. 

 
Pain Relief 
 

Use proxymetacaine 0.5% as topical anaesthesia just prior to examination when an eyelid 
speculum is to be used.  
 
Babies will be swaddled and given sucrose as required during eye examination. The 
attending ophthalmologist may choose to administer topical anaesthetic eye drops to the 
babies prior to the examination at their own discretion. 

 
The findings of the examination will be documented electronically on Badger detailing 
zone, stage and extent in terms of clock hours of any ROP and the presence of any plus or 
pre plus disease. Any discussions with parents will also be documented on Badger 
together with treatment undertaken and response.  

 
Documentation 
 
Record ophthalmological findings of each ROP examination in the infant’s medical records, 
including detailed information on: 
 
• Extent of vascularisation by zone in the absence of ROP  
• Zone and stage of ROP  
• Extent of ROP stage in clock hours  
• Presence and extent in quadrants of any pre-plus or plus disease  
• Name of the examiner  
• Date of the next examination or discharge from screening. 
 
Also, record in the infant’s medical records that information has been given to 
parent/guardian and that consent has been gained, and by whom. 
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Ophthalmologist to document the findings in badger ROP screening result section after 
each screen. 
 
Termination of ROP Screening 
 
For infants without ROP, continue examinations until vascularisation has extended into zone 
III – as a guide, this is unlikely to have occurred prior to 36 completed weeks’ postmenstrual 
age (36 weeks 0 days). If there is uncertainty about the zone, consider a further 
confirmatory examination two weeks later.  
 
For infants with any stage ROP, consider discontinuing screening examinations when any of 
the following characteristics of regression are detected on at least two consecutive 
examinations:  
• Partial resolution progressing towards complete resolution  
• Change in colour of the ridge from salmon pink to white  
• Growth of vessels through the demarcation line. 
 
3.0 Treatment for ROP 
 
Refer infants for treatment when criteria have been met:  

• Zone I with plus disease and with any stage of ROP  

• Zone I without plus disease but with stage 3 ROP  

• Zone II with plus disease and with stage 3 ROP (zone II stage 2 with plus disease is 

borderline for treatment and may be treated or re-examined in one week or less) (note: plus 

disease should be present in at least two quadrants)  

• A-ROP 

 

Discuss with treating ophthalmologist within when referral warranted ROP is present:  

• Any pre-plus or plus disease in two or more quadrants in any zone.  

• Any zone I or posterior zone II disease.  

• Any stage 3 disease in any zone.  

 
Babies who are deemed to require treatment should be treated within 48 hours. 
 
Consent 
 
Discuss with parents/carers the need for ROP screening and provide parents/carers with 
access to written information (the Parent/Carer Information Leaflet available at UK-
screening-retinopathy-prematurity-information-parents-carers.pdf (rcpch.ac.uk)) with 
enough time before the examination to allow for questions. 
 
Consent for all ROP treatment options will be required from parents/guardians. Where 
using the Bevacizumab consent form, a copy should be given to parents/guardians, and a 
copy obtained for filing in the baby’s medical notes. Clear documentation should be made in 
the medical notes around conversations with parents and consent for all procedures 

https://www.rcpch.ac.uk/sites/default/files/2022-03/UK-screening-retinopathy-prematurity-information-parents-carers.pdf
https://www.rcpch.ac.uk/sites/default/files/2022-03/UK-screening-retinopathy-prematurity-information-parents-carers.pdf
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considered and carried out. 
 
ROP Laser Surgery (RDH site only) 
Babies at QHB requiring laser treatment are currently managed through the West 
Midlands ROP Outreach Service – see separate document under guidelines. 

 
Treatment of ROP protocol 

The decision to treat will be made according to the 2022 ROP guidelines. This will comply 

with the guideline recommendation to treat severe disease within 48 hours in most cases. 

Consent will be sought from parents [Bevacizumab specific consent form – see appendix 2] 

and documented in case notes. 

 

Laser treatment for ROP 

The 810 indirect diode lasers will be used for laser treatment of ROP. This laser together 

with the charged headset will be sent to NICU from ophthalmic theatres. The upkeep and 

maintenance of this equipment will be undertaken by the ophthalmology department. 

  

The baby will be required to be on a flat surface at approximately waist height. It will be 

difficult to treat with the baby in a crib and impossible in an incubator. Treatment will be in 

a separate room that has all the windows covered. Ophthalmic theatre staff can advise on 

making a room laser safe. The ophthalmic team will bring signage indicating laser treatment 

is occurring and entrance is restricted. All present in the room will be required to wear 

protective goggles which will also be brought by ophthalmic team along with laser 

equipment. The laser is the size of a large suitcase. All other persons are to be excluded 

from this room during the treatment session. Those present will be the ophthalmologist, an 

ophthalmic nurse to attend the laser, neonatologist and a neonatal nurse. The baby will 

require full monitoring with the ability to intubate and ventilate if necessary. 

 

30 minutes prior to procedure, the baby will be intubated and ventilated following RDH 

intubation and ventilation protocol (drugs used: Rocuronium and Fentanyl). Sedation will be 

in the form of a morphine infusion. The dose required is 10 micrograms/kg/hour six hours 

prior to the procedure and between 20-40 micrograms/kg/hour during the procedure 

depending on the baby’s response. Morphine needs to be reviewed on individual basis i.e., 

older babies may need more than 10 micrograms/kg/hour and at times may need to be 

given a maximum dose 30 minutes before the procedure.  

 

One hour prior to the procedure Cyclopentolate 0.5% and Phenylephrine 2.5% will be 

instilled every 10 minutes to dilate the pupils. Immediately prior to treatment, each eye will 

have Tetracaine 1% instilled. A 10 ml syringe with sterile water is required to irrigate the 

cornea during the procedure. The procedure takes about 20 minutes per eye. The main 

discomfort is from manipulating the eye during the procedure rather than from the laser 
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itself. Oral Paracetamol to be prescribed post procedure for when required use, dosing as 

per BNFc. 

 

Informed consent must be taken from the parents. This will be done by the treating 

ophthalmologist. It will be made clear that in spite of adequate treatment there is still a 10-

20% risk of failure and severe visual impairment and that sometimes further treatment is 

required. It is impractical to have the parents in the room at the time of treatment, and 

parents should be informed of this at point of gaining consent. 

 

After laser treatment, the morphine infusion should be weaned down over 6 hours with the 

aim to extubate when the child is ready with good respiratory effort and blood gases stable 

and consistent with pre intubation values. There is little pain once the treatment is 

completed. The eyes will be examined next day. Any decision to re-treat will be made within 

five to ten days. The baby will be examined weekly until it is determined that the ROP has 

regressed in each eye. 

 

Laser may be indicated after a baby has been discharged from the neonatal unit. This 

includes babies requiring laser following initial treatment with anti-VEGF agents. Under 

these circumstances, laser treatment will be arranged under general anaesthesia in 

ophthalmic theatres at the King’s Treatment Centre.  

 

Post laser eye drops:- Maxitrol eye drops 1 drop QDS plus Cyclopentolate drops 0.5% 1 drop 

QDS for 1 week 

 

Intravitreal injections 

 
Treatment with intravitreal anti-VEGF agents (Bevacizumab, Ranibizumab) is indicated in 

aggressive posterior ROP (AP-ROP) and disease is in zone I. Laser would lead to poor 

structural and visual outcomes given proximity to macula and therefore there is a likelihood 

of better visual outcomes through using anti-VEGF agents as the initial treatment in zone I 

disease.  

Anti-VEGF agents inhibit the action of vascular endothelial growth factor (VEGF), a key 

regulator of new vessel formation in foetal life. Animal studies had shown significant 

reduction in the endovascular response following injection of anti-VEGF antibodies into the 

vitreous cavity of the eyes ('intravitreal' therapy). 

Anti-VEGF agents may also be recommended when laser is not possible due to media 

opacities. Furthermore, anti-VEGF agents may be recommended in exceptional 

circumstances when a baby is not medically stable enough to undergo the prolonged 

sedation required for laser.  
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The safety data and recommendations for use of Bevacizumab together with dose delivered 

have been reviewed with the DTC at the Royal Derby Hospital.  

Parents will be counselled regarding the use of unlicensed medications and given 

information [appendix 4], potential for unknown systemic and neuro-developmental effects. 

The rationale for use and consent will be documented in the medical notes. 

Prior to treatment with Bevacizumab, parents must have read through the information 

leaflet, and signed the consent form [appendix 2].  

Post injection eye drops:- Chloramphenicol eye drops 1 drop QDS for 5 days 

4.0 Post Treatment Review  
 
When should infants treated for ROP be reviewed and what are the indications for 

retreatment of ROP? 

 

Laser:  

The first examination should take place 5-9 days after treatment and should initially 

continue weekly to assess for signs of regression or for any signs that re-treatment may be 

required. From 7-14 days start to consider re-treatment with laser if disease regression is 

inadequate and untreated retinal areas are identified. Rescue treatment with an anti-VEGF 

agent should be considered from 14 days if disease regression is inadequate and laser 

treatment has been optimal. 

 
Anti-VEGF: 
The first examinations should take place 1-2 days and 5-7 days after treatment to detect 

adverse effects of treatment. Following partial or complete disease regression, regular 

examinations should be maintained to detect disease reactivation: weekly for 4 weeks, 2 

weekly for a further 12 weeks and then 4-weekly for at least a further 8 weeks (total of 24 

weeks) and up to 32 weeks in eyes treated for A-ROP with bevacizumab).  

Disease reactivation in the form of plus disease and / or extraretinal new vessels should be 

treated with transpupillary laser, to produce near-confluent ablation of the entire avascular 

retina.  

Anti-VEGF agents may be used for retreatment but require more intensive follow up and 

carry a higher rate of further disease reactivation, requiring further retreatment.  

Anti-VEGF agents differ. The above follow up schedule was used in the RAINBOW trial of 

ranibizumab. Longer follow up may be needed following bevacizumab (follow up to 65 

weeks postmenstrual age has been recommended). 
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Follow up in OPD: 
 
Paediatric Ophthalmologist will decide which babies need follow up in the children’s 

outpatient department.  

 
Audit 
 
• Number of eligible babies who are screened for ROP 
• Appropriate timing of ROP screening 
• Number of infants requiring treatment for ROP 

Above audit data to be collated from NNAP. 

5.0 References (including any links to NICE Guidance etc.) 

• Guideline for the Screening and Treatment of  Retinopathy  of  Prematurity  May 
2022. RCO, RCPCH, BAPM, BLISS 

• University Hospitals of Leicester, Retinopathy of Prematurity: Screening and Treatment, 

October 2021, available online: Guidelines for prophylaxis against thromboembolic 

disease following caesarean section (leicestershospitals.nhs.uk) 
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Appendix 1: Information for Parents on the use of anti-VEGF drugs to treat 

Retinopathy of Prematurity [Print pages 12-15] 

Introduction 

Retinopathy of prematurity (ROP) is one of the leading causes of blindness and visual 
disability in children worldwide.   

 

The causes of retinopathy of prematurity are now reasonably well understood. The 
hormone vascular endothelial growth factor (VEGF) plays a central role in causing the 
disease.  A number of drugs that block the action of VEGF have been developed and have a 
wide range of accepted uses in clinical medicine in particular in the treatment of age related 
macular degeneration in adults. 

Over the past several years there have been a number of reports and case series describing 
the use of anti-VEGF drugs in the treatment of retinopathy of prematurity. The two most 
commonly used drugs are Bevacizumab (Avastin) and Ranibizumab (Lucentis). 

There has only been one good trial looking at the risks and benefits of using anti-VEGF drugs 
in ROP in premature babies. The study was called BEAT-ROP which stands for the 
Bevacizumab Eliminates the Angiogenic Threat of Retinopathy of Prematurity. The results of 
this trial were published in 2011 in the New England Journal of Medicine (the most 
respected medical scientific journal in the world). 

 

This trial compared the use of the new treatment (injections of Avastin a common anti-VEGF 
drug) and the standard care of laser treatment. The study suggested that the new anti-VEGF 
drug treatment was better than standard laser treatment for very severe ROP and that 
there was no difference in outcomes for moderate ROP. Babies with Mild ROP were not 
enrolled in the trial. 

 

There are however continued concerns about the risks of using anti-VEGF drugs in 
premature babies. Anti-VEGF drugs work by stopping the growth of new blood vessels. In 
premature babies there are many important organs (such as the brain, kidneys, heart, liver 
and lungs) that need new blood vessels to grow and develop normally to allow the organ to 
work properly when the baby is older.  

 

This information document discusses some of the concerns and uncertainties about the use 
of anti-VEGF drugs for ROP in premature babies. 
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What are the possible benefits of intravitreal bevacizumab in the treatment of ROP? 
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Anti-VEGF drugs are accepted as safe and effective drugs in the treatment of eye diseases in 

adults where the hormone VEGF plays a major cause (as it does in ROP). It is therefore not 

unreasonable to hope that it may be useful in the treatment of similar eye diseases in 

children as well. 

 

The BEAT-ROP showed better short term structural eye results for severe ROP compared to 

conventional laser treatment.  It is well known from other studies that results of laser 

treatment for severe ROP are worse compared to those for milder forms of ROP. Anti-VEGF 

drugs therefore in the future are likely to be the first line and most recommended 

treatment for severe forms of ROP. 

 

Laser treatment of severe ROP has higher rates of complications to the eye (field loss, short-

sightedness, corneal scars, raised pressure in the eye and cataract) compared to anti-VEGF 

drug injections. Laser treatment, very importantly, also leads to greater stress for the baby 

at the time of treatment. This is because the prolonged handling, sedation and general 

anaesthetic needed to do the laser treatment can worsen lung and heart conditions that 

premature babies often have.  This may increase the need for lung and heart treatments 

following laser treatment and in some rare cases lead to the death of the baby. 

 

Injections into the eye of a baby with anti-VEGF drugs are technically easier than laser 

treatment.  It certainly would be much easier and safer in an unwell and unstable infant as it 

does not require a general anaesthetic and prolonged handling. Laser treatment normally 

lasts 1 hour while anti-VEGF injections would normally take only 5 minutes. The shorter time 

for treatment would be less stressful for the infant and reduce the chance of the baby 

becoming sicker or even dying from any after effects. 

 

Laser treatment is by its nature destructive to normal retina while anti-VEGF injections are 

almost certainly not.  This is highly likely to mean that when the baby is older the edges of 

the visual field will still work as the edges of the retina will not have been destroyed by the 

anti-VEGF treatment. 

 

What are the potential risks of anti-VEGF treatment? 

The risks of anti-VEGF therapy can be discussed as eye and whole body (systemic).  Both 

contain known and unfortunately unknown areas of risk. 

 

Known eye risks are uncommon, but include a small risk of infection in the eye. In adults the 

risk of infection in the eye from an injection of anti-VEGF are around 1in 500. The risks in a 

baby maybe slightly higher as their immature immune systems may not be able to fight 
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infection so well. Damage to other parts of the eye may also occur rarely including lens 

damage (cataract) bleeding into the eye and retinal detachment all of which can cause loss 

of vision. All these possible complications can be treated by further surgery but can still lead 

to loss of vision despite treatment.  

 

Unknown eye risks include possible long-term effects of anti-VEGF treatment to the 

developing eye tissues in particular the retina and nerve of sight.  There is no evidence that 

anti-VEGF drugs damage adult eye tissues but we do not know if this would also be the case 

in developing and growing eye tissues. 

 

Whole body risks are still largely unknown.  There are possible increased risks of damaging 

organs and causing death in premature babies using anti-VEGF drugs as they are designed to 

stop normal new blood vessel growth. The current information that we have does not tell us 

about the possible long-term whole body outcomes of inside the eye injections of anti-VEGF 

drugs in premature babies.  The BEAT-ROP study was too small to spot any differences in 

long-term outcomes on organ and eye development. 

 

Very premature babies sadly don’t always survive and some of the babies treated for ROP 

die not long afterwards, though it is hard to know how much the ROP treatment contributes 

to these deaths. It was noted in the BEAT-ROP study from 2011 that the death rate in the 

anti-VEGF treated group was larger than that in the conventional laser treatment group (five 

deaths compared with two respectively). It is possible that inside the eye injections of anti-

VEGF drugs may result in poor wound healing in unwell babies who have undergone recent 

surgical procedures. 

The possible effects of anti-VEGF treatment on new blood vessel growth elsewhere in the 

body of developing infants is of concern.  This may affect the brain and cause the growing 

child to miss developmental mile stones leading to learning difficulties and cerebral palsy 

(difficulty moving the arms and legs). Lung development is also a particular concern, 

particularly in children who already have significant prematurity-related lung disease.  Other 

organs undergoing important growth at this time may also be at risk, including the kidneys, 

heart, bones, muscles and reproductive organs. 

When Avastin is given to patients adults with metastatic colorectal cancer, some patients 
experience serious and sometimes life-threatening complications such as, gastrointestinal 
perforations or wound healing complications, haemorrhage, arterial thromboembolic events 
(such as stroke or heart attack), hypertension, proteinuria (protein in your urine) and 
congestive heart failure. Patients who experience these complications not only had 
metastatic colon cancer but were also given 400 times the does you will be given, at more 
frequent intervals and in a way (through an intravenous infusion) that spreads the drug 
throughout their bodies. 

 

Strategies to reduce risk associated with inside the eye anti-VEGF injections 
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If the baby’s eye is very small we reduce the dose and the volume accordingly to minimise 

both systemic effects and the effects from the volume of the drug. 

A sterile technique is used when giving the injection.  We use a povidone-iodine solution to 

clean the eye and skin around the eye to kill any bugs that might cause infection. Antibiotic 

drops will also be given for 5 days after the injections to reduce the chance of infection. 

Local anaesthetic drops are used to numb the eye so as the injection is as pain-free as 

possible. Sedation may also be necessary if a baby cannot lie still enough for the injections. 

 

How can we monitor for side effects? 

After treatment for the first few weeks there will be regular eye examinations to monitor 

the response of the ROP to the actual treatment and any possible complications such as 

infection, retinal detachment and cataract. 

In the long term there is the possibility for both eye and whole body side-effects from anti-

VEGF treatment. As all the current known information has only reported the short-term 

outcomes babies will be followed up for both eye and whole body assessment for several 

years afterwards. 

 

Is anti-VEGF treatment licensed? 

Currently Avastin is licensed for the treatment of eye conditions in adults. In order to obtain 

a license drugs must be thoroughly investigated and be shown to be safe to the satisfaction 

of the Medicines and Healthcare products Regulatory Agency (MHRA) which is the 

government agency which is responsible for ensuring that medicines and medical devices 

work, and are acceptably safe. 

Avastin is not licensed for treatment of Retinopathy of Prematurity – and the proposed use 

is described as being an “off-license” use of a licensed drug. This reflects the fact that in 

order to obtain a license the manufacturers have been obliged to demonstrate that a 

number of safety and manufacturing safe guards are in place – this is something that is not 

the case with some “unlicensed” drugs. 
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Appendix 2: Consent form for parents [Intravitreal Bevacizumab] 
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Appendix 3: Prescription for:  INTRAVITREAL bevacizumab (Avastin) Injection 

[Unlicensed]  

 

 

 

 

 

 

Has consent been gained and documented? Yes / No – ONLY PROCEED IF YES 

Drug Bevacizumab 

Presentation 25mg in 1mL Pre-filled Syringe 

1.25mg in 0.05mL 

Storage Fridge (2-8 degrees) 

Route INTRAVITREAL 

Indication Treatment of Retinopathy of Prematurity (ROP)  

*CHECK CONCENTRATION OF DRUG BEFORE ADMINISTERING* 

Note that syringe may contain more volume than is required to be administered 

 Left 

eye 

Dose and Volume 

to be 

administered* 

    0.32mg   [0.013mL] 

    0.625mg [0.025mL] 

Prescribed by 

___________ 

Date 

__/__/__ 

Right 

eye 

Dose and Volume 

to be 

administered* 

    0.32mg   [0.013mL] 

    0.625mg [0.025mL] 

Prescribed by 

___________ 

Date 

__/__/__ 

 

Procedure undertaken by:_________________________ (Consultant Ophthalmologist)     on ___/___/___ 

                      Observed by: _________________________ (Neonatologist) 

                                               _________________________ (Neonatal Nurse) 

                                               _________________________ (Ophthalmology Nurse) 

  

 

Patient identification sticker 

 Date of procedure:  

____/____/____ 

Consultant Ophthalmologist: 

_____________________________

_________ 

Allergies: 

IN
T

R
A

V
IT

R
E

A
L
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Appendix 4: ROP Screening Examination Record Form 
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Appendix Information leaflet for parents on ROP Screening 

(Can also be printed from Screening of retinopathy of prematurity (ROP) - clinical guideline | 

RCPCH) 

 

https://www.rcpch.ac.uk/resources/screening-retinopathy-prematurity-rop-clinical-guideline
https://www.rcpch.ac.uk/resources/screening-retinopathy-prematurity-rop-clinical-guideline
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