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Background/Aims

Several studies have recently provided insights into how amblyopia may be most effectively managed. Despite the new evidence a US study reported that a recent randomised controlled trial had made little influence on clinical practice. The aims of this research were to assess current practice of amblyopia management in the UK and to determine the comparability with the evidence based recommendations.

Methods

A questionnaire was constructed to assess current amblyopia management practice, particularly in relation to areas investigated by recent research and emailed to every Head Orthoptist within the UK.

Results

There was a great deal of variability in the amount of occlusion that was prescribed for both moderate and severe amblyopia. Sixty percent of clinicians indicated the maximum they would prescribe was in excess of the 6 hours recommended by research. Atropine was rarely recommended as a first line treatment, with occlusion generally being considered to be more effective. Despite recommendations regarding education as a means of reducing noncompliance only 39% of clinicians always gave written information, though various other methods of enhancing compliance were employed. A period of refractive adaptation was allowed by most clinicians but often far less than recommended.

Conclusion

The uptake of recent research evidence into clinical practice is sporadic and incomplete with a third of respondents indicating that following the studies they had made no changes whatsoever to their practice. This is not dissimilar to other areas of medicine; the reasons are likely to be varied, and is an area that would benefit from greater attention.

Introduction

In response to a systematic review of amblyopia which highlighted the lack of evidence based medicine surrounding the treatment of amblyopia, a number of rigorous studies have recently been undertaken. For the purposes of this study, evaluation of the impact of recent research on current practice refers to key studies published during the inclusive period of 2002-2007.

These studies have provided new insights into how amblyopia (particularly strabismic, anisometropic and mixed) may be most effectively managed in areas such as dose response [START_REF] Stewart | Treatment Dose-Response in Amblyopia Therapy: The Monitored Occlusion Treatment of Amblyopia Study (MOTAS)[END_REF] and the required amount of prescribed occlusion, [START_REF] Holmes | A randomized trial of prescribed patching regimens for treatment of severe amblyopia in children[END_REF][START_REF] Repka | A randomized trial of patching regimens for treatment of moderate amblyopia in children[END_REF][START_REF] Stewart | Objectively monitored patching regimens for treatment of amblyopia: randomised trial[END_REF] compliance with treatment, [START_REF] Newsham | A randomised controlled trial of written information: the effect on parental nonconcordance with occlusion therapy[END_REF][START_REF] Newsham | Parental non-concordance with occlusion therapy[END_REF][START_REF] Loudon | Electronic Recording of Patching for Amblyopia Study (ERPAS): Preliminary Results[END_REF][START_REF] Awan | A randomized controlled trial of unilateral strabismic and mixed amblyopia using occlusion dose monitors to record compliance[END_REF] use of atropine, [START_REF] Pedig | A randomized trial of atropine vs. patching for treatment of moderate amblyopia in children[END_REF][START_REF] Repka | A randomized trial of atropine regimens for treatment of moderate amblyopia in children[END_REF] refractive adaptation, [START_REF] Chen | Anisometropic amblyopia treated with spectacle correction alone: possible factors predicting success and time to start patching[END_REF][START_REF] Stewart | Refractive adaptation in amblyopia: quantification of effect and implications for practice[END_REF][START_REF] Moseley | Remediation of refractive amblyopia by optical correction alone[END_REF] plasticity and the upper age limit for treatment. [START_REF] Mohan | Successful occlusion therapy for amblyopia in 11-to 15-year-old children[END_REF][START_REF] Pedig | Randomized Trial of Treatment of Amblyopia in Children Aged 7 to 17 Years[END_REF] In terms of the amount of occlusion that it is necessary to prescribe, the Pediatric Eye Disease Investigator Group (PEDIG) reported that 2 hours of prescribed occlusion was equally effective as 6 hours for moderate amblyopia [START_REF] Repka | A randomized trial of patching regimens for treatment of moderate amblyopia in children[END_REF] and 6 hours prescribed occlusion was as effective as 12 hours for severe amblyopia. [START_REF] Holmes | A randomized trial of prescribed patching regimens for treatment of severe amblyopia in children[END_REF] The findings for severe amblyopia were partly supported by Stewart et al. who reported (via the use of occlusion dose monitors) there was no significant difference in the amount of occlusion worn in patients' prescribed 6 hours or 12 hours per day. [START_REF] Stewart | Objectively monitored patching regimens for treatment of amblyopia: randomised trial[END_REF] Also no further improvement in outcome was obtained over 4 hours per day of actual wear, though to achieve this 6 hours needed to be prescribed. At the end of occlusion treatment the recurrence of amblyopia is a problem noted by a number of authors [START_REF] Bhola | Recurrence of Amblyopia after Occlusion Therapy[END_REF][START_REF] Holmes | Risk of amblyopia recurrence after cessation of treatment[END_REF] and may occur in as many as 42% of patients. [START_REF] Holmes | Risk of amblyopia recurrence after cessation of treatment[END_REF] It is possible that the recurrence of amblyopia following cessation of occlusion could be alleviated to some extent by weaning the patients off the treatment rather than stopping the treatment abruptly, [START_REF] Holmes | Risk of amblyopia recurrence after cessation of treatment[END_REF] though it is not clear at present whether or not this approach is effective [START_REF] Walsh | The Method of Treatment Cessation and Recurrence Rate of Amblyopia[END_REF] and further research is required.

Compliance is another factor that can have a major effect on the final outcome of treatment for amblyopia. The level of compliance with occlusion treatment has been found to be poor [START_REF] Stewart | Treatment Dose-Response in Amblyopia Therapy: The Monitored Occlusion Treatment of Amblyopia Study (MOTAS)[END_REF][START_REF] Newsham | Parental non-concordance with occlusion therapy[END_REF] and in addition to clinical parameters has been found to be related to factors involving communication with the parents and patients. [START_REF] Newsham | A randomised controlled trial of written information: the effect on parental nonconcordance with occlusion therapy[END_REF][START_REF] Loudon | Predictors and a Remedy for Noncompliance with Amblyopia Therapy in Children Measured with the Occlusion Dose Monitor[END_REF] Education of the parents with written information concerning amblyopia, the critical period and treatment, [START_REF] Newsham | A randomised controlled trial of written information: the effect on parental nonconcordance with occlusion therapy[END_REF] and the use of written material for the patients, [START_REF] Loudon | Predictors and a Remedy for Noncompliance with Amblyopia Therapy in Children Measured with the Occlusion Dose Monitor[END_REF] can significantly increase knowledge and reduce the level of non-compliance.

Atropine may be a viable alternative to occlusion and its use has recently been investigated.

For moderate amblyopia whilst occlusion showed a quicker response than atropine, after six months of follow up, there was no significant difference in the amount of acuity improvement between the two treatment methods. [START_REF] Pedig | A randomized trial of atropine vs. patching for treatment of moderate amblyopia in children[END_REF] To assess if there was any difference in the efficacy relating to the frequency of installation, those patients receiving daily vs. weekend doses were compared. [START_REF] Repka | A randomized trial of atropine regimens for treatment of moderate amblyopia in children[END_REF] There was no significant difference in the amount of improvement of visual acuity for either regimen.

Patients who have a refractive component to their amblyopia may not require any further treatment other than appropriate use of their spectacle correction. Stewart et al. recommended the use of a refractive adaptation period (in amblyopes with a refractive component, with or without strabismus) following prescription of glasses of up to 18 weeks where the acuity may still improve and further treatment may not be required. [START_REF] Stewart | Refractive adaptation in amblyopia: quantification of effect and implications for practice[END_REF] Finally, the issue of plasticity and the upper age limit of when treatment can be successfully carried out have been addressed. [START_REF] Mohan | Successful occlusion therapy for amblyopia in 11-to 15-year-old children[END_REF][START_REF] Pedig | Randomized Trial of Treatment of Amblyopia in Children Aged 7 to 17 Years[END_REF] Patients aged between 7 and 17 years with strabismic and/or anisometropic amblyopia were assessed for their response to amblyopia treatment. [START_REF] Pedig | Randomized Trial of Treatment of Amblyopia in Children Aged 7 to 17 Years[END_REF] Significant improvements were found in 53% of 7-12 year olds and in 25% of 13-17 year olds, which increased to 47% if they had not previously received amblyopia treatment. This suggests that there is still potential benefit to be gained in the treatment of older patients with amblyopia.

Despite the recent evidence based research regarding amblyopia treatment, a study in the US assessed the impact of one of the PEDIG randomised controlled trials and found that it had made very little influence to clinical practice. [START_REF] Wygnanski-Jaffe | The effect on pediatric ophthalmologists of the randomized trial of patching regimens for treatment of moderate amblyopia[END_REF] Very few practitioners (12%) had made changes to their practice in response to the new findings and 13% were even unaware of the research. The aims of this research therefore were to assess the current practice of amblyopia management in the UK (in areas related to the new evidence) and to determine if this was comparable with the recommendations proposed by the recent research.

Methods

Following local ethics approval, a covering letter, information document, consent form and questionnaire (Table 1) were emailed to the Head Orthoptist of every eye department in the UK. The questionnaire was constructed to assess current amblyopia management practice, particularly in relation to areas investigated by recent research. The questionnaire was trialled on orthoptic colleagues, checked for content and face validity and amendments made as deemed necessary. The responders were given the option of returning the completed questionnaires by post if they preferred in order to retain their anonymity. After the initial email two further reminders were sent out in order to maximise return rates. Data from the questionnaires were analysed using descriptive statistics and means compared to values recommended by research using a single sample t test where appropriate. Open response data regarding the type of near task used, compliance strategies that were implemented and the reasons for not using atropine, were summarised and the frequencies calculated. 

Results

The respondents found no difficulties in completing the questionnaires and after two reminders a satisfactory response rate of 68% was obtained (n=127). In terms of the visual function measures used to diagnose amblyopia and make decisions regarding management, the vast majority used visual acuity alone (98%) rather than a combination of visual acuity and contrast sensitivity (2%). To assess the use of linear charts used, orthoptists were questioned about the use of Snellen charts Vs. LogMAR based tests. Acuity was assessed by LogMAR in 52%, Snellen in 19% and via a combination of both in 29%.

Occlusion:

The amount of occlusion wear prescribed for strabismic, anisometropic and mixed amblyopes with either severe or moderate amblyopia is illustrated in Figure 1, with a large variation in practice from half an hour per day to full time ( 

With respect to which treatment clinicians considered to be most effective for the treatment of moderate amblyopia (6/12-6/24), 67% indicated occlusion, 1% indicated atropine, 26% stated both were equally effective and 6% did not specify. Atropine use was considered an option by most clinicians and details of its use as a first line treatment or back-up, use in severe amblyopia and regimen preferences are summarised in Figure 2. The reasons why some do not consider atropine at all for use in amblyopia management are given in Table 2.

Compliance with treatment:

Ninety-eight percent of respondents always (2% sometimes) gave a verbal explanation to the parent about amblyopia, the use of occlusion as a treatment and the critical period. Written information/leaflets to supplement understanding in these areas were given to parents by 39% of clinicians always, 36% sometimes and 25% never gave written information. Other strategies to improve compliance were employed by 82% of respondents with patch/star charts being the most commonly used method. Details of all of the methods used are provided in Table 2.

Refractive adaptation, optical penalisation and plasticity:

When treating a new patient with amblyopia where a refractive correction is required, a period of refractive adaptation was given prior to the commencement of occlusion by 94% of clinicians. However, this varied depending on the type of amblyopia, with 94% allowing refractive adaptation for anisometropic amblyopia, but only 75% for strabismic amblyopia associated with a refractive error and 79% for mixed strabismic and anisometropic amblyopia. The mean(±sd) time period allowed for refractive adaptation was 11.9±5.5 weeks, significantly less than the maximum period (18 weeks) where improvement can still occur (p=0.001). Thirty-four percent of clinicians allowed 8 weeks or less for adaption following prescription of the spectacles.

Optical penalisation was not particularly popular, being used commonly by only 5% (rarely 34%, never 38% and not specified 23%). Those that used optical penalisation tended to do so in combination with atropine (65%) and less commonly with occlusion (6%) or in isolation (6%), the remainder did not specify.

The last area to be explored was plasticity in terms of the upper age limit where clinicians would still consider treating patients with amblyopia. Treatment would still be given by 92% of clinicians to patients aged 8-12 years, 31% would treat those aged 13-17 years and only 13% would give treatment to patients aged 17years and above.

Finally, 33% of clinicians reported that in relation to the evidence generated by the recent research over the period 2002-7, they had not made any notable changes to their prescribing behaviour or treatment protocols. Of those that had made changes to their practice, a summary of the modifications is given in Table 3, together with other comments/issues that were made on the questionnaires. [START_REF] Pedig | Randomized Trial of Treatment of Amblyopia in Children Aged 7 to 17 Years[END_REF] No more than 6 hours occlusion per day 18 [START_REF] Mohan | Successful occlusion therapy for amblyopia in 11-to 15-year-old children[END_REF] Now use atropine in some cases 9 [START_REF] Loudon | Electronic Recording of Patching for Amblyopia Study (ERPAS): Preliminary Results[END_REF] Increased minimum wearing time to 3-4 hours on the basis of prescribed dose vs. actual dose worn 5

Explanations (including written) to parents re research to aid compliance 4

Use atropine now as first line tmt -parents given the choice 3

Reducing atropine to alternate days 3

Less likely to use full time occlusion 3

Use 6-8 hour occlusion for moderate amblyopia 2

Treating older patients 2

Most improvement will take place in first 6/12 of tmt 1

Clearly defined treatment protocol 1

Occlusion in one continuous session in a day rather than 2 or 3 occasions during the day 1

Do not tend to occlude for more than a total of 500 hours 1

Use of near activities with occlusion

1 (1)

Any other comments

Role of inverse occlusion with dense amblyopia and eccentric fixation needs further research -use inverse occlusion in current practice

(2)

Feel it is vital to assess fixation before starting occlusion treatment 1 (1) Not adopted recommendations of PEDIG re use of atropine as first line treatment -concerned re long term effects of atropine and impact of more frequent clinic visits 1

Feel intense occlusion provides rapid results and helps compliance

1 (1)
All occlusion prescribed is likely to be worn for fewer hours than requested 1

Discussion

The first aspect to practice to be explored was that of amblyopia detection via visual function measures. The vast majority used visual acuity alone and few assessed contrast sensitivity at all. This probably demonstrates that in a clinical situation with limited time, contrast sensitivity is unlikely to add a great deal to the information provided by an accurate acuity measurement. [START_REF] Moseley | Contrast sensitivity testing in clinical practice[END_REF] A little over half of orthoptists used LogMAR tests in preference to Snellen charts, but 48% still used Snellen (19% solely) for monitoring and managing amblyopia. LogMAR therefore still does not appear to be used consistently throughout the UK despite the well known flaws of the Snellen test and the fact that LogMAR has significantly greater sensitivity in detecting change and a far superior test-retest variability compared to Snellen. [START_REF] Laidlaw | Development of a clinically feasible logMAR alternative to the Snellen chart: performance of the "compact reduced logMAR" visual acuity chart in amblyopic children[END_REF] The amount of occlusion prescribed for both moderate and severe amblyopia was quite variable across clinicians. The mean (3.2-3.6hrs) for moderate amblyopia, though statistically significantly greater than the prescribed dose of 2 hours that was found to be effective by PEDIG, for clinical purposes is quite similar. However, there was a notable proportion of clinicians prescribing 5 hours or more for moderate amblyopia, which based on the PEDIG findings is unnecessary. [START_REF] Repka | A randomized trial of patching regimens for treatment of moderate amblyopia in children[END_REF] The mean for severe amblyopia was similar to that indicated by the research evidence, though again there was a great deal of variability and a large proportion of clinicians (60%) still prescribe more that the 6 hours that is thought to be necessary for this clinical population and age group. To encourage and facilitate compliance a verbal explanation regarding amblyopia, the use of occlusion as a treatment and the critical period was by given by 98%. Whilst this is clearly important, evidence has shown that the memory for medical information is extremely poor [START_REF] Kessels | Patients' memory for medical information[END_REF] and written information/education is an effective means of increasing knowledge and compliance. [START_REF] Newsham | A randomised controlled trial of written information: the effect on parental nonconcordance with occlusion therapy[END_REF][START_REF] Loudon | Predictors and a Remedy for Noncompliance with Amblyopia Therapy in Children Measured with the Occlusion Dose Monitor[END_REF] Despite this 25% of clinicians never gave written information to parents. More routine use of leaflets/educational material for both parents and patients would help to further reduce non-compliance and could be used in conjunction with many other strategies as suggested by orthoptists in Table 2.

Atropine may be a useful alternative to occlusion being largely free from issues related to compliance. Despite this it is not currently favoured as a first line treatment (or for weekend use), as in spite of the PEDIG findings two thirds of clinicians considered occlusion to be more effective than atropine in the treatment of moderate amblyopia. A large proportion however did consider using atropine for severe amblyopia perhaps due to difficulties in enforcing occlusion, though at the time the data was collected for the study there was no evidence as to whether or not atropine would be effective in more severe cases. Recent evidence suggests that weekend atropine use is effective and should be considered as a first option for both moderate and severe cases of amblyopia. [START_REF] Repka | Treatment of severe amblyopia with atropine: Results from two randomized clinical trials[END_REF] Optical penalisation was not commonly undertaken but this may be a useful option to employ in conjunction with atropine to increase its efficacy and is a valid treatment even for use in severe amblyopia. [START_REF] Repka | Treatment of severe amblyopia with atropine: Results from two randomized clinical trials[END_REF] Refractive adaptation has been shown to be an important part of the management process as significant improvement can be obtained up to 18 weeks following spectacle wear alone, minimising and sometimes dispensing with the need for occlusion. [START_REF] Chen | Anisometropic amblyopia treated with spectacle correction alone: possible factors predicting success and time to start patching[END_REF][START_REF] Stewart | Refractive adaptation in amblyopia: quantification of effect and implications for practice[END_REF] The majority were happy to implement some time for adaptation but this reduced to around three quarters of clinicians if the amblyopia was associated with a strabismus, in spite of the research findings.

The mean time allowed for adaptation was significantly shorter than the recommended 18 weeks, indicating that some patients may be given occlusion unnecessarily. Additionally a third of clinicians only allowed 8 weeks or less for adaptation, which effectively suggests that no or very little further time was given for adaptation following prescription of the spectacles after the first assessment following refraction. The final aspect involved assessment of orthoptists willingness to treat amblyopia in older patients. Whilst most would treat 8-12 year olds only a small proportion would consider treating patients of an older age. Clearly there are obvious precautions relating to intractable diplopia in patients without binocular vision, but for anisometropic amblyopes in particular, significant gains in acuity could be made at least up to adulthood and there seems no reason if the patient wishes to undergo treatment why this should not be attempted in adults.

It is clear when evaluating the data from this study that the uptake of recent research findings into clinical practice is sporadic and incomplete with a third of respondents indicating that they had made no changes whatsoever to their practice in response to the research evidence.

Whilst it could be argued that this was because the recent research findings actually confirmed their current practice, this is not supported by the responses to the questionnaire which were often out of line with the results of the research. Alternative explanations are that clinicians found the results to be unconvincing or incomplete, were unaware of the research or believed their current practice to be more effective based on personal and anecdotal evidence. This issue is one that affects all aspects of healthcare and is not specific to the management of amblyopia. In other areas of medicine it has been reported that on average it takes 17 years for research recommendations to make their way into practice [START_REF] Balas | Managing clinical knowledge for health care improvement[END_REF] and the main barriers are believed to be difficulty in accessing/dissemination of information, inadequate postgraduate training, clinicians own beliefs and motivation, lack of time and inadequate skills and knowledge of clinicians. [START_REF] Hannes | Implementing evidence-based medicine in general practice: a focus group based study[END_REF] Education is thought to be a useful facilitator of evidence based medicine and perhaps in addition to the primary research which is clearly important, greater attention should also be drawn as to how, when and to what extent research is implemented into clinical practice. Competing Interest: None declared.

QU

  Would you consider treating amblyopia in a patient: a) Between the ages of 8 years and 12 years? b) Between the ages of 13 years and 17 years? c) Over the age of 17 years? QU Given the recent research (over the last 5 years) investigating the management of amblyopia, have you made any notable changes to your treatment protocols or prescribing behaviour during this time? (If yes, please specify).

Figure 1 Frequency

 1 Figure 1

Figure 2 Atropine

 2 Figure 2

Table 1

 1 Questionnaire used to assess current practice of amblyopia management in the UK QU If you answered positively to the question above, is this undertaken for all patients undergoing occlusion or just those who are occluded above a specific number of hours per day or have acuity below a specific level? (Please specify the number of hours and/or level of acuity)QU Do you use a specific treatment protocol in the management of amblyopia? QU In the treatment of moderate amblyopia (6/12-6/24), which do you consider to be more effective: occlusion or atropine (or do you consider both to be equally effective)?

	Question	In terms of your current practice regarding the management of anisometropic
	number	and/or strabismic amblyopia, please answer the questions below
	QU 1	When assessing a patient with amblyopia, do you diagnose and make treatment
		decisions based on measurements of a) visual acuity, b) visual acuity and contrast
		sensitivity or c) contrast sensitivity?
	QU 2	When assessing acuity in an appropriately aged child do you use a) Snellen, b)
		LogMAR or c) a combination of both?
	QU 3	How many hours of occlusion (per day) do you usually prescribe for moderate
		amblyopia (6/12-6/24) in children age 3-7 years?
		Please specify for a) Strabismic, b) Anisometropic and c) Mixed
		strabismic/anisometropic amblyopes
	QU 4	

How many hours of occlusion (per day) do you usually prescribe for severe amblyopia (6/30-6/120) in children age 3-7 years? Please specify for a) Strabismic, b) Anisometropic and c) Mixed strabismic/anisometropic amblyopes QU 5

What is the maximum number of hours of occlusion per day that you prescribe?

QU 6

When prescribing occlusion, do you recommend the use of near activity visual tasks? (Please answer: always, sometimes or never). Please also give details of the task recommended if appropriate.

QU 7

When prescribing occlusion, is a verbal explanation given to the parent about amblyopia, the use of occlusion as a treatment and the critical period? (Please answer: always, sometimes or never) QU 8 When prescribing occlusion, is written information given to parents about amblyopia, the use of occlusion as a treatment and the critical period? (Please answer: always, sometimes or never) QU 9 Do you employ any strategies to enhance compliance with occlusion? (If yes, please specify) QU When stopping occlusion, do you wean the patient off the occlusion? (Please answer: always, sometimes or never) QU Do you ever use atropine to treat amblyopia? If not please state the reasons for this? (If you do not use atropine, please go to QU 18) QU Do you consider using atropine as a 'first line' initial treatment for amblyopia or only as a 'back-up' treatment if occlusion has failed or not been tolerated? QU When using atropine, do you instruct the atropine to be instilled daily or just at weekends? (If other please specify) QU Do you ever use atropine to treat severe (6/30-6/120) amblyopia? QU When treating a new patient with amblyopia who also requires a refractive correction, do you prescribe the refractive correction alone before any other treatment is given and wait until there is no further improvement in acuity (or the amblyopia has been cured)? If yes, please specify the maximum number of weeks you would wait before any additional treatment is commenced. QU If you answered yes to the question above, is this undertaken for: a) Strabismic amblyopes (with an associated refractive error), Anisometropic amblyopes c) Mixed strabismic/anisometropic amblyopes QU Do you use optical penalisation in the treatment of amblyopia? (Please answer: commonly, rarely or never). If yes, is this used in isolation or to enhance other treatments such as atropine or occlusion (please specify).

Table 2 .

 2 To try to prevent the recurrence of amblyopia following cessation of treatment, weaning off occlusion was advocated by 65% always and 35% sometimes. For those that weaned dependent on a minimum level of prescribed occlusion, this ranged from half an hour to 6 hours of occlusion with a mean (±sd) of 2.5±1.6 hours. For those making decisions based on the degree of amblyopia (LogMAR value of the amblyopic eye), this ranged from 0.1 to 0.6 with a mean (±sd) of 0.3±1.5.

	.[2, 4] A large proportion (60%) indicated that the maximum occlusion prescribed is greater
	than 6 hours per day. Most clinicians recommended the use of near activity visual tasks (82%
	always, 17% sometimes and 1% never). Details of the tasks that were recommended are
	given in

[START_REF] Stewart | Refractive adaptation in amblyopia: quantification of effect and implications for practice[END_REF] 

hours per day). The majority of departments do not use treatment protocols (67%) and amblyopia management is therefore at the discretion of individual practitioners. The maximum number of hours that clinicians would prescribe was 8.4±2.8 hours (mean±sd), significantly (p=0.001) more than the 6 hours suggested by PEDIG and ROTAS (Randomised Occlusion Treatment of Amblyopia Study)

Table 2

 2 Open response data relating to use of a near task, compliance strategies and reasons for not using atropine (%ages do not total 100 due to respondents indicating more than one option in some cases).

	Question	Responses from participants	Number of respondents (%)
		Drawing/colouring	76 (60)
	Details of near task used	Reading/writing	57 (45)
		Computer Games	51 (40)
		Dot to Dot	22 (17)
		Jigsaws	22 (17)
		Puzzles	15 (12)
		Playing will small toys	11 (9)
		TV	6 (5)
		Eating meals	2 (2)
		Sewing	1 (1)
	Compliance	Patch/star charts	78 (61)
	strategies used	Stickers	22 (17)
		Colouring pictures	17 (13)
		Rewards	10 (8)
		General encouragement	10 (8)
		Recommend visit Opticlude website	7 (6)
		Frequent follow up -reduce the time between visits	7 (6)
		(but the number of weeks was not specified)	
		Refer to Hospital Play Leader on Paediatric Ward	5 (4)
		who works with parent/child on a daily out-patient	
		basis for 1-2 wks	
		Use of occlusion at school/nursery	5 (4)
		Written advice and information/tips sheet	5 (4)
		Compliance chart -record when worn	4 (3)
		Certificates	4 (3)
		Letter to Teacher/Visual Impairment Teacher	3 (2)
		Verbal reinforcement of consequence of not	2 (2)
		complying	
		Explanation to parents	2 (2)
		Explanation to child rather than parents initially	2 (2)

Table 3

 3 Open response data relating to changes to prescribing behaviour following recent research and other comments provided by clinicians.

	Question	Responses from participants	Number of respondents (%)
	Changes to	Increased length of time for refractive adaptation	19
	protocols or	prior to other treatment	
	prescribing		
	behaviour		
	following		
	recent research