








Appendix E

 



 



Appendix F 

Investigation of the Relationship between Dietary Antioxidants  

-and Eye Health Patient Information Sheet: 

 

Background 

There is increasing evidence that higher intakes of antioxidants could protect against oxidative and light damage in 

the eye.  Research has shown that a low dietary intake of two antioxidants in particular, Lutein and Zeaxanthin, is 

associated with an increased risk of a chronic eye disease, Age Related Macular Degeneration.  They are present in 

large quantities in the retina of the eye and are collectively referred to as ‘macular pigment’. Without macular 

pigment or a low lensity macular pigment your eye is more susceptible to damage. 

 

Invitation to Participate 

You are invited to participate in a research study designed to measure your macular pigment level and complete two 

dietary questionnaires. This will allow us to identify any relationship(s), which may exist between macular pigment 

and dietary intake of antioxidants. 

 

 Each volunteer will be asked to attend the Dublin Institute of Technology in Kevin St  for a once off visit of 

approximately one hour. 

 

The following will take place during your your visit: 

  

 You will be asked to sign an informed consent document which states that you are happy to participate in 

the study and that all aspects of the study have been explained to you by the study investigator. 

 You will be asked to complete a brief questionnaire to gather information about your diet and other 

demographic details. This questionnaire covers the following areas: contact details; lifestyle details; 

personal medical history; weight and height.. 

 A blood sample will be taken to measure macular pigment levels in your blood. 

 

 We will measure your macular pigment using a specialised vision testing technique.  

 

         

You will be asked to fill in two dietary questionnaire’s which are an important 

 measure of eye health. 



 

Subject Payment 

This study is entirely voluntary. You will not be paid for your participation in this study.  If you decide to take part 

you are still free to withdraw at any time and without giving a reason.  This will not affect the standard of care you 

receive.   

 

Risks and/or Discomforts 

We foresee no risks to the subjects participating in this research.   

 

Benefits  

You will gain knowledge of your macular pigment level.  It has been suggested that a person’s macular pigment 

level is a good indicator of overall eye health.  You will also be informed of the quality of your diet.  

 

Difference of Research Study to Clinical Practice 

Your involvement in this study is for research purposes only.  This is not a medical examination for your benefit.  

 

Data Confidentially  

All the data collected in this study will be treated as strictly confidential and will be obtained and processed in 

keeping with the Data Protection Act 1988 and the amended Data Protection Act of 2003.   All data will be analysed 

collectively as a group and coded by data link to ensure subjects confidentiality. 

Compensation 

The study investigators are covered by an insurance, which protects you in case of problems caused by this study.   

 

 

 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 



Appendix G 
 

Comparison of 2 Heterochromatic Flicker Photometers and Evaluation of SightRisk Questionnaire as a 

Clinical Tool 

 
 

Subject Number:  __________ 

 

 

 

                                       Patient Information Sheet: 

Background 

Age Related Macular Degeneration (AMD) is a progressive disease of the retina in which the light-sensing cells 

in the central area of vision (the macula) stop working and eventually die. There is increasing evidence that 

higher concentrations of macular pigment in the eye protect against oxidative damage, which is the suspected cause 

of AMD. Research has show that this pigment is only available to the body via dietary intake. The macular pigment 

accumulates in the retina and acts as an anti oxidant. Low antioxidant levels, in particular Lutein and Zeaxanthin are 

associated with increased risk of developing AMD.  

Measuring the macular pigment density in the eye should eventually provide a more complete understanding of its 

functional role in the retina and the relationship between macular pigment levels and the development of AMD. A 

psychophysical method using heterochromatic flicker photometry (HFP) is one of the few non-invasive methods 

available to measure this pigment in the eye.  

 

Invitation to Participate 

You are invited to participate in a research study designed to measure your macular pigment level and complete a 

dietary questionnaire. This will allow us to identify any relationship(s), which may exist between macular pigment 

and dietary intake of antioxidants. 

Each volunteer will be asked to attend the Dublin Institute of Technology in Kevin St for a once off visit of 

approximately one hour.The following will take place during your visit: 

  

 You will be asked to sign an informed consent document which states that you are happy to participate in 

the study and that all aspects of the study have been explained to you by the study investigator. 

 You will be asked to complete a brief questionnaire. This covers the following areas: contact details; 

lifestyle details; personal medical history; weight and height. 

 We will measure your macular pigment using 2 instruments. 

a) The Macular Metrics Densitometer TM and 

b) The MPod (Tinsley Instruments)  

We will also measure your best-aided visual acuity (BVA) and correlate this value with macular pigment optical 

density (MPOD). 



Subject Payment 

This study is entirely voluntary. You will not be paid for your participation in this study.  If you decide to take part 

you are still free to withdraw at any time and without giving a reason.  This will not affect the standard of care you 

receive.   

 

Risks and/or Discomforts 

We foresee no risks to the subjects participating in this research.   

Benefits  

You will gain knowledge of your macular pigment level.  It has been suggested that a person’s macular pigment 

level is a good indicator of overall eye health.  You will also be informed of the quality of your diet.  

 

Difference of Research Study to Clinical Practice 

Your involvement in this study is for research purposes only.  This is not a medical examination for your benefit.  

 

Data Confidentially  

All the data collected in this study will be treated as strictly confidential and will be obtained and processed in 

keeping with the Data Protection Act 1988 and the amended Data Protection Act of 2003.   All data will be analysed 

collectively as a group and coded by data link to ensure subjects confidentiality. 

 

Compensation 

The study investigators are covered by an insurance, which protects you in case of problems caused by this study.   

 

Consent Form 
 

 

Date:           

 

 

1. I confirm I have read and understand the Information Leaflet regarding this study.  I further attest that the 
relevant information has been discussed fully in non-technical terms, and all my questions have been 

replied to with full satisfaction. 

 

2. I understand that my participation is voluntary and that I am free to withdraw at any time, without my 

medical care or legal rights being affected. 

 

3. I understand that my data concerning this study will be entered on a computer in order to be analysed 

together with the data obtained from other patients.  My identity will always be protected. 

 

4. I agree to take part in the above study and hereby give my consent to have any necessary measurements 

taken and my data analysed. 

 

 

              



      Name of Volunteer   Date    Signature of Volunteer 

 

 

           

Name of Witness    Date    Signature of Witness 

 

 
 

 

 
 
 
 
 

 
 
 
 

 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Appendix H 

Subject number:     Subject Initials:________  Date:___________ 

                    
(DD/MM/YYYY) 

 

 

PHASE I 

 

COMPASS 

 
Collaborative Optical Macular Pigment 

Assessment Study 

 

 
 
 
 

 

 
 
 
 

CRF 
Case Report Form 

 
 
 
Investigator Parties: 

1. Macular Pigment Research Group  
Waterford Institute of Technology 
 

2. Optometry Department 
Dublin Institute of Technology 
 

3. Bausch & Lomb 
 

 
 
   
Appendix H 
 



 
 
Study procedures (Phase 1) 
 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

DESCRIPTION EST. TIME MINS 

A.  Information leaflet discussion and informed consent 5 mins 

B.  Collection of blood for serum carotenoid analysis 5 mins 
C.  Demographic, medical history, lifestyle and vision case history questionnaires 20 mins 
D.  Visual acuity, high and low contrast visual acuity, and refraction 15 mins 

E.  Colour vision tests: colour anomoloscope; 100 hue test 20 mins 
F.  Glare tests (Optec + BAT) 10 mins 
G. Visual performance questionnaire 10 mins 

H.  Contrast sensitivity (Metropsis) 15 mins 

BREAK ~30 mins 

I.   Macular pigment optical density spatial profile measurement 35 mins 

J.  Dietary questionnaire 30 mins 
K.  Photostress recovery test  10 mins 
L.  Short wavelength perimetry 15 mins 

M. Fundus and iris photographs 5 mins 



 
 
A. Informed consent  

 

Was the patient given a copy of his/her consent?       yes        no 

 

If yes, 

Date of informed consent:      Obtained by:      
                                                (DD/MM/YYYY) 

                                    

 

Signature of person obtaining consent:      

 

 
 
 
 
 
 
 
B. Blood extraction record sheet 

 

Was a blood sample taken from the subject (2 x 5 mL yellow top vacuette)?  

           yes        no      

 

If yes, 
Time of blood extraction: _____________    
 
Time of subject’s last meal: _____________ 
 

Was this sample centrifuged, the serum extracted and stored in duplicate at -70
o
C?     

           yes          no 

    

If yes, 

Time of centrifugation: __________ 
 
Name of person obtaining blood: ____________ 
 

Signature of person obtaining blood: ____________ 
 
 
 
 
 
 
 
 
C. Demographic, medical history, lifestyle and vision case history questionnaires 



 
 

Forename:         Surname:      
    
 
Address:       

      

      

 
Contact No(s):           

 
Email:        
 
 
Date of birth:                 Age:     (years) 
 
                                          (DD/MM/YYYY)        

 
 
 
Please circle number corresponding to correct answer.  All questions must be answered unless 
otherwise specified. 
 
1. Sex  
 
 Male …………………………………. 1 
 
 Female ………………………………. 2  

 
 
If female, stage of Menopause (please circle):  
 
 Pre …………………………………. 1 
 
 During ……………………………...    2 
 
        Post ………………………………… 3  

                                                                                                      
 
2. Race   
    
         White ………………………………. 1     

Black ………………………………. 2   

Asian ……………………………….  3   

Spanish or Hispanic ..................... 4 

Mixed race………………………… 5  

 

3. Marital status 

Are you now: 

         Married (or cohabiting)…………… 1     



 Widowed ………………………….. 2   

Single ……………………………...  3   

Divorced or separated................. 4  

 

4. Education 

Briefly describe your educational background: 

____________________________________________________________________________________

______________________________________________________________________ 

 

5. Occupation 

Briefly describe your occupation: 

____________________________________________________________________________________

______________________________________________________________________                     

6. Smoking 

a) Which best describes your smoking habits (whether cigarette, cigar, pipe etc.)?  

 Never smoker (smoked < 100 cigs in lifetime)…………………………………... 1 

 Ex-smoker (smoked ≥ 100 cigs in lifetime and none in past year).……………. 2 

 Current smoker (smoked ≥ 100 cigs in lifetime and at least 1 cig in last year)..  3 

 

b) Have you smoked at least 100 cigarettes in your life?  yes       no         If no skip to question 6.1 

 
 
c) How long has it been since you last smoked? 
  

Less than 1 day    

 Less than 7 days 

 Less than 1 month 

 Less than 3 months 

 Less than 6 months 

 6 months to a year 

Greater than 1 year 

 

 

d) What is the average number of cigarettes you smoke (or smoked) on a daily basis?    

 

e) For how many years have you smoked (or did you smoke)?    

 

6.1 Are you commonly exposed to second-hand smoke at home or in the work place? yes        no         

 



7. Alcohol 

a) Regarding alcohol, which of the following statements best describes the way you drink? 

 I never drink………………………………………………..   1 

 I drink only on special occasions………………………...  2 

 I drink once or twice a month……………………………..  3 

 I drink once or twice a week………………………………  4 

 I drink every day……………………………………………  5 

 I drink twice a day or more………………………………..  6 

 

b) What is your average alcohol consumption on a weekly basis?    

 1 unit a week………………………………………………  1 

2-5 units a week…………………………………………..  2 

 6-10 units a week…………………………………………  3 

 > 10 units a week…………………………………………  4 

 

8. Medical History 

Have you any of the following medical conditions?  Yes No 

 Diabetes……………………………………….  1   2 

 High blood pressure…………………………. 1   2 

 High cholesterol……………………………… 1   2 

 Angina……………………………………….... 1   2 

 Stroke………………………………………….  1    2 

 

If yes for any of the above please give details in the space provided below (e.g. year it occurred, 

treatment, medication etc.) 

____________________________________________________________________________________

_____________________________________________ 

 

 

 

9.  History of Eye Disease 

      Yes No 

Have you ever been told by a doctor that you have Cataract?       1   2 

Have you had an operation for Cataract? 1   2 

Have you ever been told by a doctor that you have Macular Degeneration? 1   2 

Have you ever been told by a doctor that you have Glaucoma? 1   2 

Other?             1   2 



 

If yes for any of the above please give details in the space provided below (e.g. year it was diagnosed, 

doctor etc.) 

    

    

   

 Yes      No  

Have you a family history of any of the above eye diseases?  1 2 

(e.g. age-related macular degeneration, glaucoma etc.)    

 

If a family member, what is their relation to you, and what eye disease do/did they have? 

_____________________________________________________________________________ 

 

10.  Exercise 

Do you perform any of the following physical activities?  Yes      No 

 Walking………………………………………..    1     2 

 Running……………………………………….   1     2 

 Cycling………………………………………..   1     2 

 Swimming…………………………………….   1     2 

 Gym-based work-outs..……………………..    1     2 

 Team sport……………………………………   1     2 

 Other………………………………………….   1     2  

  

If “Team sport” or “Other”, please describe in the space provided  

_____________________________________________________________________________ 

 

How many times a week do you carry out the above exercise?                     time(s)/week 

 

If you exercise, how long would each session usually last?                     minutes 

 

11.  Body Mass Index (BMI) 

Please record the subject’s weight and height in the spaces provided 

Weight…………………………………….                     Kg 

 

Height……………………………………..                      M 

  

BMI………………………………………..                       Kg/M
2
 



 

 

12.  Blood pressure  

Please record the subject’s blood pressure level in the space provided                   mmHg 

 

 

13.  Vision case history  

 

Approximately how long since your last eye examination?                      

  
 

Do you currently wear spectacles and/or contact lenses?  Yes      No 
 1        2 

If yes – for what? _________________________________________________ 
 

since when? ______________________________________________ 
 
any problems with? _______________________________________ 

 
 
 

Have you ever undergone any ocular treatment or surgery (including Laser eye surgery)?    

        Yes      No 

 1        2 

If yes – for what? _______________________________________________ 
 

when? _________________________________________________ 
 
any complications? _____________________________________ 
 

 
 

 

Were you required to wear an eye patch as a child?   Yes      No 
 1        2 

If yes, at what age?    
 
or how long?    

 
which eye?    
 

 
 
Do you have any current problems with your vision?   Yes      No 
       1        2 

If yes, please describe in the space provided  
 

  
_____________________________________________________________________________ 



 

Do you use a computer?     Yes      No 

1    2 

 

If yes, 
Do you ever suffer eyestrain associated with using the visual display unit (VDU)?   Yes      No 

     1          2 

 
      
If yes, 
Is your VDU task difficult (e.g. lots of glare from windows, very small print, use of coloured 

print/backgrounds, lack of regular breaks from VDU etc)?              Yes      No 

1      2 

 
 
 
Do you ever suffer headaches?     Yes      No 

1         2 

 

If yes, please give details on the following: frequency, onset, location, duration, associated factors, 

relieving factors, medical history etc. 

_____________________________________________________________________________ 

 
Additional Information (please add any other details, if appropriate) 
 
____________________________________________________________________________________

______________________________________________________________________ 

 
  



D. High contrast visual acuity and refractive error 
 
1: High Contrast (HC) Visual Acuity (LogMAR) 

Please record the subject’s unaided VA and aided VA (own spectacles/contact lenses if appropriate) in 

the spaces provided: 

 

Current Rx Focimetry         

 

Unaided VA………………………………… R                                 L 

 

Habitual VA (own spx)…………………...  R              L 

 

 

 

2: Refractive Error 

Please record the subject’s refractive error for both eyes: 
 
R  ______________________  Best Corrected HC VA                                                          

L ______________________   Best Corrected HC VA                        

 

 

3:  Ocular Dominance 

Please record which eye is dominant: 

 

R                                       L        Equidominant            

 

 

4: Study Eye 

Please indicate which eye will be used for the current study (eye with best corrected HC VA) 
 
Note: The study eye is the eye with best corrected visual acuity.  If corrected visual acuity is the same in 
both eyes the dominant eye is thereafter used as the study eye. 
 
R                                      L 
 
 
  
 
 
 
 
 
 
E. Colour Vision  



 
 
FM 100 Hue Test results 
 

 
Colour Type  
 
Normal             Protan  Deutan  Tritan  Total Error Score 

 
    

 
 
Colour Discrimination Rank  
 
Low   Average       Superior 
 
 
 
Error score (with correction for minimum possible score) for each colour quadrant 
 
 
Quadrant 1 
 
 
Quadrant 2 
 
 
Quadrant 3 
 
 
Quadrant 4 
 
 
 
 
 
 
 
Note: Insert polar co-ordinate error chart. 
 
 
 
 



Oculus HMC Anomaloscope Results 

 
 
Moreland Mix 
 
 
Range     Mid-point       AQmin     AQmax 
 
 
 
 
 
 
Note: Insert Graph here 
 
 
 
  



 
F.   Glare / Photosensitivity 

 
 
Functional Acuity Contrast Test (FACT) 

 
Total Correct Patches 
 
 
Night Time No Glare  
 
 
Night With Glare 
 
 
Day Without Glare 
 
 
Day With Glare 
 
 
Attach Graph 
 
 
 
Brightness Acuity Test  
 
            Contrast Sensitivity 

 
Aided VA 
 
 
Low Glare VA (12 ft lamberts) 
 
 
Medium Glare VA (100 ft lamberts) 
 
 
High Glare VA (400 ft lamberts) 
 

 

 
 
 
 
 
 
 
 
 
 
 
 
Optec 6500 Vision Tester 



 
 

G. Visual performance questionnaire 
 

All of the following questions assume you are using your best corrected vision (with glasses or contact lenses if 

necessary). 



 
Please circle the number which corresponds with the correct answer.  All questions must be answered. 
 
Colour Discrimination 

 
 
1: I have difficulty distinguishing between colours: 
 
         Never………………………………. 5     

Rarely……………………………… 4   

Sometimes…………………………  3   

Often............................................. 2  

          Always.......................................... 1 

 N/A............................................... 0 

 
 
2: I tend to confuse colours: 
 
     Never………………………………. 5     

Rarely……………………………… 4   

Sometimes…………………………  3   

Often............................................. 2  

          Always.......................................... 1 

 N/A............................................... 0 

 
 
3: The colour names that I use disagree with those that other people use: 
 
 Never………………………………. 5     

Rarely……………………………… 4   

Sometimes…………………………  3   

Often............................................. 2  

          Always.......................................... 1 

 N/A............................................... 0 

 
 
 
 

 
Quantitative Analysis 
 
In comparison to my friends/family, I would rate the quality of my colour vision as: 
 
 Significantly better than others ……………….. 5 

 Marginally better than others    ……………….. 4     

Equivalent to others                 ………………...  3   



         Marginally worse than others    ……………….. 2 

         Significantly worse than others ………………..        1 

 
 
How would you rate the overall quality of your colour vision, on a scale where zero equates to no colour 
perception and ten equates to best possible colour perception? 
     
 

Ten (best) …………………………….. 10  

Nine………………………………….… 9   

Eight ………………………………..… 8  

Seven…………………………………. 7     

Six…………………………………..… 6   

Five …………………………………...  5 

Four……………………………….….. 4  

Three……………………………….… 3   

Two ……………………………….…. 2 

One…………………………………… 1  

Zero (worst)………………………….. 0   

 

Glare Disability 

 

All of the following questions assume you are using your best corrected vision (with glasses or contact lenses if 

necessary). 

 
 

4: I have problems with lights around me causing glare when I’m trying to see something: 
  

 Never………………………………. 5     

Rarely……………………………… 4   

Sometimes…………………………  3   

Often............................................. 2  

          Always.......................................... 1 

 N/A............................................... 0 

 
 
5: I have trouble driving when there are headlights from oncoming cars in my field of view: 
 
 Never………………………………. 5     

Rarely……………………………… 4   

Sometimes…………………………  3   

Often............................................. 2  



          Always.......................................... 1 

 N/A............................................... 0 

 
 
6: My eyes are sensitive to bright sunny conditions: 
 
 Never………………………………. 5     

Rarely……………………………… 4   

Sometimes…………………………  3   

Often............................................. 2  

          Always.......................................... 1 

 N/A............................................... 0 

 
 
7: When driving at night in the rain, I have difficulty seeing the road because of headlights from oncoming 
cars: 
 
 Never………………………………. 5     

Rarely……………………………… 4   

Sometimes…………………………  3   

Often............................................. 2  

          Always.......................................... 1 

 N/A............................................... 0 

 
 
8: During the course of an eye examination I find the lights used to be excessively bright: 
 
 Never………………………………. 5     

Rarely……………………………… 4   

Sometimes…………………………  3   

Often............................................. 2  

          Always.......................................... 1 

 N/A............................................... 0 

 
 
 
9: My eyes become tired or sensitive when working under artificial light conditions: 
 
 Never………………………………. 5     

Rarely……………………………… 4   

Sometimes…………………………  3   

Often............................................. 2  

          Always.......................................... 1 



 N/A............................................... 0 

 
 
10: I need to adjust the brightness intensity of my computer screen to a low setting for comfortable use: 
 
 Never………………………………. 5     

Rarely……………………………… 4   

Sometimes…………………………  3   

Often............................................. 2  

          Always.......................................... 1 

 N/A............................................... 0 

 
 
Quantitative Analysis 
 
In comparison to my friends/family, I would rate my tolerance to glare as: 
 
 Significantly better than others ……………….. 5 

 Marginally better than others    ……………….. 4     

Equivalent to others                 ………………   3   

         Marginally worse than others    ………………           2 

         Significantly worse than others ………………..        1 

 
 
 

 

 

 

 

 

 

 

 

How would you rate the overall quality of your tolerance to glare, on a scale where zero equates to a 

complete inability to cope with glare and ten equates to absolutely no difficulty?  

    
Ten (best) …………………………….. 10  

Nine………………………………….… 9   

Eight ………………………………..… 8  

Seven…………………………………. 7     

Six…………………………………..… 6   

Five …………………………………...  5 



Four……………………………….….. 4  

Three……………………………….… 3   

Two ……………………………….…. 2 

One…………………………………… 1  

 Zero (worst)………………………….. 0  
 

 

 

Acuity / Spatial Vision 

 
All of the following questions assume you are using your best corrected vision (with glasses or contact lenses if 

necessary). 

 
11: I have problems reading small print (for example, labels on medicine bottles, phone books, glossy 
colour magazines, buy and sell magazine etc): 
 
 Never………………………………. 5     

Rarely……………………………… 4   

Sometimes…………………………  3   

Often............................................. 2  

          Always.......................................... 1 

 N/A............................................... 0 

 
12: I have trouble reading the menu in a dimly lit restaurant: 
 
 Never………………………………. 5     

Rarely……………………………… 4   

Sometimes…………………………  3   

Often............................................. 2  

          Always.......................................... 1 

 N/A............................................... 0 

 
13: I have difficulty recognising people from long distance: 
 
 Never………………………………. 5     

Rarely……………………………… 4   

Sometimes…………………………  3   

Often............................................. 2  

          Always.......................................... 1 

 N/A............................................... 0 

 
14: I find it difficult to recognise the bus number until the bus gets close: 
  



 Never………………………………. 5     

Rarely……………………………… 4   

Sometimes…………………………  3   

Often............................................. 2  

          Always.......................................... 1 

 N/A............................................... 0 

 
 
 15: I have difficulty reading teletext /small print (such as match scores/time elapsed) on TV: 
  

 Never………………………………. 5     

Rarely……………………………… 4   

Sometimes…………………………  3   

Often............................................. 2  

          Always.......................................... 1 

 N/A............................................... 0 

 
 
16: When driving, I struggle to read distant registration plates or signposts: 
  

 Never………………………………. 5     

Rarely……………………………… 4   

Sometimes…………………………  3   

Often............................................. 2  

          Always.......................................... 1 

 N/A............................................... 0 

 
 
 
17: I have difficulty performing fine handwork, such as threading a needle: 
  

 Never………………………………. 5     

Rarely……………………………… 4   

Sometimes…………………………  3   

Often............................................. 2  

          Always.......................................... 1 

 N/A............................................... 0 

 
 
18: I have problems carrying out activities that require a lot of visual concentration and attention: 
 
 Never………………………………. 5     



Rarely……………………………… 4   

Sometimes…………………………  3   

Often............................................. 2  

          Always.......................................... 1 

 N/A............................................... 0 

 
 
Quantitative Analysis 
 
In comparison to my friends/family, I would rate my ability to see fine detail as:  
 
 
 Significantly better than others ……………….. 5 

 Marginally better than others    ……………….. 4     

Equivalent to others                 ……………...…  3   

         Marginally worse than others    ……….…….….       2 

         Significantly worse than others …………….…..       1 

 

 
 
 
 
 
 
 
 
 
 
 
How would you rate the overall quality of your ability to see fine detail, on a scale where zero equates to a 

complete inability to perform fine tasks and ten equates to no difficulty with any type of visual task?  

 
Ten (best) …………………………….. 10  

Nine………………………………….… 9   

Eight ………………………………..… 8  

Seven…………………………………. 7     

Six…………………………………..… 6   

Five …………………………………...  5 

Four……………………………….….. 4  

Three……………………………….… 3   

Two ……………………………….…. 2 

One…………………………………… 1  

 Zero (worst)………………………….. 0  
 
 



 

Light / Dark Adaptation 

 

All of the following questions assume you are using your best corrected vision (with glasses or contact lenses if 

necessary). 

 
 
19: I have problems adjusting to bright room lighting, after room lighting has been rather dim: 
 
 Never………………………………. 5     

Rarely……………………………… 4   

Sometimes…………………………  3   

Often............................................. 2  

          Always.......................................... 1 

 N/A............................................... 0 

 
20: It takes me a long time to adjust to darkness after being in bright light: 
  

 Never………………………………. 5     

Rarely……………………………… 4   

Sometimes…………………………  3   

Often............................................. 2  

          Always.......................................... 1 

 N/A............................................... 0 

 
 
21: It takes me a long time to adjust to bright sunshine after I have been inside a building for a lengthy 
period of time: 
 
 Never………………………………. 5     

Rarely……………………………… 4   

Sometimes…………………………  3   

Often............................................. 2  

          Always.......................................... 1 

  N/A............................................... 0 

 
 
  
22: I have trouble adjusting from bright to dim lighting, such as when going from daylight into a cinema: 
 
 Never………………………………. 5     

Rarely……………………………… 4   

Sometimes…………………………  3   



Often............................................. 2  

          Always.......................................... 1 

 N/A............................................... 0 

 
 
23: I have trouble driving at twilight / dusk:  
 
 Never………………………………. 5     

Rarely……………………………… 4   

Sometimes…………………………  3   

Often............................................. 2  

          Always.......................................... 1 

 N/A............................................... 0 

 
Quantitative Analysis 
 
In comparison to my friends/family, I would rate my capacity to cope with changes in illumination as: 
 Significantly better than others ……………….. 5 

 Marginally better than others    ……………….. 4     

Equivalent to others                 ……………...…  3   

         Marginally worse than others    …………..……        2 

         Significantly worse than others ………………..        1 

 

How would you rate the overall quality of your ability to continue to see effectively, despite changes in 

illumination, on a scale where zero equates to a complete inability to continue to function visually and ten 

equates to no difficulty continuing with any type of visual task?  

 

Ten (best) …………………………….. 10  

Nine………………………………….… 9   

Eight ………………………………..… 8  

Seven…………………………………. 7     

Six…………………………………..… 6   

Five …………………………………...  5 

Four……………………………….….. 4  

Three……………………………….… 3   

Two ……………………………….…. 2 

One…………………………………… 1  

         Zero (worst)…………………………..              0 

 
 



Daily Visual Tasks 
 

All of the following questions assume you are using your best corrected vision (with glasses or contact lenses if 
necessary). 

 
24: I have trouble finding a specific item on a crowded supermarket shelf: 
 
 Never………………………………. 5     

Rarely……………………………… 4   

Sometimes…………………………  3   

Often............................................. 2  

          Always.......................................... 1 

 N/A............................................... 0 

 

25: I have difficulty noticing when the car in front of me is speeding up or slowing down: 
 
 Never………………………………. 5     

Rarely……………………………… 4   

Sometimes…………………………  3   

Often............................................. 2  

          Always.......................................... 1 

 N/A............................................... 0 

 
26: I misjudge the position of steps / curbs when walking: 
 
 Never………………………………. 5     

Rarely……………………………… 4   

Sometimes…………………………  3   

Often............................................. 2  

          Always.......................................... 1 

 N/A............................................... 0 

 
27: I have problems locating something when it’s surrounded by a lot of other things (e.g. car keys on 
your desk): 
 
 Never………………………………. 5     

Rarely……………………………… 4   

Sometimes…………………………  3   

Often............................................. 2  

          Always.......................................... 1 

 N/A............................................... 0 

 
 



28: I have problems carrying out activities that require a lot of visual concentration and attention: 
 
 Never………………………………. 5     

Rarely……………………………… 4   

Sometimes…………………………  3   

Often............................................. 2  

          Always.......................................... 1 

 N/A............................................... 0 

 
 
 
29: I have trouble noticing things in my peripheral vision: 
 
 Never………………………………. 5     

Rarely……………………………… 4   

Sometimes…………………………  3   

Often............................................. 2  

          Always.......................................... 1 

 N/A............................................... 0 

 
 
 
30: I have difficulty driving on poorly lit back-roads: 
 
 Never………………………………. 5     

Rarely……………………………… 4   

Sometimes…………………………  3   

Often............................................. 2  

          Always.......................................... 1 

 N/A............................................... 0 

 
 
Quantitative Analysis 
 
In comparison to my friends/family, I would rate my visual performance for daily visual tasks as: 
 
 Significantly better than others ……………….. 5 

 Marginally better than others    ……………….. 4     

Equivalent to others                 ………….….…  3   

         Marginally worse than others    ………….….…        2 

         Significantly worse than others ………………..        1 

 
 



How would you rate your satisfaction with the overall quality of your vision in general, on a scale where 

zero equates to complete dissatisfaction and ten equates to complete satisfaction with every aspect of 

your vision?  

     
Ten (best) …………………………….. 10  

Nine………………………………….… 9   

Eight ………………………………..… 8  

Seven…………………………………. 7     

Six…………………………………..… 6   

Five …………………………………...  5 

Four……………………………….….. 4  

Three……………………………….… 3   

Two ……………………………….…. 2 

One…………………………………… 1  

         Zero (worst)…………………………..              0 
 
 
 
 

Scoring the VFNQ-30 
 
The purpose of the VFNQ-30 is to generate a composite score for each visual function area, which 
summarises the subject’s responses to the items addressing that visual function. To score an individual 
item, the following scale is used: 
 
Never = 5, Rarely = 4, Sometimes = 3, Often = 2, Always = 1 
 
If any questions are irrelevant to an individual, they are marked N/A and scored as “0”. 
 
(a)  The mean composite score for each functional section should be multiplied by 20, to give a numerical 
index of functional capacity scored out of 100 (where 100 = perfect visual function). 
 
(b)  The Quantitative (comparative) analysis section should be scored separately from the functional 
sections and be used to produce an additional index of performance using the same multiplier as above. 
 
(c)  The “Subject Satisfaction” question should be scored out of 100 also by multiplying the chosen 
number by 10 for each functional section. 
 

 



Subject Score 
 

Colour Discrimination 
 

(a) Functional Analysis          / 100      

 

(b) Quantitative/Comparative Analysis           / 100      

 

(c) Subject Satisfaction Score            / 100      

 
Glare Disability 

 

(a) Functional Analysis          / 100      

 

(b) Quantitative/Comparative Analysis           / 100  

 

(c) Subject Satisfaction Score             / 100      

 
Acuity / Spatial Vision 

 

(a) Functional Analysis          / 100      

 

(b) Quantitative/Comparative Analysis           / 100  
 

(c) Subject Satisfaction Score             / 100 
 

Light / Dark Adaptation 

 

(a) Functional Analysis          / 100      

 

(b) Quantitative/Comparative Analysis           / 100  
 

(c) Subject Satisfaction Score             / 100 
 

Daily Visual Tasks 
 

(a) Functional Analysis          / 100      

 

(b) Quantitative/Comparative Analysis           / 100  
 

(c) Subject Satisfaction Score             / 100 
 

 



H. Contrast Sensitivity Function 

 
 
Photopic CSF 
 
Attach Contrast Sensitivity versus Spatial Frequency (CSF) Plot Below 
 
 
Attach Data Sheet with minimum contrasts defined for all spatial frequencies 
 
 
 
 
 
 
 
 
 

Mesopic CSF 
 
Attach Contrast Sensitivity versus Spatial Frequency (CSF) Plot Below 
 
 
Attach Data Sheet with minimum contrasts defined for all spatial frequencies 
 
 
 
 
 
 
 
 
 
 
 
  



 
I. Macular Pigment Optical Density Spatial Profile 

 
Record the Critical Flicker Frequency (CFF) values and calculate the Optimal Flicker Frequency (OFF) 
values as per COMPASS densitometer SOP 
 
CFF obtained approaching from lower frequency (10 Hz) 
 
 
 
 
 
 

   
 

          Average:    
 
 
Use below calculation to calculate the OFF and report below. 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
  

 

 

 

 

 
Location 

 
Calculation 

 
Predicted OFF 

 
0.25

0
 

 

 
CFF-8 

 

 
0.5

0
 

 

 
CFF-7 

 

 
1

0
 

 

 
CFF-7 

 

 
1.75

0
 

 

 
CFF-7 

 

 
3

0
 

 

 
CFF-9 
 

 

 
7

0
 

 

 
CFF-14 

 



 Predicted 
CFF  

 
Radiance 

 

 

 

   

 

  0.25 deg  

    

         

Predicted CFF            

Actual CFF        MPOD =   

             

   0.5 deg         

           

Predicted CFF           

Actual CFF        MPOD =   

             

   1 deg         

           

Predicted CFF           

Actual CFF        MPOD =   

             

   1.75 deg         

           

Predicted CFF           

Actual CFF        MPOD =   

             

   3 deg        

           

Predicted CFF           

Actual CFF        MPOD =   

            

   7 deg         

Predicted CFF            

Actual CFF            

         MPOD =   

             
 
 

Note: Please attach graph. 
 
 
J. Diet Questionnaire  
 

Note: Please attach complete dietary questionnaire. 
  



K. Photostress Recovery  
 

Pupil Size    Bleaching Exposure Time = 30 sec  
     Bleaching Exposure Distance = 15 cm 
 
           
      Foveal Sensitivity dB            Time (secs) 
 
Baseline (Pre-Bleaching)                            
 
 
1 (Post Bleaching)     
 
 
2     

 

 
3    
 
 
4    
  
 
5   
  
 
6     

 
 
7     
  
 
8     
 
 
9    
 
 
10     
 
 
 
 
Baseline dB    
 
 
Percentage sensitivity reduction post-bleaching  
   
 
Return to Baseline Sensitivity  

 
 
 
L. Short Wavelength Automated Perimetry 
 

Reliability Indices   Pass    Fail 



 
Attach reliable field plot printout below: 
 
 
Mean Central Sensitivity (db) 
 
Foveal threshold 
 
 
1 degree 
 
 
2 degree 
 
 
3 degree 
 
 
4 degree 
 
 
5 degree 
 
 
Overall 
      Note: Please insert Perimetry printout 
 
  



 
M. Fundus and iris photographs 

 

Fundus images taken from:  

 Right eye    Yes      No 

1 2 

 

 Left eye    Yes      No 

1          2 

     

 

Iris image taken from:  

 Right eye    Yes      No 

1   2 

 

 Left eye    Yes      No 

1          2 

     

 

Subject and Investigator agree that the subject’s iris colour is?       
 
 
Comments  
             

             

             

          

 
 
 
 
 
 
 
 
 
 
 
 
Signature of person obtaining images: _______________ 
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