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d. To handle simple ophthalmic diagnostic
Instruments.

e. To be aware of common ophthalmic
operations.
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. History taking an@hysic%l eXamination

In ophthalmology:

. Basic Anatomy and Physiology of the Eye
. Lid, Lacrimal, and Orbit Disorders

. Ocular emergencies and red eye

. Strabismus, Amblyopia and Leukocoria

. Acute Visual Loss



8. Refractive Errors

9. Ocular manifestations of ' systemic
diseases ' :

10.Neuro-ophthalmology

11.0cular Pharmacology and Toxicology






and Alignment
** Visual acuity: and phtloscopy

** Visual field, Tonometry, Pupil Examination



One ay e

e 20 marks for the OS
One day exam

e 10 evaluation in clinical sessions



d. Lecture notes/Ophthalmology (latest edition)
By: Bruce James (published by Blackwell Science)
b. Basic Ophthalmology (latest edition)
By: Cynthia A. Bradford (latest edition)
(published by American Academy of Ophthalmology)
c. Practical Ophthalmology: A manual for Beginning
Residents (latest edition)
By: Fred M. Wilson (published by American Academy of
Ophthalmology



2. References

* \aughan and AsSpury:Stgeneral @phthalmology:
By: Paul RierdanzEvar(published by LANGE)
* Clinical' Ophthalmology: A Systematic Approach
By : Jack T. Kanski (published by Butterworth Heinemann)

OphthoBook www.OphthoBook.com Written and Illustrated by
Timothy Root, M.D.



. n«mnsnrm,r et WEBRSIGE:
| dehing staiif PErSenal WeDSIteS ¢

. PubMed
. Medscape

. The digital journal of ophthalmology
(www.djo.harvard.edu)
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nle Visuzl Patnway

Phototransduction: B
photoreceptors (rods and
cones)

*Image processing:
By horizontal, bipole*
amacrine and RGCs

*Qutput to optic nerve:
Via RGCs and
nerve fiber layer

Nerve Finers
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* The e) € 15 S0 INtimatel / connected wit
the rest of: rna .F)JJ\/ that it ravrub
enormous amount mation.

® Eye is the only part of the body where
blood vessels and central hervous system
tissues can be viewed directly.
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e [n addition, it provides information about the
autonomic pathways. (sympathetic /parasympathetic)






(_The best knewn erd
brain nJ CREIEYENSIE O

(_The visual pathways, whichH extends from
front to back across the Dbrain can be
studied easily and safely using perimetry.
It can differentiates accurately between
lesions of the temporal, parietal, and
occipital lobes.
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Pie in the floor




* In addition; e @NMESHmpotantclinical
relationshipsiterthepittitaryialand, the

middle ventricles, the Venous sinuses, the
meningealland Beny: strlctures off base of
the skull.
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ON' has 'lr,'ne d]agnost]call\/

visibly pale (optic atrophy)
when its nerve fibers
damaged at any point
from Retina — LGB.




The study of:

brain stem,
Cavernous smus
apex of orbit .

Coronal Section Through Cavernous Sinus




Optic Chiasm

ultary Suprasellar Cistern

Cavemous Sinus

Oculomotor CN Il

" Opthaimic V, branch
A\ of CN V

B Ma
N

Abducens W\
CN VI




L nilateral dilat J ng]J :J'fter h'@:LJ )L jm can
g rictor

CCN VI involved in mastoid infection
(petrous ridge)

(- Parotid gland, Inner ear disease — CN VII.

(_ Nystagmus — CN VIII



superficial
parasympathetics




Diffuse brain lesi
Infections
Demyelinating disorders — nerve damage.



Vascular connections




“*Venous flow diserders
CaVEFMOUS SINUSItAFeMIBOSIS)
carotid = caverneusHistula

(orbital congestion)



s Arteriallemboli f:m EaChRthENEting from
carotid arteryay ]dJrl‘ \/JJ\/r‘S Slibacute
endo It |

** Specific disease of the vessels like:

PAN, HTN, temporal arteritis(ESR,CRE
,BIOBSY)



&

* Hematoloe JJ(LJJ QISOIEESHOall types can
manifest InrtENUnEUS:

/)

*s* Almost all metaboE disorders can affects
the eye:

DM DR, cataract, RE, ophthalmoplegia.
Hypoparathyroidism : cataract
Wilson’s disease.






s Infections:
(Syphilis, Toxoplasmosis, Rubella)



|dgctzriaous disorders:
SJS, pempnigus

+*Elastic tisstue:

(Pseudoxanthoma elasticum)

s Allergy: VKC










2-the name of the
lesion

3-type of glaucoma may
developed and why?




Iforriosorrnal aonorrnalitas:

fsomys: 15,15, 215

** The eyeis a delicate indicator of POISONING:
-Morphine addict — meiotic pupil
-Lead poisoning, vitamin A intoxication
— papilledema
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( 90% of our information reaches our brain
via sight. -

{_, Unfortunately, of all the parts of the body,
the eye is the most vulnerable to minor
iInjury.
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> Identify risk factors for ocular and systemic
disease.

» Detect and diagnose ocular diseases.



> Discuss the nature of the findings and the
implications with the patient.

» Initiate an appropriate response.
e.g. further diagnostic tests, treatment,
or referral.






(It is a gathEfNgIRTORMAtONIPIOEESS: from
the patient guided vy an'educatediand active
mind.

(It is a selective -- and prbgressive
elicitation and recognition of significant
information

{_ History by skilled person can arrive at the
proper diagnosis in 90% of patients.



t givesVitallauitanCEN G
(@) physicalfexamination
(b)) laboerateryAWerK

C) Therapy.

***Failure to take history can lead to missing
vision or life threatening conditions.



Chief complaintN i ERE s o)V WOIds”

“She CannotSeerwibh e RE™

You should not comertorconclusion that her
problem is nearsightedness and write down
“Myopia off RE™.

e The patient needs will not be satisfied until
he/she has received an acceptable explanation
of the meaning of the chief complaint and its
proper management.



History o thePresentiiiness:

omplaint
to und s&aru the f*yrr ,)wms and course of
the disorder ‘

(_, Listen and question and then write down in
orderly sequence that make sense to you.



= ThetMEISEdUENGE
WHERNIH WIS IROREEREIESEVENTS
fl

by
= Erequency IntEmmitEncy.
location; ILaterality.

i éverfry

e.g ptosis, proptoesis, VII N palsy.

gradual painless decrease vision both eyes for 1y.
Sudden painless decrease vision RE for 10 min.



“c*a fr ]o"r cop w]'i:h RE“

* ? Right VF of botees lost
e ? A diffuse haze obscures the entire field of RE

v Each of these has different diagnostic implication

* Most pt. has difficulty providing precise and concise
aescription



¢ Blurred erec Jec Entralivision
e Decre J VISION.

® Diplopia (monocular pinocular)
* Floaters

® Photopsia (flash of light)



¢ Color visionrapnoermalities:
* Dark adaptation proeniems:
¢ Blindnhess

® Oscillopsia
(shaking of images).



Ocular painferdiScomiort:

° Ciliary pain

(aching, severe paifnin o areund the eye, often radiating to
the ipsilateral ferenead, molararea)

¢ Photophobia

¢ Headache

® Burning

® Dryness

e [tching: patient rub the eye vigorously (allergy)

e Asthenopia (eye strain)



® | acrimation, epiphora
® Dryness

® Discharge
(purulent, mucopurulent, mucoid,
watery)




¢ Redngess; OPaCItES;

® ANISOCOoria




FamnySiSiAsiavs

(_Ma 1y eye dojsleligleinis zlreinlgieriice)

e Familial systemic disease can be helpful in
ophthalmic evaluation and diagnosis
Atopy, thyroid diseases, DM, certain malignancies.
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o Ask aboutanyeye
problem:in theidmily.
background?

e Ask specifically about
corneal diseases,
glaucoma, cataract,
retinal diseases or
other heritable ocular
conditions.




_/Ask qUESHONSIUESIGHCUROICOTITMIBIREXCIUde your
- lentatVerdia@nesis

= SIgnIicaRtPOSItVE
= Signiiicantnegatve

“Significant is egual'te’ expect

{_, predict the physical and lab. finding likely to be
present.

{_, any discrepancy between the history and physical
examination requires explanation



Ophthalmic
examina jign










The Purposelsitorevaiuater.

vistal eye movement
1. Functior non visual
. alignment

2. Anatomy__ [ the adnexa (id and periocuar
tissues) [ the g lobe

___ the orbit




Ooritrizlrnic excarrinatlon
® \isual acuity
® External examinauon
* Motility: andialignment:
* Pupil examination
o Slit lamp biomicroscopy.
o Tonometry :
® Ophthalmoscopy

® (Gonioscopy
® Retinoscopes



® (Good vision

Properfocus:

® Subjective



EEEEEEE

o display of different —sSized  [EEN_—-
targets shown at a AN
standard distance from g

the eye.
e Snellen chart.
o 20/20, 6/6
e Uncorrected, corrected




TestnYNIUUIAVISI Ik

liFtherpatentisfinakEfoeEadithe larg
CLLer: \.()J/ 2010))
Ve the patient closer e.d. 5/200
I patient cannot read:
- count fingers (CF’
- hand motion (HM)
- Light perception (LP)
- No light perception (NLP)




D ¢rarr)z)] 2oGnlnzElorn-

Evallate: by gress
ISPECtion; and
palpation.

Ocular adnexa. (lid,
periocular area)

e Skin lesions,
growths,
inflammatory lesions.



® Ptosis

® Proptosis, :
exophthalmos,
enophthalmos




|pation: of beny rim,
Cular soft tissue:

o General facial examination
e.d. enlarged preauricular
lymph node, temporal
artery prominence.



OcUiaidnNOIRA

fvaluater = Alignment

= Movements




o Misalignment of
eyes



MOVEENL

Follow! artarget with et e /35 in

four cardinalidirectionsreirgaze

- -Speed
| TIMeYnEss

-Symmetry.
-unsteadiness of fixation
€.g nystagmus



Lo betnrlignt

mmodation.
Direct response anc
consensuall response.

o Afferent pupillary defect
(Marcus Gunn pupil)

o Efferent pupillary
defect.

A




PUpIaRyAaReHIalUESS
NEUNOIOJICIEISEASE
previeusiiniiammation'= adhesi
dclte Intraecular inflammatior

priorsu gical t
- effect of systemic or eye medication
- benign variation of normal



e =)0 2o minz o

Is a table-mountedbinecular
microscope Withispecial
illumination seurce

A linear slit beam of Ilgh 5
projected onto the globe —
optic cross section of the
eye.



o Slit lamp :JJJnﬁ " 'Je
anterior nalif of the
_JL).)JJ (ant r.srur

gmen () can be




Tonomeuys

— he gleberisiarclosed compantment with
constanticirctiationterfaguests humor.

~ This maintains th and relatively
uniform pressure W|th|n the globe.

— Normal pressure 10 — 21 mmHg.



Schiotz t

IOMELEN




Biprism

Goldman applanation i
toneMmeEtenRy ) e




¢ Glodmann
applanation
tonometer







PerKInTtONOMELES



AEPUHRONOIIELE!




IOP

Disc

Visual field defect



Disc cupping







OphaNESHINE

medical examination. f%
> Portable







5. Allow entire retina examination till the
periphery.






dvantage:
. Inverted retnaliimage:




— Special lenses:
- Goniolens

- other lenses allow: evaltation
of the posterior segment.



IWEOMTANCE OF GONIOSCOR




Openj/clese

Closed angle

Trabecular - ~, Trabecular
meshwork

Open-angle glaucoma Closed-angle glaucoma
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check-up Ubon- mination, ., the doctor
noticed cherry red spot in the macular
area. What could this sign represent?

e Hydroxychloroguine toxicity.

e Niemann pick disease

e Recurrent Optic neuritis

e Severe Central Retinal Vein Occlusion



)54y old laicly witn n/o of sir
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