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* 0) Introduction
e 1) History
e 2) Ocular cranial nerves

e 3) Fundoscopy







Can you get enough information?
Are you nice?




Anatomy recap

Superior rectus m.

Ora serraia

Ciliary body
Posterior chamber

Retina Anterior Chamber

Fovea centralis

Central retinal a.

Inferior rectus m.



Anatomy Recap







1) Eye History 1 OF

 PC/HPC:  PMH

UNI/BI-lateral C/V risk factors

Red eye Surgical history

Pain * FH

Visual disturbance/lossVisual conditions

e Ocular hx (retinitis pigmentosa)
Refractive error/ Mypoia

contact lens/ trauma/ ¢ SH
foreign bodies e DH



Classic histories

» Keratitis (bacterial/viral/atopic)

* Conjunctivitis

e MS

e Glaucoma (acute or chronic)

e Giant cell arteritis

* Cataract

* Age-related Macular Degeneration



Pain, Red eye,
Purulent discharge

Pain/itchy/scratchy
red eyes, watery
discharge

Color vision
disturbance,
temporal
improvement in
shortsightedness
Central vision
disturbance and

’ ’ metamorphosia
Peripheral field

constriction

Flashing lights,
floaters

Loss/disturbance ‘Filling up’
Photophobia, red

eye, (irregular
pupil)

Non-red eye, retro

Temple/forehead/

jaw
Head, assoc.
photophobia




* Diabetes
e HTN
* Previous focal neurology

e Polymyalgia rheumatica
* Atopy



Edward H. Adelson == =J



Edward H. Adelson



2) Ocular Cranial Nerves 1 OF

* CN:2,3,4&6

e 2.1)CN2: Visual acuity (+ defects)

e 2.2) CN2/visual system: fields (+ defects)
e 2.3) CN2: Reflexes (+ defects)

 2.4) CN3,4,6: Movement (+ defects)

e 2.5) To complete the examination | would like
to perform direct ophthalmoscopy, take a full
history, examine intraocular pressure....



2.1) Visual acuity: farvs. near | @ |

» Ask what their vision
is like (need to assess
based on hand
movements, number
of fingers or snellen?)

» Ask about glasses

» Place patient at 20 ft
from Snellen chart
Distance between the

patient and the eye chart » OD then OS

= —— » VA is line in which > 7%
istance at which the
letter can be read by a letters are read

person with normal acuity ééé 20/28 +2 ???

OD - ocular dexter, OS - ocular sinister
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2.1) Visual acuity: near

Test of function

(may get away with mentioning it)
Use a card if available (at ~40 cm)
Record (or at least remember!)

Near Visual Acuity Test
MODIFIED ETDRS WITH SLOAN LETTERS

\ Chart 1
Leter Skze For testing at 40 cm (16 inches) Snellen Distance Equivalent
{metric) Diopters of Addfor 1M
at40 cm at20cm
8.0MM 20400 20D 20800 40C
6.4 MM 20/300 15D 20/600 30D
5.0MM 201250 12D 20/500 25D
4.0MM 20/200 10D 20/400 20D
3.2MM 201150 8D 20/300 15D
25MM 201125 6D 20/250 12D
20 MM 20/100 50 20/200 10D
1.6 MM 20/80 4D 201150 8D
1.25MM 2060 3D 20125 6D
1.0MM 2050 25D 20/100 5D
8 MM 20140 20/80 4D
6 MM —20/30 2080 3D
5MM 20025 20/50 25D
4 MM/ 2020 20/40
3MM 20015 20/30

Instructions: the 40am test distance requires a maximum add of +2.50. if the patient cannot
see the 1op ine, move test distance 10 20am with a maximum add of +5.00. (Similarty if a
10cm test distance Is required, e maximum add is +10.00)

Record tes! distance and befter size from e left column. Examples: 404M, 20/4M

The colurmns on the right provide: reference to Snellen distance equivalent for two test
distances; dioplers of add for 1M print size for two ltes! distances



2.1) Ishihara plates

. Mention it — may be
prompted to use the
book and stopped and

asked to explain use.
So:
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Proceed with examination
making sure to note which
pages pt has difficulty with
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2.2) Visual fields

Confrontation
 Same level, same eye.
 Red Pin to measure color saturation

Visual inattention

Blind spot defect



2.3) Reflexes: Pupillary Examinationy ) |

* Inspect
* Direct
— Constriction of ipsilateral eye
* Consensual
— Constriction of contralateral eye
* Swinging light test - RAPD
* Accommodation
 Defects:
— Fixed dilated — Tonic Holmes Aides pupil
— Pinpoint — Horner’s syndrome
— RAPD — optic neuritis
— AR Pupil



2.4) CN 3,4,6: Eye movements | OQF

A. Esotropia

* Inspection: Ptosis, squint, ask
about double vision

B. Exotropia

 Eye movements — any double
vision?

o I-!y_pertropia

* Where is the (neuromuscular) |
IeSion? D. Hygpotropla




How to work out which muscle is affected

1 OF

ASELINE

1. Which eye is affected .
2. Which movement is affected -

3. Which muscle(s) is responsible _4__
4. Which nerve is responsible ._ ._

Important defect: oy —— S

/ \ \
I . / ) . ‘.

R L

Internuclear ophthalmoplegia:-
Nystagmus and impaired adbuction on lateral gaze.
Lesion is in MEDIAL LONGITUDINAL FASICULUS on
side of nystagmus

*May be feature of Multiple Sclerosis*



3) Fundoscopy

 Turn on the scope

* Setto O

* Red reflex (leukocoria/darkened)

* Look in the eye

* Locate a blood vessel and follow back to the disc
* |nspect quadrants

* |nspect macula by getting them to look directly
into the light




Fundus signs



Likely 37 year Diagnhoses

* Diabetic Retinopathy
* HTN retinopathy
 Macular Degeneration
* Retinitis pigmentosa

Others to consider?
e Macular hole
* Epiretinal membrane




) SILVER/COPPER WIRING
I1) AV NIPPING

l1l) Cotton wool spots and flame hemorrhages
IV) PAPILLODEMA




Diabetic retinopathy




Non-proliferative Proliferative
diabetic retinopathy diabetic retinopathy

Hemorrhage Growth of abnormal
Hard blood vessels

exudate

*ADAM




Macular Degeneration

* Exudative changes/ Macular odema/ atrophy * Soft exudates / Drusen




Macular Degeneration

Normal Vision

Complt'd to normal wsion macuhr degeneration
induces image distortion and dark areas.




Retinitis Pigmentosa

-Bone
Spicule
deposits

-Cherry red
Macula

-Waxy pale
optic disc




Chronic Glaucoma I QF




Central Vein Occlusion 1 OF




SENILE MACULA DEGENERATION. The disc appears normal but thers
Is unusual pigmentation at the macula. The patient also has drusen which ars
asymptomatic nodules occurring in the choroid.

CENTRAL RETIANL VEIN OCCLUSION. Typical “stormy sunset”
appearance with engorged veins with haemorrhages alongside them.

HYPERTENSIVE RETINOPATHY. The retinal arterizs have become
narrow and and tortuous. [n more advanced cases haemorrhages and “star
burst” exudates occur together with papilloedema.

PAPILLOEDEMA. The disc is swollen and the disc margin has disappearsd.

The veins are conoested

DISC CUPPING. Here the degres of cupping is mild but suggestive of
glaucoma. As the condition progresses the optic disc becomes | pale and the
cup wider and deeper.

OPTIC ATROPHY. The optic disc is pale and the condition is associated
with gradual loss of vision. It may be secondary to a number of conditions
including glaucoma, retinal damage, ischaemia and poisoning.

MILD BACKGROUND DIABETIC RETINOPATHY. Haemorrhages and
microaneurysms can be seen.

BACKGROUND DIABETIC RETINOPATHY. There ars areas of hard
exudates and some evidence of macula involvement.

PREPROLIFERATIVE DIBETIC RETINOPATHY with haemorrhages ,
microaneurysms and hard and soft exudates.

PREPOLIFERATIVE DIABETIC RETINOPATHY with extensive
haemorrhages and exudate formation and a preretinal (subhy alond)
haemorrhaoe

PROLIFERATIVE DIABETIC RETINOPATHY with new vessel
formauon.

DIABETIC RETINOPATHY recently treated with laser photocoagulation.

1 OQF




* Sources:
Picture credits to google etc...

www.uninteforsight.com
www.labordeeyegroup.com

http://www.health.state.mn.us/divs/fh/mch/webcourse/vision/
mod4a.cfm

http://webl.ncoptometry.org/nonpro.aspx




