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* Hordoleum Internum
-Acute suppurative infection of Meibomian
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* Blepharitis
- InFlammation of eyelid Margins
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PAPILLA V/S FOLLICLE
Conjunctival Epithelium (

Conjunctival Epithelium

Lymphocytos & other
Septa Lymphocytos & other mononuclear cells
leukocytes Conjunctival Blood Vessels

Blood Vessel
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Translucent grains of rice

*FIG. 11.2 Follicular conjunctivitis. *FIG. 11.6 Foliicles in the upper palpebral conjunctiva.




CLINICAL SIGNS IN EKC

SUBCONJUNCTIVAL MEMBRANES FOLLICULAR
HEMORRHAGES REACTION / MIXED
REACTION

HYPEREMIA
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SPKs (superficial punctate keratitis)

« Superficial puctate keratitis is characterised by occurrence of
multiple, spotty lesions in the superficial Layers of the cornea,
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(] Fussarium Keratitis

(J Fussarium Keratitis

Double layered hypopion
/\

Thick plaque
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Cystinosis

Note the deposition of
crys+als in cornea
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Fish eye disease
A 17 yr old Male presented with -

-Corneal Opacities

-Low HDL levels

-Visual impairments

-Hepatomegaly and ~

SplerE)megaIy absent
LCAT PDeficiency

b Skt lamp examinabon showing opaque dots locuted centrally 1 the comea



Keratoconus
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KERATOMETRY (OPHTHALMOMETRY)

. Keralo = Cormnea (

N

Melry = Measurement

Keratometry is the measurement of
the central anterior curvature of the
cornea. It is valuable in eye
examinations, particularly for detecting
and measuring corneal astigmatism.




Reis-Bucklers Corneal
Dyvstrophy

+ Inheritance

+ Autosomal dominant

+ Genetics

+ Locus 5g31; gene TGFBI

+ Clinical Findings

+ Appears in first few years and affects Bowman layer.
Confluent, irregular, and coarse geographic opacities.
Mostly central. With time these extend peripherally
and posteriorly. Posterior cornea normal. Can have
severe erosions. Vision reduced by scarring, surface
irregularity, and anterior stromal edema.

+ Management

+ Initial treatment is aimed at the recurrent erosions.
Superficial keratectomy, PTK, ALK, PKP. Recurrence in
graft is common.




Granular Dystrophy

+ Inheritiance

+  Autosomal dominant

+ Genetics

+ Locus 5q3l; gene TGFBI

+ Clinical Findings

+  Onset early in life with crumb like opacities. Appear
white with direct illumination. With indirect
illumination small translucent dots that look like
breadcrumbs. Do not extend to limbus, stroma clear
in between lesions. Slowly progressive. Erosions,
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Normal reflex

Red reflex absent

Red reflex abnormal

dvs
Red Reflex, also called Adl URQF(Q)C

The reflex, more accurately called the
fundus reflex, is when light reflecting off
the inner back of your eye is visible in
your pupils. In people with lighter skin, it
appears red or orange. But people with
darker skin can have yellow, green or
bluish tints in the reflection.



Cystotome (formed)







Schlemm's canal



INDICATIONS OF B Scan

OPAQUE OCULAR CLEAR OCULAR INTRAOCULAR

MEDIA MEDIA FOREIGN BODIES

Anterior segment: Anterior segment: Detection/ localization

* Corneal opacity * Irislesions

* Hyphema/ hypopyon ¢ Ciliary body lesions

* Miotic pupil Posterior segment

* Cataract * Tumors

* Pupillary membrane * Choroidal detachment:

Posterior segment serous vs. hemorrhagic

* Vitreous haemorrhage * Retinal detachment:

/ inflammation * Optic disc diseases

* Posterior uveitis/

P . SCREEN |
o A 2 B eri RECORDI
) @ @ = @ -

&) \&




Qu.o\de,vx Pcu nFuQ Ji5ion losS
Dcule ¢ MOKE

¢ 5 themued =
M - Medhantied )Y
News s /{)Pﬁc Akyophy



Lodden Painess Loss of Vision
c OMKASH

( = PO, BRRD, c\0, BRYO

5> Optic Neuyttis

M MU’\/\\j\ Pl\wh\)‘ meb\gopiaa

R > Retindd Deta chment

h >ARMD (Erumdative ija

S = Su\o(uﬁa\'\w\ Of lenS
rhage (vitveow



Chalazion Clamp
small




NORMAL

~—
s &

OTROPIA

(6
(0 (8
(&
{CNC

ERTROPIA
=
OTROPIA

H

—
=

ROPIA



Physiologic cup Fovea

Neuroretinal rim - ‘

' |

Retinal vein Retinal artery Ouivorsivy ol Misbigad
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Human retina

Figure 1. A view of the retina seen though an ophthalmoscope.
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1. What findings are there in this fundus photograph?
2. What is your most probable diagnosis?

3. What is your differential diagnosis?

4. What options do we have to treat this patient?

STATION: DIABETIC RETINOPATHY
KEY:

1. Retinal hemorrhages, Retinal exudates (Hard exudates) _
involving macula - —- - (1)

. Diabetic Retinopathy(Non proliferative) with maculopathy-- (1)
. Hypertensive retinopathy, CRVO, radiation retinopathy------ (1.5)
4. = = —(1.5)
a) Control diabetes and systemic risk factors
b) Anti VEGF injections
<) Focal macular laser




1. What findings do you see in this photograph?

2. What is your most probable diagnosis?

3. Name any three types of medications (topical) are used to treat this
condition?

4. What surgical procedure is the gold standard for treating this
condition?

—
-

STATION: OPTIC DISC CUPPING (OPEN ANGLE GLAUCOMA)
KEY:

1. Optic Disc cupping-------- e 1
(Increased cup-disc ratio)

2. Glaucoma (Open angle) ----------==-====mmmmemueev 1.0

3. ee e 2 (Maximum)
i. Prostaglandin analogues ------ -~ --0.5/each

ii. Alpha-agonists (sympathetic) o.5/each
iii. B-Blockers
iv. Para-sympathetic Pilocarpine)
v. Carbonic anhydrase inhibitors
4. Trabeculectomy - ——-- - -1




1. What findings can be seen in this photograph?
2. What is your most probable diagnosis?

3. What is your differential diagnosis?

4. What are its possible complications?

" STATION: CRVO

KEY:

1. Retinal bleeds(diffusely scattered), vascular dilatation/
tortuosity, I—I){peremlc disc & blurred margins,

retmal/ macular edema R S S s s
-------------------------- o.5/each(Max 2)

Taet G ) 2D SR e O P T U L e s e 1
Diabetic retinopath ﬁ Hypertensive retmopathy,
Radiation retinopathy--------- e T e
"""""""""""""""""" e 5/each (Max 1)

4. Anterior segment neovascularization (NVG),-------------
------------------------------------------ o.5/each (Max 1)

Retinal neovascularization with its sequelae (Vit bleed &
TRD)



1. What findings do you see in this photograph?
2. What are your primary concerns in this eye?
3. Is there any risk to the fellow eye?

4. How are you going to treat this eye?

e ——
=BT —

* STATION: OGI WITH UVEAL PROLAPSE

Key
1.0GI (Scleral laceration with uveal tissue prolapse and
distorted pupil)------------------ 1.5
2.
a) Reduce pain------------------- o0.5/each (Max 1.5)

b) Reduce inflammation

c) Prevent infection

d) Exclude IOFBs and so its related complications.
e) Restore anatomical integrity (globe repair)

3. Sympathetic ophthalmia------------------ 1.0
4. Prepare for GA, Antibiotics, Anti inflammatory -----
drugs, Globe repair after excluding IOFBs -------- 1.0



1. What findings do you see in this photograph?

What clinical tests/procedure you would like to perform
for this patient?

3. What is the most common underlying cause in children

I

for this condition?

e L-*'—'Ei:" B

STATION: RIGHT ESOTROPIA (CHILD)
KEY:
1. Right convergent squint (Esotropia) ------------- 1
2. —mmmmmmmmmmmoee- ---------------1/€ach (Max 3.0)

a. VA check including amblyopia

b. Squint assessment tests (Hirshberg’s, Krimsky etc)
c. Cycloplegic refraction

d. Fundoscopy

3. Hypermetropia-------------------- 1.0




e — ﬁ“;“—

~ STATION: DIRECT OPHTHALMOSCOPE

Command  Please examine this patient’s fundus with direct
ophthalmoscope

1. Consent & introduction---- mmmmmm e 0.5

2. Can hold and turn on correctly - -----0.5

3. Use his / her Rt eye, for examining Rt eye of the patient -----------

----- - e e ------0.5

4. Perform distant direct ophthalmoscopy----------- 1

5. Perform fundus examination & able to identify disc, vessels and
macula- - e 2.0

6. Thanks to patient - - - 0.5



STATION PUPIL

Please perform pupil examination of this patient?

T —

'STATION: PUPIL

Key
1. Consent & INtrodUetON-—-—cr—=rm et e s
2. Light reflex

a. Direct reflex------=—=—mmmmmmemceeece e
b. Indirect light reflex---------m-cmememeemm e
c. Swinging light reflex-----------=----ccmoeuu- 1

3. Near response (reflex) ----------=-e-mmmmmmmmeeeeee
4. Thanks to patient---------=--=-mmmmmmmem e



Layers of the eye

» Three layers

Outer layer of the eye ball____Consist of

Conjunctiva

(]

Tenon’s Capsule

o

Sclera

4. Cornea

b

Middle layer of the eye ball--- consist of

B Iris

9

Cillary body
Choroid

d
.

2

Inner most layer of the eye ball---consist of

1. retina



Layers of the corneé

Epithelium |
Bowman membrane
Stroma )

Descemet membrane (posfeﬁi’i"_
limiting layer of cornea)

Endothelium



TESTS FOR VISUAL STANDARD

Visual acuity

Colour vision

Visual field

Binocular function

VISUAL ACUITY

* A measure of how clearly you can see
* Measured with a letter chart at a distance (usually 6m)

* Decreased by refractive error, cataract, etc

* Visual acuity is usually measured with a Snellen chart.
* The Snellen chart displays letters of progressively smaller size.
* "Normal” vision is 20/20.

* This means that the test subject sees the same line of letters at 20 feet that a normal person
sees at 20 feet



VISUAL FIELD

* A measure of how well you can see with your side vision

* Decreased with eye disease

* Glaucoma

* Retinitis Pigmentosa

* Computerised test

GENERAL CONCEPT OF LOW VISION
AND BLINDNESS

* Low vision

* Best corrected visual acuity in the better eye less than 6/18 and/or visual field less than 20
degree from the point of fixation.

e 'Blindness'

* defined as the best corrected visual acuity in the better eye less than 3/60, and/or visual field
less than 10 degree from the point of fixation.



GLOBAL GAUSES OF BLINDNESS

» Cataract,
* Glaucoma
¢ DM
* Vascular disease
* Accidents & degeneration of ocular tissue
* Leading causes of childhood blindness
» Xerophthalmia,
* congenital cataract,
* congenital glaucoma &

* optic atrophy.



LIGHT REFLEX

» DIRECT

Light reflex

Light stimulus

»CONSENSUAL | @.‘
'

“Consensual”

.’.‘ . - "L‘.v_'
-4 .
k ‘¢-

Constriction of
contralateral pupil

NEAR REFLEX

Near reflex is a Triad of:

»Inc. accommodation » Accommodation reflex: Temg

» Convergence of visual axes * The patient is asked to look at a distant object and then at
an object close to his face.

» Constriction of the pu pi|5 * Both pupils should constrict and dilate again when distant
gaze is resumed

<O O)> SHIE < ONO WO




Abnormalities of Pupillary Reflexes

PARASYMPATHETIC PARESIS

o AFFERENT PATHWAY DEFECTS
o Total afferent pathway defect
= Relative afferent pathway defect
= Wernicke’s hemianopic pupil

o EFFERENT PATHWAY DEFECTS
= Tonic pupil
= Oculomotor nerve palsy
o Pharmacologic mydriasis

° PUPILLARY LIGHT-NEAR DISSOCIATION
= Argyll Robertson pupil

SYMPATHETIC PARESIS

¢ Horner’s syndrome



pEl

* non contact non
mnvasive

* micron resolution
* cross-sectional study of retina

 correlates very well with the
retinal histology
Principle —

Low coherence interferometry

Types of oct

* Time domain
— Reference mirror moves
— 1 pixel at a time
— Slow
— Motion artifacts present
— Less sharp images

* Spectral domain
— Reference mirror stationary
— 2048 pixel at a time
— Rapid
— No motion artifacts
— Sharper and clear images



entropion

Involutional entropion

Age related entropion.
Affects mainly the lower eye lid.




Involutional entropion

If longstanding may result in
corneal ulceration

Affects lower lid because upper lid
has wider tarsus and is more stable



PARALYTIC ECTROPION

« Caused by facial nerve palsy

« Lagophthalmos leads to exposure
keratopathy

« Epiphora is caused by
Failure of lacrimal pump

increased tear production resulting
from exposure

MECHANICAL ECTROPION

* Mechanical lid eversion by tumor

 Treatment
removal of the cause
correction of lid laxity




CYST OF MOLL
Translucent
On eyelid margin

L ]

Cyst of Ziess
Opaque
On lid margins

* Uncommon , fast growing
nodule

* Involutes spontaneously
with one year

* Rolled margins with a
central keratin filled crater

» There may be underlying
SCC




Capillary haemangioma

T T

* Rare tumour which presents soon after birth * May be associated with intraorbital

extension
» Starts as small, red lesion, most frequently on
upper lid : 2 2 * Grows quickly during first year
» Blanches with pressure and swells on crying * Begins to involute spontaneously

during second year

Port-wine stain (naevus flammeus)

' Rare, congenital subcutaneous
lesion

» Segmental and usually
unilateral

» Does not blanch with

pressure

Associatio

-nfpsilateral glaucoma in
30%
» Sturge-Weber or

Klippel-Trenaunay-Web
er
syndrome in 5%




Keratoses

Seborrhoeic Actinic

Common in elderly * Affects elderly, fair-skinned
Discrete, greasy, brown lesion siMbivideakmon pre-malignant skin
I“riable verrucous surface leNigRe on eyelids

Ilat ‘stuck-on” appearance * Flat, scaly, hyperkeratotic

Pt

Bacar Cell Carcinom4

The most common malignancy in humans

Most frequent periocular malignancy
accounting for 90% of eyelid malignancies

A slow-growing tumor, and rarely metastasizes
but can lead to significant morbidity in the
periocular region as a result of orbital invasion
or if neglected and treated inadequately

Disease of elderly




RODENT ULCER

+ Central ulceration

+ Pearly raised rolled edges
 Dilated vessels over its margins
+ Telangectasis

Squamous cell carcinoma

« Less common but more aggressive than
B4y arise de novo or from actinic
‘Rradilvistion for lower

Nidular | Ulcerative

-

- Hard, hyperkeratotic nodule
- May develop crusting [Beseders sharply defined,

feumesface vascularization indurated
and elevated
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A 70 years old lady presented with complains right painless swelling on lids
of Right eye.

VA was 6/9 both eyes and she was pseudophakic in both eyes.
QUESTIONS:

WHAT ARE YOUR FINDINGS?

WHAT IS YOUR DIAGNOSIS?

WHAT ARE DIFFERENTIAL DIAGNOSES?
How you will confirm the diagnosis.?
WHAT ARE THE TREATMENT OPTIONS?

A o

ANSWERS:

1. A hyper pigmented ulcerative lesion with raised rolled margins at the
lateral canthus right eye.
Some hyperpigmented lesions at the medial canthus.

2. Basal cell carcinoma
3. a. Basal cell carcinoma

b. Squamous cell carcinoma .
i % Basal cell Carctnomé Ymm wnargind OF norm=y
c. Malignant Melanoma Qufﬁ“-f“ﬁ exasion = with 27 mm Ruuwe

lesions lest fhan  [Omm

5 C_;{ “UWTQ-PH — b\'

Radrakion Thevapy - e sl nodulp- vlerative lesi=m
& rax oM

i jaser
4 Biopsy “ L aker MICXOC-""ﬂUU“: (@)%
5. a. Surgery( Excisional) v Chemo Therapy ymod: @
b. Radiotherapy 0 — oA (ream - T Regponic.
c. Chemotherapy . \o?imﬂ LmiqUimo

4-Q4umnouf Cell Cavcinoms
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A 3 year old male child was brought by his parents for complains of Right White
pupil (Leukocoria).

QUESTONS

1. What are Five top differential diagnosis?
2. How you will confirm your diagnosis? Write 3 investigations.

ANSWERS

1. A. cataract
b. Retinoblastoma
c. Endophthalmitis
d. Retinal detachment
e. Persistent Primary hyperplastic vitreous.

2. A.CT Scan
b. MRI
c. X-Ray ornit
d. Slit Lamp
e. Direct and Indirect ophthalmoscopy.



A 50 years old patient presented with complains of dimness of vision both eyes
for the last 01 year. His VA is CF 5m & CF 5m. Pupils are sluggish and |IOP were
normal. Above is fundus photograph of his Right eye.

QUESTIONS:

What are your findings?
What are the differential diagnoses?
What systemic investigations will you order?

T I

Name different treatment options for diabetic retinopathy.

ANSWERS:

1. a. PALE DISC,
b. dialated tortous vessels
c. retinal hemorrhages
d. retinal eudates

e. macular Edema

2. a. Diabetic retinopathy
b. hypertensive retinopathy
c. Central Retinal Vein Occlusion
d. Branch Retinal Vein Occlusion
e. retinal vasculitis

3. FBCESR CRP
FBS RBS
HbAlc
Lipid Profile
BP monitoring
Renal function tests

4. A. Good glycemic control and management of risk factors like raised BP,
Lipids.
B. Exercise
C. Laser Photocoagulation
D. Anti- Vascular Endothelial Growth factors



A 20 years old boy presented with complains of Painful nodule on Left
Lower lid for the past 3 days.

QUESTIONS:

1. WHAT IS YOUR DIAGNOSIS?

2. What is the Etiology?

3. What are the differential diagnoses?
4. How will you treat this condition?

ANSWERS:

1. Stye/ Hordeolum

2. Infection (Bacterial) of the lid glands (Mebioman, Ziess, Moll)

3. A.Hordeolum
B. Chlazion
C. Preseptal cellulitis

4. Warm Compresses
Analgesic
Systemic anti biotic
Topical antibiotics and lubricants



A 50 year old male, farmer by profession presented with complains of Right
painful dimness of vision for the last 5 days. There was history of eye
trauma 1 week ago while working in the farms.

QUESTIONS:

What are your findings?

What is your diagnosis?

What are the risk factors?

How will you manage this condition?

EERLQERISS

ANSWERS:

1.

2;

3

A. swollen hyperemic comjuctiva (Red eye)
B. Central corneal opacity
C. Hypopyon

Tramatic corneal ulcer (Keratitis) with hypopyon

A. Trauma

B. Ocular infections especially bacterial and Viral
C. Chronic Dacryocystitis

D. Contact Lens Wear

E. Dry eyes including exposure

F. Chemical Injury

4. A. corneal scraping for gram staining and fungal hyphae

B. culture & sensitivity
C. Topical antibiotics
D. Cycloplegics

E. Analgesics

F. Lubricants



A 35 years old female presented with complains of painful dimness of vision for
the last 01 week. There was no history of trauma and past ocular history was in
significant. Above is fluorescein stained picture of anterior segment of her Right
eye.

QUESTIONS:

What are your findings?

What is your diagnosis?

Which important examination test will help you in diagnosis?
How will you treat this patient?

s o8B o

ANSWERS:
1. Injected hyperemic conjunctiva, clear central cornea with peripheral
dendritic corneal ulcer.
2. Herpes simplex viral keratitis
3. Corneal sensitivity test using cotton wisp
4, A.topical antiviral (Acyclovir)
b. mydriatic

c. topical antibiotic
d. lubricants



ook at this photograph and answer the following questions
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What clinical signs are seen?
Proptosis, lid retraction

Whart disease would you investigate for?
Thyroid eye discase

What are your findings?

Prominent eyeballs with lid retraction
Can you name this condition?
Proptosis (Exophthalmos)

What are the other complications?
Hyperthyroidism

What is the treatment?

Control the hyperthyroidism, lubricant for exposure



A six year old female child attending the eye outpatent department
(OPD) at midnight with the complaint of severe throbbing pam in the
left eye since last day. Her visual acuity is 6/6 in right ¢ye and projecuon
and perception of light in left eye. The left cye is bulging outside cychds
arc red and with the following photographic presentauon

19:1.
Ans:
Q:2.
Ans:

@:3.
Ans:

What is the provisional diagnosis?

Orbital cellulitis

How will you define this condition?

It is an acute infection of orbital soft ussue posterior w the
orbital septum

What 1s the ctiological factor?

Sinusitis
Preseptal cellulitis
Acute hordeolum

Dacryocysutis
Dental infection

i o L U ~ TR L - R

Endogenous infective bacteria

g, Post traumatic
h. Post-surgical lacrimal and orbital surgery
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A twelve year old child presented in the eye outpaticnt (OPID)
department with the following photographic presentation

Q:1 What are you seeing in this photograph?

Ans:  The picture shows swelling below the medial canthus of the
left eye

Q:2. What is your provisional diagnosis?

Ans:

Acute dacryocystits
Q:3. Define this condition?

Ans: It is a condition in which inflammation of the lacrimal sac
occurs, secondary to nasolacrimal duct obstruction leads to
accumulation of fluid in the lacrimal sac

Q:4. What are the common pathogens for this condition?

Ans:

The most common organisms isolated from the lacrimal
sacs  with dacryocystitis  include Staphylococcus  aureus,
Haemophilus __influenza, beta~haemolytic  streprococci,

. - e ———
Mycobacterial species and Pneumococal

Q:5. What are the differential diagnosis?

Ans: Infected  chalazion, preseptal  cellulitis, canaliculitis, sinusitis,
scbaceous cyst



£:1.
Ans:

Q4.
Ans:

What are you seeing in this photograph?

Fibrovascul
ar out
growth from the conjunctiva extending o
ver

the cornea
hat is your provisional diagnosis?

Pterygium
How do you define this condition?

A wing-sh
vcssclsggb:{f‘:cir]‘;’:vt;tp‘_’f Il]Jcnlign fibrous tissue with blood
scl b ocated on th
era by the nasal limbus. In extreme cascscpi:yfagciz i
) m may

g‘]]

a. Pannus
b. Conjunctival i '

: intraepithelial neoplasi
cc:i. Stevens johnson syndrome S
: Ncurotro;:hic keratitis
e. Limbal dermoid

Q6.
Ans:

Q:?‘
Ans:

Qs
Ans:

Q9.

Q:10.
Ans:
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1 Advanccd pterid
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Usually painless: y g censafion-
of the cornea and l‘:itl

jrritation and forcigh 28
may Cause istoruion of the st
asugmatism
What are the ctiology? | 5
creased incidence note in areag,

unknown. In

high UV exposure

posing factors of this lesion’

Risk factors arc exposure © sunny. dusr).a, ?andy, or windbl,

arcas. Farmers, fishermen, and pcaplc ll\.-'_lng near the e
affected than femy

often sffected. Males arc mor€
aher in the 2()-4() age group while prevaleng

or 40 age group

What are the reatment modalities?

A painless peerygium usually requires no treatment
s irritation and pain can be countered

r drops, lubricants or omuments
¢ cornea and causes w

Eriology 15
peoplc with
What are the pl‘t"d 1S

arc
[ncidence 15 hi

higher n the ov
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What does this PhUt(JgraPh shonid’
Multiple radial Surures arranged n the periphery of the cornea
They are blackin ¢ olor. There 1s corneal haze at the interface

What procedure has been ¢ e ot
Penctrating keratoplasty (PK)

What 1s kcr.lmpl.;g,ry?

Corneal transplantation or corneal grafung is an operation

in which abnormal host ussue 15 replaced by healthy donor

corncal tissue
How many types of keratoplasty do you know?

1. Full thickness (penetraung keratoplasty)
b, Partial thickness (lamellar keratoplasty)

What are the indications of keratoplasty?

. indications “e.g. (1) keratoconous (11) cumcal
dystrophy (in) Comneal degeneranon (1v) Corncal scarnng
(v) Pseudomembranous bullous keratopathy

b. T@E)_n_i,c,s.tromal thinning"-(ﬁ)éescem ctoop 3
rapeutic (1) Removal of inflamed corneg] :
tisc,. R

c The ; 3
unresponsive to conventional ann'microbia] Ssuerﬂ |
ang,, '

therapy

etic

Q6. Name the complications of keratoplasty?
Ans:

a.

Early: (i) Flatanterior chamber (A.C) (i) Iris Pro]
Apse
. 5I_

Bersistant epithelial defect (iv) Infection
b, Late: (i) Glaucoma (i1) Astigmatism (iii) Bes, |
“embrane formation. (iv) Late wound S“Ppres;o ]
Cystoid macular edema (vi) Recurrence of inigy ton ;
process on the graft disey |

@ (Graft failure




Q6.
Ans;

Jor= T

this photograph showing?
s is a fundus photograph showing glaucomatous optic disc

What 15
Thi
cupping

What are you seeing in this picture?
Optic disc cupping, retinal blood vessels
What are your provisional diagnosis?
Primary open angle glaucoma

What are your differential diagnosis?

a. Primary open angle glaucoma
b. Chronic closed angle glaucoma
¢. Sccondary glaucomatous normal tensive glaucoma

What visual field defects can be present in this disease?
Paraccutae defects, nasal roenne step, arcuatc shaped defects.
enlargement of scotoma, ring Scotom, small island of central
vision left

What investigation will you do to evaluate

Field examination, fundus photograPh:

the disease?
optical coherence

ElE
T e
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Epumerate the findin

a.
b
C.
d

C.

f.

to eye outpatient department (OPD)

h a complain of frequent changes in

¢ €Ye On examination his visual acuity was 6/6. His

. glasses-as 24 and 25 mm of Hg. in right eye and Icft cye
re W howing following findings

€
old P:lﬂ : (?am :
r specialist wit

gs in the photograph?

pale optic disc

~ Oval shape optic disc

Cup: disc ratio 0.7
Neuro Retinal rim thin

Retinal nerve fibre layer (RNFL) wedge defect

Nazillization of retinal of blood vesscls

What could be the most likely cause of these findings?

Increased intraocular pressurc
Which investigations would you order to reach the diagnosis?

Visual field test , Optical coherance tomography (OCT),
(Optic nerve head and RNFL)

What would happen if you do not treat this patient?

[t can cause blindness

What are the treatment options of this condition?

Medical, Surgical




tcended the emergency wiy, &
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Q:l.

Ans:

Q2

Q:3.
Ans:

What are you seeing in this photograph?

Conjunctival congestion and hyphema
What serious complication can be presented hnmCdiatdy :
e

rrauma

Globe rupture
What late complications can occur in the condition of trayy,; |

Complications due to trauma

a. Soft eye

b. Raised intra ocular pressure (IOP)

c. Cataract

d. Corneal staining

How will you manage the patient?

Bed Rest, Cycloplegic Drugs, Topical Steroids
What is the abnorma] finding in this photograph?

Collecti i iR
lcvel:ecnon of red material in the anterior chamber with e

KT, 7
e
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, _ le patient attend;
five year old female p : nding g
:e iﬂemcomplaining of sudden pamful loss OfViSio(; Ye o .
wh':ch was accompanied with redness with the f] lo“’ing;n Eer:-;:k}
presentation P Otog,

Q:1.  What are you seeing in this photograph?
Ans:  This anterior segment photography showin

hazes, keratic precipatets on the cornea sn
pupil with posterior synechae

g red Cye COm“r
1all and irTeguly

Q:2. Whats your provisional diagnosis ?
Ans:  Acute Iridocyclitis

Q3. What are the differential diagnosis ?
Ans:

a. Inus,
b. Acute congestive glaucoma
¢. Keratitis

d. Acute bacteri] conjunctivitis
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eyes.
1)What lsﬂwmostsl;nlﬂantrbtfacﬁwfuﬂnmdlﬂonshwmabou?

2.What is its histopathology ? o \-\g‘(\;\ 03‘0‘
3.How will you differentiate it from its closely related differential diagnosis ? o e
&N

20
5 b1) drgness hot climates i
subepithelial collagen deposition
5.How it can be prevented ? f3) pterygium having 3 parts head body
<ubepithelial collagen tisSU€ 01 and tajl arise from conjuctiva and

4.What is the treatment ?

conjuctiva ShOWS elastiC
degenerétive changes later the the enroach cornea
degenerative products lhsmc 4) surgical treatment
transformed into osinop hich 5) lubrication
granular or grossy mass 1 1. hot cli :
e may deposit chimates prevention 23

calcium granul
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Boat shape subhyloid
hemorrhage

: L‘am patient, Mr. Abdul, came for eye examination with
t decline in visual acuity.

c hat is your most probable diagnosis? ©
-What will happen if you left him untreated? ()
rlsadvised an eye injection. Name that hm“ in

.:.r. R e ( ases ?.‘1 TR ik “'? .t
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o 1 Circumciliary congestion, KPs
and iris nodule ig but not clearly
visible
.2.. These are KPs which are

actually lymphocytes and

neutrophil stuck on cornea

3..uvetis.. Most probably anterior

uvvitis

4...diffuse kp and mutton fat kp
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>.N.B. Arteriovenous crossing changes in a case of
hypertensive retinopathy are:

o Gunn's sign: Tapering of veins on either side of
arteriovenous crossing

> Bonnet sign: Dilatation of the veins distal to the
arteriovenous crossing.

o Salus sign: Deflection of veins arteriovenous crossing.
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Disruption of the blood- barrier and leakage of plasma and blood
causlng m

o Retinal haemorrhages ( dot blot haemorrhages, flame shaped
haemorrhages).

> Cotton wool spots ( secondary to fibrinous necrosis and luminal
narrowing).
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Elschnig spots :- are
focal choroidal
infarcts seen as small
black spots
surrounded by yellow
haloes

oSiegrist streaks:-
flecks arranged linearly
along choroidal vessels and
are indicative of fibrinoid

necrosis associated with
malignant hypertension.




= Vascular endothelial growth
factor (VEGF),

= Platelet-derived growth
factor

« Hepatocyte growth factor.

(2) New vessels elsewhere (NVE)

(b) New vessels on disc C\H))




RETINAL TEARS AND HOLES
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“*Rhegmatogenous Retinal
Detachment

.'

““ﬁ'

/’\

**Tractional Retinal
Detachment

’.’, - -,,

*»* Exudative retinal
detachment
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Complications

* Blindness
¢ Glaucoma: phacolytic glaucoma, angle-closure glaucoma
¢ Deprivation amblyopia in congenital cataract
* Complications after cataract surgery are rare
o Astigmatism caused by wound incision
o Dislocation of the intraocular lens
o Postoperative uveitis, endophthalmitis

© Cystoid macular edema: an accumulation of fluid at the macula in tiny cyst-like cavities within the
outer plexiform layer (Henle's layer) and inner nuclear layers of the retina

o Posterior capsule opacification (PCO; secondary cataract) after ECCE

o Rare complications: retinal detachment, progressive Fuchs dystrophy , loss of the eye

We list the most important complications. The selection is not exhaustive.
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