! . Pediatric Ophthalmology

Pediatric Ophthalmology

n _ ' PartI
It’s All Fun & Games : History Taking

First Things First _ _
* Review chart before rooming

. patient

e

- : : ' * Read last note (!
e| of interaction with patient is key to ERciastAonELy

: . /1S patie eing seen?
Al nahaaram Why is patient being seen

) : . ) I * When was patient last dilated?
e communication with parent/guardian is huge!

) s « Enter prior history and surgeries,
« If parent doesn’t have a good feeling about you, the : ’ _
patient age and gender in chart

Introduce Yourself to the Child and

Greeting Your Patient .
< Guardian

Be Observant

. v i C i=r
In waiting area the patient

* While walking down hallway

» While they play with a small

b

o oy
a LR
tilt or turn? ‘“\\“‘" L
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Introduce Yourself to the Child and

Guardian P ‘IC HISTORY

. TAKING
4

* Pregnancy & birth

= Developmental

+ Medical L

= Family

* Social

Compliance - £ Demographics

* Compliant with current * How many hours per day .

Age
treatment plan? does patient wear glasses e Gradein Sehaal

* Patching or patch? " : . .
» Any special services i.e. speech, special ed, P

* What time were drops
* Patching last administered to

* Eye drops child?

Medical History

sther met

History Taking

rtime, frequency

Where, When,
What, Why, How?
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Patient & Patient Concerns, Tech

Observations 2 Major Concerns with Kids

* If you observe something  * Any concerns « Strabismus

but patient/parent does o Guesiiens

: ; * Amblyopia
not complain of it, note

* Any Rx's needed?

vation...."

Amblyopia
* Unable to improve VA with corrective lenses An’lblyopla
« No apparent structural abnormality
» Difference of 2 lines or more between eyes or
+ BCVA 20/30 or worse
* Treatmentto 20/30 or 20/25
+ Occlusion therapy on good eye

+ Atropine in good eye

» The olderthe child, the longerthe treatment
+ Stimulus deprivation: first few weeks of life §
+ All other causes: age 6-7 -

15

Checking Vision in Patients with
Nystagmus Beginning your Work Up

* Use +6D lens for fellow eye
* More accurate VA than using
standard occluder

* Quiets Involuntary Eye

* BE a CHEERLEADER!

tknow "There are no wrong

Movements
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Pediatric Ophthalmology Worth 4 Dot TesE

Part 2 - Patien snumber and cc
Sensory Testing

Titmus Stereo Test

Randot Stereo Test

(Used in Adult Clinic Pediatric Ophthalmology

* Tests depth perception AND stereo vi Part 3
e Adults:

- 1 Visual Acuity Assessment

* Stereo testing 2 -+

* Patient identifies 6 geometric shap

e Adult testing: 400 to 20 seconds of arc

* Peds:

e Patient is asked to “push animals down”
(push on animals which look like they’re
popping up)

* Ped testing: 400 to 100 seconds of arc
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Visual Acuity Annotations
(Always Note Which Eye Tested First)

e ] i Vision Preferential Tests

Teller Acuity Cards Keeler Acuity Cards

Met it of 20/20
CSM tral, d I

tral

NCUSNM

“HOTV” Chart

Allen picture chart
Electronic Visual Acuity

* Pre School Children age 2+
and mentally challenged older
children

Pediatric Ophthalmology Muscles of the Human Eye
o ==
Part 4 ZW( M s
Ocu] ar Motﬂjty Princip]es W (downward and outward movement)

& Alignment Assessment Techniques

lateral rectus
(outward movement}

medial rectus
(inward movement)

Inferior rectus

(downward movement) ‘

inferior oblique
(upward and autward movement)

30
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Eye Movements

6 Cardinal Positions of Gaze

xtraoculal ‘Secondary

Muscle Fun on Function Funcllon
Medial Rectus Adduction none
Lateral Rectus Abduction

none
Superior Rectus Elevation Intortion Adduction
Inferior Rectus Depression Extortion Adduction

Superior Intorsion Depression
Oblique

Inferior Oblique Extorsion

Abduction

Elevation Abduction

Ductlons Versions « Simulta

Movement involving only
one eye

Abduction: outward movement

Adduction: inward movement

Supraduction: upward movement

Infraduction: downward movement

Incycloduction: torsional inward movement

Excycloduction: torsional outward
movement

Cyclo = rotation
cyclo-dextro-version = rotation to the right

v Sherrington’s Law
ergences of Reciprocal Innervation

herrington’s Law = ame Eye Law
* Law of Reciprocal Innervation

* When one muscle contracts the antagonist (opposite)
muscle in the same eye must

Simultaneous movements of both eyes in opposite directions

Convergence

* Divergence
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Herring’s Law

Cover Tests

3 Types

« Differentiates phoria from tropia
+ Measures total deviation

* Measures tropia only
Alltests can be performed distance or near

Results notvalid in patients who cannot maintain constant fixation on target

Alternate cover test with prism
Monocular aka “Prism and cover test”
cover-uncover test

*The most important test for

HIRSCHBERG
Simultaneous Prism and Cover Test CORNEAL LIGHT REFLEX TESTING

MD & C.O. perform

*» Determines amount of tropia
*How to do
+ Cover fixating eye while placing prismin front of deviating

* Increase prism power until deviated eye no longer shifts

!_iT gl w! [I l I{ l An Approximation of Deviation

Further defined by Krimsky Test
1 mm = 7° deviation
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LA Briichner Test
CORNEAL LIGHT REFLEX TESTING R ——

= Strabismus

Hold Prism Bar in front of fixating eye

Strength of prism required to m

center corneal reflection z

in deviating eye = amount of m

deviation
7° deviation = 15 prism diopters

(Good to know, but TEG technicians don't typically do)

Pediatric Ophthalmology COMMON TYPES OF

STRABISMUS
Part 5

Ocular Motility Disturbances Exotropia

Esotropia

Accommodative Esotropia LeftHypertropia

Hypertropia
Nystagmus

Cranial Nerve Palsies

A LEFT EXOTROPIA A LEFT ESOTROPIA

Congenital esotropia: 1 - 2 % of population

Most common form

If the exotropia is acquired rather than congenital, it is
usually because of poorvision in one eye
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ALTERNATING TROPIA

One eye always deviates
Patient can and does fixate with either eye
Patients who alternate (spontaneously or induced by

occlusion therapy) are able to use both eyes for
monocular fixation, have normal visual acuity in each eye

Duane’s Syndrome :
4 * Congenital Defect Right Superior Oblique Dysfunction

N

cursin le

*Signs & Symptoms

Left Inferior Oblique Dysfunction
WHAT’S A NERVE PALSY?

't send impuls mally
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UnderAge 40:
Congenital Defects
Cranial Artery
Aneurysms
Head Trauma
Multiple Sclerosis

Secondary to Increased
Intracranial Pressure

Strabismus surgery

CRANIAL NERVE
PALSIES

OverAge 40:
Diabetes
CVA (stroke)

EESIEIWAV=1a%
Insufficiency

Giant Cell Arteritis

* Frequently uses adjustable
sutures

* "Recession”

Near Point Convergence

+ Binocular Test
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The Cranial Nerves
Remember This Mnemonic: SO4, LRé, 3

___—— Offactory nerve fibers (I}

—@chlear nerve [I\."l/\/

Trigeminal nerve (V]

<Epggr_cn5 nerve (VI}
- Facial nerve (VIl}

>

Pons -
- Vestibulocochlear nerve (VIll)
Hedulla ~ Glossapharyngeal nerve (1X)
Vagus nerve (X]
Accessary nerve (X1}

Hypoglossal merve (XI1)

| N

56

Convergence Insufficienc

60

&

Fusional Convergence Amplitudes
(Only C. O performs)

K ‘)“ « Measured with prisms
‘o

,!/;'a « BinocularTest- Base out prism
o
) « Prismbars

- » « Rotaryprism
’ - Artificiallyinduce retinal image disparity

* Prism bar with gradually increasing horizontal or
vertical prisms moved before one eyewhile pt
fixates on muscle lightat 33 cm and 6M.

» Align prism parallel with orbital bon:
. Diplopia = Break point

« Prism gradually reduced until image is fused =
Recovery point
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Convergence Training

Assessing the Visual Field in
Children

* Count Fingers

* All 4 quadrants

Color Vision Testing

*|shahara Pseudoisochromatic

color plates

Ishihara
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Pediatric Ophthalmology

Part 6
Visual Field Testing

Pediatric Ophthalmology

Part 7
Color Vision Testing

Color Vision Testing

+ Hardy-Rand-Rittler

Tr sand C
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iatric Ophthalmol :
R OPhthalmolog I Care Tonometry in Adults

Part 8
I Care Tonometry

. . Pediatric Ophthalmol
I Care Tonometry in Children < ©Phthalmology

Part 9
Lensometry & Prism

Manual Lensmeter

Improving lensometry accuracy

» Keep green filterin pla
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Optical Center

* Minus lens: thinnest part of lens

h
Y’
.c‘\
* Plus lens: thickest part of lens A

Prescribing Prism

Induced Prism

F =focallength of lens
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Strabismus With Prisms

* Prism alters direction of ligh

same as fellow eye

= Corrects sensory alignment of eye without disturbing the

motor alignment

* Remember --

Ground In Prism

Used for
Vertical prism of > 1D

Large horizontal deviations
re be

Convergence insufficiency

—

)

Progressive Lenses with Prism

Pris

Sharon Alamalhodaei, COMS, OSC
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Neutralizing Spectacles with Prism

Fresnel Prism

* Press-on Prism
* Nearly weightless
*Upto40D
- Cutinto shape of spectacle lens
emporary / Removable

« Magnifies images

Prism Compensation Device
References

» Use when > 5 prism diopters in
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