LIST OF PRACTICAL SKILLS for final module control 

To be able:

1. to determine the visual acuity by subjective method.
Visual acuity is an ability of the eye to see clearly and distinctly the objects, which are located at a minimal distance from each other. The angle formed by the lines drawn from the two furthermost points of the observed object and crossed at the retinal point of the eye is called the visual angle. The minimal visual angle allowing separate perception of two points, characterizes the visual acuity of the examined eye. To examine visual acuity the special charts are used which consist of several rows of optotypes (symbols, letters etc.). As far back as 1862 Snellen suggested to draw the optotypes in such a way that a whole sign could be seen at the visual angle of 5 minutes, while the sign details could be seen at an angle of 1 minute. In Ukraine we use the Golovin-Sivtsev's tables, Shevalyov's tables, and Orlova's table for children. The eye charts must be clean and well illuminated for the examination.
-Visual acuityis tested separately for each eye. 
-One eye is covered with a piece of paper or the palm of the handplaced lightly over the eye. 
-The patient is asked to identify certain visual symbols referred to as optotypes at a actual distance of 5meters. These visual symbols are designed so that optotypes of a certain size can barely be resolved by the normal eye at a specified distance (this standard distance is specified in meters next to the respective symbol). The sharpness of vision measured is expressed as a fraction: 

actual distance / standard distance= visual acuity (Visus)

Normal visual acuity is 5/5 or 1.0 as a decimal number, where the actual distance equals the standard distance.
- Repeat for the other eye.

- If the Visus is worse than 0.1 move the patient closer to the chart—if the top line is now read record the Visus as d/D (each meter of the distance corresponds to the visual acuity of 0.02).
- If the patient cannot see first line of letters sit them 1 m from the chart. If the chart still cannot be seen, proceed to measure ‘counting fingers’ vision. Ask how many fingers are held up, and if an accurate response, record as CF (counts fingers) and the distance measured.

- If CF cannot be seen, move your hand in front of the patient’s eye and if movement is accurately seen, record a visual acuity of HM (hand movements), specifying the distance at which movement was seen.

- If hand movements are not perceived, shine a torch light into the eye from various angles and record whether or not the patient has light perception, from which direction it is perceived. It may be with wright (1/∞ proectia certae) or wrong (1/∞ proectia incertae) proection.

- If still no light perception, record the vision in that eye as no perception of light or zero.
2. to determine color vision on polychromic Rabkin's charts.

Colour vision can be tested by using Rabkin's charts (Ishihara colour plates in other countries), which may give useful information in cases of inherited and acquired abnormalities of colour vision. 
A doctor asks patients about symbols on the colour chart. If patient has ability to detect different colour he can see these symbols.
3. to determine the field of vision by control method and perimeter. 

Control testing of visual field provides gross screening of the field of vision where perimetry tests are not available. It can be used to diagnose a severely restricted field of vision such as homonymous hemianopsia or quadrant anopsia.The obligative condition is normal field of vision in examiner. 

- The patient faces the examiner at a standard distance of 1mwith his or her eyes at the same level as the examiner’s. Both focus on the other’s opposite eye (i.e., the patient’s left eye focuses on the examiner’s right eye) while covering their contralateral eye with the palm of the hand. 
- The examiner moves an object such as a pen, cotton swab, or finger from the periphery toward the midline in all four quadrants (in the superior and inferior nasal fields and superior and inferior temporal fields). A patient with a normal field of vision will see the object at the same time as the examiner; a patient with an abnormal or restricted field of vision will see the object later than the examiner.

Perimetry gives a more exact record of the visual fields than the control test. The ability of the patient to see a small 5 mm target on an arc moving into his view from the periphery at different

meridians is recorded on to a chart.
In the norm the margins of visual field to a white colour are determined from the temporal side – 90°, nasal – 50 - 55°, downward – 50°, upward –70°. The blind spot (physiological scotoma) is at 15° from the fixation point.

4. review and eversion of eyelids.
The patient looks up while the examiner pulls the eyelid downward close to the anterior margin. 
Eversion of the upper eyelid. Simple eversion. The patient is asked to look down. The patient should repeatedly be told to relax and to avoid tightly shutting the opposite eye. This relaxes the levator palpebrae superioris and orbicularis oculi muscles. The examiner grasps the eyelashes of the upper eyelid between the thumb and forefinger and everts the eyelid against a glass rod or swab used as a fulcrum. Eversion should be performed with a quick leveringmotion while applying slight traction. The palpebral conjunctiva can then be inspected and cleaned if necessary.

5. examination of cornea by the method of lateral illumination.
It is used for examination of the anterior part of the eyeball. The patient sits on distance of 50-60 sm from a lamp which is located at the left and in front of him. Head of patient turn aside a light source. Magnifying glass is on distance of 7-8 sm from an eye perpendicularly to the beams going from a light source. Due to contrast between brightly covered small site and dark neighbor parts of an eye of change are easier to determine. This method allows to find out even unsignificant changes of sclera, corneas, the anterior chamber, iris.

6. to inspect the sensitivity of cornea.
Corneal sensitivity is evaluated bilaterally to detect possible differences in the reaction of both eyes. The patient looks straight ahead during the examination. Corneal sensitivity can be evaluated with a distended cotton swab.The examiner holds the upper eyelid to prevent reflexive closing and touches the cornea anteriorly. Decreased sensitivity can provide information about trigeminal or facial neuropathy, or may be a sign of a viral infection of the cornea.
7. to define the painfulness of ciliary body by palpation.

With the patient’s eyes closed, the examiner palpates the eyeball through the upper eyelid with both index fingers and asks about pain during palpation. Palpation is painful in all cases of inflamation of ciliary body.

8. to determine intraocular pressure by control method.
Control or digital method examination of IOP is used in those situations when it is impossible to use the instrumental method (corneal diseases,at postoperative period, after trauma,acute conjunctivitis). A patient looks down; the examiner places his or her hands on the patient’s head and palpates the eye through the upper eyelid with both index fingers. The test is repeated on the contralateral eye for comparison. 

The rising of pressure is indicated by:
T + 1 - The eye moderately hard, IOP is moderately high.

T + 2 - The eye is hard, IOP is high.

T + 3 - The eye is hard as a rock or frontal bone, IOP is very high.

A decreasing of pressure is indicated by:

T -1 - The eye is moderately soft, IOP is decreased moderately.
T - 2 - The eye is soft, IOP lower.
T - 3 - The eye is soft as cheek, IOP is lowered significant. 

   T - N - Normal IOP.
9. to exam of lens by the method passing light.
It is used for examination of the optical optical mediums. The patient sits on distance of 50-60 sm from a lamp which is located at the left and behind him. Examer holds the indirect ophthalmoscope on one metre away from the patient’s eye and looks through the hole of ophthalmoscope and can see red reflex. This is caused by the reflection of the light of the ophthalmoscope from the choroidal vessels. It appears as a bright red round area which is evenly lighted. Any opacity in the cornea, lens (cataract) or vitreous will be seen as a dark area.a red reflex is seen through the pupil. 

.
10. to determine cover test exam of angle of squint.
Binocular alignment is evaluated with a cover test. The examiner holds a point light source beneath his or her own eyes and observes the light reflections in the patient’s cornea. The reflections are normally in the center of each pupil. If the corneal reflection is not in the center of the pupil in one eye, then a tropia is present in that eye. Then the examiner covers one eye with a hand or an occluder and tests whether the uncovered eye makes a compensatory movement. Compensatory movement of the eye indicates the presence of tropia. However, there will also be a lack of compensatory movement if the eye is blind. The cover test is then repeated with the other eye. 

The corneal light reflex is a useful method of determining whether one of the eyes is turned inwards or outwards, or vertically displaced. Normally, when the patient is asked to look at a torch, a light reflex is seen at the centre of the pupil. If one of the eyes is misaligned, the reflex will not be at the centre of the pupil. In a convergent squint, the light reflex will be at the outer side of the cornea, and in a divergent squint, at the inner side of the cornea. The angel of a squint can be determined by Gyrshberg’s method with help of an ophthalmoscope and a light source located at the left and behind from the patient. Define position of a punctate light reflex on a cornea of both eyes, on a fixing eye this reflex always is located in the center of a pupil, and on squint eye – dissymetric. If the reflex located on edge of a narrow pupil, the corner of a squint is equal 150, in the center of iris – 25-300, on the limb - 450, behind limb – 600 and more.

To be able to give an emergency medical aid in:
11. acute iridocyclitis.
1. Mydriatics (1 % atropini, tropicamidi) should be instilled in the eye to dilate of the pupil. The ciliary body is paralysed to relieve pain, and the associated dilation of the pupil also prevents the development of adhesions between the iris and the lens that can cause “pupil block” glaucoma.
2. Topical and general application steroid and nonsteroid anti-inflammatory drugs.

3. Application broad spectrum antibiotics.

4. Control IOP.
12. acute conjunctivitis.
Bacterial conjunctivitis:

Topical antibiotic eye drops (for example, ophloxacini, ciprophloxacini) should be instilled every two hours for the first 24 hours to hasten recovery, decreasing to four times a day for one week. Topical antibiotic ointment applied at night may also increase comfort and reduce the stickiness of the eyelids in the morning. Patients should be advised about general hygiene measures; for example, not sharing face towels. 

Viral conjunctivitis:

Viral conjunctivitis is generally a self limiting condition, but antibiotic eye drops (for example, chloramphenicol) provide symptomatic relief and help prevent secondary bacterial infection. Topical antiviral drops are used (for example, interpheroni, lapheroni). Viral conjunctivitis is extremely contagious, and strict hygiene measures are important for both the patient and the doctor; for example, washing of hands and sterilising of instruments. 

Eyedrops and ointment should be administered posterior to the everted lower eyelid. One drop or strip of ointment approximately 1cm long should be administered laterally to the inferior conjunctival sac. To avoid injury to the eye, drops should be administered with the patient supine or seated with the head tilted back and supported. The person administering the medication places his or her hand on the patient’s face for support. Bottles and tubes must not come in contact with the patient’s eyelashes as they might otherwise become contaminated. Allow the drops or strip of ointment to drop into the conjunctival sac.

13. foreign body of conjunctiva, cornea.
1. Use topical anaesthesia to examine. Instil fluorescein drops to help see foreign body and epithelial scratches.

2. Try and remove the foreign body off with a cotton bud. If it is too embedded, the ophthalmologist can use a sharp needle end to remove it at the slit lamp. 
3. Evert the upper eyelid to see and remove the foreign body with a cotton bud wiped across it. 

4. Instil topical antibiotics, cycloplegic drops and pad for 24 h, then a short course of topical antibiotics.

14. acute attack of glaucoma.
Immediate hospitalization in ophthalmologic department.

1. Pilocarpine 4% should be instilled in the eye to constrict the pupil every 15 minutes for the first hour, then each hour.

2. Topical application inhibitors carbonic anhydrase (eye drops “Azopt”), adrenoblocators (eye drops “Arutimol”)
3. Oral application inhibitors carbonic anhydrase (Diacarb 0,5), parenteral administration solution of manity;

4. If in 24 clocks the attack is not stoped, the operation (iridectomy) is necessary.

15. penetrating wound of eye.
The first aid in penetrating wound must be given by any doctor. It is necessary to put disinfection drops into the conjunctival sac, apply binocular bandage. It is obligatory to introduce antibiotics of wind spectire of action, tetanus anatoxin 0,5 ml intramuscularly and if necessary antitetanus serum by Bezredko (according to the instruction).

After giving first aid the patient should be immediately brought to specialized eye inpatient department, traumatic centre (eye traumatology centre ). The patient must be transported in horizontal position. 

Treatment of the penetrating eye wounds consists of surgical treatment of the eyeball wound. The main task is to achieve maximal restoration of anatomo-physiological interrelations of the eye structures and wound hermitization.

16. chemical and thermal burns of eye.
First aid in burns must be given immediately: plentiful washing out of the conjunctival cavity with wate  for 15-30 min depending on the degree of severity. In burns with lime carbonate it is necessary to remove pieces of lime thoroughly from the conjunctiva. 

In burns with acids it is indicated to irrigate the eye with neutralizing solutions: 2-3% solution of sodium hydrocarbonate, 5%solution of tiosulfate. 

In damages with alkali it is indicated to irrigate he eye with 2-3% solution of acetic boric or citric acid. Then it is put disinfectant solutions (0,25% solution of levomycitin, 20% solution of sodium sulfanill )and placed ointment (5% levomycitin, 1%tetracycline).Tetanus anatoxin and antitetanus serum by Bezredko should be given in burns of 2-4 degree.

