Magdy A Nofal

These questions are designed to test the general ophthalmic
knowledge, both in basic Ophthalmology and also in recent
development in the subject. They are short, quick questions, most
of them should be answered in no longer than one minute. The
questions are arranged randomly to give a real examination feeling.

Have fun and good luck.




1.What are the typical features of the corneal dystrophy of
Schnyder?

2.What are the features of Horner syndrome? how do
these features vary depending on the location of the
lesion? E

3.Mention few commoicauses of 3rd order neurone
Horner syndrome .

4.What are the cytological features of chronic inclusion
conjunctivitis? .g

5.Discuss the role of optic nerve decompression in the
treatment of non-ischaemic anterior ischaemic optic

neuropathy. E

6.What are the staining characteristics of Macular corneal
dystrophy? E

7.Mention few conditions which can masquerade as
iridocyclitis in children. .

8.Name few signs associated Wﬁl keratoconus.

9.Name few conditions which may cause lid twitches .

B


1
Crystalline dystrophy of Schnyder is characterised by:
· Bilateral ring shaped or disciform opacities in the central cornea
· The opacities appear as fine polychromatic needle-shaped crystals (cholesterol crystals), in some cases crystals are not apparent 
· The opacities are mainly in the anterior stroma but may also extend deep in the stroma.
· The stroma between the opacities are often clear.
· Commonly associated with corneal arcus and Vogt's limbal girdle.
· Corneal sensation is normal Schnyder dystrophy can appear as early as 18 months of age visual acuity is either normal or slightly affected.


2
Horner syndrome is typically associated with:
1. Miosis       
2. Mild ptosis.      
3. Increased accommodation amplitude
4. Apparent enophthalmos.      
5. Ipsilateral anhidrosis. 
The level of anhidrosis depend on the site of the lesion:  whole side of the body (1st order neurone lesions),  side of the face only (2nd order neurone lesions),  anhidrosis may be absent or localised to the forehead only (3rd order neurone lesions).

4
The cytological features of chronic inclusion conjunctivitis are:
· Predominantly polymorphonuclear leucocytic reaction.
· Intra-cytoplasmic basophilic inclusion bodies in the epithelial cells (they look round, lightly purple, and form a small cap above the nucleus), they look similar to Halberstead-Prowazwk bodies seen in trachoma. 
· Initial bodies may also be seen (large, dark blue and bipolar).


3
These conditions can cause 3rd order neurone Horner syndrome.
1. Carotid trauma (old methods of angiography, neck manipulation)
2. Migraine ( cluster headache)
3. Dissecting carotid aneurysm.
4. Cavernous sinus lesions.


5
A randomised 25 multi-centre trial, to establish the role of ONSD in the treatment of non-arteritic anterior ischaemic optic neuropathy was terminated during the study due to the probable adverse effects of this procedure. The surgically treated eyes were more likely to lose vision than untreated eyes. The national eye institute in the USA issued a clinical alert to physicians advising against recommending ONSD for this condition. Optic nerve sheath fenestration offers no benefit on visual outcome in patients with ischaemic optic neuropathy. This procedure is not to be recommended to patients with non arteritic ischaemic optic neuropathy.

6
Macular corneal dystrophy stains negative with Masson trichome, pink with PAS, blue with alcian blue, and positive with colloid iron.

7
These non-inflammatory conditions may be associated with anterior chamber cells, fare with or without pseudo-hypopyon:
· Retinoblastoma 
· leukaemia 
· Juvenile xanthogranuloma 
· peripheral retinal detachment
· Malignant melanoma 


8
keratoconus may be associated with the following corneal signs:
· Fleischer ring (epithelial iron deposits at the base of the cone) 
· Munson signs (bulging of the lower lid when looking downward). 
· Vogt lines (fine vertical folds at the level of the Descemet’s membrane and deep stroma). 
· Water drop and scissors red reflex on retinoscopy.


9
Lid twitches may be caused by the following conditions :
· Blepharospasm
· Hemifacial spasm
· Tourette syndrome (multi-facial muscle spasms + hearing bizarre sounds).
· Tic dourlaureux , trigeminal neuralgia, (acute episodic pain causing tics).
· Tardic syndrome (oral facial spasm + restless + dystonic movements of  the trunk and the limbs + long standing use of anti-psychotic drugs).
· Eye lid myokymia (twitches brought on by stress)
· Ocular irritation.



10.What are the ophthal clinical features of primary
herpes simplex infectio

11.What are the causes of interstitial keratitis?.

12.What areﬁe features of plus (+) disease in acute
ROP?

13.What are the histopathological features of lattice
corneal dystrophy type 17 E

14.What are the ophthalmic features of Cogan's
syndrome?

15.What is the differential diagnosis of bilateral cloudy
cornea in an infant?

16.Mention few causes of 2" order neurone lesions of
Horner syndrome..

17.Describe the corneal chas in ICE syndrome.
18.Mention the ectatic corneal dEItrophies you know.
19.What are the typical feiures of ICE syndrome?

20.Mention the different stains used in staining the
common corneal dystrophies and mention the staining
property of each type.


A12
Features of plus (+) disease are: 
1. Marked vascular shunting   
2. Dilated  veins and tortuous arteries seen in the posterior pole (not just in the periphery) 
3. Vitreous haze. 
4. Iris vascular engorgement 
5. Poor pupillary dilatation 
6. Poor prognosis.


A16
2nd order neurone Horner syndrome may be caused by:
1. Neck trauma   
2. Vertebral metastases   
3.  Apical lung lesions (pan-coast tumour)


10
Primary herpes simplex infection is characterised by:
· Acute conjunctivitis (follicular or pseudo-membranous) with lymphadenopathy. 
· Occasionally conjunctival dendrites.
· Vesicular or ulcerative skin lesions which may be limited to the lid margin (resembling Staphylococcus and Moraxella blepharitis).
· Diffuse SPK, focal epithelial micro-dendrites, dendritic or serpiginous ulcer, and rarely stromal keratitis.
· Lacrimal canaliculitis and epiphora.
· Aphthus stomatitis, fever and malaise


12
The most common cause of interstitial keratitis is congenital syphilis (usually bilateral within one year of each other). 
Less common causes include: acquired syphilis (unilateral and often sectorial), tuberculosis (unilateral and often sectorial), Cogan syndrome, leprosy, herpes simplex virus.


17
The corneal changes in ICE syndrome are characterised by the following features:
· Unilateral.
· Often diffuse but may also be localised.
· Fine guttata-like changes.
· Fine hammered metal appearance of the corneal endothelium.
· Stromal oedema (with or without epithelial oedema) with or without abnormal endothelium appearance. 
· Fellow eye appear normal but specular microscopy shows decreased cell density and pleomorphism.


15
Cloudy cornea in an infant may be caused by:
1. Corneal dystrophy (posterior polymorphous or Congenital hereditary)
2. Congenital glaucoma. 
3. Mucopolysaccharidosis 
4. Cystinosis.
5. Birth trauma is often unilateral. 
6. Xerophthalmia 


14
The ophthalmic features of Cogan's syndrome are:
· Interstitial keratitis ( classic feature). 
· Peripheral sub-epithelial nummular opacities. 
· Deep corneal vascularization. 
· Mild uveitis. 
· Episcleritis.


18
The common ectatic corneal dystrophies are:
1. Anterior keratoconus. 
2. Posterior keratoconus. 
3. Keratoglobus. 
4. Pellucid marginal degeneration.


19
The typical features of ICE syndrome are:
· Unilateral.
· More in women than in men.
· Onset between the age of 30 and 50.
· High incidence of glaucoma which often needs surgery.
· Rapid progression.


20
These are the different stains used in staining the common corneal dystrophies:
1. Masson trichome, (red with granular and lattice).
2. PAS, (pink with macular and lattice).
3. Alcian blue, (blue with macular dystrophy).
4. Colloid iron, (positive with macular dystrophy and fleck dystrophy)
5. Congo red, (orange with lattice)
6. Oil red, positive with fleck and pre-Descemet’s dystrophy)


13
Lattice corneal dystrophy type 1 stains positive (red) with Masson trichome, pink with PAS, orange with congo red and positive with thioflavin stain. 
Birefringes and Dichroism are also positive with lattice dystrophy.



21.How do you diagnose a 2nd order neurone Horner
syndrome pharmacologicali?

22.What is the differential diagnosis of crystalline corneal
opacities.

23.What are the types of herpes simplex corneal stromal
keratitis?

24 .What is Ocular Neuromyotonia? How do you treat it?

25.In Juvenile Rheumatoid arthritis, what are the risk
factors of having iridocycl?

26.What are the features of pellucid marginal
degeneration?

27 .What are the advantages and disivantages of
acyclovir when compared to IDU?

28.What are the cytological features of herpes simplex
infection ? What is the best staiﬂ\g technique?

29.Where is the Ion in one and a halve (Fisher)
syndrome? E


A24
Ocular neuromyotonia is a condition characterised by spontaneous spasms of extraocular muscle contractions resulting from spontaneous neural discharge of ocular motor nerves. Surgery and irradiation to the pituitary fossa are the common causes, prior radiation therapy is the most common reported cause of this condition. This condition may also occur with other intracranial space occupying lesions e.g. tumours or aneurysms or in the absence of any associated conditions. Neuro-imaging is also needed to exclude any intracranial lesions. A trial of anti-convulsant treatment (e.g. Carbamazepine) should be given.

A27
The advantages of acyclovir are: 
· Less toxic (being activated buy the viral thymidine kinase only in the infected cells). 
· No significant detrimental effect on corneal healing . 
· Good corneal penetration when given topically. 
· Can be given topically, intravenously or orally. 
The disadvantages is: 
Greater potential for developing resistant viral strains (mutant virus that do not produce thymidine kinase and hence do not activate the drug).


29
The lesion in one and a halve syndrome is in:
· The pontine para-median reticular formation or the sixth nerve nucleus, resulting in ipsilateral paralysis of gaze, and 
· The adjacent medial longitudinal bundle, resulting in paralysis of the ipsilateral medial rectus muscle as well.


28
The cytological features of herpes simplex infection are:
· Mononuclear exudate. 
· Multinucleated giant epithelial cells.
· Intra-nuclear eosinophilic inclusion bodies
· The intra-nuclear inclusion bodies are best demonstrated by the Papanicolau stain. 
· Polymorphonuclear leucocytic can also be seen in herpes simplex infection associated with pseudo-membranous conjunctivitis.


25
Juvenile Rh (-) rheumatoid arthritis may be associated with a higher risk of iritis in the following conditions:
· Female sex
· Positive antinuclear antibodies.
· Early onset pauciarticular (20- 40%)
· Late onset pauciarticular (10-20%) 
· Systemic onset and poly-articular (rare).
(Remember that Rh (+) rheumatoid arthritis is not typically associated with iridocyclitis).


23
Herpes simplex stromal keratitis is classified into:
· Disciform keratitis, 
· Necrotizing ulcerative keratitis, 
· Interstitial keratitis , 
· Sclero-keratitis 
· keratouveitis.


22
Crystalline corneal opacities may occur in the following conditions:
· Central crystalline corneal dystrophy ( Schnyder). 
· Cystinosis. 
· Monoclonal gammopathy. 
· Multiple myeloma. 
· Waldenstrom macroglobulinaemia.
· Cryoglobulinaemia. 


21
The Hydroxyamphetamine (1%) drops test:
the drops act by releasing norepinephrine from the pre-synaptic nerve terminals (after about 45 minutes). In normal eye the pupil dilates. 
In postganglionic (3rd order neurone) lesions the nerve terminals will have degenerated and the drops will not dilate the pupil or dilate it poorly.
In preganglionic (2nd order neurone) lesions the postganglionic nerves will be intact and the pupil will dilate with the drops. 


26
Pellucid marginal degeneration is an ectatic corneal diseases characterised by :
· Progressive corneal thinning in the inferior cornea between 4 and 8 o'clock.
· The thinned area is often 1 to 2 mm in width and separated from the limbus by 1 to 2 mm of clear cornea i.e. more peripheral than in keratoconus.
· The cornea central to the thinning is clear, of normal thickness and protruding forward creating against the rule astigmatism.
· No Fleischer ring , no Vogt’s striae and no conical shaped cornea is seen.
· Hydrops and corneal scarring can occur.



30.What are the systemic features, cause, and treatment
of Cogan's syndrome?

31.What are the types of lattice dystrophy you know?
What is the significanof each type?

32.How do patients with Superior oblique myokymia
present? Mention some mE’ﬂods of treatment.

33.What is the histopathological feature of: granular,
lattice, macular, Schnyder, Fleck, and pre-Descemet’s
membrane corneal dystroph'ﬁs?

34.How do you differentiate clinically between macular
and granular dystrophy%

35.Discus the role of steroids in the treatment of patients
with demyelinating optic negtis.

36.What are the causes of Descemet’s membrane tears?
how do you differentiate’.E

37.What are the causes of congenital neurotrophic
keratitis?

38.What are the stages oncute ROP?

39.What are the iris changeiﬁ ICE syndrome ?


31
Lattice dystrophy may be classified into the following types:
· Type 1: commonest and most typical, frequent corneal erosions and poor vision by the age of 40. 
· Type 2: (MERETOJA): associated with systemic amyloidosis (skin, nerves, arteries and other organs), and with facial paresis and blepharochalasis, infrequent corneal erosions. 
· Type 3: no corneal erosions, and no systemic involvement. 
· Type 4: polymorphic corneal changes with no corneal symptoms and no systemic involvement (probably a form of amyloid degeneration rather than a dystrophy).


30
The systemic features of Cogan's syndrome is:
· Vestibulo-auditory manifestations ( e.g. high pitched unilateral tinnitus, sesoneural deafness, and balance disorders).
· Gastrointestinal haemorrhage . 
· aortic insufficiency.
The syndrome if of Unknown aetiology. 25% of patients, however, has features consistent with polyarteritis nodosa. Complete resolution may occur with systemic steroids.


32
Superior oblique myokymia is an ocular motility disorder characterised by:
· Monocular high frequency, low amplitude cyclotorsion tremors of the eye. 
· It occurs intermittently and patients often present with the symptoms of oscillopsia and occasionally double vision. 
· Patients with superior oblique myokymia complain of unilateral attacks of shimmering, or fluttering vision, oscillopsia and also of vertical horizontal or torsion diplopia. 
· This condition is not known to be associated with any CNS abnormality. 


33
The histopathological feature of the corneal dystrophies are:
· Granular is amino acid and phospholipids.
· Lattice is amyloid material.
· Macular is glycosaminoglycan (abnormal keratin sulphate).
· Schnyder is cholesterol.
· Fleck is intra-cellular glycosaminoglycan . 
· Pre-Descemet’s membrane dystrophy is lipids.


34
Macular corneal dystrophy is characterised by:
· More severe than granular dystrophy.
· Vision is more affected and at earlier age .
· Corneal erosions are more frequent.
· The corneal opacities are poorly demarcated.
· The cornea is diffusely cloudy even in between the opacities.
· The central and the peripheral cornea is often involved .
· The endothelium and the epithelium are affected.


35
The Optic Neuritis Treatment Trial’s major conclusions regarding treatment include the following: 
· Treatment with high-dose intravenous followed by oral corticosteroid accelerated visual recovery but provided no long-term benefit to vision. 
· Treatment with ‘standard-dose’ oral Prednisolone alone did not improve the visual outcome and was associated with an increased rate of new attacks of optic neuritis.
· Treatment with intravenous followed by oral corticosteroid regimen reduced the rate of development of clinically definite MS during the first two years.
· The recommended dose of treatment  is IV methyl Prednisolone 250 mg 6 hourly for 3 days followed by 1 mg / Kg body weight for 11 days of oral Prednisolone. 


36
The causes of Descemet’s membrane tears are:
1. Congenital glaucoma (horizontal or concentric tears).
 2. Birth trauma (vertical or oblique tears).


37
The causes of congenital neurotrophic keratitis are:
1. Riley-Day syndrome (familial dysautonomia). 
2. Goldenhar syndrome. 
3. Mobius syndrome. 
4. Parry-Romberg syndrome. 
5. Bassen-Kornzwig syndrome.
6. Isolated congenital trigeminal anaesthesia.


38
The stages of acute ROP are:
Stage 1: Flat white demarcation line separating vascular from non-vascular retina
Stage 2: Ridge
Stage 3: Ridge + extra-retinal fibrovascular proliferation.
Stage 4: Exudative or traction retinal detachment with or without macular detachment
Stage 5: Funnel-shaped total retinal detachment.


39
These are the iris changes in ICE syndrome:
· Progressive iris atrophy.
· PAS extending to Schwalbe’s line and may be seen without gonioscopy. 
· Corectopia (Eccentric pupil)
· Ectropion uvae.
· Iris nevus of Cogan-Rees: Many fine yellow to brown pedunculated iris nodules seen on the iris surface.



40.Describe the eye movements in a patient with a right
“one a halve” syndrome.

41.What is the differential deosis of keratoglobus?

42 What are the staining features of Granular corneal
dystrophy? |Z]

43.What is the differential diagnosis of iE syndrome?

44 \What are the clinical features of keratoglobus? Discuss
methods of treatment? E

45 What is functional MRIE

46.What are the main corneal stromal dystrophies in an
infant?

47 What are the typical cliniceatures of optic neuritis?

48 . What are the retinal zones iriOP?

49.What are the common visual field defects in optic
neuritis?

50.What are the possible !uses of poor vision,
associated with nystagmus, in an infant?


40
In "one and a halve" syndrome the eye movements will be limited to abduction of the contralateral eye by the intact contralateral sixth nerve nucleus. In right syndrome the eye movements will therefore be limited to abduction of the left eye.

41
keratoglobus should be differentiated from:
1. Keratectazia: (opaque cornea, corneal scarring, protruding cornea through the lids, unilateral). 
2. Megalocornea: (increased corneal diameter).
3. Congenital glaucoma, buphthalmos: (increased IOP). 
4. Congenital anterior staphyloma: (the ectatic cornea also contains uveal tissue).



42
Granular corneal dystrophy stains positive (red) with Masson trichome, Weakly positive with PAS, and negative with alcian blue and colloid iron.


43
The differential diagnosis of ICE syndrome is :
1. Rieger's anomaly 
2. Posterior polymorphous corneal dystrophy
3. Fuchs endothelial dystrophy 
4.  Iris melanoma.


44
Keratoglobus is characterised by:
· Astigmatism and myopia.
· Bilateral globular corneal ectasia. 
· Diffuse stromal thinning (mostly peripheral). 
· Transparent cornea. 
· Normal corneal diameter and IOP. 
Treatment options are limited: 
1. Contact lenses are contraindicated (risk of perforation after minor injury). 
2. Penetrating keratoplasty is difficult (thin sclera). 
3. Best option may be Epikeratophakia followed by penetrating keratoplasty in the new thickened corneal bed.


45
Functional MRI is a new neuro-imaging technique that allows non-invasive measurement of regional cerebral activity in response to visual stimulation and can be used as an objective test for visual deficits. Functional MRI is based on conventional MRI and the paramagnetic field of deoxygenated blood in which blood provides an activation map to the brain in a non invasive manner. In patients with visual field defects due to neuro-ophthalmic pathology this technique can be helpful in assessing local brain function.

47
The typical clinical features of optic neuritis according to the ONTT are :
· The patient is typically a young adult with no history of any diseases that may cause optic  neuritis (collagen vascular diseases, syphilis, sarcoidosis)
· Sudden visual loss
· Progression of symptoms for one week or less
· Visual loss is accompanied by pain on eye movements
· Visual improvement beginning within one month
· Either a swollen or normal looking optic disc with no more than minimal of vitreous cellular reaction.


46
The main corneal stromal dystrophies in an infant are:
· Posterior polymorphous dystrophy (normal corneal stroma, diffuse opacity, abnormal endothelium on histopathological examination). 
· Congenital hereditary stromal dystrophy (normal corneal thickness central opacity, abnormal stromal collagen fibrils). 
· Congenital hereditary endothelial dystrophy (very thick cornea, diffuse opacity, absent or atrophic endothelium).


48
The retinal zones in ROP are:
· Zone I: a circle centred at the optic disc with a radius twice the disc-macula distance (8 mm)
· Zone  II: from zone I to the nasal ora serrata nasally and to an equal distance temporally. 
· Zone III: anterior to zone II temporally.


49
The common visual field defects in the ONTT are :
1. Diffuse loss in 48%
2. Nerve fibre bundle defect (altitudinal, arcuate, nasal step) in 20%
3. Central and centro-caecal scotoma in 8%
4. Other patterns in 24%


50
Poor vision, associated with nystagmus, in an infant may be associated with:
· With poor pupillary reaction (e.g. Leber’s congenital amaurosis, bilateral optic hypoplasia, congenital optic atrophy).
· With normal pupillary reaction (e.g. infantile nystagmus, albinism with delayed maturation).



51.What are the systemic manifestations of Wilson'
disease? E

52.What is photodynamic therapy? How does it work?

53.Mention few causes for neurotrophic keratopathy.

54.How do you differentiated between herpes simplex and
herpes zoster corneal dendrites?E

55.What is Eaton-Lambert syndrome? How does it affect
the eye? E

56.In suspected congenital glaucoma, how do you
measure the IOP? .

57.What are the risk factorior developing ROP?

58.What is frequency doubling test? What is its
significance?

59.Describe the classical picture of Thygesson

keratopathy. [E]

60.What are the type!)f Duane's syndrome? mention the
features of each type.


51
The systemic manifestation of Wilson’ diseases are :
1. Motor neurological manifestations (tremors + spasticity + chorea + rigidity)
2. Hepatic manifestations (acute hepatitis + cirrhosis + hepatosplenomegaly) 
3. Psychotic manifestations
4. Renal manifestations


52
Photodynamic therapy involves intravenous injection of a photosensitiser dye, followed by irradiation of the photosensitised tissue by a suitable light. The technique causes occlusion of the neovascular tissue with minimal damage to the healthy surrounding structures. The dye binds to the endothelium lining of the choroidal neovascular membrane. Light induced activation of the dye generates oxygen radicals which would then starts a clotting mechanism inside these abnormal vessels. Release of free radicals from the sensitised tissue also leads to structural damage of cells membranes and cell death. 

53
-Infection e.g. herpes-zoster or simplex.
-After trigeminal surgery.
-After ocular irradiation.
-tumours e.g. acoustic neuroma.

54
· Herpes zoster dendrites are: small,  less branching,  coarse, raised,  has no  terminal bulbs, stains poorly with fluorescein and respond well to topical steroids. 
· Herpes simplex dendrites are: large, more branching, fine, may show terminal  bulbs, the  edges stain well with rose bengal and base stain well with fluorescein and get worse with steroid treatment .


55
This is a myasthenia-like paraneoplastic syndrome (lung cancer). Isolated eye signs do not occur, eye signs may occur due to generalised weakness. Muscle strenght increases after excercise in this syndrom unlike myasthenia. Electromyography differentiate the two conditions.

56
iop may be measured with Perkin or Tonopen. Halothane GA may reduce the iop (iop equal or greater than 20with halothane is suggestive of glaucoma. Ketamine GA may increase the iop. The iop should be measured ASAP after GA.

57
The risk factors are:
1. Less than 36 weeks gestation period
2. Birth weight less than 2000 grams (especially less than 1250 grams)
3. Supplemental oxygen therapy
4. Infants of multiple births.
5. Exchange blood transfusion.
6. Vitamin E deficiency.


58
Frequency doubling test is a new test that is based on detecting abnormalities in the magnocellular ganglion cells layer. In this test, alternating light and black bars, that are rapidly reversed between white and dark, appear to have twice the actual number of bars. The technique provides high sensitivity and specificity for detecting early, moderate and advanced glaucoma. 

59
Thygesson SPK. Is characterised by the presence of groups (about 20) of coarse, oval, raised, white or grey ,snow flakes like dots, stain with fluorescein   . affect the central cornea mainly, normal epithelium between the lesions. No sub-epithelial opacities. No conjunctival follicles.

60
There are three types of Duane syndrome 1, 2, and 3:
· There is limitation of abduction in type 1 , limitation of adduction in type 2, and limitation of adduction and abduction in type 3.  
· In type 1, the palpebral fissure in the affected eye widens on attempted abduction and narrows and the globe retract on attempted adduction. 
· Duane syndrome is often associated with other congenital abnormalities e.g. Goldenhar's syndrome , Mobius syndrome, and  Klippel-Feil abnormality. 
· 10-30% of patients have amblyopia which is often of the anisometropic type. 


61.What is the side effects of systemic ganciclovir, how do
you monitor a patient taking this drug? E

62.Mention the different glaucomatous optic disc features.
63.What is the cause of Batten disease? .
64.What are the causes of adduction deficit ?

65.Describe the gram stain morphology of Moraxella.
Mention some ocular diseases it cause

66.What are the typical features of Schnyder corneal
dystrophy? E

67.Mention few conditions which can masquerade as
posterior uveitis in children..

68.What are the causes of congenital Horner syndrome?
69.What is Retinoma? what is it'siignificance?

70.Describe the fluorescein angiographic features of classic
choroidal neovascular membrane.

E]

71.In multiple ocular motor nerve palsies where do you
expect the lesion to be? .


61
Ganciclovir causes myelosuppression and may result in neutropenia and thrombocytopenia. Patients are monitored by routine full blood counts. 

62
Thes different morphological patterns have been described in glauacoma patients:
1. Focal ischaemic disc. 
2. Myopic glaucomatous disc. 
3. Senile sclerotic disc.
4. Generalised enlargement of the optic cup disc. 


63
Batten  disease is caused by deposition of ceroid lipofuscin in the neurones.

64
· Myopathies (e.g. dysthyroid eye disease)
· Myasthenia gravis.
· Third nerve palsy (rarely involve the medial rectus muscle alone)
· Inter-nuclear ophthalmoplegia

65
Moraxella is large, gram negative, dumbbell-shaped diplobacilli that are always arranged end to end.
Moraxella infection is often associated with: angular blepharitis, purulent conjunctivitis, and ulcerative keratitis.


66
Crystalline dystrophy of Schnyder is characterised by :
· Bilateral ring shaped or disciform opacities in the central cornea
· The opacities appear as fine polychromatic needle shaped crystals (cholesterol crystals), in some cases crystals are not apparent 
· The opacities are mainly in the anterior stroma, but may also extend deep in the stroma.
· The stroma between the opacities are often clear
· Commonly associated with corneal arcus and Vogt's limbal girdle
· Corneal sensation is normal  schnyder dystrophy can appear as early as 18 months of age  visual acuity is either normal or slightly affected.

67
These non-inflammatory conditions may present with posterior uveitis in 
children:
· Retinitis pigmentosa
· Lymphoma 
· retinoblastoma 
· Malignant melanoma 
· Multiple sclerosis.


68
Congenital Horner syndrome may be caused by :
· Obstetric trauma (forceps) to the internal carotid artery and sympathetic chain
· Surgical or obstetric trauma resulting in brachial plexus injury (Klumpk's palsy)
· It can also occur without any history of surgical or obstetric trauma
· It may also be associated with congenital tumours, hemifacial atrophy and cervical vertebrae abnormalities.

69
Retinoma is an elevated grey retinal mass that may be associated with calcification, retinal pigment epithelial changes, retinal neovascularisation. It is present in children and does not often progress. 
It's presence indicate the presence of  retinoblastoma gene and warrants genetic counselling.

70
The typical features of classic choroidal neovascular membrane are: 
· Areas of bright hyper-fluorescence, 
· Well demarcated 
· Identified in the early stages of fluorescein angiography 
· Progressive pooling of the dye in the later stages of the angiogram.
· The fibrovascular tissue grows in subretinal space in classic membranes.


71
· The brain stem
· Subarachnoid space
· Cavernous sinus
· Orbital apex
· Peripheral neuropathy or neuro-muscular junction e.g. Miller-fisher variant of Gullian-Barre syndrome or myasthenia gravis.
· Thyroid eye disease (also causes limitation of ocular movements not exactly due to  cranial motor nerve palsy).


72.Mention few reported side effects of latanoprost.

E]

73.Describe the clinical features of ﬁtic nerve hypoplasia.

74.How would you diagnose Vogt-Koyanagi-Harada
syndrome? .

75.In herpes simplex virus infection, what is the
mechanism of action od IDU and_of acyclovir?

76.What is “The Pressure Phosphene Tonometer”?
77.How do you manage a patient with Rieger's anomaly?

78.Describe the retinal featLﬁs of CMV retinitis.

79.Describe the corneal features of Acanthamoeba
keratitis. E

80.What are the common causes of proptosis in the first
year of life? .

82.What is the commonest ital tumour in adults?

81.What are the causes of uired Brown's syndrome?


72
· Increased iris pigmentation
· Darkening of the eye lashes
· Anterior uveitis
· Cystoid macular oedema in pseudophakic eyes
· Optic disc swelling
- Increased risk of recurrent herpes simplex virus keratitis


73
· The presentation of optic nerve hypoplasia is often with poor vision  (unilateral or bilateral)
· The optic disc appears small with peripapillary atrophy 
· Double ring sign (a pigmented ring at the inner and the outer edge of the peripapillary atrophy) is pathognomonic
· Normal retinal blood vessels.


74
The ocular features are:
· Granulomatous uveitis.
· Non-rhegmatogenous retinal detachment.
· Optic nerve head swelling.
· Choroidal neovascular membrane.
· De-pigmentation of the posterior pole.
For the systemic features, see question no161


75
IDU is a pyrimidine analog, It inhibits thymidine kinase, thymidylate kinase, and DNA polymerase. Acyclovir is purine analogue that is activated by the viral thymidine kinase, it inhibits DNA polymerase. 

76
Application of pressure on a closed eyelid gives rise to a phosphene sensation described as a glow. A new tonometer (The Pressure Phosphene Tonometer) has been described. The tonometer is applied with the eye close and the patient is instructed to indicate when the pressure phosphene is perceived, the IOP is then determined by reading the pressure on the dial. The IOP measured by the new instrument seems to be comparable to Goldmann tonometry results and may be used for home IOP self measurement.

77
· Exclude systemic diseases (hypodontia, microdontia,maxillary hypoplasia, mental retardation, growth hormone deficiency and short stature, umbilical  hernia, cardiac defects).    
· Follow up for glaucoma (50% of patients-can occur at any age).     
· Genetic counselling (autosomal dominant in 75% but can also be sporadic).


78
The most common lesions are:
1.  micro-aneurysm (100% of patients), followed by cotton-wool patches (70-92% of patients) and retinal haemorrhages (12-40% of patients). 
2. The eye is often white and quiet with little or no anterior chamber or vitreous cells. 
3. The disease is characterised by multiple distinct areas of retinal opacification with irregular feathered borders. 
4. The necrotic retinal areas often starts along the major vascular arcades and enlarge with time. 
5. Retinal detachment may also occur in about 30% of patients.

79
· Symptoms are usually much more severe than expected by the ocular signs. 
· Epithelial and sub-epithelial infiltrates, 
· Dendritic epithelial infiltrate 
· Radial keratitis, 
· Stromal ring infiltrate.


80
In the first year of life proptosis may be due to :
1. Vascular lesions (e.g. haemangioma, haemangiopericytoma, lymphangioma)
2. Neuroblastoma
3. Rhabdomyosarcoma
4. Histiocytosis


81
Acquired Brown's syndrome (or conditions that mimics Brown's syndrome)
may be caused by :  
· Inflammation (rheumatoid arthritis)
· Trauma to the trochlear area (surgery)
· Trochlear involvement by tumours or metastases.


82
Metastatic tumours are the most common orbital mass in adults. Primary tumours are often in breast, lung, prostate, and GIT.
Remember that enophthalmos may actually occur in breast cancer.


83.Describe the posterior segment features of
Toxocariasis.

84.Mention briefly the technique of anterior stromal
puncture for the treatm t of recurrent corneal erosions.

85.What is the differential diagnosis of upper lid
retraction? E

86.What is corneal warpage? W do you treat?

87.What are the ophthalmologic features of acute retinal
necrosis? E

88.Describe the clinical features of plexiform
neurofibroma, what is its signific.10e?

89.What is the principle of Quickert operation for the
repair of entropion? .

90.What is the cause of hyperacute purulent
conjunctivitis? E

91.Describe are the echographic features of choroidal
malignant melanoma? .

92.Why is indocyanine green angiography considered
more superior than fluoresce'i angiography?


83
Posterior segment features of Toxocariasis include:
1. Chronic endophthalmitis between 2 and 9 years of age
2. Localised solitary granuloma in the macula and in the peripapillary area between 6 and 14 years of age
3. Peripheral granuloma with dense virtues strands and macular traction, at any age above 40.


84
· A 20 gauge ½ inch needle is used to create two to three  punctures per a square millimetre in the corneal epithelium. 
· The penetration depth of the needle is often about ¼ of the corneal stromal thickness. 
· The needle is held at 60 degree angle to the corneal surface.
· About 200 punctures are carried out depending on the surface area of the epithelial bullae. 
· Systemic analgesics and topical antibiotics are used after the treatment .


85
Upper lid retraction may be associated with:
1. Dysthyroid eye diseases    
2. Mid brain diseases(Collier sign)
3. Volitional retraction  
4. Cicatricial retraction
5. Pseudo-lid retraction with contralateral ptosis in myasthenia gravis.

86
Corneal warpage is a contact lens-induced corneal complication due to tight contact lens fitting. It is mainly noticed mainly in long  PMMA, and hard lens wear.
The vision is initially blurred with glasses but remains good with contact lens. it then becomes blurred with both glasses and contact lens. iritis with or without hypopyon may occur. Keratometry shows distorted corneal mires.
Treatment is by contact lens removal, topical cycloplegic with or without steroids, refit contact lens.


87
- Blurred vision with folaters and photophobia, patients are often healthy (may also be associated with (AIDS).
- Bilatareal multiple white opaque patches in the peripheral retina, the posterior pole is affected later.
- The retinal patches enlargeand coalesce.
- Ther are sharp demarcation areas between the healthy and affected retina.
- Iritis and vitritis.
- Retinal detachment and optic neuropathy may occur.

86
· Often seen in first decade of life.
· Ptosis, eyelid thickening.
· S-shaped deformity of the upper lid.
· Pulsating proptosis, facial asymmetry.
· The lesion is pathognomonic for neurofibromatosis.


89
Quickert operation for entropion involves transverse lid split with inverting lid sutures and horizontal lid shortening.

90
Hyperacute purulent conjunctivitis is often due to infection with  Neisseria gonorrhoeae or Neisseria meningitis.

91
1. A mushroom shaped on B scan ( means that the tumour has broken through  the Bruch’s membrane (pathognomonic of choroidal malignant melanoma)
2. Low to moderate internal reflectivity.
3. Regular internal reflectivity
4. Fast, low amplitude flickering motions within the internal tumour   spikes indicating internal blood flow
5. Acoustic hallowing showing as decreased reflectivity at the tumour base  and also as internal sound attenuation on A scan
6. Choroidal excavation (not pathognomonic of malignant melanoma)
7. Exudative retinal detachment
8. Rarely calcification

92
1. Indocyanine dye has a better penetration through blood and overlying pigments. 
2. It is also highly protein bound (98%), which account for its relatively slow and limited leakage through fenestrated blood vessels compared with fluorescein. About 11% of patients, however, demonstrate intraretinal leakage of the dye between 14 and 34 minutes after injection. 



93.1s Morning glory optic disc anomaly associated with
any systemic abnorities?

94 .Describe the ocular manifestations of cavernous sinus
syndrome. E

95.What is the margin-reflex distance? What is its
significance? E

96.Mention few causes ispontaneous hyphaema?
97.What are the clinical features oicortical blindness?

98.Describe the gram staining features of Neisseria
gonorrhea. E

99.Mention few causes of acquired flecked retinal
syndrome? .

100.Mention few complicons that have been reported
with silicon 10Ls. B

101.Describe the clinical features of choroidal neovascular
membrane. .

102.What are the main features of Peter's anomaly.


93
Morning glory syndrome is generally an isolated ocular abnormality. Some systemic abnormalities have been associated with this condition (e.g. mid line cranial facial defects, hypertelorism, cleft lip and cleft palate), basal encephalocele, sella turcica floor defects and occasionally renal anomalies and CHARGE syndrome). Morning glory syndrome may also be associated with pituitary dwarfism possibly due to pituitary compression by an encephalocele. Children with morning glory syndrome should have a complete general examination and growth evaluation.

94
Cavernous sinus or superior orbital fissure syndrome may be associated with the following:
· Facial pain in the distribution of the trigeminal nerve.
· Multiple cranial nerve palsies (third, fourth, and sixth).
· Horner syndrome.


95
The margin-reflex distance is the distance between corneal light reflex (when the patient looks ahead) and the upper or the lower lid margin. This measurement is more acurate, in ptosis evaluation, than palpebral aperature because it avoid inaccuracies due to lower lid retraction or elevation.

96
Spontaneous hyphaema may occur in the following conditions:
· Neovascularisation of the iris or the retina in diabetics or following retinal vascular occlusion or ocular ischaemia.
· Blood diseases.
· Iris IOL chafing.
· Leukaemia, retinoblastoma, juvenile xanthogranuloma.


97
1. Poor vision with a normally looking eye
2. Optokinetic nystagmus
3. Intact pupillary reaction to light 
4. May be transient or permanent 
5. Other associated neurological abnormalities (e.g. mental retardation, cerebral palsy, seizures, micro or hydrocephalus) are often present.
6. Diffuse brain atrophy or bi-occipital lobe infarction


98
It is a gram negative diplo-lococcus with a kidney-beaten shape. It can be found intracellulary in polymorphnuclear leucocutes.

99
Acquired flecked retinal lesions can be seen in  :
1. Vitamin A deficiency
2. Drugs (e.g. tamoxifen, and Canthaxanthin)


100
1. Lens de-centration 
2. Moisture condensation during fluid gas exchange in vitreoretinal surgery. 
3. Silicon oil-silicon IOL interaction
4. Accumulation of pigmented cellular membrane on the anterior surface of the IOL 
5. Intraoperative deposition of crystalline materials.
6. The use of three piece foldable silicon polypropylene IOL may be associated with an increased risk of postoperative endophthalmitis.
7. Discoloration of silicon IOL.


101
Subretinal elevation, haemorrhage, exudate, pigment ring, or fibrosis. Vitreous haemorrhage may also occur.

102
· Central corneal leucoma  
· Defect in the posterior corneal stroma and  endothelium  
· Irido-corneal strands from the iris collarett to the margins of the leucoma  
· Anterior cataract  
· Kerato-lenticular strands



103.Define threshold disease iOP.

104.What is the commonest presenting sign in
retinoblastoma? mention few other signs of
presentation. .

105.What is the principle of Hughes operation for lid
reconstruction? .

106.What is Actinomyces israelii? Mention the gram stain
morphology and the ocular lesions it causes.

107.Mention few vascular tumours that affect the retina
and optic disc . E

108.What is the gram staining features of staphylococcus
epidermidis? .

109.How do patients with choroiderae often present?

110.Which muscle is yoked to the right superior rectus
muscle? [E]

111.What are the Characteristic features of pattern
macular dystrophy?


103
Threshold disease is defined as at least five contagious or eight accumulated clock hours of stage 3 (+) disease.

105
Hughes operation involves the creation of a tarso-conjunctival flap from the upper lid for the reconstruction of large marginal defect of the lower lid. The  is then covered by mobilizing the skin or by a full thickness skin graft  the conjunctival pedicle is then cut about six weeks later.

110
The right superior rectus is yoked to the left inferior oblique (they both move the eye up and to the right).

109
· Patients often present with night blindness between the age of 4 and 30. 
- Slowly progressive loss of the visual field then occur. 
- Loss of the central vision occurs late in the disease. 
· Women are often asymptomatic carriers.


108
· gram positive, 
· arranged in clusters, singly or in pairs,
· tend to be round.


106
- Actinomyces israelii is a gram positive rod bacteria. It has fine branching filaments. Sulphur granules may also be seen on microscopic examination.
- It causes canaliculitis, dacryocystitis and conjunctivitis.


111
Pattern macular dystrophy is a group of maculopathies characterised by the following features: 
1. Autosomal recessive inheritance 
2. Appear in the middle age group of patients
3. Associated with mild disturbance in the vision
4. Characterised be the deposition of yellow to grey macular deposits which may take different morphological patterns .
5. Patients often retain very good vision in at least one eye.
6. The ERGis typically normal.


104
The commonest sign of presentation of retinoblastoma is leukocoria 
Other methods of presentations are :
1. Strabismus (often unilateral and constant )
2. Glaucoma
3. Poor fixation 
4. On routine examination
5. Red painful eye with orbital cellulitis (tumour necrosis)
6. Unilateral mydriasis, heterochromia, spontaneous hyphaema and hypopyon


107
The famous vascular tumours that affect the retina and the optic disc are:
· Capillary haemangioma
· Cavernous haemangioma
· Racemose haemangioma
 
The not quite so famous one is:
· Presumed Acquired Retinal haemangioma(PARH) 



112.Describe Jensen’s operation.E

113.How do you mange a patient with Peter's anomaly?

E]

114.Name some of the serolcal tests that can be used
in the diagnosis of syphilis.

115.What are the features and causes of convergence
spasm? .

The orbital apex, superior and inferior fissures

116.In the diagram above, what is A and B? .


113
· Exclude systemic diseases (heart defects, cleft palate and lip,  craniofacial dysplasia, skeletal anomalies).  
· Follow up for glaucoma (50% of patients).
· it is often sporadic, may be recessively inherited.

116
A is the inferior division of the oculomotor nerve
B is the superior division of the oculomotor nerve


114
Serological test for syphilis
· The Rapid Plasma Reagent (RPR).
· The Venereal Disease Research Laboratory (VDRL).
· The Treponema Pallidium Immunofluorescent (TPI).
· The Fluorescent Treponomal Antibody-Absorption(FTA-ABS)
· The Microhaemagglutination (MHA-TP).

115
Convergence spasm is characterised by:
· Unilateral or bilateral abduction deficit.
· Symmetrical or asymmetrical variable esotropia.
· Intermittent, painful convergence, accommodation and miosis
· Cycloplegia may demonstrate full abduction.
- It is almost always caused by hysteria. Vestibular or brain stem lesions may also cause this disorder.


112
Jensen’s operation is indicated in cases of 6th. nerve palsy with complete paralysis of the lateral rectus muscle. The lateral rectus is split, and its upper and lower halves are joined to the lateral halves of the superior and inferior recti muscles with a loose non-absorbable suture placed at the equator. Jensen's procedure does not involve muscle disinsertion and therefore avoid the possibility of anterior segment ischaemia.


117.In the diagram above what happens when there is a
lesion at C and D? E

118.Mention the stages of idiopaﬁic macular hole.

119.What are the typical features of persistent
hyperplastic primary vitreouHPV’?

120.Mention Sherrington’s law of reciprocal innervation.

121.Describe the clinical features of retinal capillary
haemangioma.

122.What is meant by yoke muscles? E

123.Describe the typical ophthalmoscopic features of
retinal racemose haemangiomas?

124.Name few causes of follicular conjunctivitis lasting
more than six weeks. E

125.How would you needle aiiled trabeculectomy bleb?
126.Which muscles cause in-cycloduction?

127.What is the differential diagm!s of Brown's
syndrome? How do you differentiate?


122
Yoke muscles are the two muscles (one in each eye) which are the prime mover of their respective eye to a given position of gaze.

117
D is the abducens nerve, lesion here will cause limited or lost abduction.
C is the trochlear nerve, lesion here will cause paralysis or weakness of the superior oblique muscle and limited depression and adduction of the eye.

118
stage 1: central yellow spot (stage 1 A), or a yellow ring (stage 1 B) at the fovea with loss of the foveolar depression.
stage 2 : an eccentric crescent shape full thickness retinal defect with pseudo-operculum.
stage 3 : a round central retinal defect with an overlying free pseudo- operculum.
stage 4 : similar to stage 3 but with a posterior vitreous detachment. 


119
PHPV often presents at birth by leukocoria, it is often unilateral, the main features include:
· microphthalmia
· congenital cataract
· a retrolental fibrovascular membrane
· the ciliary processes may be visible behind the lens
· glaucoma and retinal detachment may occur
· negative family history


120
Sherrington’s law states that increased innervation and contraction of a muscle is associated with a reciprocal decrease in innervation and contraction of its antagonist.

126
The superior muscles (rectus and oblique) cause in-cycloduction

127
-Inferior oblique muscle paresis should be differentiated from Brown's syndrome --Inferior oblique muscle paresis is also characterised by limited elevation in adduction.
 Differentiating features: 
1. A-pattern in Inferior oblique paresis and V pattern in Brown's syndrome. 
2. Superior oblique over-action in Inferior oblique paresis, absent in Brow's syndrome. 
3. Negative forced duction test in Inferior oblique paresis.


123
Racemose means cirsoid . This condition does not look like a true tumour it looks rather like an abnormal vascular communication between the retinal blood vessels. The typical features of this condition has been divided into three groups:

· Group 1: abnormal capillary plexus between the major blood vessels, asymptomatic patients.
· Group 2 : a direct arteriovenous communication without capillary or  arteriolar elements, no tumour mass, no exudate, no retinal detachment, mild to no visual symptoms, with or without cerebral vascular malformations .
· Group 3 : more extensive arteriovenous communications and visual loss, large dilated blood vessels arising from the optic disc, extending to the retinal periphery, form an arteriovenous communication and returning back to the disc, no tumour mass, no exudate and no retinal detachment, no progression, high incidence of CNS lesions .


124
Chronic follicular conjunctivitis may occur in:
· Adult inclusion conjunctivitis.
· Trachoma.
· Iatrogenic.
· Parinaud’s oculo-glandular syndrome.
· Benign lymphoid hyperplasia (folliculosis).


125
· Topical anaesthesia. 
· A 30 gauge needle attached to an insulin syringe can be used. 
· The needle is passed in the sub-conjunctival space, few centimetres away from the encapsulated bleb. 
· Repeated punctures of the cyst is then tried till the bleb is inflated. 
· Another needle with 5 FU (25 mg / ml), is then passes and the 5 FU is injected.


121
The typical clinical features of retinal capillary haemangioma:
1. may be very subtle in the early stages, you may only see the slightly dilated artery and veins.
2.distinct red nodule . 
3. Juxta-papillary tumours may appear as well-defined nodule, these tumours do not usually have the characteristic appearance of the feeder and draining blood vessels .
4. Dilated blood vessels (artery and vein) that extend all the way back to the optic disc.
5. Total retinal detachment, secondary glaucoma and phthysis bulbi may develop in advanced cases.



128.Name few ocular conditions that have been reported
with sleep apnea syndrome.

129.How do you treat hyperacute purulent conjunctivitis?

130.What are the actions of the superior rectus muscle in
the primary position? ]

131.Mention few conditions which may cause progressive
limitation of ocular motility. E

132.What is the principle of ocular coherent tomography?

133.Describe Marcus Gun jaw winking phenomena, how
do you treat it? E

134 .Whatare the clinical classification of Stargardt’'s
disea


130
The actions of the superior rectus muscle in the primary position are: elevation, in-torsion, and abduction.

129
Systemic antibiotic is the main line of treatment. Recommended treatment is by one of the following methods:
· 1.4.8 million units of procaine penicillin G IM in two divided doses at  one visit with one gram of probenecid.
· Ampicillin 3.5 grams orally in one dose + one gram of probenecid  orally
· Amoxycillin 3 grams orally in one dose + one gram of probenecid
· Cefotaxime 250 grams IM in one dose + one gram of probenecid
· The above antibiotics should be supplemented with tetracycline 500 mg  orally four times a day for one week because of the relatively high risk  of associated chlamydial infection 
· Topical antibiotics and careful irrigation of the conjunctival sac and  the cornea.


131
· Dysthyroid eye disease         
· Myasthenia gravis 
· Oculo-pharyngeal dystrophy.         
· Kearns-Sayer syndrome.
· Bassen-Kornzweig syndrome 
· Myotonic dystrophy.


128
1. Floppy eyelid syndrome.
2. Keratoconus.
3. Optic disc oedema. 
4. Recently, Hayreh described patients with anterior ischaemic optic neuropathy with a high prevalence of Sleep apnoea syndrome. 
5. Sleep apnea syndrome has also, recently, been described as a risk factor for open angle glaucoma (7.2% of patients with the syndrome are reported to have glaucoma). The syndrome is characterised by episodes of upper airway obstruction during sleep, causing hypoxia with risks of cardiovascular and neurological disorders. 


132
The Optical Coherence tomography operates by the same principle as ultrasound but by using optical, rather than, ultrasound beam. The instrument provides a very high resolution images without contact with the eye. It is not affected by the refractive status of the eye. Media opacities may, however, affect its results. Testing with this instrument also need pupil dilatation.

133
Marcus Gun is characterised by upward and downward movements of the upper lid with jaw movements from side to side.
In Marcus Gun jaw winking phenomena:
· If the ptosis is the main problem treat the ptosis according the  general rules.
· If the main problem is the synkinetic lid movements  levator  disinsertion and frontalis sling is indicated. This procedure may need to be performed  bilaterally even in a unilateral case.


134
Stargardt's disease can be classified into the following groups according to the clinical picture at presentation :
1. Vermilion fundus and hidden choroidal fluorescein 
2. Atrophic maculopathy +/- retinal flecks
3. Atrophic maculopathy with later signs and symptoms of retinitis pigmentosa (night blindness ,diffuse RPE  loss, vessels narrowing ,abnormal erg)
4. Retinal flecks without maculopathy



135.How do you investigate a case of suspected gyrate
atrophy? .

136.Name a few systemic conditions that may be
associated with retinal astrocytic hamartomas.

137.How do you confirm the diagnosis of Wilson' disease?

138.Mention the principle of trabecular aspiration
operation. .

139.What is the pathenesis of Duane syndrome?

140.Describe the typical fundus picture of birdshot retino-
choroidopathy. With which HLA antigen are most
patients associated? E

141.How does optic nerve sheath meningioma typically
present? .

142 .What are the fluorescein angiographic features of
occult choroidal neovascw\r membrane?

143.Mention few causes of congenital non-progressive
night blindness. E

E]

144.How do you treat orbital cellulitis?


137
The diagnosis of Wilson' disease can be confirmed by the following  investigations:
· Serum ceruplasmin less than 20 mg/dl.
· Increased concentration of copper in the serum, urine and liver (biopsy)
· Inability to incorporate radioactive copper into ceruplasmin


142
Occult choroidal neovascular membrane include lesions with the following characteristics: 
· A fibrovascular pigment epithelium detachment with hyper-fluorescence, (not as bright as with the classic choroidal neovascular membrane), within 1 to 2 minutes after the fluorescein injection with staining or leaking of the dye later on, or 
· The presence of areas of late leaking of undetermined origin, or 
· The presence of both features. 
· The location and the extent of occult subretinal membrane is difficult to delineate with fluorescein angiography. 
The fibrovascular tissue grows on the choroidal side of the retinal pigment epithelium in occult membranes.


135
· High levels of ornithine in all body fluids.
· Constricted visual field.
· Abnormal or absent ERG and EOG.
· Colour vision remain relatively normal till very late in the disease.


138
Trabecular aspiration is a new non-penetrating surgical procedure based on the hypothesis that removing fibrillar flake-like material, in patients with pseudoexfoliation glaucoma, from the trabecular meshwork may lead to lowering of the IOP. In this procedure an aspirator instrument is introduced in the anterior chamber via a paracentesis incision and directed to the trabecular meshwork. Another paracentesis incision is used to introduce an irrigating cannula to keep the anterior chamber formed. Suction pressure between 100-200 mm Hg is then applied to the anterior chamber angle.

139
In Duane syndrome :
· EMG studies showed; lateral rectus enervation abnormalities e.g.  co-firing during adduction and reduced activity during abduction and  inappropriate activities on vertical gaze.
· Post-mortem studies showed absent abducent nuclei and nerve and also  lateral rectus enervation from the oculomotor nerve in some patients.
· Other pontine abnormalities have also been suggested.
· Lateral rectus myositis can also give similar picture.


140
Birdshot retino-choroidopathy is characterised by:
· Bilateral multiple creamy yellow spots deep to the retina in the equator area.
· The spots may coalesce and spread to the macula.
· Vitritis and mild iritis.
· May be disc oedema.
· Choroidal neovascular membrane may occur .
· Most patients are HLA A29 positive.


141
Optic nerve sheath meningioma typically present in middle age women by visual loss and slowly progressive proptosis. 
An afferent pupillary defect is also present. 
The optic nerve may be swollen or atrophic. 
Optociliary shunts vessels are also often present on the optic nerve head.
 Restriction of upward gaze may also be present.

136
Retinal astrocytic lesions may be associated with: 
1. Tuberous sclerosis,
2. Neurofibromatosis 
3. Rarely with retinitis pigmentosa. 


143
Congenital non progressive night blindness may be associated with:
A.  Normal fundus e.g. X-liked and, autosomal recessive congenital non-progressive night blindness
 B. Abnormal fundus as in Oguchi disease, fundus albipunctata, and kandori disease.


144
· Hospitalisation, 
· IV antibiotics to cover gram positive and negative infection as well as anaerobic organisms. 
· Use ceftriaxone and vancomycin with or without metronidazole.
· If the patient is allergic to penicillin use: vancomycin or clindamycin and gentamycin.
· Get an ENT opinion 
· CAT scan to rule out sinusitis and peri-orbital abscess.
· Daily follow up to rule out extension and cavernous sinus thrombosis



145.In neural ceroid lipofuscinosis, what is the usual mode
of presentation and natural history in 12 months old

patient? E

146.How do you differentiate, with the ultrasound,
between posterior vitreous detachment and
rhegmatogens retinal detachment?

147 .What are the associated ophthalmic findings in
aniridia? .

148.What investigation Wouyou do to diagnose
Niemann-Pick disease? E

149.What is the pathogenesis! Alkaptonuria?

150.What is meant by incomitant squint?

151.What causes micropsia? E

152.In congenital cataract what blood tests would you like

to order? E
E]

153.What are the features of Mucormycosis?


148
Bone Marrow Biopsy: many foamy macrophages with vacuoles and ingested  RBC’S and densely staining nuclear fragments

151
Micropsia may be caused by :
1. idiopathic     
2. macular diseases (oedema, dystrophy or neuroretinitis)
3. at first wearing myopic glasses or hyperopic contact lenses
4. cerebral abnormalities(migraine)
5. chiasmal tumours


152
The routine blood tests which may show related and significant  abnormalities are :
1. Red blood cell galactokinase activity (galactokinase level)
2. Red blood cells galactose-1-phosphate-uridyltransferase activity (for  galactosaemia)
3. Blood calcium and phosphorous level (hypocalcaemia, and  hypoparathyroidaemia)
4. Blood glucose level (diabetes a, hypoglycaemia)
Antibody titre (rubella, other infections diseases)expand
5. Blood protein level (Alport's disease)


147
· Glaucoma
· Foveal hypoplasia, nystagmus, strabismus
· Cataract + lens subluxation
· Progressive corneal opacification and pannus formation


150
Incomitant squint means that the angle of deviation varies depending on the direction of gaze.

145
The presenting manifestations and natural history of neuronal ceroid  lipofuscinosis depend on the age of onset. In a 12 months old (infantile disease), the typical features are: 
· myoclonus + mental and motor retardation + visual failure.
· death by 4 years .


146
· In posterior vitreous detachment there is a smooth open funnel membrane which may or may not be inserted at the disc . In retinal detachment , the funnel may be open or closed and the membrane is inserted at the ora serrata.
· The posterior vitreous detachment has a variable spike height (less than 100% at the ora serrata superiorly). The spike of the membrane in retinal detachment cases is often 100% at the ora serrata superiorly
· There is marked to moderate after movements in posterior vitreous detachment. Mild to no movements in retinal detachment.


149
Alkaptonuria is caused by an abnormality in the metabolism of tyrosine  and phenylalanine amino acids.  The disease is due to a deficiency in homogentesic acid oxidase which leads to excessive amounts of homogentesic acids.

153
Mucormycosis must be considered in all diabetic patients (specially those with  ketoacidosis), debilitated patients and immunocompromised patients with orbital cellulitis as it is a life threatening disease. Mucormycosis has the following features:
· It has an acute onset of double vision, ptosis and facial pain (due to superior orbital fissure and/or cavernous sinus involvement )
· presents with multiple cranial nerve palsy with or without proptosis.
· Nasal discharge of blood may be present , and nasal examination may reveal a black crusty material .



154 .\What are the indications of treatment in ROP?

155.Describe the retinal lesions of AMPPE. How does it
often presentE

156.What are the differential diagnosis of a melanotic
conjunctival lesion? E

157.What is the ice test used for? how is it done?

158.Describe the radiological features of benign mixed
pleomorphic adenoma of the lacrimal gland. What type
of biopsy would you do in suspected cases to confirm
the diagnosis?E]

159.What is the value of blue on yellow perimetry?

160.Where is the blood supply of the extraocular muscles
derived from? .

161.What are the non-ophthalmic features of VVogt-
Koyanagi-Harada syndrome? .

162.What are thatures of Brown's syndrome?

163.Describe the typical visual field defects after macular
hole surgery? what is the possible cause? And how can
avoid this complication? .


160
The blood supply of the extraocular muscles is derived, mainly, from the lateral and medial muscular branches of the ophthalmic artery. The lacrimal artery contribute to the lateral rectus and the infra-orbital artery contribute to the inferior rectus and oblique muscles.

159
Blue on yellow perimetry can isolate and measure the sensitivity of the short wavelength-sensitive S-cone pathway mechanism which seems to be affected centrally and peripherally early in glaucoma. This method is useful in detecting visual field defects in early glaucoma and also in glaucoma suspects. Visual field defects detected by this method is highly associated with nerve fibre layer assessments, and may precede visual field defects detected by the Humphrey visual field analyser.

154
Treatment is indicated in stage 3 if threshold disease is present. Threshold disease is defined as at least 5 contiguous or 8 accumulated clock hours of stage 3 plus disease. treatment of the avascular zone should be carried out within 72 hours. Surgical treatment is also indicated for retinal detachment in stages 4 and 5.

158
CAT scan often show a well circumscribed mass with pressure induced bone change. 
No bony erosions occur. 
Incision biopsy should not be carried out in suspected cases as recurrence and malignant transformation is likely to occur. 
Th whole mass should be removed intact and then sent for biopsy.

161
Meningeal irritation causing headache, and cranial nerve palsies, auditory symptoms,  poliosis, vitiligo, CSF lymphocytosis.

162
· Unilateral in 90% of patients. 
· No deviation in the primary position (the eye may occasionally be hypotropic). Limited elevation in adduction. 
· Normal elevation in abduction. 
· Exotropia in up gaze (V pattern) .
· Abnormal head position may be present (if there is no deviation in primary position) . 
· The eye can not be elevated in adduction by the forced duction test.
· No over-action in the superior oblique muscle.


163
The most common visual field defect is a dense, wedge shaped temporal defect. 
- The mechanism of visual field defects may be caused by manipulation and trauma to the peripapillary blood vessels or the nerve fibre layer during elevation of the posterior vitreous face or aspiration during the gas-fluid exchange process. Occlusion of the peripapillary blood vessels by compression, and dehydration injury to the nerve fibre layer during fluid-air exchange may also play significant role in the mechanism of visual field loss. 
- Some studies showed that passing air, used for fluid–air exchange, through water seems to prevent the development of visual field defects in these eyes. 



155
-AMPPE often presents with acute visual loss in young adults after a viral illness. 
-There are multiple grey-white subretinal lesions with poorly defined margins, the lesions are one half of disc diametre and often located in the posterior pole. 
-Vtritis, disc aoedema and serous detachment may occur.
-CNS signs may also occur.

157
The ICE test is a fairly new, safe, quick and easy test for the diagnosis of Myasthenia gravis. The test is based on the fact that increased temperature has a detrimental effect and cooling has a beneficial effect on muscle force generation in myasthenia gravis, presumably by inhibiting anti-cholinesterases function.
- Method:
1. Apply an ice pack to the ptotic eye lid for two minutes. 
2. Two or more millimetres of elevation of the lid after ice application is considered positive and highly suggestive of the disease. 


156
1. Ocular or oculo-dermal melanosis.
2. Primary acquired melanosis.
3. Naevi.
4. Malignant melanoma.
5. Racial pigmentation.

The systemic causes are dealt with in a seperate question.


-

164.Name few conditions that may cause peripheral
corneal thinning. E

165.What are the typical ultrasound features of
retinoblastoma? .

166.Describe the microbiological culture pattern of beta-
haemolytic streptococcus.E

167.What are the typical fluorescein angiographic features
of central serous retinopathy? E

168.How do you treat cat scratch disease?.
169.What are the iris features of Rieger's anomaly?

170.Name the two antagonists of the superior oblique
muscle. =]

171.What are the features and causes of convergence
spasm? E


170
The antagonists of the superior oblique muscles are the inferior oblique and the superior rectus muscles.

169
The iris features of Rieger's anomaly are:
· Thin or broad PAS which may be attached anterior to the Schwalbe’s line  
· Pupil distortion 
· Stromal hypoplasia  
· Ectropion uvae.


164
· Collagen vascular diseases e.g. rheumatoid arthritis, Wegner’s granulomatosis, and polyarthritis nodosa.
· Terrien’s marginal degeneration.
· Mooren’s ulcer.
· Pellucid marginal degeneration.
· Ocular rosacea.


168
By oral ciprofloxacin, Rifampicin or Doxycycline and steroids.

165
Retinoblastoma has these ultrasound features :
1. Normal sized eye
2. Irregular configuration of the posterior segment mass ( occasionally smooth dome shape)
3. Low to medium reflectivity, extremely high reflectivity if the tumour is calcified
4. Internal vascularity may or may not be seen
5. Calcification (extremely high internal reflectivity + scleral and  orbital shadowing).


166
· they produce tiny translucent raised colonies,
· they cause complete haemolysis of a wide zone of red blood cells surrounding the colonies.


167
Smoke-stake and ink-blot signs.

171
· Unilateral or bilateral abduction deficit.
· Symmetrical or asymmetrical variable esotropia.
· Intermittent, painful convergence, accommodation and miosis
· Cycloplegia may demonstrate full abduction.

Almost always due to hysteria.
Vestibular or brain stem lesions may also cause this disorder.



172.In non-accidental injuries in babies, what are the
commonest ocular manifestations? E

173.What is the origin and insertion of the superior oblique
muscle? E

174.Define cryptophthalmos? .
175.What are the causes of membranous conjunctivitis?

176.Describe the typical features oﬁ)cular rosacea.

177.What urine tests would you like to do for a child with
congenital cataract? .

178.Name the histolol types of rhabdomyosarcoma.

179.How would you treat severe ocular cicatricial
pemphigoid? .

180.In penetrating keratoplasty, what are the advantages
of non-mechanical trephination?



173
The superior oblique muscle originates from the orbital apex above the annulus of Zinn. It is inserted posterior to the equator in the in the upper temporal quadrant.

172
The commonest ocular manifestation in non accidental injuries are :
1. Retinal, pre-retinal and vitreous haemorrhage  (from intracranial bleeding  thoracic compression and shaking) . When the haemorrhage  are at different stages of resolution it should be very suspicious.
2. Peri-orbital oedema and sub-conjunctival haemorrhage .
3. Retinal detachment and retinoschisis.
4. Choroido-retinal atrophy.
5. Cataract and subluxation of lenses.


174
Cryptophthalmos is a condition characterised by: 
microphthalmos
varying degree of skin covering the eye ball
lid attachment to the cornea. 
It may be complete or incomplete.


177
In a child with congenital cataract these urine tests may show related  abnormalities :
1. Urine and blood protein levels (Alport's syndrome )
2. Urine chromatography for amino acids (Lowe's syndrome)
3. Copper level (Wilson disease)
4. Sodium nitroprusside (homocystinuria)
5. Urine glucose levels (Diabetes).


176
Ocular rosacea is associated with bilateral chronic blepharitis, telengectasia, papules and pustules of the cheeks and nose are present. 
Corneal infiltrates with inferior corneal thinning and vascularisation may also occur.

178
· Embryonal
· Alveolar (the most malignant)
· Pleomorphic (the rarest and the best prognosis)


179
· Systemic prednisolone, cyclophospham (in older patients), azathioprine, methotrexate, cyclosporin (in younger patients) and Intravenous immunoglobulin have all been suggested for the treatment of sever Ocular cicatricial pemphigoid. 
· Dapsone is indicated in mild cases.


180
Postoperative non-randomised studies showed that laser trephination produces lower keratometric astigmatism, high regularity of the cornea surface, less postoperative disruption of the blood aqueous barriers than the conventional mechanical methods and better corrected visual acuity.

175
Membranous conjunctivitis may be caused by:
· Adenovirus infection.
· Beta-haemolytic streptococcus infection.
· Primary herpes simplex virus infection.
· Gonococcus infection.
· Chemical burns.
· Vernal disease.
· inclusion conjunctivitis in newborns.



181.Name few causes of cystoid ular oedema.

182.How do you do the alternate cover test? what does
this test measure? E

183.What are the features of ptosis due to an aponeurotic
defect? E

184.Name the main features of blepharophimosis.

185.What are the main side effects of topical beta
blockers in the treatment of glaucoma?

186.Explain the pathogenesis of retinal detachment
associated with optic nerve head pit.

187.What are the precautions you should take in
prescribing topical Ciprofloxacin? .

188.Describe the angiographic features of retinal
cavernous haemangioma.E

189.What are the clinical stages_of Best disease?

190.Name few causes of filamentary keratitis.

B

191.What are the goniosc.ic features of primary
congenital glaucoma?


182
· The alternate cover test measures the total deviation of the eye (manifest and latent squint).
· The patient is asked to look at a target, the cover is then placed alternately in front of each eye several time to dissociate the eyes and maximize the deviation. Once maximum deviation is achieved the deviation can be measured by the hand-held prism bar. The bar is placed in front of an eye and moved up and down till no deviation occurs.


187
· Fluoroquinolone preparations should be used with caution in patient with a history of convulsions, epilepsy, or liver or kidney failure. 
- Frequent application of ciprofloxacin or norfloxacin drops, especially in patients with dry eyes or eyes with corneal ulcers may cause a white precipitate on the ulcerated corneal surface which may lead to the formation of a firmly adherent plaque which might delay corneal healing. 


184
· bilateral ptosis
· blepharophimosis
· telecanthus
· epicanthus inversus
· lower lid ectropion


183
Aponeurotic ptosis is characterised by:
· constant ptosis in up and down gaze
· good levator function
· high skin crease
· deep upper lid sulcus
· thin lid


181
· Diabetic retinopathy
· Retinal vein occlusion.
· Post-cataract surgery.
· Anterior uveitis.
· Retinitis pigmentosa 
· Inherited.


185
· heart failure 
· hypotension 
- bronchospasm


186
Optical coherence tomography studies showed that retinal detachment, that communicate with an optic disc pit, is most probably a schisis-like separation of the internal layer of the retina with detachment of the outer layers that occur later and is considered as a secondary phenomena. The outer layer detachment start in the macula without apparent communication with the pit. This explains the frequent failure of laser photocoagulation to create a barrier between the disc pit and the sub-retinal fluid. The dense central scotoma in optic nerve head maculopathy relates to the outer layer detachment. 

190
Filamentary keratitis may occur in:
· Superior limbic keratoconjunctivitis.
· Ptosis.
· Prolonged occlusion.


191
· Arkan's membrane. 
· Thickening of the trabecular sheets.
· Peripheral iris stromal hypoplasia.
· High insertion of the iris at or above the scleral spur.



188
The angiographic features of retinal cavernous haemangiomas are almost  pathognomonic. 
1. Hypo-fluorescence early in the arterial phase
2. Late hyper-fluorescence
3. Characteristic fluorescein-blood interface with the blood in the bottom and  the fluorescein  in the top part of the dilated vascular spaces .
4. Minimal, if any, leakage in the surrounding tissues
5. Auto-fluorescein of the fibroglial tissue may or may not be present.

189
Best disease is often classified into the following clinical stages
1. Pre-vitelliform (carrier) stage
2. Vitelliform stage 
3. Pseudo-hypopyon stage 
4. Scrambled egg stage 
5. Atrophic stage 
6. Cicatricial and choroidal new vessel stage 



192.Describe the clinical features of retinal cavernous
haemangiomas .

193.What are the main features of lyme disease?
194.Name few causes of acute follicular conjunctivitis.

195.What is the world health organisation grading scheme
for Trachoma?? .

196.Describe the features of Terrien’s marginal
degeneration. [E]

197.What is the normal corneal diameter in an infant?
mention few causes large corneal diameter in infants

198.How do you measure cyclodeviation’?.

199.Describe the gram staining, and growth pattern
features of Pseudomoneiaeruginosa.

200.Name the main features Chdiak-Hgashi syndrome.

201.What are the ultrasound features of fast flow carotid
cavernous sinus fistula?

202.Describe the fundus ure of gyrate atrophy.


198
Cyclodeviation can be measured by the "double Maddox test"

200
The main features of Chdiak-Hgashi syndrome are:
1. Oculo-cutaneous albinism
2. Reticulo-endothelial incompetence (leading to infection and death).
3. Mental retardation.
4. Lymphadenopathy and hepatosplenomegaly.
5. Giant abnormal cytoplasmic granules with leucocytes
6. The hair bulb test is tyrosinase positive.


201
The ultrasound features of carotid-cavernous sinus fistula are:
1. dilated superior ophthalmic vein
2. orbital soft tissue swelling 
3. mild enlargement of the extraocular muscles with medium to high reflectivity
4. widening of the optic nerve pattern
5. occasionally choroidal detachment


196
Terrien’s marginal degeneration is characterised by:
1. Quite eye with no symptoms, apart from increasing astigmatism
2. Often bilateral and slowly progressive.
3. Thinning of the peripheral cornea typically in the upper part, the thinning may spread circumferentially.
4. A yellow line of lipids may appear over the thin area.
5. The epithelium remains intact with no ulceration.


195
· TF, trachoma inflammation-follicles: 5 or more follicles in the upper tarsal conjunctiva.
· TI, trachoma inflammation-intense: pronounced inflammatory thickening of the tarsal conjunctiva that obscures more than half of the normal deep tarsal vessels.
· TS, trachoma scarring: presence of visible scarring in the upper tarsal conjunctiva.
· TT, trachoma trichiasis: at least one eye lash on the eye ball.
· CO, corneal opacity: easily visible corneal opacity over the pupil obscuring pupil margin. 


193
· Uveitis, vitritis, keratitis or scleritis, exudative retinal detachment, optic neuritis, cranial nerve palsy, facial nerve palsy.
· Skin rash, arthritis, meningitis.
· False positive FTA-ABS test.


194
· Adenovirus infection.
· Primary herpes simplex virus infection.
· Iatrogenic.
· Newcastle disease.


197
The mean corneal diameter in infants is 10.00 mm, and in adults is 11.8  mm. Corneal diameter greater than 12 mm before the age of one year, and greater than 13.00 mm at any age is suspicious.

Causes of large corneal diameter in an infant are:
· Congenital megalocornea 
· High myopia
· Congenital glaucoma 


199
· gram negative,
· slender, rod shaped,
· the morphology may change with antibiotic treatment.

They produce dirty grey or grey-blue haemolytic colonies with ground glass appearance and a sweet grape-like odour. Colonies may also be non-pigmented.

202
Gyrate atrophy is characterised by multiple sharply defined areas of chorioretinal atrophy. The lesions often begin in the mid-periphery in childhood and then coalesce to involve the whole fundus in middle life. The macular area is spared till late in the disease.

192
Retinal cavernous haemangiomas typically appear as :
1. A grape like cluster of dark venous intraretinal aneurysms with no dilated feeder or draining blood vessels and no retinal  exudate. 
2. There is a white fibro-glial tissue on the surface of the tumour which  may be large enough to obscure the tumour, or macular dragging.
3. Virtuous haemorrhage may be present.



203.What are the ophthalmic features of triosomy 13?

204.Mention the primary action of the inferior oblique
muscle. .

205.What are the features of Mucormycosis?

206.Name few causes of corneal pannus greater than 2

207.What are the clinical features of retinal astrocytic
hamartomas? E

208.What is the causative organism of Cat scratch
disease? .

209.Describe the corneal features of Avellino corneal
dystrophy. .

210.What is the yoke muscle to the left inferior rectus
muscle? E

211.In Laser in situ keratomileusis (LASIK) surgery, what
is thought to be the iuse of diffuse lamellar keratitis?

212 .\What are the causes of ocular ischaemia? name few
features.


210
The right superior oblique is yoked to the left inferior rectus, (they both move the eye down and to the left).

204
The primary action of the inferior oblique muscle is ex-cyclodeviation.

203
The ophthalmic features are :
1. Bilateral in almost all the patients
2. Microphthalmos
3. Corneal opacities and cataract
4. PHPV, and retinal dysplasia
5. Dysplastic optic nerve
6. Cyclopsia


205
Mucormycosis must be considered in all diabetic patients (specially those with  ketoacidosis), debilitated patients and immunocompromised patients with orbital cellulitis.
Mucormycosis has the following features:
· It has an acute onset of double vision, ptosis and facial pain (due to superior orbital fissure and/or cavernous sinus involvement )
· Presents with multiple cranial nerve palsy with or without proptosis.
· Nasal discharge of blood may be present , and nasal examination may reveal a black crusty material.


208
The disease is probably caused by Bartonella henselae infection (a gram negative bacilli belonging to the order Rickettsiales).

209
Avellino corneal dystrophy is a relatively new type of stromal corneal dystrophy which was originally described in patients originating from the Italian province of Avellino.
 It is characterised by anterior stromal deposits and deep fusiform stromal deposits. 
The corneal deposits have been shown to be amyloid material. 
There is a substantial phenotype variation in patients with this dystrophy.

206
Corneal pannus greater than 2 mm is likely to be caused by:
· Trachoma.
· Staphylococcus infection.
· Atopic keratoconjunctivitis.
· Rosacea.
· Herpes simplex virus keratitis.
· Contact lens wear.


211
The cause and the mechanism of this condition is not completely known. Causes include povidone iodine, balanced salt solution, metal particles, or contamination from the meibomian gland. There is also a theory that this condition may be caused by contamination, of the surgical interface, by bacterial cell wall from the instruments or from the irrigating solutions. It may also be related to endotoxin released from gram-negative biofilm in sterilizer reservoirs.

212
· Ocular ischaemia may be caused by a carotid artery (more common) or ophthalmic artery occlusion.
· Decreased vision, ocular or peri-orbital pain, prolonged recovery of vision after exposure to light, history of amaurosis fugax. The retinal vein are also dilated but not tortuous, the retinal arteries are narrow, mid-peripheral retinal haemorrhage, iris and retinal neovascularisation. May be corneal oedema, cataract and iritis.


207
The clinical features of retinal astrocytic hamartomas are:
· Sessile white lesions arising from the retinal the nerve fibre layer in the retinal periphery or at the disc margin
· The lesion often contain dense yellow refractile and glistening calcification that looks like fish eggs or tapioca.
· Vitreous and/or subretinal haemorrhage may be present 
· May be so subtle to appear as an ill-defined thickening in the retinal nerve fibre layer. 



213.Name two methods for measurinthe AC/A ratio.
214.What is the causes of Stickler syndrome?
215.Describe the retinal lesions in Krill's disease.

216.What is meant by ieumatic retinopexy?

217.Discuss indications and methods of surgical treatment
in Duane's %ndrome.

218.How do treat Hyperacute purulent conjunctivitis?

219.What are the fluorescein angiographic features of
Occult chorﬂal neovascular membrane?

220.Name few causes of giant papillae. .

221.What are the iris features of Rieger's anomaly?
222 .Describe the typical featurof choroideraemia.

223.What are the ultrasound features of PHPV?


213
The AC/A ratio can be measured by: 
· The gradient method or by 
· The heterophoria method.


214
The disease has been linked to mutation in the gene coding for type II procollagen (COL 2A1) in about 2/3 of families.

215
Krill’s disease (acute retinal pigment epithelitis) is characterised by the presence of unilateral or bilateral grey spots lesions at the level of the retinal pigment epithelium at the macula. the spots often occurs in clusters. They are surrounded by light-colored haloes. It often occurs in young adults and causes temporary visual loss.

216
Pneumatic retinopexy is relatively new technique for the repair of non-complicated retinal detachment. The technique involves intravitreal injection of an expansile gas in association with cryotherapy or laser photocoagulation, without the use of scleral buckling. 

217
· If the binocular function is good and there is no significant abnormal head posture, no treatment is needed.
· If there is noticeable head turn (often to the affected side), temporal  transposition of the superior rectus and the inferior rectus + small  medial rectus recession to increases abduction may be carried out.
· If the main problem is retraction on abduction, recession of both medial  and lateral recti of the affected eye.
· If there is constant squint, or in cases of noticeable vertical deviations, Faden procedure may be carried out.


220
· Vernal disease
· Atopic keratoconjunctivitis.
· Contact lens wear.
· Prosthesis.
· Protruding corneal suture.


222
· Early in the disease there is dispersed pigment granules in the fundus sparing the macular area. Total atrophy of the retinal pigments and the choroid then occurs. 
· Females often have a salt and pepper fundus picture. 


223
· A unilaterally small eye with short axial length
· Thinner lens with irregular posterior capsule
· Retrolental membrane
· Vitreous band extending from the posterior capsule to the optic disc with or without traction retinal detachment


218
Hospitalisation
Systemic penicillin or ceftriaxone (1 gm IV or IM)
Ciprofloxacin if penicillin allergy.
Topical antibiotics.
Treat for a possible chlamydioal infection too.
Treat the sexual partner.

219
Occult choroidal neovascular membrane include lesions with the following characteristics: 
· A fibrovascular pigment epithelium detachment with hyper-fluorescence, (not as bright as with the classic choroidal neovascular membrane), within 1 to 2 minutes after the fluorescein injection with staining or leaking of the dye later on, or 
· The presence of areas of late leaking of undetermined origin, or 
· The presence of both features. 
· The location and the extent of occult subretinal membrane is difficult to delineate with fluorescein angiography. 
- The fibrovascular tissue grows on the choroidal side of the retinal pigment epithelium in occult membranes.


221
Iris hypoplasia, pupil distorsion, pseudopolycoria, ectropion uvea.


224 .Define angle kappa. E

225.What is the differential diagnosis of Peter's anomaly?

ave been used in the treatment

226.Name few drugs that
of vernal conjunctivitis=

227 .\What are the ultrasound features of dysthyroid eye

disease? E

228.Name few topical carbonic anhydrase inhibitors that
have been used in the treatment of glaucoma. E

229.How do you manage Mucormycosis?

230.What are the features of opsoclonus? What is its

significance? E

231.Describe the typical features of rhabdomyosarcoma

232.What are the systemic features of triosomy 13?


224
Angle kappa is the angle between the visual axis and the anatomic axis of the eye.

225
A posterior corneal defect and leucoma may follow intrauterine infection (Von-Hippel internal corneal ulcer), signs of intrauterine infection may  be present (corneal infiltrate + keratic precipitates +neovascularisation + irido-corneal adhesions not attached to the iris collarette).

227
In dysthyroid eye disease :
1. There is a bilateral and symmetrical thickening of the middle and posterior parts of the extraocular muscles
2. The insertion of the extraocular muscles are often normal (unlike in cases of myositis) 
3. The superior rectus, medial rectus and the levator palpebrae are the     comments muscles to be affected on ultrasound examination
4. There is a medium to high internal reflectivity and irregular internal structure
5. The superior ophthalmic vein may or may not be enlarged


232
The systemic features of triosomy 13 are:
1. microcephaly         
2. skin haemangiomas      
3. cleft palate
4. umbilical hernia      
5. congenital cardiac defects
6. polydactyly          
7. CNS abnormalities


229
Management of Mucormycosis is by :
· Hospitalisation, physician and ENT opinion
· Surgical debridement of all necrotic tissues
· Irrigation with amphotericin B 
· Amphotericin B 0.25-.30 mg / kg, IV, slowly over 3-6 hours on day 1 and then reduce the dose daily till the clinical condition of the patient improves.


226
Cromolyn sodium, Nedocromil sodium, Levocabastine (Livostin), Lodoxamide (Alomide), Topical Cyclosporin, topical and Supra-tarsal injection of steroids, Olopotadine, and Low dose topical Mitomycin C. 

228
Dorzolamide (Trusopt)
Brinzolamide (Azopt).


230
Opsoclonus is characterised by rapid, chaotic conjugate saccades. 
It may be caused by neuroblastoma or encephalitis in children or by drug toxicity or infarction in adults.

231
-Rhabdomyosarcoma often present at the age of 7 years old by a rapidly progressive proptosis. 
-A palpable eyelid or sub-conjunctival mass may be present.
-Patients may also have epistaxis.
-Urgent biopsy is mandatory in suspected cases.
-Physical examination is also needed to rule out metastases.


233.In congenital cataract, what urine tests would you like
to order? E

234.How do you mass-treat trachoma patients?

235.What is the cause of diffuse unilateral subacute
neuroretinitis? E

236.Name few gonio-lenses.

237.What are the fundus findingsi cone dystrophy?
238.What are the ocular features of cat scratch disease?
239.Mention few causes of Ieukocoria.

240.What is the role of cyclosporin in the treatment of dry
eyes? .

241 .Name the two synergistic muscles of the inferior
rectus muscle. E

242 \What are the causes of glaucoma in an infant?

E]

243.Describe the principle of posterior lamellar
keratoplasty operation [Z]


241
The two synergistic muscles of the inferior rectus are superior oblique and the medial rectus muscles.

238
The typical ocular features are painful regional lymphadenopathy and follicular conjunctivitis. The disease has also been associated with serous retinal detachment of the macula, neuroretinitis,  retinal white spot syndrome, intermediate uveitis and retinal vasculitis, unifocal choroiditis, inflammatory mass of the optic nerve head producing acute loss of vision and focal choroiditis.

240
Systemic and Cyclosporin appears to increase tear flow and significantly improve the ocular signs and symptoms of moderate-to-severe dry eye disease.

235
This disease is thought to be caused by a nematode infection. It often occur in children and young adults and may causes unilateral visual loss.

236
· Direct Koeppe goniolens 
· Direct swan Jacob goniolens
· Direct Barkan goniolens 
· Direct Thorpe goniolens
· Indirect Zeiss goniolens


239
Leukocoria may be caused by:
1. Congenital cataract
2. Retinoblastoma
3. PHPV
4. Toxocara infestation
5. ROP
6. Coat’s disease 


242
Glaucoma in an infant may be due to :
1. Primary congenital glaucoma
2. Anterior segment dysgenesis (e.g.  Axenfeld anomaly, Rieger’s anomaly, Rieger’s syndrome, Peter’s anomaly)
3. Lowe's syndrome 
4. Rubella syndrome
5. phakomatosis( e.g. Sturge-Weber  and neurofibromatosis)
6. Aniridia


243
Posterior lamellar keratoplasty is a new technique of corneal grafts that has recently been described in patients with pseudophakic bullous keratopathy and Fuchs’ endothelial dystrophy. The technique involves transplanting the posterior corneal stroma, Descemet’s membrane and the corneal endothelium in the pupillary area by using a micro-keratome under an epithelial corneal flap.

237
· The fundus may appear completely normal
· The most characteristic fundus picture is bull's eye macular changes
· Other retinal changes may include retinal flecks as in stargardt’s disease, diffuse spotty pigment clumping or geographic macular changes.
· Temporal disc pallor.
· Central scotoma on perimetry.


233
In a child with congenital cataract these urine tests may show related  abnormalities :
1. Urine and blood protein levels (Alport's syndrome )
2. Urine chromatography for amino acids (Lowe's syndrome)
3. Copper level (Wilson disease)
4. Sodium nitroprusside (homocystinuria)
5. Urine glucose levels (Diabetes).

234
The world health organisation has recommended mass treatment of children in trachoma endemic areas with the drug azithromycin. Azithromycin is a relatively new antibiotic derived from erythromycin. The drug can be administered once a day. A single dose of oral Azithromycin (20 mg/kg) gives blood level that reaches the minimum inhibitory concentration of the drug for 6 days. 


244 \What are the ultrasound features of choroidal
detachment ? .

245.Describe the typical picture of the retinal flecks in
Stargardt’s disease

246.What is the origin and insertion of the inferior rectus
muscle? .

247 \What are the indications of Cutler-Beard operation for
lid reconstruction? .

248.In PRK surgery what is the role of the tracker system?

E]

249.How can you treat A and V patterns during horizontal
and vertical muscle surgery? E

250.What is the mechanism of idiopathic macular holes
formation?E

251.Which muscles cause ex-cycloduction?

252 What are the ocular features of Stickler disease?



246
The inferior rectus muscle originate from the annulus of Zinn and is inserted about 6.5 mm from the inferior limbus.

251
The inferior muscles (rectus and oblique) cause ex-cycloduction.

247
Cutler-Beard is used for the reconstruction of a central intermediate size lid defect of the upper lid.

248
The tracker system detects eye movements and either stops the laser delivery or guide the laser system to follow the eye movements without stopping laser delivery to ensure proper centration of laser ablation. Recent studies showed that treatment, with this new system, of 1-10D of myopia with or without astigmatism, is associated with early refractive stability and excellent uncorrected visual acuity.

250
The mechanism of macular hole formation is not completely understood. It has been hypothesised, by Gass, that shrinkage and tangential traction of the peri-foveal vitreous cortex induces traction detachment of the foveola and the fovea which may result in full thickness macular hole formation. Recent optical coherence studies, on the other hand, showed that in fellow eyes posterior hyaloid detachment begins around the macula producing an anteroposterior traction forces.

252
· Myopia. 
· Vitreous degeneration.
· Retinal detachment often with giant tears.
· Cataract
· Open angle glaucoma.


249
- In horizontal muscle surgery: remember MALE ( Medial rectus moved to Apex, and Lateral rectus moved to Empty space). 
- In vertical muscle surgery: temporal transposition of the superior rectus and nasal  transposition of the inferior rectus for  A pattern, and the opposite in V pattern.


245
The retinal flecks in Stargardt’s disease are:
· Either confined to the macula or extend to the mid periphery.
· Variable in size (may be so small to miss), shape (often triradiate and reticular in appearance looking like forked fish tail)
· Often yellow in colour but may become grey with time. 


244
The ultrasound  features of choroid detachment are:
1. Smooth dome or flat shaped membrane
2. No disc insertion with insertion of the detachment at the ora serrata or the ciliary body
3. Steeply rising thick double peaked 100% high spike 
4. Mild to no after movements.



253.Describe the features of retinal large cell lymphoma
(reticulum cell sarcoma). .

254 .Describe the typical features of Mooren’s ulcer? Do
you need to do any systemic investigation after making
the diagnhosis?

255.What is the action of Brimonidine? How does it lower

256.Name few conditions that may be associated with
symblepharon.

257.How would monitor a patient on ﬁpsone treatment?

3

e

258.Describe the features of vertebrobasilar insufficiency.

259.What are the common causes of dacryadenitis?

E]

260.Describe the clinical features of keratoacanthoma of
the eyelid. [}

261.Name few methods that have been described for use
as adjunct therapy to trabeculectomy E


254
1. Painful inflamed eye.
2. Could be unilateral or bilateral.
3. Corneal thinning often start in the nasal or temporal area with no lucid zone.
4. The ulcer later spreads circumferentially or centrally.
5. The leading edge if typically undermined.
6. Corneal perforation may occur.
· Mooren’s ulcers-like conditions have been linked to hepatitis C virus infection.


256
1. Ocular cicatricial pemphigoid
2. Steven-Johnson syndrome
3. Adenovirus or beta-haemolytic streptococcus conjunctivitis
4. Chemical burns
5. Iatrogenic
6. Atopic disease 


257
Dapsone can cause dose-related haemolysis, full blood count with reticulocytes count should be ordered before and during the treatment. The drug should also not be given to patients with glucose-6-dehydrogenase deficiency.

259
Staphylococcus aureus, streptococcus, mumps, infectious mononucleosis.

260
keratoacanthoma appears as an indurated mass with a central ulcer crater. The tumour may grow very rapidly to large sizes. It may also spontaneously shrink and disappear.

253
· The disease often masquerade as posterior uveitis. 
· Painless blurring of vision with floaters.
· Patients are often elderly, and do not respond to systemic treatment as expected.
· There are yellow-white subretinal infiltrate, retinal oedema, and haemorrhage.
· Neurological signs may also occur.
· Lumbar puncture, diagnostic vitrectomy or lymph node biopsy may be needed.


255
- Brimonidine is a highly effective Alpha-2 adrenergic receptor agonist. It is estimated to be 1000 more selective to Alpha-2 receptors than to Alpha-1 receptors. It is also a more potent Alpha agonist than either Apraclonidine or Clonidine. 
- Brimonidine lowers the IOP, initially, by decreasing the aqueous flow. After chronic treatment, the drug lowers the IOP by increasing the uveoscleral outflow. 
- The drug is known to have a vasoconstrictor effect on the blood vessels in the anterior segment of the eye.


261
· 5 FU
· Mitomycin C
· Idarubicin
· Suramin
· Perfluoropropane
· Beta irradiation
· Photo-dynamic therapy
· Electroporation


258
.Transient bilateral blurring of vision.
.May be flashing lights.
.Ataxia, vertigo, hemiparesis.
.History of drop attacks.
.Normal ocular examination.


262.What is the secondary action of the superior rectus
muscle? .

263.Name few topical anti-Acamoeba drops.

264 .Mention few complications of idiopathic macular hole
surgery. .

265.What are the typical CAT scan of optic nerve sheath
meningioma? E

266.Mention the classic indications for Pneumatic
retinopexy. Mention some characteristic complications.

267 .Describe the Hummelshrim’s operation. What is its
main disadvantages? E

268.How do you invesiigate a child with aniridia?

269.Which muscle is yoked to the right inferior rectus
muscle?

270.What are systemic abnormalities associated with

racemose retinal angioma? £]

271.What are the theories of pathogenesis of primary
congenital glaucoma?


269
The right inferior rectus muscle is yoked to the left superior oblique muscle, (they both move the eyes down and to the right).

262
The secondary action of the superior rectus muscle is in-cyclotorsion.

263
Diamidine derivatives e.g. Brolene, and Desomedine, Biguanide derivative e.g. polyhexanide (PHMB), and chlorhexidine, Propamide, and Neomycin.

264
1. Nuclear cataract.
2. Increase in the IOP.
3. Visual field abnormalities.
4. Retinal detachment.
5. Ulnar nerve neuropathy.


265
CAT scan shows tubular enlargement of the optic nerve with a rail-track appearance (a linear shadow seen within the lesion). 

266
The classical indications of this technique has been:
1. Retinal detachment due to a tear located in the upper two thirds of the retina. 
2. Retinal detachment due to several retinal breaks within one hour. 
In phakic eyes, this technique appears to be associated with higher complications rate than the scleral buckling procedure. A high incidence of new inferior postoperative retinal tears has been shown by some studies. The technique may also be complicated by dehiscence of clear corneal incisions after recent cataract surgery.


267
· The lateral halves of the superior and inferior recti are disinserted and the medial and lateral fibres are spilt for about 15 mm behind their insertion.
· The lateral parts of each muscle is then reinserted alongside the upper and the lower poles of the lateral rectus. 
The operation involves muscle disinsertion and may be associated with anterior segment ischaemia.


270
25% of patients with retinal lesions will have one or more of these systemic features:
1. Ipsilateral mid brain lesion e.g. Epilepsy, spontaneous intracranial haemorrhage, hemiparesis, papilloedema.
2. Malformation of the maxilla, mandible or the orbit  (hence the risk of massive  haemorrhage  after dental or facial surgery).
3. Facial lesions


271
There are two theories :
1.Barkan and Worst :  a continuos cellular membrane causing obstruction of the aqueous outflow with a relatively normal and functioning drainage angle
2.Allen and Maumenee :  anterior insertion of the longitudinal muscles of the ciliary body with a decrease in the aqueous outflow.


268
The usual work up of a child with aniridia is :
· Family history (2/3 autosomal dominant + 1/3 sporadic)
· Abdominal and urinary investigation  by:- blood pressure measurement, urine analysis for haematuria, abdominal and renal CAT scan, intravenous pylography (to rule out : Wilm's tumours  and bilateral gonadoblastomas).
· Genetic counseling (for deletion of the short arm of chromosome 11 as there is an increased chance of Wilm's tumours in this condition). There is about 20% incidence of Wilm's tumours in sporadic cases especially  when associated with deletion of the short arm of chromosome 11 before the age of 5 years old 
· Evaluate for mental retardation 
· Evaluate for congenital digital abnormalities.



272.What are the types of retinal capillary haemangioma?

273.Define clinically significant macular oedema in
diabetic retinopathy. E

274 .What are the types of Batten disease ?

275.Mention few manifestations of the retinoblastoma

gene. .

276.Name few systemic diseases associated with
moderate to high myopia in childrenE

277.Name few conditions which may cause a flecked
retinal appearance . E

278.What is the tertiary action of the superior oblique
muscle?

279.Mention few developmental causes of incomitant
squint in a child .

280.What is the causative organism in lyme disease and
how is transmitted? E

281.What are the side effects of fluorescein angiography?


278
The tertiary action of the superior oblique is abduction.

273
Clinically significant diabetic macular oedema is defined as:
· Retinal thickening within 500 micron of the centre of the macula (one third of a disc diameter).
· Hard exudate within 500 micron of the centre of the macula if associated with retinal thickening in the adjacent retina.
· Retinal thickening greater than one disc area, part of which is within one disc diameter of the macular centre.


280
It is caused by Borrelia burgdorferi infection which is transmitted by a tick bite in endemic areas.

279
Developmental causes of incomitant squint in a child includes :
· Duane syndrome      
· Mobius syndrome
· Brown's syndrome  
· Extraocular muscle fibrosis


272
There are two clinical forms of retinal capillary haemangioma:
 1. Exudative form: An area of subretinal fluid and exudate around the tumour
 2. Vitreoretinal form :  A vitreoretinal cicatricial reaction with no or little exudate, the  cicatricial membrane may obscure the tumour. Traction retinal detachment may occur.


274
1. Infantile (Santavuori disease)     
2. Late infantile (Janski Bielschowski)
3. Juvenile (Baten Mayou disease)                      4. Late juvenile
5. Kuf's (adult type)


275
· Retinoblastoma
· Retinoma
· Ectopic intracranial retinoblastoma (Trilateral retinoblastoma)
· Second non-ocular malignancy (e.g. osteosarcoma)


276
· Down syndrome    
· Marfan syndrome
· homocystinuria
· Weil-Marchesani syndrome
· Ehler-Danlos syndrome 
· Stickler syndrome    
· Pier-Robin syndrome


277
· Stargardt’s disease      
· Fundus albipunctatus        
· Kandori's  syndrome 
· Retinitis punctate albescence         
· Abetalipoproteinaemia.
. Dominant drusens.      
· Bietti's crystalline dystrophy
· Alport syndrome       
· Oxalosis     
· Sjogren’s Larsson syndrome
· Benign familial flecked retina syndrome.


281
The side effects to fluorescein angiography are:
1. Mild : urine and skin discoloration, nausea, vomiting fainting and pain
2. Allergic  urticaria, bronchospasm, angio-oedema, anaphylactic shock
3. C.VS. : syncope , MI, arrhythmia, pulmonary oedema ,cerebral ischaemic      events
4. It may interfere with calorimetric lab. tests
5. Skin necrosis, epileptic seizures,  carpo-pedal spasm



282.What is fundus xerophthalmicus?
283.Name a few inherited vitreoretinal dystrophies

284 .Mention few conditions which cause choroidal
thickening on ultrasound examinationic

285.What are the angiographic features of AMPPE?
explain E

286.What are the biophysical advantages of diode laser
over argon laser? i

287.What are the organs commonly affected in metastatic
retinoblastoma? .

288.What is the differential diagnosis of poor vision in a
child with normal looking eyes? .

289.1n Brown's syndrome what are the indications and
methoof surgical treatment?


288
In a child with normally looking eyes poor vision may be due to:
1. Delayed visual maturation
2. Cortical blindness
3. Cone dystrophy
4. Leber’s amaurosis


289
The indications of surgical treatment in Brown's syndrome are :
· Marked limitation of ocular movements 
· Small area of binocular single vision 
· Gross abnormal head posture  
The commonest method of surgical treatment is superior oblique tenotomy + simultaneous ipsilateral inferior oblique recession (because superior oblique tenotomy is often followed by superior oblique  palsy and inferior oblique over-action). 


282
Fundus xerophthalmicus describes the acquired flecked retinal appearance associated with vitamin A deficiency.

283
The famous vitreo-retinal dystrophies are:
1. Goldmann-Favre disease
2. Wagner syndrome 
3. inherited vitreo-retinal degeneration with systemic disease
4. Juvenile X-linked retinoschisis
5. Dominant exudative vitreo-retinopathy (DEVR)


285
In AMPPE :
· There is initial hypo-fluorescence of the fundus lesions 
· Followed by hyper-fluorescence during the course of the angiogram
· Persistent fluorescence staining in later stages.

Possible explanation:
· The primary lesion may be in the retinal pigment epithelium, the hypo-fluorescence is due to a masking effect by the swollen cells which become hyper- fluorescence later due to absorption of fluorescein  
· Hypo-fluorescence may be due to a filling defect of the choroidal capillaries      lobules and the later hyper- fluorescence is due to infracted overlying pigment  epithelial cells and later staining of the damaged cells.


286
1. High transmission through blood 
2. Low absorption by the macular luteal pigments allowing lower risk of inner retinal layers damages when applying the laser near to the macular area.
3. Low scleral absorption and scattering allowing transscleral delivery
4. The use of near infrared radiation eliminates the adverse photochemical effects on macular cones that may occur secondary to short wave length  exposure.
5. Invisible laser emission and absent bright flashes during treatment
6. The use of argon blue -green can produce tritanopic defects in the surgeon and the patient.


284
· Hypotony          
· Vascular congestion (carotid-cavernous fistula)
· Endophthalmitis   
· Uveitis
· Scleritis


287
· Brain and the spinal cord.  
· Orbit   
· Bone marrow and bone
· Lymph nodes.      
· Liver        
· Rarely the lungs.



290.What is the localising value of see-saw nystagmus?

291.How do you differentiate between Toxocara
granuloma and retinoblastoma in a healthy child?

292.1n the primary position, what are the actions of the
inferior oblique muscle?.

293.What is meant by negative angle kappa? E

294 .Describe the typical posterior segment features of
toxoplasmosis..

295.What is argon laser iridoplasty? Describe briefly how
itis done?  [E]

296.What is the typical features of capillary haemangioma
of the orbit and the lids? E

297 .Mention few conditions that should be differentiated
from ROP.

298.What is the mode of inheritance of choroideraemia
and of gyrate atrophy? .


293
Angle kappa is said to be negative when the position of the fovea is nasal to the pupillary axis, the corneal light reflex will be slightly to temporal to the corneal centre, this will simulate an esodeviation.

292
In the primary position, the inferior oblique muscle can extort, elevate, and abduct the eye.

290
See-saw nystagmus is often associated with a chiasm or third ventricle lesion. It is rarely congenital.

294
Toxoplasmic chorioretinitis is typically associated with a unilateral white yellow retinal lesions adjacent to an old chorioretinal scar surrounded by pigment proliferation as its edges. Severe vitritis is also often present.

295
Argon Laser Peripheral Iridoplasty is a relatively new technique that has been described in the treatment primary angle closure of duration less than 48 hours. The aim of this procedure is to, mechanically, open the appositional closed angle. A full 360 degree ring is often applied, but a more limited area of treatment may also be effective. A ring of low power, long duration, and a large size burns is applied to the iris periphery to contract the iris stroma and open the angle.

296
Capillary haemangioma often present as a bluish mass which may be associated with a strawberry skin pigmentation. It is often seen at birth or early in infancy, it is commonly located in the superior nasal quadrant. It slowly progresses, the mass may enlarge over the first year but it spontaneously decreases in size afterwards. The mass may be associated with proptosis which may increase in size by crying 

297
ROP should be differentiated from:
· familial exudative vitreoretinopathy
· incontinentia pigmenti
· other causes of leukocoria


298
Gyrate atrophy is inherited as an autosomal recessive and choroideraemia as a X-liked recessive trait.

291
In Toxocara granuloma there are:
1. Marked vitreous reaction.
2. Yellow grey vitreous strands attached to the choroido-retinal lesion.
3. No calcification.
4. Translucent centre to the retinal mass.
5. Positive ELISA test may be useful.



Pituitary fossa

A cross section through the cavernous sinus
at the level of the pituitary fossa.

299.1n the diagram above, what is A, B, and C?

300.In the diagram above, describe the ocular sign which
will result from a lesion to D.


299
A is the oculomotor nerve
B is the fourth nerve
C is the internal carotid artery.


300
The structure D is the sixth cranial nerve, lesion in the sixth cranial nerve results in esotropia and limited or loss of abduction on the ipsilateral side.


301.Describe the morphologﬁof Candida albicans.

302.Describe the clinical features of keratoacanthoma of
the eyelid. .

303.What are the typical features of Adie’s pupil? How do
you confirm the diagnosis pharmacologically?

304.What precaution should you take in measuring the
IOP in a patient who had PRK surgery?

v

305.Define mild non-proliferative diabetic retinopathy.

306.What are Intra-stromal corneal rings used for? How
do they work? E

307.How do you diagnose retinal thickening in diabetic
macular oedema? E

308.Name few conditions which may be associated with
transient visual loss. .

309.Mention the systemic manifestations of Stickler
syndrome. .


301
· Candida are opportunistic pathogens that are part of the normal flora of
 the conjunctiva and skin. 
· It is a yeast fungi 
· It is a unicellular organisms with or without pseudo or true hyphae, 
· they do not form mycelium on culture but they form white opaque smooth colonies similar to staphylococci colonies.


302
Keratoacanthoma should be differentiated from basal cell carcinoma. It is often elevated and has a central ulcer crater. The tumour typically grows very rapidly and then shrinks spontaneously. 

303
Anisocoria often in women in their fourth decade after viral illness, irregularly dilated pupil, slow reaction to light, slow constriction to convergence, slow dilatation. Vermiform movements of the iris border.
The pupil is supersensitive, it dilates with pilocarpine 0.125%, normal pupils do not. 


304
The measurement of IOP with Goldman tonometry and non-contact tonometry, after PRK for myopia may be underestimated (by up to 2.4 +/- 1.23 mm Hg.) because of changes in the corneal thickness. The decrease in the IOP seems to be related to the degree of myopia treated. Pneumotonometry can reliably measure the IOP in all parts of the cornea after surgery, and may be a more accurate method of measuring the IOP in theses eyes.

305
Mild non-proliferative diabetic retinopathy is characterised by the following features:
· Micro-aneurysms
· Mild to moderate intraretinal haemorrhage in less than four quadrants
· Hard exudates
· Macular oedema
· Abnormalities in the foveal avascular zone


306
Intra-stromal corneal rings and Intra-stromal corneal ring segments are a relatively new technique designed to treat low to moderate myopia (1-3 D). They reduce myopia by flattening the anterior corneal curvature by inserting polymethylmethacrylate rings into the peripheral corneal stroma.

307
This is best done by using a contact lens biomicroscopy e.g. Goldmann three mirrors lens. Normal thickening is usually measured as twice the diameter of a major retinal vein at the optic disc margin.

308
1. Papilloedema
2. Amaurosis fugax
3. Giant cell arteritis
4. Impending central retinal vein occlusion
5. Retinal migraine
6. Intermittent vitreous haemorrhage


309
· Mid-facial flattening.
· Pierre Robin complex (cleft palate, micrognathia, glossoptosis).
· Joint hyper-extensibility, juvenile arthritis.



310.What is the main action of the superior rectus muscle
in an abducted eye? How do you do the “double
Maddox test’? E

311.What are the differential diagnosis of retinal astrocytic
hamartomas?? .

312.What are the electrophysiological findings in cone
dystrophy? .

313.What are the features of Hermansky-Pudlak
syndrome? E

314.What are the features of type 1 choroidal neovascular
membrane? E

315.How do you investigate a patient with Best's disease?
316.What are the types of Stickler syndrome?

317.How do you treat lyme disease?

318.1n vitreoretinal surgery, what are the common
methods used in internal retinal tamponade? .


310
 In abduction, the superior rectus muscle is practically a pure elevator.

311
1. Retinoblastoma 
2. Retinal capillary haemangioma
3. Retinal granulomas 
4. Massive retinal gliosis
5. Myelinated nerve fibres 
6. Optic disc drusens


312
 · Reduced or non-detectable photopic ERG.
 · Abnormal flicker response. 
 · +/- supernormal scotopic ERG.
 · In spite of the marked Erg changes, the dark adaptation curve is either normal or slightly subnormal


313
 The features of Hermansky-Pudlak syndrome are:
 1. Oculocutaneous albinism.
 2. Clotting abnormality leading to bleeding tendency.
3.  Abnormal ceroid material in the reticulo-endothelial cells.


314
· located beneath the retinal pigment epithelium, some portion of the membrane enters the subretinal space.
· occurs mainly in older patients with age related maculopathy.
· surgical excision is often associated with poor visual results.


315
 The following investigations may be used in Best disease: 
 1. Fluorescein angiography shows: 
 · dark choroid, 
 · non to slightly fluorescent lesions, 
 · early fluorescein in the pseudo-hypopyon stage in the depigmented area choroidal neovascularisation (occult or manifest),  
 · Normal fluorescein outside the retinal lesion (unlike the retinal flecks in Stargardt’s disease).
 2. Normal visual field , ERG and dark adaptation test.
 3. Colour vision may be mildly affected later in the course of the disease
4.  Subnormal EOG in patients and carriers


316
· Type I denotes all patients with congenital vitreous anomalies. 
· Type II are patients without the congenital vitreous anomaly. 


317
Treatment depending on the severity:
doxycycline, amoxycillin in children and pregnant women, cefuroxime, clarithromycin, or ceftriaxone in severe and neurological cases.


318
Internal retinal tamponade is often carried out by: 
· Gases (air, SF6, C3F8),
· Silicon oil, or
· Perfluorocarbon liquids.



319.Mention few indications of vitrectomy in diabetic
retinopathy. E

320.Name few causes of pupil-sparing third nerve palsy.

321.What is the significance of using nitrous oxide
anaesthesia in vitreoretinal surgery? .

322.What causes aberrant regeneration of the oculomotor
nerve? E

323.Describe eyelids molluscum contagiosum infection.

324.What is selective laser trabeculoplasty?E

325.Describe the principle of Cutler-Beard operation for lid
reconstruction. E

326.What is the ophthalmic manifestations of
Alkaptonuria? E

327.What are the common causes of sixth nerve palsy in
children? .


319
Vitreous haemorrhage, traction detachment involving the macula, traction-rhegmatogenous detachment, sever proliferative diabetic retinopathy if laser photocoagulation does not control the disease.

320
Ischaemic micro-vascular disease, diabetes, giant cell arteritis, rarely cavernous sinus syndrome. 

321
It has been thought that the use of nitrous oxide anaesthesia produces an increase in the size of the intraocular gas (C3 F8) bubble, with a subsequent rise in intraocular pressure. This has led to the practice of discontinuing nitrous oxide at least 15 minutes before gas-fluid exchange in vitreous surgery to allow clearance of nitrous oxide from the body. Recent studies suggest that general anaesthesia using nitrous oxide does not adversely affect the size of the C3 F8 gas bubble 24 hours after surgery.

322
trauma, aneurysm, tumour, congenital. It can not occur with micro-vascular diseases.

323
Molluscum contagiosum often appears as multiple small papules with umbilicated centre. It is often associated with chronic follicular conjunctivitis.

324
Selective laser trabeculoplasty is a new technique in which the laser power is aimed at the pigmented trabecular meshwork without damage to the other structures in the meshwork. The lack of coagulation damage to the trabecular meshwork with this procedure makes it potentially a repeatable operation.

325
A full-thickness flap of the lower lid tissue is mobilized about 5 mm below the lid margin. It then advanced upward, under the intact bridge of the lower lid, into the upper lid defect to fill the posterior lamella. The anastomosis is cut at a later date by another operation.

326
The ophthalmic manifestations of Alkaptonuria are:
1. The earliest sign is pigmentation of the sclera and the ears (30 years of age)
2. Ochre-coloured deposits in the limbal area (it appears as a brownish black oil droplet)
3. Inter-palpebral pigmentation of the conjunctiva, episclera, the sclera and the recti tendons .


327
Post-viral condition, trauma, increased intracranial pressure, Gradenigo syndrome.


ol

328.Name few systemic causes of conjunctiva
pigmentation E

329.What is the fluorescein angiographic features of
classic choroidal neovascular membrane?E

330.What are the causes and types of Niemann-Pick
disease? .

331.What are the commonest ocular manifestations in
non-accidental injuries in babies? .

332.What is Nanophthalmos? E

333.Describe the ocular involvement in multiple endocrine
neoplasia. E

334.What are the common causes of proptosis in a 10
years old child? E

335.What are the ultrasound features of dysthyroid eye
disease? .


328
1. Ochronosis with Alkaptonuria (due to enzymatic deficiency, often in young adults, associated with dark urine and arthritis).
2. Addison’s disease. 
3. Agyrosis (history of using silver nitrate drops)
4. Haemochromatosis.
5. Adrenochrome deposits (history of using Adrenaline or Propine drops).
5.  Mascara deposits.
6.  Chlorpromazine treatment.


329
The typical features of classic choroidal neovascular membrane are: 
· Areas of bright hyper-fluorescence, 
· Well demarcated 
· Identified in the early stages of fluorescein angiography 
· Progressive pooling of the dye in the later stages of the angiogram.
· The fibrovascular tissue grows in subretinal space in classic membranes.


330
Niemann-Pick disease is classified into two types :
 Type 1 sphingomyelinase deficiency and lack of lysosomal sphingomyeline 
type A: neuro-visceral: (hepatosplenomegaly +failure to thrive + death in 3 years)
type B: visceral (massive visceral enlargement).

Type 2 normal sphingomyelinase. Sphingomyeline accumulate in the spleen and liver - brain sphingomyline is normal
Type C neuro-visceral: hepatosplenomegaly -supra-nuclear palsy-failure to thrive - dystonia -seizures
Type D as type C but endemic in Nova scotia


331
The commonest ocular manifestation in non accidental injuries are :
1. Retinal, pre-retinal and vitreous haemorrhage (from intracranial bleeding thoracic compression and shaking) . When the haemorrhage are at different stages of resolution it should be very suspicious.
2. Peri-orbital oedema and sub-conjunctival haemorrhage .
3. Retinal detachment and retinoschisis.
4. Choroido-retinal atrophy.
5. Cataract and subluxation of lenses.


332
Nanophthalmos is a congenital condition characterised by :
1. Small eye 
2. Hyperopia 
3. Thickened sclera 
4. Tendency to angle closure glaucoma and uveal effusion 
5. Any intraocular operation may be complicated by uveal effusion


333
1. The only ocular involvement in type 1 is visual field defects due to pituitary adenomas
2. Prominent corneal nerves are rarely seen in type 2a.
3. Ophthalmic signs are relatively common in type 2b: prominent corneal nerves + impaired pupillary dilatation, linear thickening of the limbal conjunctiva, thickened eye lids + prominent orbital ridges + heavy eye brows, decreased tear formation + nasal displacement of the lacrimal puncti.


334
In a 10 years old child, the common causes of proptosis are:
1. Leukaemia 
2. Dermoid cyst
3. Pseudotumour 
4. Orbital cellulitis
5. Fibrous dysplasia 
6. Rhabdomyosarcoma


335
1. There is a bilateral and symmetrical thickening of the middle and posterior parts of the extraocular muscles
2. The insertion of the extraocular muscles are often normal (unlike in cases of myositis) 
3. The superior rectus, medial rectus and the levator palpebrae are the comments muscles to be affected on ultrasound examination
4. There is a medium to high internal reflectivity and irregular internal structure
5. The superior ophthalmic vein may or may not be enlarged



@

336.What is the CAT scan features of orbital
pseudotumour? E

337.Mention few causes of delayed corneal epithelial

healing.
N

338.What are the clinical features of anterior segment
dysgenesis? What is the cause? E

339.Mention some of the systemic manifestation of
Alkaptonuria. Mention one simple test that helps in the

diagnosis. .

340.What are the corneal features of Rieger's anomaly?

341.What are the causes of visible corneal nerves?

E]

342.Discuss, briefly, the work up of a patient with
suspected Acanthamoeba keratitis


336
The CAT scan features are :
1. Proptosis 
2. Thickening of the posterior sclera
3. Orbital fat +/- lacrimal gland enlargement 
4. Extraocular muscle enlargement (involving the tendons )
5. Bone destruction is rare


337
· Systemic diseases: Diabetes, malnutrition, vitamin A deficiency.
· Local causes: cicatricial pemphigoid, erythema multiform, atopic kerato-conjunctivitis, KCS, infection, trauma, lid diseases.
· Medications: antibiotics, antiviral, preservatives, local anaesthetics abuse.


338
· Posterior embryotoxin 
· Axenfeld’s anomaly 
· Rieger's anomaly
· Circumscribed posterior keratoconus 
· Peter's anomaly 
· Sclerocornea.
It is now believed that these anomalies are due to neural crest ectoderm (rather than mesoderm) dysgenesis.


339
· Dark pigmentation of the ears, nose internal cartilage and ligaments.
· Arthropathy (large joints and spine) 
· The urine typically darkens on standing as a result of the oxidation of the excess homogentesic acid (unless the urine contains a reducing substance or if it has an acidic pH)


340
· Posterior embryotoxin in 100% of patients 
· Occasionally peripheral corneal opacification.


341
1. Corneal dystrophies (Fuchs’, keratoconus) 
2. Refsum disease
3. Buphthalmos 
4. leprosy 
5. Ichthyosis
6. After corneal grafts and trauma 
7. Multiple endocrine neoplasia.


342
The following investigations are often needed to prove the diagnosis:
· Corneal specimens should be inoculated on the usual culture media (e.g. agar, blood agar, Sabouraoud media, non-nutrient agar with E. coli overly)
· Most standard stains can be used to examine the corneal scraping slides (gram, Giemsa and Wright stains)
· Calcoflour white staining (with fluorescein microscope), and acidine orange stain can facilitate the identification of the organism.
· Corneal biopsy is often needed as ordinary corneal scraping are often unsuccessful. 
· Contact lenses, contact lenses bottles and fluids should also be cultured



343.Mention few vital stains that can be used in
examination of ophthalmic slides.

E]

344 .What are the causes of phlxgenular keratitis?

345.Mention a few conditions which produce dendritic
looking corneal lesions. .

346.What are the classic ophthalmic manifestation of
Niemann-Pick disease?.

347.Mention few causes of inferior conjunctival
symblepharon .

348.What are the herpes simplex corneal epithelial
lesions? E

349.What are the causes of orbital cellulitis? what are the
common organisms? .

350.Name few causes of Parinaud’s oculoglandular
conjunctivitis. .


343
Theses stains are often used in the microbiological examination of ophthalmic slides :
1. Gram stain (bacteria, fungi). 
2. Giemsa stain (cytology of bacteria, fungi and Acanthamoeba)
3. Wright stain (cytology) . 
4. Comori-methamine silver (fungi) . 
5. Ziehl-Nelson acid fast stain (mycobacterium and Nocardia). 
6. Calcoflour white with fluorescein microscope (Acanthamoeba and fungi) Acridine orange stain ( Acanthamoeba and fungi) 
7. PAP stain (tumour cells) 
8. Periodic acid Schiff PAS stain (fungi). 
9. Potassium hydroxide stain (fungi)


344
Phlyctenular keratoconjunctivitis is due to a delayed cell mediated hypersensitivity reaction. The common causes are :
· Staphylococcal blepharitis
· Tuberculosis infection


345
These conditions are known to produce dendritic looking corneal lesions:
· Herpes simplex and herpes zoster keratitis
· Recurrent corneal erosions 
· Contact lens wear(no dendritic branching - no terminal buds - minimal staining)
· Acanthamoeba keratitis 


346
· Cherry red spot and retinal ganglion cell degeneration.
· Optic atrophy 
· Supra-nuclear palsy (characteristic - loss of voluntary vertical saccades and fast phase of OKN especially downwards - preserved doll's eye movements - head thrusts).


347
· Ocular cicatricial pemphigoid 
· Steve-Johnson syndrome
· Membranous conjunctivitis with scarring (adenovirus, beta haemolytic streptococci) 
· Chemical burns 
· Iatrogenic (long term use of Eppy, pilocarpine, antiviral)


348
· Dendritic ulcers 
· Geographic ulcer (with topical steroid )
· Marginal (limbal ) keratitis +/- ulceration 
· Fascicular ulcer resembling Phlyctenular keratitis


349
Orbital cellulitis is often caused be :
· Paranasal sinusitis (mainly ethmoidal sinusitis) 
· Orbital infections (dacryocystitis, dacryoadenitis, orbital foreign body or infection after orbital surgery)
· Dental infection
· Bacteraemia

The causative organisms are: 
· Staphylococcal or Streptococcal organism
· H. influenza (in children)
· Bacteroid organism (after trauma )


350
The commonest cause is cat scratch disease, tularemia (history of contact with rabbits + headache + fever + serological tests ), tuberculosis and other mycobacterium infection, syphilis, leukaemia and lymphoma, mumps, and mononucleosis


351.What are the main causes of fourth nerve palsy?

B

352.How do you treat inclusion conjunctivitis in a neo-

born? .

353.What features should arouse suspicion that a
pigmented iris mass is a malignant melanoma?

354.Describe the typical appearance of Kayser-Fleischer
ring . E

355.Describe the clinical features of Acanthamoeba
keratitis. E

356.What are the culture media that can be used in
suspected keratomycosis? .

357.How do you perform anterior stromal puncture?

358.What is Acanthamoeba? what are the clinical
diseases it causes in human beings?.

359.What are the features of fourth nerve palsy?

360.What are the systemic disorders associated with the
floppy lid syndrome?.


351
trauma, vascular diseases, congenital, idiopathic.

352
Systemic treatment should be started to avoid chlamydial pneumonia:
· Erythromycin syrup 50 mg / kg body weight twice for 2-3 weeks 
· Topical erythromycin or chloramphenicol
· Treat the mother and sexual partner


353
A pigmented mass on the iris is likely to be a malignant melanoma if :
1. it is greater than 3 mm in diameter at the base, and greater than 1 mm in depth
2. it has prominent feeder vessels
3. associated with ectropion uvae, spontaneous hyphaema, sector cataract, seeding of tumour cells in aqueous raised IOP
4. direct invasion of the tumour into the trabecular meshwork


354
The Kayser-Fleischer ring is :
· A greyish brown band in the corneal periphery (it may be red, gold, green or blue).Gonioscopy may be needed to detect the very peripheral rings
· It first appears at the superior cornea but eventually involve the whole corneal circumference
· It is usually present at the level of the Descemet’s membrane.
· It is usually 1-3 mm in width extending to the limbus without any clear cornea in between
· Occasionally there are double rings 


355
Acanthamoeba keratitis is characterised by the following features:
· Pain out of proportion of the inflammatory signs 
· Ring infiltrate and / or central stromal infiltrate and / or satellite lesions 
· Epithelial haze and / or elevated pseudo-dendrites and / or recurrent epithelial breakdown
· Radial kerato-neuritis (pathognomonic) +/- decreased corneal sensation
· Iritis +/- hypopyon +/- increased intraocular pressure.
· Scleritis


356
In suspected keratomycosis (fungal keratitis) these culture media can be used :
· Blood agar at room temperature
· Sabouraud medium at room temperature (with nothing added to it) is probably the most sensitive culture medium
· Beef heart infusion broth at room temperature (with gentamycin added to it)
· Most fungi grow out within 2-3 days but some can take up to 3 weeks or more


357
Anterior stromal puncture is used in symptomatic refractory corneal erosions not involving the visual axis (as it forms a scar). 

The procedure:
· Topical anaesthesia, on the slit lamp
· Use a 25 gauge needle to perform multiple punctures in through Bowman’s membrane just into the anterior stroma
· Cover the whole area of the erosions with punctures (about 20-50 depending on the size of the erosion)
· Topical antibiotics + cycloplegic + pressure patch for 24 hours


358
Acanthamoeba is:
· A free living unicellular protozoa. it exists in two forms active trophozite and dormant cyst.

Acanthamoeba can be isolated from the mouth and pharynx of some asymptomatic adults and children. Theses clinical infections have been reported in the literature:
· Granulomatous encephalitis (often fatal)
· Mandible, orbit and skin infections
· Meningitis with intra-ocular extension
· Keratitis


359
· binocular vertical diplopia, and difficulty in close work and reading
· limited adduction in downward gaze
· hypertropia of the affected eye, the hypertropia increases on looking to the direction of the healthy eye or on tilting the head to the side of the affected eye.
· head tilt towards the contralateral shoulder to minimise the diplopia.


360
The common systemic disorders associated with floppy lid syndrome are:
1.  Obesity (43%)
2.  Hypertension (13%0
3.  Diabetes (12%)
4.  Sleep apnoea (6%).



361.What are the causes of proptosis in a neonate?

362.What is the significance of diagnosing Schnyder
corneal dystrophy? .

363.What are the clinical features of ocular
melanocytosis? ig’t a pre-malignant condition?

364.What are the features of Parinaud's oculoglandular
conjunctivitis? .

365.What features would make you think that an iris mass
IS a metastatic rather than a primary tumour?

366.How do conjunctival lymphoid tumours typically
present? .

367.Describe the typical picture of Candida keratitis .

E]

368.How do you do the Tensilon test"

369.What are the causes of Kayser-Fleischer ring?


361
1. Unilateral: Encephalocele, congenital cyst, microphthalmos with cyst tumours. 
2. Bilateral: Craniofacial dystoses, neuroblastoma.


362
· Schnyder dystrophy is most likely to be due to localised disorder of cholesterol metabolism. 
· A significant number of patients will have hyperlipidaemia 
· Chondro-dystrophy and genum vulgum are also present is some families.


363
Ocular melanocytosis is a unilateral congenital condition characterised by 
· a blue-grey discoloration of the episcleral tissues, the coloured lesion does not move with moving the conjunctiva 
· often accompanied by ipsilateral darker discoloration of the choroid
· the ipsilateral peri-orbital skin may be darkly pigmented (nevus of Otta)

This condition does not turn malignant but it is known to be associated with higher risk of malignancy in the choroid especially in white people.


364
Parinaud's oculoglandular conjunctivitis is characterised by :
· Conjunctivitis with muco-purulent discharge 
· Granulomatous nodules on the palpebral conjunctiva
· Ipsilateral visibly enlarged pre-auricular (+/- submandibular) lymphadenopathy
· Fever and rash may be present.


365
Metastatic iris masses are often associated with these features:
1. rapid growth 
2. multiple or bilateral lesions
3. frequent pseudo-hypopyon 
4. involvement of the upper or lower half of the iris (malignant melanomas are more commonly located in the lower half)


366
The typical presentation of conjunctival lymphoid tumours is:
· young to middle age individuals 
· salmon-patch lesion 
· may be located at the bulbar conjunctiva (oval shaped) or in the fornix (horizontal shaped)
· systemic lymphomas may or may not develop (unless it is already present)


367
Candida organisms are opportunistic pathogens that are normally present on the conjunctiva, skin and other surfaces.
· usually occur in eyes that have a predisposing factor e.g. pre-existing corneal disease or steroid treatment
· often localised and suppurative (resembling bacterial keratitis)
· satellite lesions are not usually seen.
· corneal lesions are often raised, with smooth and not feathery ridges.


368
· The Tensilon test: inject 0.2 ml IV of Edrophonium chloride, if an improvement in the lid position is noticed the test is considered positive. If no improvement occurs, inject 0.4 ml and notice the lid margin position again. If no improvement occurs inject another 0.4 ml and notice the lid margin and any side effects.
· Be prepared with Atropine (0.4 mg IV) and resuscitation equipment.


369
 The causes of Kayser-Fleischer ring are
· The most famous cause is Wilson's disease
· Primary biliary cirrhosis
· Chronic active hepatitis
· Progressive intra-hepatic cholestasis
· Multiple myeloma



370.Name few anti-fungal drugs that can be used in
fungal keratitis. E

[
\
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371.What is the typical features of bilateral fourth nerve
palsy? .

372.Name few causes of third nerve palsy with pupil
involvement..

373.What are the features and treatment of corneal
warpage? E

374.What is the localising value of up-beat nystagmus?

375.Name the clinical types of basal cell carcinoma of the

eye lid. .

376.What is Gradenigo syndrome?E
377.What are the causes of Ijunctivitis in a neo-born?

378.Define severe non-proliferative diabetic retinopathy.


370
The main antifungal drugs used on the treatment of filamentary and yeast fungal keratitis are :
· Polyne agents: Amphotericin B, natamycin
· Imidazole compounds: Clotrimazole + Miconazole + Econazole + ketoconazole
· Pyrimidine agents : Flucytosine


371
· Hypertropia of the right eye when looking to the left 
· Hypertropia of the left eye when looking to the right
· V-pattern esotropia


372
Aneurysm (posterior communicating artery), ischaemia, diabetes, trauma, tumours, congenital, migraine.

373
The features of corneal warpage are :
· history of long term (PMMA) hard contact lens wear
· the vision becomes blurred with glasses but remains good with the contact lens, gradually the contact lens vision also becomes blurred with some discomfort
· SPK may be present 
· keratometry reveals distorted corneal mires

The treatment of this condition is often with: 
· discontinuation contact lens wear 
· A gas permeable lens should be fitted when the keratometry and refraction returns to normal and becomes stable.


374
Up-beat nystagmus is often caused by a lesion in the brainstem or the vermis when the nystagmus occurs in the primary position. When the nystagmus occurs only in up-gaze it is likely to be due to drug toxicity.

375
· Nodular
· Morpheaform (firm, flat with indistinct margins).


376
Gradenigo syndrome is:
complicated otitis media, petrotitis, sixth nerve palsy, seventh nerve palsy, may be eighth and tenth nerve palsy as well. 


377
Ophthalmia neonatorum can be caused by :
· Chlamydial infection
· Neisseria gonorrhoea
· Bacterial infection 
· Herpes simplex virus
· Chemicals (silver nitrate)


378
Any one of the following:
· severe intraretinal haemorrhage in four quadrants
· venous beading in two quadrants
· moderately severe IRMA in one quadrant



379.What is the difference between Stickler syndrome and
Marshal syndrome? E

380.How do you manage a case of suspected non-
accidental injury? E

381.What are the features of type 2 choroidal neovascular
membrane? .

382.What is The Implantable Miniaturized Telescope ?

383.What are the main features of Kearns-Sayre
syndrome? E

384 .Describe the ocular features of Behcet disease.

385.Name few drugs that can be used in the treatment of
toxoplasmosis. E

386.What are the features of spasmus nutans? What is its
significance? E



379
Marshall syndrome is similar to Stickler syndrome but without arthropathy.

380
· Admit the child under the paediatrician care.
· Full history and general examination by an ophthalmologist and a paediatrician
· Obtain a social service report
· The paediatrician will decide whether there a case of non-accidental injury or not.
· Police should be informed if there a case.
· Full and continuos liaison between doctors, social workers and the police.


381
· located between the sensory retinal and the retinal pigment epithelium
· occurs mainly in younger patients e.g. POH and myopia and idiopathic.
· surgical excision may be associated with good visual results


382
Implantable Miniaturised Telescope is a new approach to aide vision in patients with dry age related maculopathy. The telescope consists of a 3X telescope that is contained in carrying device made of PMMA that can be implanted in the capsule bag under local anaesthesia. 

383
Kearns-sayre syndrome is characterised by:
· onset before the age of 20
· chronic progressive external ophthalmoplegia
· retinal pigmentary degeneration
· heart block with or without sudden death
· hearing loss
· mental retardation
· characteristic findings on muscle biopsy


384
Behcet disease is characterised by
· recurrent anterior uveitis with or without hypopyon in a white eye
· retinal vascular sheathing with haemorrhage and exudates
· vitritis


NOTE
Sulphadiazine, pyrimethamine, clindamycin.

386
Spasmus nutans appears between 6 months and 3 years of age, and spontaneously disappears between 2 and 8 years of age. It is characterised by 
· head nodding
· head turn
· vertical, horizontal or torsion nystagmus
A similar condition may be produced by glioma of the optic chiasm and a MRI is indicated to rule this out.



387.What is the cause of a flat anterior chamber after
trabeculectomy operation? .

388.Name the systemic features of Sturge-Webber
syndrome. E

%
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389.What are the main histopathological types of
choroidal malignant melanoma? .

390.Name few drugs that have been used in the treatment
of CMV retinitis. .

391.What is iridoschisis? E
392.Name the typical presetion of ghost cell glaucoma.

393.What is the main histological feature of a well
differentiated retinoblastoma?.

394.Describe the typical anterior chamber angle features
of pseudoexfoliation syndrome. E

395.What are the ocular features of encephalo-trigeminal
angiomatosis? E

396.Define aniseikonia. .


387
Flat anterior chamber may be due to bleb leak (soft eye), misdirection of the aqueous (choroidal detachment), or it may be due to malignant glaucoma (hard eye).

388
· cutaneous angioma (naevus flammeus).
· meningeal angioma causing Jacksonian-type epilepsy, hemiparesis, and mental deficiency. It may also present as intracranial calcification on X ray.


389
· epithelioid (most malignant)
· spindle cell A or B (least malignant)
· mixed cell
· necrotising melanomas


390
· ganciclovir
· foscarnet
. cidofovir


391
Iridoschisis is a cleavage in the iris stroma that typically occurs in both eyes of old patients. 50% of these eyes will be associated with glaucoma.

392
ghost cell glaucoma typically occur after cataract extraction if it is complicated or preceded with vitreous haemorrhage. it may also occur in aphakic eyes if they develop late vitreous haemorrhage.

393
Flexer-Wintersteiner rosettes (differentiated tumour cells arranged around a patent central space). These rosettes are considered pathognomonic of retinoblastoma.

394
- Accumulation of dandruff-like material in the angle. 
- Hyper-pigmentation of the angle (Sampaolesi’s line).
- narrow or closed angle may also be present

395
Encephalo-trigeminal angiomatosis (Sturge-Webber syndrome) may be associated with:
· glaucoma 
· cavernous haemangioma of the choroid


396
aniseikonia is the difference in the size or the shape of the two images from the two eyes as perceived by the visual cortex.


397.What is the significance of retinal white with and
without pressure? E

398.Name few methods for measuring accommodation
amplitude.

E]

399.What is naevus of Ota? .
400.Describe the typical featureiof pigmentary glaucoma.

401.What types of patients are affected with candidiasis?

E

402.Write (+1 +3.00@ 90) in a plus cylinder form.

403.What are the indications of treatment in ocular
toxoplasmosis? E

404.Name the ocular lesions in Toxocara infection.

405.What are the main findings of the UK prospective
diabetic study? .

406.Describe the commonest posterior segment lesion in
AIDS? E


397
If there is a history of giant retinal tears in the fellow eye, giant retinal tears may develop along the posterior border of these lesions, prophylactic treatment is recommended in fellow eyes with giant tears.

398
· near point of accommodation
· accommodation rule
· method of spheres.


399
Naevus of Ota is a melanosis oculi associated with ipsilateral pigmentation of the eyelid.

400
it typically affects young men with myopia. It is characterised by:
· Krukenberg spindles
· mid-peripheral slit-like iris transillumination defects.
· deposition of pigments in the anterior chamber angle and the retinal periphery.


401
· patients who are immunocompromised
· drug addicts
· patients with long-standing indwelling catheters.


402
+4 -3.00 @ 180 degrees

403
· lesion involving the macula or the papillo-macular bundle
· lesion involving the optic nerve
· severe vitritis as this may cause retinal detachment


404
· chronic destructive endophthalmitis.
· localised posterior pole granuloma.
. peripheral granuloma.


405
The UK prospective diabetic study showed that a 10 mm Hg reduction in systolic and a 5 mm Hg reduction in the diastolic blood pressure was associated with a 47% fall in the risk of doubling the visual angle in 9 years. It also showed that reducing the pressure is the main factor, no matter what medications are used in achieving that. The target blood pressure for patient with diabetic retinopathy is systolic and diastolic blood pressure equal or less than 130/80.

406
Retinal micro-angiopathy: asymptomatic, micro-aneurysms, cotton wool spots, may be retinal haemorrhage.


407.What is the significance of down-beat nystagmus?

B

408.Name few causes of cornea verticillata.

409.What are the typical ocular features of
Mucopolysaccharidosis? .

410.Name the different growth patterns of retinoblastoma.

E]

411.Where is the lesion? and what are the causes of inter-
nuclear ophthalmoplegia’?E

More questions will be added soon
watch the space...


407
It is pathognomonic of a lesion in the cervico-medullary junction.

408
· chloroquine keratopathy
· amiodarone keratopathy
· chlorpromazine treatment
· Fabry’s disease


409
· corneal deposition and clouding (except in Hunter syndrome)
· pigmentary retinopathy
· optic atrophy


410
· endophytic (grows towards the vitreous cavity)
· exophytic (grows outward underneath the retinal causing retinal detachment)
· diffuse infiltrating


411
The lesion is in medial longitudinal bundle. It is often caused by a brain stem lesion which may be multiple sclerosis (in young patients) or ischaemia (in the elderly). 


