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20¡« lioæ¢©k´® JT¼ ©Jjq¡ LlxhÊ® Hd®©×¡¨h±T¢Í® A©oæ¡o¢©in¨Ê F¿¡

A«L¹w´¤« F¨Ê Ag¢l¡a¬¹w. C±Yi¤« J¡k« Cª o«MTc¨i H¡hc¢µ®, Y©k¡k¢µ® lqt·¢i

©cY¡´©qi¤« ±dlt·J©ji¤« Cªiloj·¢v H¡t´¤¼¤. otá£o¢k¤¾©¸¡r¤« s¢¶it ¨Oií

©mnl¤« c¨½ l¢¶® d¢j¢ºl©ji¤« J¤T¤«f¡¹¹©qi¤« H¡t·¤¨J¡Ù¤« c¢¹w

H¡©j¡y·©j¡T¤h¤¾ F¨Ê ©oîp« As¢i¢´¤¼¤.

GsX¡J¤q·® cT¼ 19¡« o«Ì¡c o©½qc« A«L¹q¤¨T oQ£l o¡¼¢Ú¬« ¨J¡Ù¤«

O¥©Ts¢i OtµJw ¨J¡Ù¤« DXt©áJ¤¼ H¼¡i¢. AY¢c® ©lÙ¢ AÈ£X« ±dlt·¢µ h¤u

¨o±J¶s¢ ±m£.¨J Bt f¢Q¤, h¤u ±do¢VÊ® ±m£.f¢ Bt o¤b£n®, FJææ¢J¬¥¶£l® A«L¹w

J¥T¡¨Y ©Jjq·¢¨Ê ¨Y©´ A×« h¤Yv lT©´ A×« l¨ji¤¾ H¡©j¡ A«L¹w´¤« F¨Ê

l¬Ç¢djh¡i Ag¢czc¹w As¢i¢´¤¼¤.

Jr¢º 19 ltn« c½¤¨T o«MTc ©cT¢i ©c¶¹w dT¢dT¢i¡i¢ H¼® O¤y´¢ dsi¡«.

Heí¡vh¢´® Ao¢ÍÊ¤h¡y¨T J¥¶¡iä, pªo® ©p¡wV® ot©ái¢v c¢¼¤¾ d¥t»h¡i ©h¡Oc«,

©s©n¬¡ ±d©h¡nu, Yoí¢Ji¤¨T ©dj® Hd®©×¡¨h±T¢Í® F¼¡´¡u Jr¢º lk¢i ©c¶«, lq¨j

l¬Çh¡i V¬¥¶£o® BÊ® ̈ s©oç¡uof¢k¢×£o¢¨Ê H¡tVt, c½¤©TY¡i ©Qt»v, ̈ lf® ̈ ¨o×®,

o£c¢it ©±LV¢¨c ©hQt Bm¤d±Y¢Jq¢v c¢ih¢´¡c¤¾ H¡tVt, o£c¢it ©J¡tV¢©c×s¢¨c

V¢ Fµ® Foæ¢v c¢ih¢´¡c¤¾ H¡tVt, f¢ Foæ® o¢ Hd®©×¡¨h±T¢i¤¨T Bl¢tg¡l«. d¤Y¢iY¡i¢

46 ©d¨j´¥T¢ d¢ Foæ® o¢ h¤©K¨c c¢ih¢´¤¼Y¢c® Cª ltn« o¡b¢µ¤.

9¡« mØq J½£nc¢v c¡« ±dY£È¢µ O¢k ©c¶¹w O¢k l¢hY ±dlt·c¹w h¥k«

ek±d¡dí¢i¢v F·¢´¡u o¡b¢µ¢¿. l¢MT¢µ® c¢¼lyh¡i¢ Hyh¢µ® ©d¡J¡u ©lÙ¢ dkYlX

c£´® ©d¡´¤Jw´® ±mh¢¨µÆ¢k¤« O¢k l¬Ç¢Jq¤¨T h¤n®J® J¡jX« Al¨i¡¼¤« kÈ¬« JÙ¢¿.

otá£o® ©hKki¢¨k lq¨j J¤sµ® h¡±Y« Q£lc´¡y¾ Cª l¢g¡L¨· g¢¼¢¸¢µ® c¢t·¢

YuJ¡j¬« ©cT¡u  O¢kt cT·¤¼ ±mh¹w c¡« Y¢j¢µs¢iX«.

c½¤¨T J¥¶·¢v lq¨j ¨hµ¨¸¶ j£Y¢i¢v ±dlt·¢´¡u Jr¢l¤¾ H©¶¨s ©dyÙ®.

g¡l¢i¢©k´¤¾ Bmi¹w dÆ® li®´¡c¤« ©d¡j¡iäJw O¥Ù¢´¡¶¡c¤«, ©cY¦c¢ji¢©k´®

lyl¡c¤«  A¹¨ci¤¾lt h¤©¼¡¶® ljX¨h¼® Ag¬tÏ¢´¤¼¤.

¨hV¢´v l¢a¬¡g¬¡o lJ¤¸¢¨k c½¤¨T A«L¹q¤¨T ±dmî¹w ~ ©d¡Í¢¹¢¨k ±dmî¹w,

mØq·¢¨k A©c¡hk¢ Y¤T¹¢il lq¨j¨¸¨¶¼® dj¢pj¢©´ÙY¡i¢¶¤Ù®.

±d©k¡gc¹q¤¨T h¡i¡lki·¢k¤« OY¢´¤r¢i¢k¤« ¨d¶¤rk¡¨Y i¡¨Y¡y j¡±n®T£i

O¡i®l¤h¢¿· c½¤¨T o«Ì¡c¨· Hd®©×¡¨h±T¢Í¤Jq¤¨T GJ sQ¢©ÍtV® o«MTci¡i Q¢

H F ¨J i¢v AX¢©Ot¼® o«MTci¤¨T ¨J¶¤s¸¢c¤« AY¤lr¢ o¡p¥p¢J cÁ´¡i¤«

±dlt·¢´«.

c¢¹q¤¨T c¬¡ih¡i Blm¬¹w´® F¼¤« o«MTc c¢¹©q¡¨T¡¸« DÙ¡J¤¨h¼® Hj¢´v

J¥T¢ H¡t½¢¸¢´¤¼¤. QLa£m§ju c¢¹w Gl©ji¤« Ac¤±Lp¢´¨¶ F¼® BÅ¡tÏh¡i¢

±d¡tÏ¢´¤¼¤.

o¢ F« ¨Qoæ¢

±do¢VÊ®
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FsX¡J¤q« J©µj¢¸T¢ Bm¢tglc¢u 05~12~2010c® cT¼ o«MTci¤¨T o«Ì¡c

o©½qc·¢v F¨¼ o«Ì¡c ̈ o±J¶s¢i¡i¢ ̈ Yj¨ºT¤·Y¢v S¡u cz¢ ©jK¨¸T¤·¤¼¤.

F¼¢v c¢¹w At¸¢µ l¢m§¡o« F¨Ê Jr¢l¢¨Ê dj¢h¢Y¢Jw´¤¾¢v c¢¼¤ ¨J¡Ù®

oY¬oÜh¡i¢  c¢s©l×¡¨h¼® Ds¸® cvJ¤¼Y¢c® Cª Aloj« S¡u l¢c¢©i¡L¢´¤¼¤.

mØqJ½£n¨Ê AlLXi¢v ±dY¢©nb¢µ® Heí¡vh¢´® Ao¢ÍÊ® BÈu Jªxo¢k¢¨Ê

©dj¢v ¨e±f¤lj¢ 11c® ¨o±J©¶s¢©i×¢¨Ê h¤¼¢v c¡« cT·¢i bt» lu l¢Qih¡i¢y¼¤.

mØq dj¢n®JjX Ad¡JYJw dj¢pj¢´¤¼Y¢c® ©lÙ¢ j¥d£Jj¢µ h¢c¢Í£j¢iv of®~J½¢×¢

h¤ud¡¨J c¢©lacl¤« oht¸¢µ¤. F¼¡v F¿¡ c¢©lac¹q¤« Cc¢ c¢ih¢´¨¸T¤¼ A©c¡hk¢

J½¢×¢ dj¢©m¡b¢´¡c¡X® of® J½¢×¢ Y£yh¡c¢µY®. A©c¡hk¢ J½¢×¢ j¥d£Jj¢´¤¼Y¢c®

h¤ud® Y¨¼ ¨Yj¨ºT¤¸® ±dK¬¡d¢µY¤ ¨J¡Ù® ±doí¤Y l¢ni¹w dj¢©m¡b¢´¤¼Y¢c®

©lÙ¢ Cc¢i¤Ù¡J¤¼ d¤Y¢i ot´¡j¢¨c oh£d¢©´Ù Ì¢Y¢i¡X¤¾Y®.

B©j¡L¬ lJ¤¸® d¤s·¢s´¢i JjT® ¨d¡Y¤ Ìk«h¡× d¶¢Ji¢v JÙ Ad¡JYJw

dj¢pj¢´X¨h¼¤« A¸£k¢c® J¥T¤Yv ohi« Ac¤la¢´X¨h¼¤« Blm¬¨d¶® AV£nXv

VisJét´® c¢©lac« cvJ¢i¢y¼¤.

c½¤¨T O¢jJ¡k Ag¢k¡nh¡i Yoí¢Ji¤¨T d¤ct c¡hJjX« (Hd®©×¡¨h±T¢Í® ©±LV® 2,

Hd®©×¡¨h±T¢Í® ©±LV® 1, o£c¢it Hd®©×¡¨h±T¢Í®, V¢±Í¢Jé® Heí¡vh¢´® ©J¡tV¢©c×t) cT¼®

Jr¢º¤. o£c¢it ©±LV¤J¡¨j ±db¡c Bm¤d±Y¢Jq¢v c¢ih¢´¤¼Y¢c®, ©hQt Bm¤d±Y¢Jq¢¨k

©d¡Í¤Jw ¨FVÊ¢¨¨e ¨Oií® ±d©Y¬J D·jl® Cs©¹ÙY¤Ù®.

lT´u Q¢¿Jq¢v c¢kl¢k¤¾ Hr¢l¤Jq¢©k´® d¢ Fo® o¢ k¢Í¢v c¢¼¤« 46 ©d¨j

c¢ih¢µ¤ ¨J¡Ù® 21~03~2011c® D·jl¡i¢. otá£o¢v d¤Y¤Y¡i¢ ©Ot¼ F¿l©ji¤«

o«MTci¤¨T ©dj¢v o§¡LY« ¨Oà¤¼¤.

2011 ¨hi® 8c® J»¥t Yk©mãj¢i¢v lµ® Hy Hd®©×¡h£×® o«MT¢¸¢´¤l¡u Y£yh¡c¢µ

l¢lj« o©É¡nd¥tá« As¢i¢´¤¼¤. oMTci¤¨T h¢´ dj¢d¡T¢Jq¢k¤« lT´u Q¢¿i¢v

c¢¼¤¾ly¨T ±d¡Y¢c¢b¬« lq¨j J¤sl¡¨X¼® o«MTc l¢ki¢y·¤¼¤. BiY¢c¡v lT´u

Q¢¿Jq¢v D¾l¨j J¥T¤Yv d¨ÆT¤¸¢´¤l¡u Yk©mãj¢i¢¨k Hd®©×¡h£×¢c® Jr¢i¤¨h¼®

±dY¬¡m¢´¤¼¤ . o¡Ø·¢J dj¡b£cYJw h¥k« o«MTci¤¨T ±dlt·c¹w

YToæ¨¸T¡Y¢j¢´¤¼Y¢c¤« Cu¨¨o×® h¤T¹¡¨Y ±do¢Ú£Jj¢´¤¼Y¢c¤« ±dlt·c eÙ®

AY¡Y® Q¢¿Jq¢¨k o«Ì¡c J½¢×¢ A«L¹¨q Gv¸¢©´ÙY¡X®.

©Jjq·¢¨k B©j¡L¬©hKki¢v ©Q¡k¢ ¨Oà¤¼ Hd®©×¡¨h±T¢Í¤J¨q g¢¼¢¸¢´¤¼Y¢c¤«

o«MTc¨i a¤tfk¨¸T¤·¤¼Y¢c¤« ±mh¢µ¤¨J¡Ù¢j¢´¤¼ O¢k Fo® F« Fo® Y¤j¸Á¡¨j

c¢¹w Y¢j¢µs¢iX¨h¼¤« Y¤Tt¼¤« c¢¹w Gly©Ti¤« opJjX« A«L£J¦Y o«MTci®´®

Y¨¼ cvJX¨h¼¤« Ag¬tZ¢´¤¼¤.

Ag¢l¡ac¹©q¡¨T

f¢©c¡i® Bt

Qcsv ¨o±J¶s¢
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©Jjq¡ LlxhÊ® Hd®©×¡¨h±T¢Í® A©oæ¡o¢©in¨Ê 19¡« o«Ì¡c o©½qc« 05~12~2010c® 10 hX¢´®

FsX¡J¤q« J©µj¢¸T¢ Bm£t glc¢v cT¼¤. ±do¢VÊ® f¢. Bt o¤b£n¢¨Ê AÚ¬ÈYi¢v J¥T¢i

o©½qc« ©±d¡e. F« ̈ J o¡c¤ DY®M¡Tc« ̈ Oií¤. FsX¡J¤q« Q¢¿¡ ̈ hV¢´v H¡e£ot ©V¡.¨J ×¢

jhX¢ h¤K¬ ±dg¡nX« cT·¢. FsX¡J¤q« Q¢¿¡ ©±d¡±L¡« h¡©cQt ©V¡.po£c h¤p½a® Bm«mJw

©ct¼¤. ©e¡t¶® ¨J¡µ¢i¢k¤¾ l¡tÚJ¬J¡k d¤cjb¢l¡o ©J±z·¢¨k A©Él¡o¢Jw´¤¾ J»T

l¢YjXl¤«, Cu¨¨o×¢¨Ê ±d©Y¬J dY¢¸¢¨Ê ±dJ¡mcl¤« o¡c¤h¡n® c¢tá§p¢µ¤. Dµi®´® ©mn«

cT¼ o¤p¦·® o©½qc·¢v 2010 h¡tµ¢v l¢jh¢µ J¬¡Ø® ©J¡tV¢©c×t ±m£. ©L¡d¢c¡Zu Bm¡j¢´®

Dªnäqh¡i i¡±Yii¸® cvJ¢.

o«Ì¡c o©½qc«



9¡« mØq

J½£nc¢v c½¤¨T

l¢g¡L« Q£lc´¡t

Blm¬¨¸¶ F±Ê¢

©JVt mØq

ltÚc©i¡ ±d©h¡nu

©s©n¬¡ dj¢n®JjX©h¡

¨ O à ¡ · Y ¢ v

± d b ¢ © n b ¢ ´ ¡ u

11~02~2011 j¡l¢¨k d·®

hX¢ h¤Yv Dµi®´® 1

hX¢ l¨j gjX

o ¢ j ¡ © J ± z h ¡ i

¨o±J©¶s¢©i×® dT¢´v

©Jjq·¢¨k otá£o®

© h K k i ¢ ¨ k

Hd ® © × ¡ ¨h ± T ¢Í ¤Jw

J¥¶bt» cT·¢.

mØq dj¢n®JjX Ad¡JYJw¨´Y¢©j bt»

fp¤: F« Fv F ±m£. h¡©Æ¡T® j¡b¡J¦nåu DY®M¡Tc« ̈ Oií bt»i¢v l¢l¢b Q¢¿Jq¢v c¢¨¼·¢i

±dY¢c¢b¢Jw Bm«oJw At¸¢µ¤. Cª bt» ohifÜ¢Yh¡i¢ o«MT¢¸¢´¡u h¤u¨¨J¨àT¤·

c½¤¨T o«MTci¢¨k J½¢×¢ A«L¹q¡i ±m£. ±m£J¤h¡s¢©ci¤« ±m£. o¡f¤l¢©ci¤« Cªiloj·¢v

Ac¤©h¡a¢´¤¼¤. l¢a¥jQ¢¿Jq¢v c¢¼® ©d¡k¤« h×® AoªJj¬¹¨q¿¡« h¡×¢lµ® Cª bt»i¢v dÆ®

©Ot¼ c½¤¨T A«L¹q¤¨T cTdT¢  ±dm«oc£ih¡X®. bt»i¢v DªtÒo§kh¡i¢, oQ£lh¡i¢

d¨ÆT¤· Gl©ji¤« o«MTci¤¨T cz¢i¤« JT¸¡T¤« ©jK¨¸T¤·¤¼¤.
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1991v sQ¢Ít ̈ Oií Cª o«MTci¤¨T ©dj®

‘©Jjq¡ LlxhÊ® Hd®©×¡¨h±T¢Í® A©o¡oæ¢©inu’

F¼¡i©¸¡w c¢kl¢k¢¿¡· Hy J¡×Ls¢i¤¨T

©dj® cvJ¢ F¼® dj¨´ A©Èdh¤Ù¡i¢.

a£tMl£ÈXh¤Ù¡i¢y¼ A¼¨· o«MTc¡

©cY¦Y§©·¡T ® Cª Ykh¤s C´¡j¬·¢v

JT¨¸¶¢j¢´¤¼¤. A¼¤h¤Yv´® ©dj® h¡×·¢c¤¾

c¢jÉjh¡i c¢©lac¹q¤©Ti¤« A±o¡É

dj¢ ±mh¹q¤©Ti¤« HT¤l¢v B o§dî«

i¡Z¡tÏ¬h¡i¢j¢´¤¼¤. c½¤¨T J¡×Ls¢

As¢i¨¸¶¢y¼ Heí¡vh¢´® Ao¢o®ÍÊ® ,

H¡t©·¡d®×¢Í®, s¢±e¡Èc¢Í® F¼£ ©dyJw

GJ£Jj¢µ® Hd®©×¡¨h±T¢Í® F¼ B©L¡qYk·¢v

As¢i¨¸T¤¼ ©dj® Ac¤la¢µ® ot´¡t

D·jl¡i¢j¢´¤¼¤.

J¬¡Ø® ©J¡tV¢©c×th¡y¨T Yoí¢Ji¤¨T ©dj®

V¢ ±Í¢J®× ® Heí¡vh¢´® ©J¡tV¢©c×t

F¼¡´¢iY¤«, G×l¤« o£c¢it ©J¡tV¢©c×t´®

Fu d¢ o¢ f¢i¤¨T ©Í×® ̈ o¿¢v (V¢ Fµ® Foæ®)

Hy Yoí¢J o¦né¢µY¤« lq¨j Bm¡lpl¤« c½¤¨T

Heí¡vh¢´® Ao¢o®ÍÊ¢v c¢¼® Hd®©×¡¨h±T¢Í¢©k´®

±dlt·¹w´® d¤Y¢i h¡c¹w cvJ¤¼Y¤h¡X®.

2007k¤« 2009k¤« o«MTc Cª l¢ni·¢v

cvJ¢i c¢©lac¹w dk ot´¡t Yk

OtµJw´¤« lr¢l¨µÆ¢k¤« A¨Y¡¼¤« dk

J¡jX¹q¡v cT¸¡i¢¿. F¼¡v ±dY¢fÜ¹w

FÉ¡¨X¼® l¬Çh¡i¢ hcoæ¢k¡´¢ AY® YjX«

¨Oà¡u AY¢©ÊY¡i ohi¨hT¤·® d¡J¸¢rJw

J¥T¡¨Y Cª aªY¬« i¡Z¡tÏ¬h¡´¡u  o¡b¢µY¢v

O¡j¢Y¡tÏ¬h¤Ù®.

Cª l¢ni·¢v c¨½ op¡i¢µ H¡©j¡

l¬Ç¢Jw´¤«, ©Jjq·¢¨k otá£o® ©hKki¢¨k

F¿¡ o«MTcJw´¤« CY® cT¸¢k¡´¡u

BtÒl« J¡¶¢i ©Jjq ot´¡j¢c¤«

Ag¢l¡ac¹w.

¨hV¢´v l¢a¬¡g¬¡o lJ¤¸¢v c½¤¨T

l¢g¡L« Q£lc´¡y¨T CÊt©µÕf¢v H¡tVt

BJ¤¼ h¤si ®´® ©dj ® h¡×« Al¢©Ti¤«

i¡Z¡tÏ¬h¡l¤Ji¤« AY¢k¥¨T Cª l¢g¡L«

Q£lc´¡y¨T oh±Lh¡i l¢Joc·¢c¤¾

l¡Y¡ic« Y¤s´¨¸T¤¨h¼® ±dY£È¢´¤¼¤.
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2008 V¢o«ft h¤Yv 2010 V¢o«ft l¨j Q¢ H F ̈ J i¤¨T Qcsv ̈ o±J¶s¢ Ì¡c·¢j¢´¤©Ø¡w

¨¨al·¢¨Ê J¦di¡k¤« H·¢j¢©¸y¨T op¡i·¡k¤« o«MTci¤¨T o¤Lhh¡i ±dlt·c·¢c¤«

dk ©c¶¹w ©cT¢¨iT¤´¤l¡c¤« o¡b¢µ¤. F¼¡v ©Jjq·¢¨k Hd®©×¡¨h±T¢Í¤J¨q h¤r¤lu Hy

J¤T´£r¢v AX¢c¢j·X« F¼ B±Lp·¡v cT·¢i ±mh¹w ekl·¡J¡·Y¢¨Ê ©Ka«

c¢¹q¤h¡i¢ dÆ¤li®´¤¼¤.

o§É« l¬Ç¢ Y¡Yçj¬¹w´¸¤s« Hy ©k¡J¨· J¡X¡u Jr¢i¡· Cª oh¥p·¢v ©ls¢¶®

c¢¼¡v J¡k·¢¨Ê J¤¨·¡r¤´¢¨c AY¢Q£l¢´¡u o¡b¢´¢¿ F¼® ©f¡b¬¨¸¶ a¢c¹q¡i¢y¼¤

AY®. H¸« Hyd¡T® ©dy¨T oªp¦a¹¨q dkJ¡jX¹q¡v Yµ¤Ti®©´Ù¢i¤« l¼¤.

©Jjq·¢¨k otá£o® ©hKki¢¨k Hd®©×¡¨h±T¢Í¤Jq¤¨T G×l¤« lk¢i djodj ¨¨lj·¢c¤¾

J¡jX« Ìk«h¡×« Y¨¼i¡X®.  Bwo§¡b£ch¤d©i¡L¢µ¤« J¡k¡J¡k¹q¢k¤¾ j¡±n®T£i

o§¡b£ch¤d©i¡L¨¸T¤·¢i¤« Hy ¨Os¢i l¢g¡L« ltn¹q¡i¢ cT·¢ly¼ ©d´¥·¢c®

o¡b¡jX´¡j¡i Hy lk¢i l¢g¡L« fk¢i¡T¡l¤Ji¡X®. Cª AlÌ C©Y j£Y¢i¢v Y¤TyJi¡¨XÆ¢v

¨¨Jà¡Æq¢i¢v l¨j¨i·¤©h¡ F¼® S¡u gi´¤¼¤. l¬Ç¢ ±dg¡l« B±Lp¢´¤¼ O¢k l¬Ç¢Jw

Aly¨T ©hv¨¨´ J¡¶¤l¡u Cª ‘Dªj¡´¤T¤´®’ C¶¡X® Y¨Ê CjJ¨q d¢T¢´¤¼Y¤« Aly¨T

Ala¡c¹w l¡rí¡u c¢©i¡L¢´¤¼Y¤«.

o§É« o· Y¢j¢µs¢i¡c¤« Alcl¨Ê l¬Ç¢Y§« h¨×¡j¡w´¤« Y£¨sr¤Y¡¨Y ±dlt·¢´¡c¤«

ch¤©´¡©j¡y·t´¤« o¡b¢´¨¶. djoçj o¡©p¡aj¬·¢©Êi¤« oplt·¢Y§·¢©Êi¤« Hy c¿

c¡©q´® ©lÙ¢ ly« Ykh¤s¨iÆ¢k¤« o§i« l¢ki¢y·v cT·¤« F¼ Dsµ l¢m§¡o©·¡¨T.................

¨J Bt f¢Q¤

±dY£È©i¡¨T...........
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Vision  Stimulation In Early Infancy

Instruct the parents to provide stimulation for their children

that would otherwise have been missed, by giving emotional

support, sensory input and by play methods. Encourage the

mothers to show love, to handle and talk to their children

more, to help the children to acquire independence all of which

help to improve language and communication later on.

Why Is Vision Important?

There are some assumptions that are basic to an understanding of how the visual system contributes
to early development and that must be understood if a foundation for Stimulation is to be established.

Vision is the primary data- gathering system of the human organism
Of all the senses, vision provides the most information to the brain. It is both a near and distance

sense, and can integrate the information it gathers. Only vision can perceive shape, size, colour, distance
and spatial location- all in one glance. The other senses together cannot provide equal information to
the brain.
Vision is the feed back system for
all other developing systems in the
young child.

An infant’s early development
depends on vision, since all the
other lystems require visual feed
back for practice and refinement.
When the visual system is
impairedor dysfunctional, the other

systems do not have a monitoring tool to assure their smooth and timely development.

We cannot wait until a loss of vision has caused a development delay.

Early Stimulation may be based on a deficit model. The time to intervene is before delay occurs.\;

the goal is to prevent the delay, if possible.

Vision happens in the brain not in the eyes

It takes both eyes and brain for vision to occur. When either system is dysfunctional or defective,
the visual system becomes impaired and cannot provide adequate visual information to the infant.
The two systems are inter- related, inter -connected and interactive. This basic concept is essential
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to early Stimulation.

Don’t conserve vision by not using it.

Vision must be used to be effective and we cannot “save’ vision. Moreover it must be practiced
All children need to be encouraged to use their eyes and to think about what they see. For those

Symptoms suggestive of visual abnormalities
Lack of eye fixation

Not perefering lighted area
Wandering eye balls

White spot in the pupil
Strong family history of visual impairment

Persisting squint
Holding objects very close to the face.

to become most efficient.

Early Detection of Visual Abnormalities

In Young Children.

Check for eye fixation- note whether the
baby is watching when one is looking at
his face and when one talks or plays with
him.

Hold the baby in such a way that the baby faces the window, and then slowly turn him towards the
darkest side of the room.

Observe whether the baby is turning his head towards the window.

Observe whether the baby’s eyeball wanders from one corner of the eye to the other while awake
(after 6 weeks).

Check for cataract (a white spot seen in the pupil).

Note whether the baby has a strong family history of visual problems.

Be cautious if a squint persists even after 6 months of age.

Holding objects very close to the face while examining or looking at something is a warning sign.

Visual Stimulation -Why Early?

Visual impairment affects the development of the brain. If vision is not dominant as the avenue of
information, it does not get its normal representation in the brain cortex.

Visual stimulation seems to be
more useful during infancy and
very early childhood.

It may be more helpful to

children with certain cases of

blindness than for other

children

Pairing the visual
stimulation with other
experiences is more useful.
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Techniques
Arrange a room that is bright, stimulating, and colorful -

full of toys and materials that are both interesting and attention
grabbing. Some decorative items fora a room are helpful for
increasing visual awareness.

Incorporation of all the senses (touch, hearing, and smell) into visual experiences helps the child
make better sense of visual images.

The ultimate goal of visual stimulation is to motivate the child to make the best use of the vision
he has and to identify those situations when the use of another sense would be more efficient.

By early stimulation of vision it means use of strong visual stimuli to make an infant or
child aware of vision, since these children usually have very limited visual capabilities and no
visually guided functions. Tactile and visual stimuli can be used simultaneously. If the infant gets
strong visual input and at the same time tactile information is used to explore the surface qualities
and form of the object, there is hope that the two different types of information can be integrated.

Visual stimulation is an integral part of play and therapy situations. The content of the
stimulation is the same as for normally sighted children but the visual information is clearer with
a good contrast so that it can be used for eye-hand coordination, eye-foot coordination, and
development of spatial relationships. In these training situations the visually impaired infants
often use tactile information for quite some time to explore the surface qualities and form of an
object. Picture perception is one of the most difficult concepts to develop in a visually impaired
child.

In some visually guided motor functions the child may not reach the usual milestones so these
motor functions need special training. Visual stimulation and training are integrated in the child’s
early stimulation programme.

Stimulation Techniques For Visually Impaired Children

All children need to be encouraged to use their eyes to think about what they see. for those who
find it difficult to concentrate, or those who appear to take little interest in their environment, a special
effort must be made to try to provide them with things they will really want to look at, as well as
intersting things they need time to explore.

Many a child has natural curiosity - a delight in the ridiculous and intense concentration when
his attention has really been captured. When he is shown a pretty thing which may be precious or old,
has been taken to visit an interesting place, or simply has his attention drawn to a spectacular sunset,
he may be building associations and memories which might influence his life more than can perhaps

be imagined.
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Intervention to promote eye focus and following

Place the child supine. Help him to keep his head in the midline. Hold both his shoulders forward.
Place shiny, colourful, noisemaking toys or a torch light close to the child’s eye. The mother can
attract his attention by face-to-face singing or talking.

Senses as learning tool
In a visually impaired child other senses are potentially at a maximum (touch, taste, smell, and hearing).
So, provision of an environment where the child can explore things and utilize his existing good
senses is very important.

Provide opportunities for the child to grasp information by touching with his hands and skin, hear a
lot using his ears, to smell using his nose and to taste with his tongue.

A blind child needs to be taught a lot. A child with partial visual impairment can perceive a whole lot
of unclear images, but in a child with complete visual impairment the Stimulation is very difficult.

The child learns about his world through talking and touching mainly‘What is the object made of?

What is it for? How is it ....? What happens if.....?’ he learns through hearing information related
to it.

Shake the baby’s arms and legs and keep repeating the name of the parts you touch.

Music boxes or wind up toys coming toward the child from a distance may help perk-up attention to
an approaching object. Balls with electronic sounds that don’t roll very far are available. A ball with a
sound that continues to play is very helpful for seek-and-find.

A toy that rolls away should have a sound, so the child can remember where it went.

Toys with music and sounds activated by pushing a button are useful. 46 Allow the baby finger

play with dough.

Place the baby on different surfaces, hold him frequently, lay him on the ground, over a mat- all
these help.

Hang small bells around the crib.

Textured balls, large push and bump toys like cars, trucks and walking push toys can be made use
of.

All young children with some vision enjoy mirror play, but watch out for glare. Use them in diffused
lighting.

Provide him with opportunities for hearing other people’s speech also. Put the baby on his mother’s
tap while she is communicating with others.

Spread sound making toys in the childproof room where he is playing.
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Provide the child with the sensation of different textures. Make the child walk barefoot on grass, on
gravel, on sand, on the road etc.

Encouraging exploration.

Gently guide the baby’s hand towards the sound of a toy and keep decreasing the amount of help
offered.

Use toys that light up or objects with reflective surfaces if light perception is present.

Change the position of the baby frequently, put him on his back, turn him onto his sides, on his
tummy etc.

Don’t put the baby always in the crib.

Hung strings of Christmas lights in baby’s room to encourage  visual attention.

Hang noisy toys over the crib and guide his hands towards it. Assist him to reach for and then grasp
it.

Ask the mother to keep the child at her side and to keep on talking to him as she does her work.

Attach different textures on the lower portion of walls to encourage the child to explore the walls.

Make the child sit on a rocking horse or rocking chair.

Body Image

Draw the child’s attention to different body parts. Place a small pillow over his legs and encourage him
tio knock it off.

Place an over sized plastic ring on the baby’s wrist or ankles and encourage him to remove the ring.

Guide the baby’s hand to each part of the body as related nursery rhymes are sung.

Object Permanence

Help the baby hold on to the spoon white feeding, this will help him to learn to hold it and feed by
himself later.

Guide the baby’s hand to a hidden toy or tap the toy on the floor to give him a clue.

Peek-a-boo games, pulling a scarf off a hidden musical toy etc. can be made fun.

Encourage independent mobility at home

 Extract from ‘Module on Early Stimulation’
By Child Development Centre, Thiruvananthapuram
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Ai¡w cT´¤Ji¡i¢y¼¤. J¡k¤Jw´® Jr¸® f¡b¢µ¢y¼¤. l¢it¸® Ai¡q¤¨T

mj£j·¢k¥¨T Hr¤J¢ l±oí¹¨q Cªsc¡´¢. c£Ù® c¢lt¼® J¢T´¤¼ d¡Y Ai¡q¤¨T h¤¼¢v

Hy ©O¡a¬ O¢Ûh¡i¢. kÈ¬« d¡Yi¤¨T A×·¡X® F¼® h¡±Y« As¢i¡«. d¨È d¡Yi¢¨k

J¿¤« h¤¾¤« J¤r¢i¤« Ai¡w´® As¢l¢¨Ê A¸¤s·¡i¢y¼¤. FÆ¢k¤« Ai¡w

cT´¤Ji¡i¢y¼¤. kÈ¬·¢©k´®.

J¤©s cT¼©¸¡w Hy dÈ¢ lr¢i¢v J¢T´¤¼¤. Ai¡w o¥È¢µ® ©c¡´¢. AY¢¨Ê

O¢sJ® dJ¤Y¢ h¤s¢º¢j¢´¤¼¤.

‘C©Y¹¨c o«gl¢µ¢j¢´¡«’ Ai¡w O¢É¢µ¤. B©j¡ B±Jh¢µY¡X®. Ai¡w dÈ¢¨i

¨Y¡¶® ©c¡´¢. jJæí« O¢sJ¢v J¶d¢T¢µ¢j¢´¤¼¤. A¹¢¹¡i¢ O¢Ys¢´¢T´¤¼ Y¥lk¤Jw.

dÈ¢ Jji¡u Y¤T¹¢. Ai¡q¤¨T kÈ¬« Ai¡¨q h¡T¢ l¢q¢´¤Ji¡i¢y¼¤.  d¨È dÈ¢¨i

Ai¡w´® D©dÈ¢´¤l¡u Jr¢º¢¿. dÈ¢i¤h¡i¢ Ai¡w i¡±Y Y¤Tt¼¤. i¡±Y´¢Ti¢v

Y¨Ê kÈ¬« dÈ¢©i¡T® dsi¤Ji¤« AY¢¨c´¤s¢µ® A©c§n¢´¤Ji¤« ¨Oií¤.

“A©¸¡w Y¡Æq¤¨T kÈ¬« hjXh¡X®” dÈ¢ o«mi« ±dJT¢¸¢µ¤.

“hjX·¢©k´¤¾ lr¢i¡X® c¢¹w A©c§n¢µY¤« dsºY¤«, F¨Ê O¢s¨J¡T¢ºY®

JÙ¢©¿, S¡cl¢¨Tc¢¼¤« jÈ¨d¶¤ l¼Y¡X®.” dÈ¢ h¤r¤h¢¸¢µ¤.

“dÈ£, c½¤¨T kÈ¬¹w ©ct l¢dj£Y¹q¡¨c¼® Fc¢´® C©¸¡w ©f¡b¬h¡i¢.

AY¤¨J¡Ù® ch¤´® Cl¢¨T lµ® d¢j¢i¡«”.

“hY¢...... hY¢..... dsºY®, S¡u dsi¤¼Y® ©Jv´¡u ouhcoæ® J¡X¢´X«.”

F¨¼ jÈ¢µY® c¢¹q¡X®. AY¤¨J¡Ù® c¢¹q¤¨T kÈ¬« ©cT¤¼Y¢c® S¡u

FY¢j¡X®. ch¤´® Q£l¢Y·¢¨Ê d¡Yi¢k¥¨T ©d¡J¡«.”

dÈ¢ dsº® Jr¢º©¸¡w Ai¡w´® H¼¤« Dj¢i¡T¡u ©Y¡¼¢i¢¿. ¨Y¿¤©cj¨·

hªc·¢c® ©mn« Ai¡w Y¤Tt¼¤. “c¢c´® c¢¨Ê O¢sJ® h¡±Y©h cné¨¸¶¢¶¤¾¥. S¡u F¿¡«

cné¨¸¶lc¡X®.”

“i¡±Y´¡j...... c¢¹w A¹¨c dsiyY®. c¢¹q¤¨T ©oîp¡t±Àh¡i hcoæ® S¡u

J¡X¤¼¤.” Ai¡w dÈ¢i¤h¡i¢ i¡±Y Y¤Tt¼¤. Q£l¢Y d¡Yi¢k¥¨T.

“Fc¢´® ds´X«” J¤©s cT¼©¸¡w dÈ¢ dsº¤.

“c¢¨Ê O¢sJ® h¤s¢ºY® c£ hs©¼¡?”

“F¨Ê h¤s¢l® c¢¹w DX´¢ YjX«”. dÈ¢i¤¨T h¤s¢l¢v Ai¡w hy¼® lµ® ¨J¶¢.

a¢lo¹w Jr¢º©¸¡w d¤Y¢i O¢sJ® h¤qµ¤.

“Fc¢´® h¡«o« gÈ¢´X«”

“c½¤¨T d¡Yi¢v c½w jÙ® ©dt h¡±Y©h D¾¥. F¨Ê h¡«oh¡©X¡ c£

B±Lp¢´¤¼Y®?”

Y¤Tt¼® Ai¡w´® H¼¤« o«o¡j¢´¤l¡c¢¿¡i¢y¼¤. dÈ¢´¤«.

Ai¡w l¢a¥jYi¢©k´® J»¤« c¶¢j¢´¤©Ø¡w dÈ¢i¤¨T O¢sJT¢ ©J¶¤. A©¸¡w

dÈ¢ BJ¡m©·´® ds¼¤iyJi¡i¢y¼¤.

kÈ¬¡Éj«
l¢m§c¡Zu

Y¡k¥J® Bm¤d±Y¢, ¨d¡¼¡c¢



(CY¢v dsº¢j¢´¤¼ o«gl¹w´® iZ¡tÏ o«gl¹q¤h¡©i¡, JZ¡d±Y¹w´®

Q£l¢µ¢j¢´¤¼l©j¡ hj¢µ¤©d¡il©j¡ Bi l¬Ç¢Jq¤h¡i¢ i¡¨Y¡y fÜl¤h¢¿. AY¿ G¨YÆ¢k¤«

l¬Ç¢Jq¤h¡©i¡ o«gl¹q¤h¡©i¡ o¡h¬« ©Y¡¼¤Ji¡¨XÆ¢v AY® Y¢Jµ¤« i¡a¦Ö¢J« h¡±Y« ~

d¡tÏu)

“Fl¢¨T¨iÆ¢k¤« Hy ±oí£´® Ltgh¡i¢ JÙ¡v ‘AY® S½q¡X®’ F¼® F¶¤J¡k¢ h½¥º®

A¼® dsº® Y¤T¹¢i¢¶¤Ù¡i¢y¼¢¿. A¼Y¢¨c¡¼¤« ©hvdT¢i¡X® ¨¨bj¬h¢¿¡i¢y¼¤.”

F¶¤J¡k¢ h½¥º® ~ ¨¨l´« h¤p½a® fn£t

o«LY¢ As¢©º¡?

F¨É¼©¿? Hd®©×¡¨h±T¢ jÈ¨¸¶¤. 2008 l¨j J¤Ù¢k¡Ù¤ J¢T¼¢y¼ Hd®©×¡¨h±T¢¨i S¹w

jÈ¨¸T¤·¢. S¹w F¼® A¹® d¾¢i¢v ©d¡i¢ dsº¡v hY¢.

S¹q¿, S¡u!

s¡u! s¡u! F¼® Gs¡u h¥q¢ cT´¤¼ O¢k Gg¬Á¡¨j J¥¨T J¥¶¢i¢¶¤¨Ù¼® h¡±Y«.

2007 l¨j Hd®©×¡¨h±T¢Í¤Jw´® Hy o«MTci¤¨Ù¼® ©J¶s¢l® ©d¡k¤« C¿¡i¢y¼¤. O¢k

‘hp¡Á¡j¡i’ h¤Yk¡q¢h¡t g¡jl¡p¢Y§« J¢¶¡·Y¢¨Ê ¨Js¤l¢c® o«MTc¡ ¨Yj¨ºT¤¸¢v

c¢¼¢s¹¢©¸¡i¢ A¹® Y¢ylcÉd¤j·® o©½q¢µ¤. ¨Y¡»¥s¤Jw h¤Yv Y¨¼ Y¹w´®

©dT¢o§dîh¡i¢y¼ O¢k¨j´¥T¢ lm«laj¡´¢i¡X® A¼® o©½q¢µY®. Hr¤´¢v¨¸¶® G©Y¡

Jji®´T¢i¤¼ ©d¡¨k h½¥º¤« Al¢¨T d×¢´is¢.

ot´¡t ©olc·¢v c¢¼® AT¤·¥x d×¢ d¢j¢º¢¶® ltn¹w dk·® Jr¢º¢¶¤«

Hd®©×¡¨h±T¢i¢¨k ±do¢VÊ®, ±db¡ch±É¢, j¡Q±dh¤Ku F¼£ Ì¡c©¸yJw l¢¨¶¡r¢i¡u hT¢i¤¾

AcÉd¤j¢i¢¨k lk¢i h¤Yk¡q¢i¤« d¢¨¼ Y¦mã¢l©dj¥¨j mÇc¡i h¤Yk¡q¢ YØ¤j¡c¤« F¨Ê

¨m¡v¸T¢´® c¢©¼¡q¤«. hÙÁ¡t!

GY®...?

Cc¢ Hd®©×¡¨h±T¢i¤¨T Av¸« Oj¢±Yh¡i¡©k¡?

2008¨k ¨d¡Y¤Ìk« h¡×« l¨j FÉ¡i¢y¼¤ Hd®©×¡¨h±T¢i¤¨T LY¢?  H¡.... F©É¡ Bi¢©´¡¨¶!

c½q¡i¢ c½¤¨T d¡T¡i¢. c£ h¢Ù¡Y¢j¢¨iT¡ ~ ch¤´® c½¤¨T J¡j¬« ©c¡´¡«.

Dµl¨j ot´¡t ©olc«. AY® Jr¢º¡v J»T l¬¡d¡j«. AY¢c® oªJj¬h¤¾ Hy Ìk«

d¢T¢´X«. AX¢J¨q¿¡« ‘C¸« J¢¶¤«, C¸« J¢¶¤«’ F¼® dsº® J¥¨T c¢©¼¡q¤«.

AtpY¨¸¶l¨j¨i¿¡« d¢Tk¢´® d¢T¢µ® Y¾¢ hkJq¤« ¨l¾l¤« c¢sº c¡T¤Jq¢©k´®.

A©¸¡r¡X® Hy d¥Y¢. Cc¢ Hd®©×¡¨h±T¢¨i jÈ¢µ¡©k¡? Hy h¥¼® ¨J¡¿©·´®.

mj¢ Bi¢´qi¡«

J¤©s c¡q¡i¢ h¢Ù¡Y¢y¼ Y¦mã¢l©dj¥j¢¨k mÇc¡i h¤Yk¡q¢ YØ¤j¡c¤« C©¸¡w o§É« Boc«

Dsµ©¿¡! Ba¬« Ì¡c´i×«, d¢¨¼ AY® ©lÙ, d¢©¼i¤« Ji×«, d¢¨¼ Cj¶ a§¢h¤K c¢i±ÉX«.

F¹¨c¨i¡¨´©i¡ Alo¡c« d¥µ c¡k¤J¡k¢v Y¨¼ l£X¤. Cc¢ AT¤·¥x d×¤¼Y¤l¨j

B¨ji¤« ©dT¢©´Ù. ‘FÉ¡i¡k¤« Hd®©×¡¨h±T¢¨i jÈ¢´¡u d×¢i ohi«....’

h¤Yk¡q¢h¡©ji¤« ¨¨dY¹©qi¤« J¥¶¢ Hy o«MTc. Bq¤« J¥T¤« f¢o¢coæ¤« Diy«.

‘A©à¡! GY®....?

AÆl¤« J¡X¡« Y¡q¢i¤« HT¢´¡«.

c¡nXv Heí¡vh¢´® A©o¡o¢©inu F¨¼¡y o«MTc¨i J¤s¢µ® ©J¶s¢l¤©Ù¡?
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a£doí«g« hp¡Öj¬«!
AZl¡ Cc¢ Hd®©×¡¨h±T¢¨i jÈ¢´¡«

~d¡tÏu~
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AY® FÉj®?

A¹¨c¨i¡y o«MTc Vvp¢i¢k¤Ù®. 1990 h¤Yv Y¨¼ Cl¢T¨· ¨ls¤« o¡a¡ Heí¡vh¢´®

Ao¢ÍÊ¤h¡t´® AY¢v A«LY§l¤« g¡jl¡p¢Y§l¤h¤Ù®. C±z±dÌ·¤«, j¡Q¬·¢¨Ê dk g¡L·¤«

©d¡i¢ o©½q¢µ¢¶¤h¤Ù®. A¼® ftá¡q¢©ci¤« l£jo¡h¢©ii¤¨h¡¨´ dj¢Oi¨¸T¤·¢i©¸¡w

“Fl©c¡¨´ Bj®? ©d¡i¢ dX¢©c¡´¡u ds” F¼® dsº¢¶® C©¸¡w FÉ¡i¢?

Hd®©×¡¨h±T¢¨i jÈ¢´¡u c¢ki¢¿¡´i·¢v h¤¹¢·¸¤¼ CnéÁ¡¨j lÙ¢´¥k¢i¤« ¨J¡T¤·®

¨J¡Ù¤lj¡«. d¡l« hÙÁ¡j¡i AX¢Jw l¡i¤« ¨d¡q¢µ® Cy©¼¡q¤«.

©Jj« Y¢¹¤¼ c¡¶¢¨k GY¡c¤« Q¢¿Jq¢v h¡±Yh¤¾ ©am£i o«MTc. “A©à¡!” j¡Q¬« h¤r¤lu

¨J¶¢¸T¤´¡u C±z±dÌ·¢v ©d¡i¢¶® FÉ¡i¢?

H¼¤« Bi¢¿©¼! ¨eV©snc¡i¢ Y¢j¢µ® ©d¡¼¤. ¨eV©snu........

Fu H F ......

Hd®©×¡ i¥X¢.......

A©à¡!.....d¡tÏc® B¨J Jxe¬¤¥nu

“FÉ¡i¡k¤« F¨¼ o½Y¢´X«. Sc¡j¡ ©h¡u?”

©Jjq·¢k©¹¡qh¢©¹¡q« H¡T¢cT¼® o¢ F« C Jw o«MT¢¸¢´¤¼¢©¿? d¢ Fo® o¢ dj£È´®

l¨j ©O¡a¬¹q¤Ù¡´¢ l¢×¢©¿?.

(©O¡a¬« l¢×® F±Y j¥d J¢¶¢? JZi¢v ©O¡a¬h¢¿, A¨¿Æ¢v A¸« Y¢¼¡v hY¢ J¤r¢¨i©»Ù

d¨È d¡tÏc® Hy oÆT« f¡´¢......!

O¤X´¤¶Á¡t YkJqº® dU¢µ® k¢Í¢v Jis¢. A±Yh¡±Y«.

“©Q¡f® ¨ov” Jk´u ¨FV¢i.

AY® dsº® Y¼l¨c o½Y¢´X«. d¡l« J¢T¡¹q¤¨T Hy h¡o¨· mØq« ©±f¡´t e£o¡i¢

c½¤¨T J£mi¢v. JX´¤« lr´¤« H¼¤« By« ©O¡a¢´yY®. A¨Y¿¡« J»¡T¢¨¸¶¢Jq¢v

‘J¡´¤s¤J¤´¤s¡’ Fr¤Y¢ o¥È¢µ¢¶¤Ù®. J¢s¤ J¦Y¬«. Bt´® ©lX¨hÆ¢k¤« BiY® J¤¼¤J¤r¢i¢v

lµ¢j¢´¤¼ ©J¡t¸©sn¨Ê Ols® l£¸i¢v c¢¨¼T¤·® dj¢©m¡b¢´¡«!

AYl¢¨T c¢´¨¶!

Cc¢!

A¨Y, ot´¡t Hd®©×¡¨h±T¢Í¤J¨q jÈ¢µ® Jqi¡«.

B¸£os¡J¡u o½Y¨h¼® ©d J½£nu dsº¢¶® AÕ® ¨J¡¿« AT¤´¡s¡i¢. h¤Jq¢v d¢T¢i¤¾

hp¡Á¡y« hpY¢Jq¤« l¢O¡j¢µ¢¶® AY® CY¤ l¨j ot´¡j¢¨c ¨J¡Ù® cT¸¢k¡´¢´¡u

Jr¢º¢¿©¿¡?

“Y¾i®´¢¨¶¡y Y¿® ly©Ø¡w

d¢¾¨i¨iT¤·® YTi¤J©i D¾¥”

F¼® dsºY® ©d¡¨ki¡i¢ o«LY¢Jw. ly¼ ©d J½£nc¤Jq¢¨k¿¡« ch¤´® AY® Blm¬¨¸¶¤

F¼® dsi¡«. AX¢Jw AY® ©J¶® Y¤¾¢µ¡T¢¨´¡¾¤«.

Bxd¢©¾¨j Otµi®´® l¢q¢´¤«. c½w d¤s©h J¢T¼® L§¡ L§¡ l¢q¢´¤«. J¢¶¢i ©d¸s¤J¨q¿¡«

©e¡©¶¡Í¡¨×T¤·® J¤·¢¨´¶¢ l¢YjX« ¨Oà¤«.

”J¡¶¢¨k YT¢, ©Yly¨T Bc! lk¢¨iT¡ lk¢“

l¡v´nX«

Ìk« h¡×« ©l©X¡?

A«LY§« FT¤´X«! ¨Okl® lp¢´X«!

¨Okl®?

o«LY¢ ¨J¡¾¡«! AÆl¤« J¡X¡« Y¡q¢i¤« HT¢´¡«

JhÊ®

Alo¡c« ©dj®h¡×« cT¸¢k¡i¢. Cc¢ CY¤ ©d¡¨k dkY¤«.

¨FJ¬hY¬« hp¡fk«, AZl¡ Jj¢Æ¡k¢J¨q H×¨¸T¤·¤J.
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Diabetic retinopathy is retinopathy caused by complications of diabetes mellitus, which can eventually lead to blindness.

It is an ocular manifestation of systemic disease which affects up to 80% of all patients who have had diabetes for 10 years

or more. Despite these intimidating statistics, research indicates that at least 90% of these new cases could be reduced if

there was proper and vigilant treatment and monitoring of the eyes.
Signs and symptoms
Diabetic retinopathy often has no early warning signs. Even macular edema, which may cause vision loss more rapidly,

may not have any warning signs for some time. In general, however, a person with macular edema is likely to have blurred

vision, making it hard to do things like read or drive. In some cases, the vision will get better or worse during the day.

As new blood vessels form at the back of the eye as a part of proliferative diabetic retinopathy (PDR), they can bleed

(ocular hemorrhage) and blur vision. The first time this happens, it may not be very severe. In most cases, it will leave just

a few specks of blood, or spots, floating in a person’s visual field, though the spots often go away after a few hours.

These spots are often followed within a few days or weeks by a much greater leakage of blood, which blurs vision. In

extreme cases, a person will only be able to tell light from dark in that eye. It may take the blood anywhere from a few days

to months or even years to clear from the inside of the eye, and in some cases the blood will not clear. These types of large

hemorrhages tend to happen more than once, often during sleep.

On funduscopic exam, a doctor will see cotton wool spots, flame hemorrhages (similar lesions are also caused by the

alpha-toxin of Clostridium novyi), and dot-blot hemorrhages.

Elevation of blood-glucose levels can also cause edema (swelling) of the crystalline lens (hyperphacosorbitomyopicosis)

as a result of sorbitol (sugar alcohol) accumulating in the lens. This edema often causes temporary myopia (nearsightedness).

A common sign of hyperphacosorbitomyopicosis is blurring of distance vision while near vision remains adequate.
Pathogenesis
Diabetic retinopathy is the result of microvascular retinal changes. Hyperglycemia-induced intramural pericyte death and

thickening of the basement membrane lead to incompetence of the vascular walls. These damages change the formation

of theblood-retinal barrier and also make the retinal blood vessels become more permeable.

The pericyte death is caused when “hyperglycemia persistently activates protein kinase C-ä (PKC-ä, encoded by Prkcd)

and p38 mitogen-activated protein kinase(MAPK) to increase the expression of a previously unknown target of PKC-ä

signaling, Src homology-2 domain–containing phosphatase-1 (SHP-1), a protein tyrosine phosphatase. This signaling

cascade leads to PDGF receptor- dephosphorylation and a reduction in downstream signaling from this receptor, resulting

in pericyte apoptosis…

Small blood vessels – such as those in the eye – are especially vulnerable to poor blood sugar (blood glucose) control. An

over accumulation of glucose and/or fructose damages the tiny blood vessels in the retina. During the initial stage, called

nonproliferative diabetic retinopathy (NPDR), most people do not notice any change in their vision.

Some people develop a condition called macular edema. It occurs when the damaged blood vessels leak fluid and lipids onto

the macula, the part of the retina that lets us see detail. The fluid makes the macula swell, which blurs vision.
Proliferative diabetic retinopathy (PDR)(or PDRP)
As the disease progresses, severe nonproliferative diabetic retinopathy enters an advanced, or proliferative, stage when

blood vessels proliferate (ie grow). The lack of oxygen in the retina causes fragile, new, blood vessels to grow along the

retina and in the clear, gel-like vitreous humour that fills the inside of the eye. Without timely treatment, these new blood

vessels can bleed, cloud vision, and destroy the retina. Fibrovascular proliferation can also cause tractional retinal

detachment. The new blood vessels can also grow into the angle of the anterior chamber of the eye and cause neovascular

glaucoma.

Nonproliferative diabetic retinopathy shows up as cotton wool spots, or microvascular abnormalities or as superficial

retinal hemorrhages. Even so, the advanced proliferative diabetic retinopathy (PDR) can remain asymptomatic for a very

long time, and so should be monitored closely with regular checkups.

Diabetic Retinopathy
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Risk factors
All people with diabetes mellitus are at risk – those with Type I diabetes (juvenile onset) and those with Type II diabetes

(adult onset). The longer a person has diabetes, the higher the risk of developing some ocular problem. Between 40 to 45

percent of Americans diagnosed with diabetes have some stage of diabetic retinopathy. After 20 years of diabetes, nearly

all patients with Type I diabetes and >60% of patients with Type II diabetes have some degree of retinopathy; however,

these statistics were published in 2002 using data from four years earlier.

Prior studies had also assumed a clear glycemic threshold between people at high and low risk of diabetic

retinopathy.[6][7] However, it has been shown that the widely accepted WHO and American Diabetes Association diagnostic

cutoff for diabetes of a fasting plasma glucose e” 7.0 mmol/l (126 mg/dl) does not accurately identify diabetic retinopathy

among patients.[8] The cohort study included a multi-ethnic, cross-sectional adult population sample in the US, as well as

two cross-sectional adult populations in Australia. For the US-based component of the study, the sensitivity was 34.7%

and specificity was 86.6%. For patients at similar risk to those in this study (15.8% had diabetic retinopathy), this leads to

a positive predictive value of 32.7% and negative predictive value of 87.6%.

Published rates vary between trials, the proposed explanation being differences in study methods and reporting

of prevalence rather than incidence values.

During pregnancy, diabetic retinopathy may also be a problem for women with diabetes. It is recommended that all

pregnant women with diabetes have dilated eye examinations each trimester to protect their vision.

People with Down’s syndrome, who have three copies of chromosome 21, almost never acquire diabetic retinopathy. This

protection appears to be due to the elevated levels of endostatin, an anti-angiogenic protein, derived from collagen XVIII.

The collagen XVIII gene is located on chromosome 21.
Diagnosis
Diabetic retinopathy is detected during an eye examination that includes:

§ Visual acuity test:

§ Pupil dilation:

§ Ophthalmoscopy:

§ Optical coherence tomography (OCT):

§ Digital Retinal Screening Programs:

§ Slit Lamp Biomicroscopy

The eye care professional will look at the retina for early signs of the disease, such as: (1) leaking blood vessels, (2) retinal

swelling, such as macular edema, (3) pale, fatty deposits on the retina (exudates) – signs of leaking blood vessels, (4)

damaged nerve tissue (neuropathy), and (5) any changes in the blood vessels.

Should the doctor suspect macular edema, he or she may perform a test called fluorescein angiography. In this test, a

special dye is injected into the arm. Pictures are then taken as the dye passes through the blood vessels in the retina. This

test allows the doctor to find the leaking blood vessels.
Management
There are three major treatments for diabetic retinopathy, which are very effective in reducing vision loss from this disease.

In fact, even people with advanced retinopathy have a 90 percent chance of keeping their vision when they get treatment

before the retina is severely damaged. These three treatments are laser surgery, injection of triamcinolone into the eye,

and vitrectomy.

Although these treatments are very successful (in slowing or stopping further vision loss), they do not cure diabetic

retinopathy. Caution should be exercised in treatment with laser surgery since it causes a loss of retinal tissue. It is often

more prudent to inject triamcinolone. In some patients it results in a marked increase of vision, especially if there is

an edema of the macula.

Avoiding tobacco use and correction of associated hypertension are important therapeutic measures in the management of

diabetic retinopathy.

The best way of addressing diabetic retinopathy is to monitor it vigilantly and achieve euglycemia.
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Since 2008 there have been other drugs (e.g. kinase inhibitors and anti-VEGF) available.
Laser photocoagulation
Laser photocoagulation can be used in two scenarios for the treatment of diabetic retinopathy. It is widely used for early

stages of proliferative retinopathy.
Panretinal photocoagulation
Panretinal photocoagulation, or PRP (also called scatter laser treatment), is used to treat proliferative diabetic retinopathy

(PDR). The goal is to create 1,600 - 2,000 burns in the retina with the hope of reducing the retina’s oxygen demand, and

hence the possibility of ischemia.

In treating advanced diabetic retinopathy, the burns are used to destroy the abnormal blood vessels that form in the retina.

This has been shown to reduce the risk of severe vision loss for eyes at risk by 50%.

Before using the laser, the ophthalmologist dilates the pupil and applies anesthetic drops to numb the eye. In some cases,

the doctor also may numb the area behind the eye to prevent any discomfort. The patient sits facing the laser machine

while the doctor holds a special lens to the eye. The physician can use a single spot laser or a pattern scan laser for two

dimensional patterns such as squares, rings and arcs. During the procedure, the patient may see flashes of light. These

flashes may eventually create an uncomfortable stinging sensation for the patient. After the laser treatment, patients

should be advised not to drive for a few hours while the pupils are still dilated. Vision may remain a little blurry for the rest

of the day, though there should not be much pain in the eye.

Patients may lose some of their peripheral vision after this surgery, but the procedure saves the rest of the patient’s sight.

Laser surgery may also slightly reduce colour and night vision.

A person with proliferative retinopathy will always be at risk for new bleeding, as well as glaucoma, a complication from

the new blood vessels. This means that multiple treatments may be required to protect vision.
Intravitreal triamcinolone acetonide
Triamcinolone is a long acting steroid preparation. When injected in the vitreous cavity, it decreases the macular edema

(thickening of the retina at the macula) caused due to diabetic maculopathy, and results in an increase in visual acuity. The

effect of triamcinolone is transient, lasting up to three months, which necessitates repeated injections for maintaining the

beneficial effect. Complications of intravitreal injection of triamcinolone include cataract, steroid-induced glaucoma and

endophthalmitis.
Vitrectomy
Instead of laser surgery, some people require a vitrectomy to restore vision. A vitrectomy is performed when there is a lot

of blood in the vitreous. It involves removing the cloudy vitreous and replacing it with a saline solution.

Studies show that people who have a vitrectomy soon after a large hemorrhage are more likely to protect their vision than

someone who waits to have the operation. Early vitrectomy is especially effective in people with insulin-dependent diabetes,

who may be at greater risk of blindness from a hemorrhage into the eye.

Vitrectomy is often done under local anesthesia. The doctor makes a tiny incision in the sclera, or white of the eye. Next,

a small instrument is placed into the eye to remove the vitreous and insert the saline solution into the eye.

Patients may be able to return home soon after the vitrectomy, or may be asked to stay in the hospital overnight. After the

operation, the eye will be red and sensitive, and patients usually need to wear an eyepatch for a few days or weeks to

protect the eye. Medicated eye drops are also prescribed to protect against infection.
Experimental treatments
C-peptide
Though not yet commercially available, c-peptide has shown promising results in treatment of diabetic complications

incidental to vascular degeneration. Once thought to be a useless byproduct of insulin production, it helps to ameliorate

and reverse many symptoms of diabetes.
Pine bark extract
A pine bark extract of oligomeric proanthocyanidins has been shown to improve microcirculation, retinal edema and

visual acuity in the early stages of diabetic retinopathy.

From Wikipedia
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PROCEEDINGS OF THE DIRECTOR OF HEALTH SERVICES
THIRUVANANTHAPURAM

Estt: Health Services Dept. - Duties and Responsibilities of Ophthalmic assistant/
Refraction-ist /Orthoptist- orders issued.
Read.

1. Govt. Lr.No.40385/H2/2001/H&FWD. dtd. 17.12.01
2. judjement dt. 17.04.2001 of the Hon’ble High court in OP.No. 13401 of 2001

• 3. This office order.No 53826/2000/D.H.S dtd. 16.05.2001

4. Rep. of Kerala Govt. Optometrists Association dtd. 16.07.2001

ORDER NO. EF4-53826/2000/D.H.S DTD. 14.01.2002
As per the decision taken on the meeting dtd. 2/8/2001 at the chamber of Health Minister

the following orders on duties and responsibilities of the Ophthalmic Assistant/Refractionist/
Orthoptist Grade II, Grade l & Senior Grade Ophthalmic Assistant/ Refractionist/Orthoptist are
ordered in the annexure I&II respectively

Annexure-1
Duties and responsibilities of Ophthalmic Assistant/ Refractionists Gr.11 and GO: They

are posted at the block level primary health centers & Upgraded Primary health Centers. They
work under the Medical officer in charge of primary health centers and community health centres.
They may carryout the following duties.

  1) To the test vision and prescribe glasses in the P.H.C for 3 days a week (Alternative days)
  2) To assist the Medical Officer in P.H.C. providing eye care treatment of Trachoma

Conjunctivitis and other associated eye diseases.
  3) To assist i nobile eye unit in conducting eye camps in the respective area.
  4) To survey the community for early detection of eye diseases by conducting mini eye

camps in rural areas, in association with voluntary organisations , Anganvadies and mini
primary health centers if need arises to make visits to the house of the invalids, totally
blind persons by getting informations through the field health staff, Voluntary
organisations and anganvady workers etc. and according to the instructions by the medical
officer in-charge regarding this cases.

  5) To organise eye care education and eye donation activities.
  6) To train staff at the peripheral level
  7) To organise vision screening of school children for eye defects & refractive errors.
  8) To refer ophthalmic cases needing specialist consultation to the ophthalmic surgeon in

major hos-pitals and medical colleges through Medical officer or medical officer in charge of
the institution.

  9) To provide training to ophthalmic Asst: trainees in primary health centres.
10)To maintain the blind register in the concerned area and assist maintaining the blind

registry of the district.
11) To maintain all registers related to eye care activities in the primary health centres.
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Annexure II
The senior grade ophthalmic asst:/ Orthoptists /Refractionists posted to major hospital are under the
supervisions of the District Ophthalmic Surgeon/Mobile ophthalmic surgeon/Major headquarters
hos-pital ophthalmic surgeon etc. . The senior grade ophthalmic asst: need to carryout duties as
follows

12)To take additional duty’s assigned to them by the medical officer in charge on special
emergency situation and for public interest

13)To prepare and sent regular reports on eye care activities, school survey, community
survey, blind registry updating etc to the District Medical Officer of Health through the
medical officer incharge of primary health centres.

14) The duty time shall be as per the working hours of the respective institutions.

  1) To test vision
  2) To conduct colour vision testing
  3) To conduct refraction and prescribe glasses
  4) To do contact lens fitting if need be
  5) To do perimetry
  6) To do orthoptic assessment and give exercise for pre and post operative patients.
  7) To assist District Ophthalmic surgeon/Mobile ophthalmic surgeon for all eyecare activities such

as eye care against eye diseases, eye donation, Motivation for cataract operation and eye
donation dur-ing eye camps and otherwise

  8) To conduct Tonometry
  9) To provide training for P.H.C. staff and ophthalmic Assistant trainees.
10) To maintain register including refraction registers, eye donation registers, blind registers etc.
11) To assist in maintaining blind register of the district
12) To assist preparing the periodical reports to be sent to the District Medical Officer of Health/District

programme officer
13) The duty time will be as according to the hospital timing
14) Any other duty assigned by the superintendent of the hospital on emergency situation

Irrespective of their cadres (ophthalmic assit: Grade I, Grade II & Senior grade ophthalmic
asst.) whenever ophthalmic asst: are posted they have to carry out the work of that institution as per
the direction of the concerned Medical officer in charge

Sd/-
Dr. V.K. Rajan

Director of Health services
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