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kplrØp°sf,

am[ya temIw C∂v hfsc A[nIw kzm[o\w

temIP\XbpsS ssZ\wZn\ PohnXØn¬

sNepØp∂p. \ΩpsS cmPyØv, {]tXyIn®v

tIcfØn¬ AXp≠m°p∂ {]XymLmXßƒ

hfsc hepXWv.

_¿Ω≥ FgpØpImcn Bßv km≥ kqNnbpsS

{]kkvXamb ""\ni–cmtI≠ Imehpw,

i–nt°≠ Imehpw \ap°v ap∂nep≠v, \Ωƒ

H∂n®v t]mcmSntb Xocq. F¶n¬ am{Xta e£yw

ssIhcn°m≥ Ignbq '' F∂ h°pIƒ

ISsaSpØpsIm≠v ]dbs´ ̨  \ΩpsS C≥ssk‰ns‚

CXphscbp≈ Du¿÷hpw, B¿÷hhpw

ASnØdbm°n ImenIhpw, kmaqlnIhpamb

hnjbßsf B[mcam°n \ΩpsS AwKßfn¬

\n∂pw hcpw Imeßfn¬ teJ\ßƒ

D≠mIWsa∂v hn\oXambn A`y¿∞n°p\p.

Ign™ aq∂v e°ßfn¬ {]kn≤oIcn®

"H]vt‰mSqƒkv' F∂ ]w‡n Gh¿°pw

hn⁄m\{]Zambn F∂dn™Xn¬

NmcnZm¿∞yap≠v. \mfnXphsc \nßƒ \¬Inb

\n oaamb klIcWØn\v Hcn°¬ IqSn \µn

A¿∏n®psIm≠v.

Cu e°Øn¬ ]e kp{][m\ Hm¿UdpIfpw

\nßfn¬ FØnt°≠XpsIm≠v ]ecpab®

teJ\ßƒ Cu e°Øn¬ Dƒs∏SpØm≥

km[n°mØXn¬ tJZn°p∂p.
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km_p Pn
{]knU‚ v

kplrØp°sf,

A£c \Kcsa∂v {]kn≤nbm¿÷n®

tIm´bw ]´WØn¬ \nd™p Ihn™

kZ ns\ km£nbm°n {]ikvX hy‡nIfpsS

km∂n[yØn¬, tIcfØns‚ _lpam\y\mb

B`y¥c hIp∏v a{¥n {io.Xncph©q¿

cm[mIrjvW≥ DXvLmS\w sNbvX tIcf

Kh¨a‚ v H]vt‰msa{SnÃvkv At mkntbjs‚

21mw kwÿm\ ktΩf\w kwLS\bpsS

Ncn{XØns‚ XmfpIfn¬ kph¿Æ en]nIfm¬

BteJ\w sNøs∏Spsa∂v Xo¿®bmWv.

{]kvXpX ktΩf\Øn¬ F√m AwKßfptSbpw

A\p{Klmin pItfmsS Pn.H.F.sI bpsS

{]knU‚ v F∂ alØmb ÿm\w Gs‰SpØ

Rm≥ DØchmZnXz t_m[tØmsS

{]h¿Øn°m≥ {ian®n´p≠v. Cu kwLS\sb

\bn°p∂Xn≥ \nßƒ F∂ne¿∏n®

hnizmkØn\pw klIcWØn\pw F√mh¿°pw

lrZbw \nd™ \µn tcJs∏SpØp∂p.

A‘Xm \nb{¥W ]cn]mSnIfpsS e£yw

ssIhcn°p∂Xn¬ s\SpwXqWmbn

\ne\n¬°p∂ tkh\ k∂≤cmb tIfØnse

BtcmKyhIp∏ntebpw saUn°¬ hnZym`ymk

hIp∏ntebpw H]vt‰msa{SnÃpIfpsS XmXv]cyw

kwc£n°p∂ GI AwKoIrX kLS\bmb

Pn.H.F.sI PohImcpWy {]h¿Ø\ßƒ°pw

{]m[m\yw I¬∏n°p∂p. AXns‚ `mKambn

tIm´bw, Hf» A‘ hnZymebØnse apgph≥

hnZym¿∞nIƒ°pw kwLS\bpsS

t\XrXzØn¬ ]T\ A\p_‘ D]Ic\ßƒ

\¬InbXv IrXm¿∞XtbmsS Hm¿Ωn∏n°s´.

C\nbpw CØcw al\ob {]h¿Ø\ßƒ

\nßfpsS klIcWtØmsS Gs‰Sp°phm≥

Xs∂bmWv Dt±in°p∂Xv.

AXpt]mse 2013se P\d¬ {Sm≥kv^dn¬

CSs]´v ]camh[n kpXmcyamb ÿew am‰w

\SØp∂Xn\v th≠n {ian®p. F∂m¬

s]mXpÿew am‰Øns‚ am\Zfiw

ImemImeßfn¬ AhkchmZ]cambn

am‰nadn°s∏Sp∂p F∂ Bt£]w

H]vt‰msa{SnÃpIƒ°nSbn¬ \ne\n¬°p∂p.

AXn\m¬ F√mh¿jhpw Htc am\Zfiw

A\ph¿Øn®v F√mh¿°pw Xpey\oXn

e`n°Wsa∂v kwLS\ Bhiys∏Sp∂p.

Un{ÃnIv‰v H v̂Øm¬an°v tIm¿Unt\‰¿, ko\nb¿

H]vt‰msa{SnÃv, H]vt‰msa{SnÃv t{KUv 1 F∂o

{]tamj\pIfpw {Sm≥kv^dpIfpw hfsc

thKØn¬ \oXn ]q¿∆ambn \SØm≥

Pn.H.F.sIbpsS \n¿t±ißƒ ]cnKWn®

Un.F®v.F v A[nImcnIƒ°v kwLS\bpsS

A`n\µ\w Adnbn°s´. CXphsc C√mXncp∂

tÃ‰v H^vØm¬an°v tIm¿Unt\‰¿°v \√

coXnbn¬ Uyq´okv B≥Uv dkvt]m≥kn_nen‰okv

D≠m°nsbSp°m≥ km[n®Xv kwLS\bpsS

ap≥Iq´nbp≈ Imgv®∏mSns‚ ^eamWv.

\ap°hImis]´ 1 : 1 : 1 F∂ tdtjym

{]tamj\pw ImtemNnXamb coXnbn¬ A¿lamb

tkh\ thX\ hyhÿIfpw e`n°p∂Xn\pw

th≠nbp≈ {iaßƒ hnPbw hsc

XpScpsa∂dnbn°s´.

]ehn[ sh√phnfnItfbpw

AXnPohn®psIm≠v ""Hscm‰ kwLS\'' F∂

H]vt‰msa{SnÃpamcpsS A`nemjw kºq¿Æ

e£yØnseØn°p∂Xn\v Ft∂msSm∏w

A£oWw {]bXv\n® P\d¬ sk{I´dn

{io.]n {ioIpamdn\pw F√m FIvknIyq´ohv

AwKßƒ°pw AXnep]cn kwLS\sb

IrjvWaWn t]mse ImØp kq£n°p∂ Hmtcm

AwKßƒ°pw Fs‚ hn\oXamb \µn

tcJs∏SpØp∂p.
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]n {ioIpam¿

P\d¬ sk{I´dn

am\y-kp-lr-tØ,
2012 Unkw-_¿ 9 ˛ \v tIm´-bØv \S∂

Atkm-kn-tb-js‚ 21˛mw kwÿm\ ktΩ-f-\-Øn¬
h®v Fs∂ ho≠pw P\-d¬ sk{I-´-dn-bmbn Xnc-
s™-Sp-Ø-Xn-\p≈ \µn hm°p-Iƒ°v AXo-X-am-Wv.

tIc-f-Ønse H]vt‰m-sa-{Sn-Ãp-I-fpsS Ah-Im-
i-ßƒ Hcp ]cn-[n-h-sc-sb-¶nepw ]cn-l-cn-°m\pw
\oXn-\n-tj-[-ß-fn¬  i‡-ambn CS-s]-´p-sIm≠v
Ah A[n-Im-cn-I-fpsS {i≤-bn¬ sIm≠p-h-cm\pw
Ign-™p F∂-Xn¬ AXn-bmb Nmcn-Xm¿∞y-ap-≠v.

Btcm-Ky-h-Ip-∏nse G‰hpw i‡-amb kwL-
S-\-I-fn -sem-∂mbn amdm≥ tIcf Kh¨sa‚ v
H]vt‰msa{SnÃvkv Atkm-kn-tb-j\v  Ign-™n-́ p≠v.
CXn\v \n¿tem-`-amb ]n¥pW \¬Inb tIc-f-
Ønse {]_p-≤-cmb F√m H]vt{Sm-sa-{Sn-Ãp-Ifpw
A`n-\-µ\w A¿ln-°p-∂p.

Btcm-Ky-h-Ip∏v Bÿm-\-tØ°v am‰n \nb-
an-°-s∏´ H^vXm¬anIv tIm˛ Hm¿Un-t\-‰-dpsS
Uyq´nbpw DØ-c-hm-Zn-Ø-ßfpw  \n¿Æ-bn®v  DØ-
chv ]pd-s∏-Sphn°m\pw  kwL-S-\-bpsS CS-s]-S-ep-
Iƒ°v Ign-™p.  C°m-cy-Øn¬ Atkm-kn-tb-js‚
\n¿t±-i-ßƒ apgp-h\pw AwKo-I-cn-°m\pw A[n-Im-
cn-Iƒ Xøm-dm-bn.  Btcm-Ky-h-Ip∏v Ub-d-IvS-dpsS
""sSIv\n-°¬ AssUz-k¿'' F∂ ÿm\-tØ°v Sn
XkvXnI Db¿Øm≥ Ign™p F∂Xv  sNdnb
Imcy-a-√. (D-Ø-chv Cu e°w ""C≥ssk-‰n¬'' {]kn-
≤o-I-cn-®n-´p-≠v).  tÃ‰v Hm^vXm¬anIv Hm^o-k¿
F∂v Cu XkvXnI ]p\¿\m-a-I-cWw sNø-W-sa∂
At m-kn-tb-js‚ Bhiyhpw DS-\Sn AwKo-I-
cn°pw  F∂v {]Xo-£n-°p-∂p.

H]vt‰m-sa-{Sn-Ãp-Iƒ°v A¿l-X-s∏´ {]tam-j-
\p-Iƒ bYm-k-abw ]pd-Øn-d-°m≥ At m- n-tb-
js‚ CS-s]-S-ep-Iƒ°v Ign-™p.  ""Nph∏p \mSbpw''
^b-ep-I-fpsS ""H®n-gbpw thKhpw'' Hcp ]g-¶-Y-
bm°n  AXn-i-bn-∏n-°p∂ thK-Øn¬ DØ-c-hp-Iƒ
Cd-°p∂ sk£≥ DtZym-K-ÿ¿ A`n-\-µ\w
A¿ln-°p-∂p.

2013 ˛se s]mXp-ÿew am‰w \oXn-bp-‡-
ambpw, kpXm-cy-ambpw \S-Øp-∂-Xn\v  Btcm-Ky-h-
Ip∏v Ub-d-IvS¿-°pw, hIp-∏va{¥n°pw \¬Inb
\nth-Z-\-ßfpw N¿®-Ifpw  hnPbw I≠p F∂p
thWw Icp-Xm≥.  2013 ˛se s]mXp ÿew am‰-
Øn¬  h∂ sNdnb Nne A]m-I-X-Iƒ  {]tam-
j≥ {Sm≥kv^-dp-Iƒ, t]mÃv {Intb-j≥  F∂nh
hcp∂ apdbv°v  ]cn-l-cn-°-s∏Spw F∂v Atkm-
kn-tb-j\v Dd∏v \¬In-bn-´p-≠v.

F∂m¬ s]mXp ÿew-am-‰-ß-fpsS ""am\-
ZWvUw'' amdn amdn hcp∂ DtZym-K-ÿ¿  Ah-k-c-
hm-Z-]-c-ambn  hymJym-\n-°-s∏-Sp∂p F∂v Bt£-
]-ap-≠v.  H]vt‰m-sa-{Sn-Ãp-I-fpsS  F√m s]mXp ÿe-
am-‰-ßƒ°pw   Htc am\-ZWvUw Xs∂ F√m

h¿jhpw ]n≥Xp-S-c-W-sa∂v  Atkm-kn-tb-j≥
Bhiys∏-Sp-∂p.   Cs√-¶n¬ Atkm-kn-tb-js‚
`mKØp \n∂p≈ i‡-amb  ka-c-]-cn-]m-Sn-Iƒ
Xs∂ A[n-Im-cn-Iƒ°v  t\cn-tS-≠-Xmbn hcpw.

H]vt‰m-sa-{Sn-Ãp-I-fpsS ]pXnb aq∂v XkvXn-
I-Iƒ CXn-t\m-SIw krjvSn®p Ign-™p.  ]Zhn
Db¿Ø-s∏´ F√m Xmeq°v Bip-]-{Xn-I-fnepw
H]vt‰m-sa-{SnÃv XkvXnI krjvSn-°p-∂-Xn-\p≈
\S-]-Sn-Iƒ A¥n-a-L-´-Øn-em-Wv.  BZyw apX¬
Xs∂-bp≈ \ΩpsS Cu Bhiyw  XInSw adn-
°m≥  {ian-®n-cp-∂-h¿ t]mepw Ct∏mƒ Atkm-
kn-tb-js‚ hgn°v h∂n-´p-≠v.

H]vt‰m-sa-{Sn-Ãp-Iƒ°v  Ah-Im-i-s∏´
tdtjym {]tam-j-\p-Iƒ ]cn-jv°-cn -°Ww
F∂pw, F≥{Sn tIU¿, t{KUv ˛ 1 XkvXn-I-I-
fpsS  iºf kvsIbn-ep-Iƒ Db¿Ø-W-sa∂pw
22/23˛ h¿jsØ  ka-b -_-‘nX
lb¿t{KbvUns‚  kvsIbn-ep-I-fn¬  \ne-
\n¬°p∂ A]m-I-X-Iƒ   ]cn-l-cn-°-W-sa∂pw
k¿°m-cn-t\mSv Bh-iy-s∏-´n-´p-≠v.

At m-kn-tb-js‚ i‡-amb CS-s]-S-ep-
Iƒ sIm≠v an° Pn√-I-fnepw hnj≥ sk‚-dp-I-
fn¬  H]vt‰m-sa-{Sn-Ãp-I-fpsS  Icm¿ \nb-a\-ßƒ
\S-Øn-°m≥ Ign-™p.

saUn-°¬ hnZym-`ymk hIp-∏nse  t\{X-
]-cn-tim-[-I-cpsS XkvXn-I-Iƒ ""H]vt‰m-sa-{SnÃv''
F∂v  ]p\¿\m-a-I-cWw sNbvXv GIo-I-cn-°-W-
sa∂v   k¿°m-cn-t\mSv  Bh-iy-s∏-´n-´p-≠v.
\ΩpsS Im‰-K-dn-bp-ambn  _‘-s∏´v Cu hIp-
∏n¬  \S-am-Sp∂  A\o-Xn-Iƒ°v  FXnsc i‡-
ambn  {]Xn-I-cn-°m\pw  A[n-Im-cn-I-sf-s°m≠v
\S-]-Sn-Iƒ Xncp-Øn-°m\pw  Ign-™n-´p-≠v.
A¿l-X-s∏´ {]tam-j-\p-Iƒ XS-™p-h-bv°p-
Ibpw, XkvXn -I -Iƒ ÿm]nX Xm¬∏-cy -
ßƒ°mbn  Hgn-®n-Sp-∂-Xn-s\-Xn-scbpw , am\-Z-
WvU-ßƒ  Im‰n¬ ]dØn \S-Øp∂  ÿew-am-
‰-ßƒs°-Xn-scbpw i‡-amb  {]t£m-`-ßƒ
Xs∂ \S-tØ-≠n-bn-cn-°p-∂p.

k¿°m¿ Bip-]-{Xn-Isf am{Xw B{i-bn-
°p∂ \s√mcp hn`mKw  km[m-c-W-°m-cpsS
ImgvN kwcw-£-W-Øn¬ Bflm¿∞-amb  ]¶m-
fnØw hln-°p-∂-tXm-sSm∏w Cu sXmgn-ens‚
A¥x pw  amlm-flyhpw  ImØp kq£n-
°p∂Xn\v  H]vt‰m-sa-{Sn-Ãp-I-fpsS  GI-k¿°m¿
AwKo-IrX kwL-S-\-bmb tIc-f-K-h¨sa‚ v
H]vt‰m-sa-{SnÃvkv  At m-kn-tb-j≥  \nß-tfm-
sSm∏w F∂pw D≠m-Ipw.
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Subjective Refraction
Dr. S Maya Devi, Consultant(Ophthal)

A proper method of subjective refraction is
very essential for giving comfortable vision to our
patients.

In the great majority of cases, the
Optometrist should aim at getting the vision up
to the standard of 6/5 and if this is not attained,
he is abiding to account for the visual defect
Ophthalmologically. But this standard of acuity
is usually attained only in the lower degrees of
refractive error. Even in the absence of definite
pathology in the media or fundus, subjects with
high hypermetropia or those with marked
astigmatism often do not reach this level of vision.

Subjective refraction can be carried out
after objective refraction or even without that ,
Let us look at source of the basic rules to adopt
while doing subjective refraction in the different
types of refractive errors. Our aim should be
comfortable vision rather than accurate vision.

MYOPIC CORRECTION
• Basic rule is to always under correct to avoid

minification and reading difficulties.
• Weaker concave lenses which give maximum

vision should be prescribed.
• Myopia should never be over correct.
• Children should be fully corrected.
• Adults under 30 years usually accept full

correction.
• Constant use of spectacles is a must to avoid

development of squint and to enhance
development of normal accommodative
convergence reflex.

• Adults above 30 years wearing glasses for the
first time may not tolerate full correction over
3D as their ciliary muscles are accustomed to
accommodate. Such patients may be slightly
under corrected by 1-2 D and a full correction
given later if necessary.

• Full correction can rarely be tolerated in high
myopia. It is better to under correct high myopia
above 10 D to avoid problems of near vision
and minification of images (under correct to 1-
3 D according to age and degree of myopia.

• Myopes in the presbyopic age and high myopes

over 20 years may require weaker glasses for
near work.

• To detect the end point of myopic refraction,
instruct the patient to tell when the letters in the
chart appear to become smaller. Often the
patients will take an additional amount of minus
lenses, because the letters will appear black and
more distinct. More minus lenses demand more
accommodation and lead to asthanopia. An extra
0.25 D will be unnoticed by a young myope but
would be a bad mistake for a 45 year old.

• In children, do not prescribe myopic correction
without cycloplegic refraction. Less than -4 D
need not be corrected in infants. In children
between 2-3 years of age -2/ -3 D needs
correction. More than 3 years, optimum
correction has to be prescribed.

HYPERMETROPIC CORRECTION
• Young adults with error less than 3 D, with normal

vision and without symptoms should rarely be
corrected. If correction is to be given, they may
be under corrected as there is some active
accommodation.

• In elderly individuals with manifest
hypermetropia, full amount should be corrected.
One should not correct any amount of
hypermetropia uncovered by cycloplegia. Rely
entirely on manifest refraction.

• If manifest hypermetropia is small, that is, less
than 1D, correct only if patient is symptomatic.

• In the presence of accommodative convergent
squint full correction at first sitting.

• In children below 5 years, in the absence of
defective vision, asthenopia or squint was
significant hypermetropia upto +5 D may be left
uncorrected.

• Maximum acceptance prescribed after fogging.
Fogging makes the eye artificially myopic by
adding convex lenses. Fogging induces
relaxation of accommodation.

One method of fogging is to add plus lenses
until denominator of snellen notation is doubled.
It is better not to fog more than 6/36 or 6/60.For
average patients, a wait of 1-2 minutes after
fogging induces relaxation of accommodation. In
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hypermetropes who have never worn glasses,
relaxation of accommodation occurs only after 10-
15 minutes.

Reduce fog slowly in steps of 0.25 D or 0.5
D. The first lens is not removed until the next is in
position to prevent accommodation from being
active. As fog is reduced, watch for increase in
visual acuity with each decree in fogging. If visual
acuity does not improve as expected, try correction
of astigmatism. The fog should be decreased to a
level so as to get vision of 6/12 or 6/9 sufficient to
do the astigmatic tests. If the fog is completely
reduced, accommodation will take over and wrong
lenses will be prescribed.

How to know if astigmatism is present?
Astigmatic fan or cross cylinder may be used,

if there is no astigmatism, all the lenses with
astigmatic fan equally clear. Cross cylinder is put
over the correcting sphere with axis first at 90‘ and
then at 180‘. If neither position produces any
increase in clarity, then oblique meridians are
explored. If some improvement occurs in clarity in
any position, astigmatism is present.

To find Axis: best to find out the axis of
astigmatism first.

Manual rotation, Astigmatic fan or Cross
Cylinder or stenopic slit.

What is done by many is to fog, then decrees
the fog to get maximum vision and then try
cylinders. Plus cylinder in elderly hypermetropes
and minus in young myopes. Disadvantage of this
method is where the fog is reduced to get maximum
vision, accommodation takes over and the power
of plus cylinder prescribed may not be correct. One
may increase or undercorrect hypermetropic
astigmatism because of accommodation.

Theoratically and practically the best
procedure is to try with minus cylinder. Bring
decrease the fog to levels to get 6/12 or 6/9
vision.Maintaining the fog on and thus relaxing the
accommodation, tries with minus cylinder. Find out
the minus cylinder which gives maximum visual
acuity.

Why not trial with plus cylinder?
Trail with plus cylinder with the fog as will

further worsen the fog and acuity will be worsened
by plus cylinder. After cylindrical power is obtained
, adjust the sphere to get maximum vision. In the
final prescription, cylinder can be given as plus or
minus after transposition. Always check the

spherocylindrical combinations by adding a
cylinder in the opposite axis.

Eg: In the prescription +1.5 D/+1 D cyl
180‘ if vision improves as adding -0.5 D cyl in
90‘, then change the prescription to its
equivalent of +1.00D/+1.5 D cyl 180‘. If vision
improves on adding +0.50 cyl in the 90‘ axis,
then change the combination to its equivalent
+2.00D/ +0.50 D cyl 180‘.

PRESBYOPIC CORRECTION

• Always find out the refractive error for
distance and first correct it.

• Working distance of the patient is the most
important factor.

• Test each eye separately.

• Presbyopic spectacle should never be
prescribed mechanically by adding for age.

• The weaker convex lens which gives clear
vision with maximum comfort and maximum
working range are preferred.

• Near add should not produce any
magnification.

• Better to under correct than to over correct
so as to encourage accommodation. Full
correction of presbyopia causes eye strain
symptoms due to lack of accommodative
convergence.

• Working distance for reading and writing is
13-15 inches. Gold smith needs higher
correction for their work. But it should not be
very high correction because the resultant
magnification will alter the size of the finishsed
Ornaments. Working distance of the carpenter
is 24-30 inches. Computer users needs three
focuses 13 inches for reading, 24 inches for
computer screen for distance.

Eg: Constant spectacle     -    Distant   +1.00 D
, near +3 D,  Computer  -    Monitor +2.00 D,
near   +3 D

    Most of these tests take much longer
to describe than to carry out in practice and
practice becomes a routine and long custom
makes their execution automatic and their
interpretations instantaneous, they can be
performed surprisingly, rapidly and at the same
time accurately.
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Presbyopia
Anupriya V S, Jyothi Gopinath, Soumya S K, Ananthulal, Sajitha & Sajeev

2nd Year DOA Students, Medical College, Thiruvananthapuram

Presbyopia (eye sight of old age) is not
an error of refraction but a condition of
physiological insufficiency of accommodation
leading to a progressive fall in near vision.

PATHOPHYSIOLOGY
To  understand  the  pathophysiology

of  presbyopia  a  working  knowledge about
accommodation is  mandatory . As  we know
in an  emmetropic   eye  far  point  is at infinity
and  near  point varies with  age  (being  about
7cm  at the   age of  10 years , 25cm at the
age  of 40 years  and  33cm  at the age  of
45 years) .  Therefore  at  the  age  of  10
years,  amplitude  of  accommodation
(A)=100/7 (dioptric  power  needed  to see
clearly  at near  point ) -  1/a  (dioptric  power
needed  to  see   clearly  at  far  point )  that
is  A (at age  10) = 14  diopters  : similarly  A
( at age  40)= 100/25 – 1/ alpha  =4  diopters.

Since , we  usually  keep   the  book  at
about  25cm ,  so we can  read  comfortably
up to the  age of 40 years, after   the age  of
40 years , the  near  point  of  accommodation
recedes beyond  the  normal   reading  or
working   range. This  condition  of  falling
near vision  due to age related  decrease  in
the  amplitude  of accommodation   or
increase  in punctum  proximum  is  called
presbyopia.

CAUSES
Decrease  in the  accommodative

power  of  crystalline  lens  with  increasing
age, leading to presbyopia , occurs   due to
:

1.Age   related  changes  in the  lens,
which   include :  Decrease  in  the
elasticity     of  lens  capsule  and
progressive,  increase  in size  and
hardness  (sclerosis) of lens
substances which  is less  easily
molded.

2.Age  related  decline  in ciliary  muscle
power  may also  contribute  in  causation
of  presbyopia.

CAUSES     OF   PREMATURE
PRESBYOPIA

1.Uncorrected   hypermetropia.

2.General   debility   causing   pre- senile
weakness of   ciliary   muscle.

3.Premature   sclerosis   of the
crystalline   lens.

4.Chronic   simple glaucoma.

 SYMPTOMS
1.Deficulty  in  near  vision, patients  usually

complaint  of  difficulty  in  reading  small
prints  (to    start     with   in  the   evening
and  in  dim  light and  later  even  in
good  light). Another  important
complaint  of  the    patient  is  difficulty
in threading  a  needle  etc.

2.Asthenopic  symptoms    due to  fatigue
of  the   ciliry  muscle  are also
complained  after  reading  or  doing    any
near  work.

3. Intermittent diplopia at near may develop
because of the interrelationship between
accommodation and convergence.

 TREATMENT
Optical   :-  The  treatment  of presbyopia  is
the  prescription  of   appropriate   convex
glasses  for  near  work.

              A   rough   guide   for   providing
presbyopic    glasses   in   an emmetrope
can be   made    from   the age   of   the
patient. About   +1DS   is    required   at the
age   of   40 – 45 years. +1.5DS    at   45 – 50
years,   +2DS at   50 – 55 years. +2.5DS   at
55 - 60 years.
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            Blindness is a social curse. It affected
people even from ancient times. There are
comments on blindness even in epics.
Dritarashtra, the king of Hasthinapur, in
Mahabharatha is a powerful blind character.
Gandhari, wife of Dritharashtra, voluntarily
blindfolded herself throughout her married life
as she decided to share the pain of her blind
husband, lead a life similar to that of a blind.
Hiranyanda and Tandavi, parents of Sravana
Kumara are the blind characters in
Ramayana. Tiresias in Greek mythology is a
blind prophet of Thebes.  Homer,   author of
the Greek epics, Odyssey and Iliad is believed
to be blind.

        There are a lot of visually challenged
heroes in history who crossed the boundaries
of blindness and challenged the world. Here
narrates some of the famous ‘flames’ that
lighted the world with their insight.

HELEN KELLER:

          Helen Keller was an American activist
and lecturer. She lost her sight and hearing
when she was at 18months old following an
unknown fever. Helen’s teacher Anne Sullivan
trained her to develop her ability to
communicate. Helen was the first blind to
graduate. She wrote several books and went
around the world to fight for the rights of the
blind and tried a lot to raise money for many
organization for the blind.

LOUIS BRAILLE:

      Louis Braille was a French educator. He
became blind at childhood accidentally
following an eye injury while playing with some
instruments in his father’s work shop. The
wound became severely infected and spread
to his other eye. He was the inventor and
designer of Braille writing which enables the
blind to read from a series of organized
bumps.

ANDREA BOCELLI:

       Andrea Bocelli born with poor vision due
to congenital glaucoma and became blind at
the age of 12 following a football accident. He
was a well known Italian musician and multi
instrumentalist.

JOHN MILTON:

    John Milton was an English poet. He
became blind at the age of 43 due to
glaucoma. He is well known for his epic poem
‘ Paradise Lost’, the biblical story of the
temptation of Adam and Eve by Satan and
their expulsion from the Garden of Eden.

SURDAS:

   Surdas was an Indian  saint, poet and
musician. He   is born as blind. He is known
for his devotional songs dedicated to Lord
Krishna. And   is   well  known  for his
masterpiece ‘SurSagar’  which  is composed
of hundred thousand songs.

STEVE WONDER:

    Steve Wonder was a wonderful American
singer and song writer. He became blind from
infancy due to retinopathy of prematurity.

HARRIET TUBMAN:

    He was an-African-American humanitarian.
She was a slave in her youth. After her escape
she helped more than 60 slaves to escape
using the network of antislavery activists. She
became blind due to a severe head injury
which was inflicted by a slave owner.

JAMES THURBER:

Thurber was an American comedian and
cartoonist. While playing with his brother shot
an arrow to his eye. This injury later made him
blind.

The Blind With Vision
Manoj K J
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Stabismoscope
OptoTools

Strabismoscope is a device for use in the detection and
identification of various misalignment conditions of the eye, for
example heterophorias, strabismus and the like. The device,
includes a unidirectional occluder having an occluding disk which
occludes an individuals sight in one direction through the disk while
allowing direct observation of the occluded eye from the other side
of the disk. The device has a handle region and an occluder region,
the occluder region being of the size effective to occlude vision of
a fixation target through one or both eyes, the disk formed of a
reflective transparent material mounted within the occluder
region, a light source positioned on one side of the disk so as
to illuminate the side of the disk when energized, and a
mechanism contained within the support for energizing the
light source, the energizing mechanism including a switch
mounted on the handle

The device helps to perform the cover test withs
visualization of the covered eye through the occluder
and direct observation of heterophorias. The occluder
is composed of an aluminium-polyester filter
mounted on a support in front of a 2.2-V light bulb.

Welch Allyn StrabismoScope -
Unidirectional Occluder

StrabismoScope™ Unidirectional
Occluder Makes diagnosing strabismus easier
than ever. Ideal for visualizing dissociated
vertical deviation. Efficient testing for
strabismus, both latent (heterophorias) and
manifest (heterotropias) Simultaneously view
the movement of covered and uncovered eyes
Halogen light increases the ambient light on
the patient’s side and aids visualization by the
practitioner Durable—rugged ABS housing
resists damage from drops Fits all Welch Allyn
3.5 V power sources Laminated wall chart for
patient education
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Pseudomyopia is an intermittent and temporary shift in refraction of the eye towards
myopia. In this sudden onset of myopia, the focussing of light in front of the retina is due to a
transient spasm of ciliary muscle, causing an increase in the refractive power of the eye. It
may occur because of organic causes like systemic or ocular medications, lesions or injuries
of brain stem, or active ocular inflammations such as uveitis. Uncontrolled  Diabetis Mellitus
also can cause pseudomyopia.

Sometimes pseudomyopia may be functional in origin and is common in young adults
who have active accommodation and classically occurs after a change in visual requirement.

Accommodation is the ability of the eye to adapt for clear vision at varying distances.
The accommodation can increase the optic power of the eye by 12-13 dioptre. Accommodation
spasm is defined as the abundantly sturdy accommodation stress caused by contractions of
ciliary muscles that does not disappear when accommodation is not required. Today
accommodation spasm is considered to be a major cause of myopia in children. Therefore,
the early prophylaxis  and treatment of accommodation spasm can prevent myopia.

The major symptom of pseudomyopia  is, symptoms of asthenopia  and intermittent
blurring of distant vision, particularly after prolonged periods of near work.

Spasm of accommodation may be triggered by excessive near work in unfavourable
conditions such as bad illumination, bad reading posture, bad eye-book distance (30-35cm
optimal), lack of physical activity, weakness of neck and back muscles, lowered vitality, mental
stress and blood supply disturbance in cervical spine.

The vision may clear temporarily while using concave lenses, but giving concave lenses
can trigger pseudomyopia. Hence the diagnosis must be done by refraction using a strong
cycloplegic like atropine or  homatropine.
Prophylatic measures are important in preventing the incidence of pseudo myopia;

1. Reading - It is important to have correct posture while reading or doing close work
and don’t hold the reading or working material too close to your eyes.

2. Staring – Relax your eye muscles by staring at a faraway object, preferably
greeneries.  As we know, tiring muscles lead to pseudo myopia, and it is crucial to
relax eye muscles as much as possible. Staring with each eye separately can
strengthen our eyes individually.

Treatment
Usually pseudomyopia clears up when the underlying cause is treated. Relaxation of

ciliary muscles by atropine for a few weeks and prohibition of near work, allow prompt recovery
from spasm of accommodation. Refractive error must be corrected after carefully performing
cycloplegic refraction.

Near-work should be forbidden for a period and thereafter its amount should be curtailed
and the working condition improved. The general condition of the patient must be well
maintained.

Pseudomyopia
P V Sujatha, Optmetrist, CHC Perinjanam
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