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REPORT

WORLD OPTOMETRY DAY

23rd MARCH 2017

ye of the greatest gifts of God to the

ma we all are obliged to care and

prot ould see and
enjo

in enhancing

and d Council of

dia seases of e r n

of of the d

refractive errors and cataract are overwhelmingly

the leading caus avoidab th hout

the world. Opto ist plays ei kling

them,

March 23rd is marked as the World Optometry
Day to create awareness among publicabout eye care
and Optometry as a profession. Kerala Government

Optometrists Association is an organisation
of the primary eye care professionals, who play an
integral part of the eye care activities in la. On
this occasion of World Optometry Day, w trying
to help the people have a better world through our
motto “VISION OUR MISSION”. With an inspiring

figu smiling face ofa who eworld
clea his first pair of s cles, tire eye
care community the s rt of nt
system, went am the pe of va of
life.
At the request of Kerala Government
metrists Association, the honourable or
alth Services, Dr. Ramesh considered th er

in detail and forwarded the request for further
action. The Deputy Director of Health Services &
Sta amme O (NPCB), Dr. Kumar
wh edly su ed the pr e and
took immediate action by providing the services of
all District Mobile Eye Units and all Optometrists
in Health Services Department for its Successful
implementation. As in many other occasions, the
encourage ived amme
Officer for y co GOAK

s of
eye

ort M
y p d

for the guidance and
these organisations a

SEP201

carecam wereo for prov
t and co ensive and its
s to . n
fishe S s,
nts, t h

and blind schools, to whom eye care continues to
be inaccessible. Free spectacles and medicines were

and video presentations. 1t was truly an eye opener,

their families.

GOAK and was inaugurated by Dr. V Jayasree, Dy
DMO. The eye camp was led by Dr. Jumaila and Dr.
Neena and all Optometrists from Ernakulam District.
More than 275 patients were examined and advised

feasted the audience with their cultural programs
and attracted the entire people in and around the
venue. At the end of the day, Deepakaazhcha, to
symbolise enlighting those in the darkness, lamp
lighting by rists.

On , a mp was organised by

Judges, Lawyers, High Court employees and their



lies att camp. 8 Imol s and

ptome nakulam exa d the
patients ict Medical er, Dr. N K Kuttappan
and Dy Dr. V Jaya were present at the
occasion.

District Level Observations

In K istrict, an eye was Org
at the F n Community opment
Pallithottam.In the eye camp, 137 patients from
coastal areas were examined and 70 patients were
screened for glaucoma. 25 patients were detected
with cataract and 70 patients were supplied with free

spectacles.
In Path e eye ramme was
arranged at Chari t, Mathoor,

Omalloor.Total 54 patients were exarmined. 26
spectacles were prescribed. 8 cataract cases were

and 3 glaucoma cases were detected and referred
to higher centres for expert management. Another
camp was arranged for the lepers at Nooranad
Leprosy Sanatorium and 9 were detected with
cataract.

In yam, an camp, awareness
and di tion of tacles were cond
n Ho
ien ami
de ion
correction Another eye camp was o ised
at CHC Kar l. 147 patients were exam and

10 cataract & 92 refractive errors were detected.
Gla 10

w at
Pla ee ki.

SEP201

t —
d etic
h lian
Muttikkulangara, Eye camps were conducted and
free spects provided for the inmates of Snehs Jwala
Old age home and the home for Disabled distitutes
at 110 ex
wh act¢ 41
prescribed and 31 tele-consultations done.
n
was ar
Thavan
programme. 26 spectacles prescribed.
On the World Optometry Day, in Kozhikode, eye
camps were organised at five tribal settlements of

Muthukadu. The Mobile Op ict
at the main centre and four of
screened patients in four colonies and referred
to the mai 5
spectacles, ta
provided S.

counselling was given, free transportation facilities
and service of volunteers were made available.
Two programmes were organised in Wayanad

t in conne WOD. An eye camp was
sed at Mul i mala BUDS Rehabilitation
centre. 15 patients were examined in the camp and
. Anoth
ion cen
ere exa

camp and g were prescribed spectacles.

In Kannur, the WOD amme anised
at New Bus Stand, T kara, Wide
publicity was given th all pa India
Radio and posters, ba &b ice strict

Mobile Ophthalmic Unit led an eye camp in which
225 patients were ined, 165 pr bed
with spectacles and fents were ed ract

surgery.

was

Kari

the

mature cataract. 25 spectacles were prescribed.
GOAK collected prescriptiohs from all the

districts and provided spectacles at free of cost. Thus

GOAK could help the needy population from different

Report consolidated and prepared by :
P V Sujatha
Sr. Optometrist, District Hospital, Palakkad
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World Optometry Day Celebrations 2017
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Nerkazhcha 2017

Edamalakkudi Eye Camp

Pradeepan Cheruvally, Optometrist ,TH Kuttiady

H ea means a and intensive
of , which wi elated to well
of human beings. Good health is the key factor in
leading a socially and economically productive life.
The modern revolution brought enormous social
changes that impacted on health and health care. To
provide eye care service to a marginalised community
our association conducts many programmes aiming
tribal colonies and other places where health
parameters are very poor. As a part of this policy,
We submitted a detailed project report to director
of health services and the camp were organized on
this project in the different kudies of Edamalakkudi
Panchayath with the endless support of Health
Service Department. Optometrists from different
areas actively participated in the mission. The aim
of this project was to provide eye care service and
blindness control Program in the backward classes
of Edamalakkudi, diagnose and treat refractive errors
by providing them with free spectacles, medicines
and providing cataract surgery facilities with the
help of Grama Panchayath. The project also aimed to
ensure eye care awareness among them. The team
members included Dr.Shaibak, Ophthalmlogist ,18
optometrists, 2 junior health Inspectors. The camp
was organized for 5 days from 2017 May 16thto 20th.
All the team members reported at Munnar
on 15/05/2017. Deputy Director and State program
officer NPCB Dr.Krishnakumar, State ophthalmic
coordinator 5abu.G, former state camp coordinator
Mr.Krishnakumar, Mr.Anoop, also reached there
for giving necessary guidelines for the participants.
A meeting of all team members were held by Team
leader Jayesh Thomson and project Officers Sri.Arun
R J, Sri.Ajith M C explained the camp details, 5 days
planning on travelling, accommodation, food, and
precautions. Food and vegetables for 5days camp
was collected from Munnar. All India Radio gave
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wide publicity in their news bulletin.

We woke up early and all team members reported
near KDH club where jeeps were ready to pick us to
the first camp site at Iddalippara. The first day started
with a very gentle, but scenic hike through Munnar,
Rajmala with many aspects of nature. At Rajmala
Dr.Krishnakumar flagged off our journey. We got
full of zeal and enthusiasm with their presence. By
travelling 3okms from Munnar we reached Pettimudi
from where the jeep journey became so difficult. The
first camp site was 8kms from Pettimudi. we reached
Iddalippara nearly about 3 pm. Camp was arranged
within a library building. 8o people participated.

Our next day camp was at Societykudi which is
4kms away. As there is no vehicle service the team
has to walk through forest where blood sucking
leeches, and wild animals showed their active
presence. At about 7 o’ clock we reached Societykudi.
Accommeodation was arranged at family welfare
sub-center and nearby school at Societykudi. We
prepared food there. We have to stay here for two
days where there is no electricity and modern ways
of communication. At night all team members found
time to evaluate the previous day camps and to make
preparations for forthcoming camps.

The camp at society kudi was at
Edamalakkudi Panchayath office. With the
help of JHI Mr.Binukumar D.B. and JHI Mr.

Sadeep. S of Devikulam PHC, the tribes from
Andavankudi,Shedkudi,Societykudi,Kandathikudi
were brought to the camp site. 126 patients attended
the camp. We remained there in this kudi for the next
day camp preparations.

For the third day we have to conduct camp at
Malikudikudi,Irippukallukudi,Keezhvilayam parakudi
and has to travel 17kms more to reach our last camp
destination at Mulakutharakudi. Early morning we
woke up, prepared food and ali team members



ready for a horrible walk through dense forest. The
panchayath staffs warned us of taking care on the
way as there are wild animals wandering in the thick
forest. After conducting camps at Malikudikudi and
other kudies we reached Mulakutharakudi at 4 pm.
All of us became so tired because of long journey
and camps. Accommodation was arranged here in
a Sathram and female members occupied nearby
Anganwadi. Since all tribes are engaged in agriculture
farming we have to conduct camp in the late hours.
Camp ended at 8 pm. A total of 135 screened in the
whole day.

Finaldaywasarranged with camp at Mulakuthara.
Some tribes frem other kudies also reached there.
Elder peoples of this kudi came there with so many
visual problems and we found enough time to spend
with them.

On the 5th day camp ended and it is time for
us to return. We have to travel nearly 12kms to
reach Valparai. The return journey was so tiresome
as it includes crossing river, walking through steep
portions of Ghats and met with many incidents
of leech attack, presence of wild animals on the
way. Reached Valparai at 2 pm. Our health service
vehicle was waiting there. Days after we had a sight
of a vehicle. Calm and silence of Edamalkkudi were
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broken in the alarming sound of Valparai.

On 19th evening we reached Munnar
Accommodations arranged at KDH cottages. All
found it easy to get a sound sleep. Next day morning
it was time for us to recollect all datas, to make a
beneficiary list of specs, cataract patients selected
for surgery,patiens need follow-up. For contacting
with St.Johns hospital Kattappana for doing cataract
surgery the meeting authorised Arun RJ and Ajith
MC. Afternoon we waved goodbye to Munnar.
Finally the days was indeed weli spent and days in
the Edamalakkudi added memories to cherish for
throughout life. The team energetically completed
the project and no task was left undone.

Camp summary

Total no. of patients 1365
Free specs 1168
Cataract cases 126
Glaucoma 12

Membranous Conjunctivitis: 1
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DIAGNOSTIC
OPHTHALMIC

ULTRA SOUND

v
i

T

the Ophthalmologist with an instantaneocus 'look’
into an eye with opaque ocular media and can be
an important adjunct in the differentiation and
management of intraocular tumours, even when the
media is clear.

INDICATIONS FOR OPTHALMIC ULTRASOUND
I.  Opaque Ocular Media

1. Corneal opacification

2. Anterior chamber hyphaema or hypopyon

3. Constricted pupil

4, Cataract

1. Vitreous haemorrhage or inflammation
Clear Ocular Media

11,

1
2 Ciliary body Lesions

Iris Lesions

1 Tumours and masses

2. Retinal detachment

3. Intraocular foreign bodies
4. Optic disc abnormalities

IH1. Follow up Studies
Biometry

1. Axial Length

2. Anterior Chamber depth
3. Lens thickness

4. Tumour measurement

For diagnostic ophthalmic ultrasound the frequency
used is 8 to 10MHz- The basis of the system is the
piezo -electric material ( eq. quartz crystal) that is
located near the tip of the transducer.
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Dr. MALLIKA O.U

Professor

Department of Opthalmology
Govt. TD Medical College
Alappuzha

The ultrasound instruments used most commonly
in Ophthalmology are the A scan and the B -5Scan

ASCAN : Ascanis a one dimensional acoustic display
in which echoes are represented as vertical spikes
from a baseline

Probe

Antenor
chamber

Anterior and
posterior surface
af cornga

]» Echioes

Anterior surface Vitrenus

of lens

Postenor surface of lens Retna

B-SCAN : B Scan differs from A Scan in that it
produces a two dimensional acoustic section (such
as a photograph) by using both the vertical and
horizontal dimensions of the screen to indicate
configuration and location.

The optimal ultrasound examination results from
the appropriate combination of both modalities

(Picture of types of Echoes: Point Like (vitreous
haemorrhage) membrane like{Retinal detachment)
mass like(choroidal melanoma)

All B-Scan probes contain a transducer that moves
rapidly back and forth near the tip. Each probe
has a marker (eg. Dot or line) that indicates the
side of the probe that is represented on the upper
portion of the B-scan screen. In practice the
echographer applies methyl cellulose to the probe
face as coupling medium. The three basic probe
orientations that are used to evaluate intra ocular
lesions are transverse, longitudinal and axial. The
transverse and longitudinal scans are used most
commonly because in this the sound beams by-
passes the lens allowing better sound penetration.



These scans are performed with the patient's gaze
directed away from the probe, toward the meridian
being examined in the axial scan the probe is placed
in the centre, while patient fixates in primary gaze. It
displays the lens and optic nerve in the centre of the
echogram.

EVALUATION OF POSTERIOR SEGMENT

Vitreo retinal conditions all the most common
indication for echography of posterior segment.
The evaluation should include an assessment of the
following; vitreous body posterior hyaloid, subvitreal
space, retina, choroid, sclera and optic disc
[. VITREOUS BODY
The vitreous cavity should be evaluated for the
presence of opacities, bands and membranes

: No Echoes

are produced by the clear, jelly
like vitreous body,

Asteroid hyalosis : Calcium
soaps produce bright point
like echo sources on B-Scan
that may be diffuse or focal.
It is important to recognize
that there is normally an area
or clear vitreous between the
posterior boundary of the
opacities and the posterior
hyaloids. On A-scan the calcium
soaps produce medium to high
reflective spikes that move
with the vitreous gel

£l ot reang

\

.

s e
dra sevhred

:In fresh
mild vitreous haemorrhage, dots and short lines are
displayed on B- Scan and a chain of low amplitude
to spike is found on A-Scan. The more dense the
haemorrhage, the more opacities are seen on B-Scan
and the higher is their reflectivity as A-scan

Posterior vitreous detachment- Reflectivity is low
with PVD than Retinal detachment (RD) Kinetic
echography typically shows a very fluid, undilating
after movement on B-Scan, which normally allows
the PVD to be distinguished from the less mobile
retinal and choroidal detachments.

ILRETINA
Echography is most important in evaluating the
status of the retina in opaque media. Retinal tears,
retinal detachment, retinoschisis and many other
disorders can be accurately characterized.

Retinal detachment

typically produces a bright, continuous, normally
somewhat folded membrane on B-scan when total

9"619/%5@201

or extensive, the detached retina inserts into both
the optic disc and the ora serrata. On A scan a 100%
tall spike is produced. Retinal detachment exhibits a
more tethered, restricted after-movement than does
the highly mobile PVD. Configuration of the RD May
vary from a very shallow, flat and smooth membrane
to a bullous, folded and funnel shaped membrane.
The funnel -shaped detachment may be open or
closed and may be concave, triangular or T-Shaped.
Detachments that are triangular or T-Shapcd or have
fixed folds indicate proliferative vitreoretinopathy
(PVR) in which there is high chance of failure during
RD Surgery.

Ultrasonography helps
to detect the nature and extent of abnormalities
like fractional retinal detachment in patients with

1P (01347 3E5 £6-28 LA 7IdE
T4 = Tidk

diabetic vitreous hacmorrhage. [t also helps to
assess the macula also 1t is useful for monitoring
the progression of the disease, helps to determine
the timing of surgery, the optimal placement of the
instrument and the visual progression

[11 CHOROID

On B-Scan choroidal
detachment typically presents as a smooth, thick
dome shaped membrane on the periphery, with little
after movement on kinetic evaluation (on moving
the patient's eye) Large bullous detachment are
caked kissing choroidals.

IV. CILTARY BODY : This region is more difficult to
assess than  the retino-choroid layer because of
its extreme anterior location and irregular surface
contour

V.SCLERA : Scleral thickening may be detected in

both normal and abnormal conditions. Very smail
hyperopic globes or eyes that are nanophthalmic



may have cxtremely thick sclera, especially
posteriorly. sclera thickness unusually symmetric in
eyes of these patients

TRAUMA:

An open wound should be sutured before
ultrasonography. It helps to diagnose subluxation
or dislocation of lens, vitreous haemorrhage,
retinal tears, posterior vitreous detachments,
retinal dialysis ctc. B-Scan helps to detent posterior
scleral ruptures that may be difficult to detect
clinically. These palients may present with marked
haemorrhagic chemosis even though therc arc no
external signs of sclera rupture In penetrating
injury ultrasonography helps to find out type of
injury to lens, presence of vitreous haemorrhage,
retinal detachments

INTROAOCULAR FOREIGN BODIES:

They arc in most instances readily detectable
with echography on B-Scan. A typical metallic
foreign body produces a very bright signal that
persists low sensitivity settings. In addition, there
is normally marked shadowing of the ocular and
orbital structures just posterior te the foreign
body. Air bubbles entered during injury may mimic
foreign bodies. On B-Scan, the true foreign body
echo varies in brightness and size and on A-scan
its spike varies in height and width, depending on
the sound beam direction employed Moreover,
true foreign bodies generally remain in one
position, even when head or body position changed.
Conversely, air bubbles, because they are
spherical and smooth, produce echoes of similar
appearance when evaluated from different sound
bearn orientations. Since they are normally found in
the vitreous cavity and are lighter than vitreous, they
tend to float opposite to the direction of head tilt. [f
the diagnosis is uncertain follow up cxamination
in a day or two may be of preat help since small air
bubbles usually disappear within this period

ENDOPHTHALMITIS

On A scan moderately severe endophthalmitis
normally produces a chain of low amplitude spikes
from the vitreous cavity. On B-Scan the opacities are
represented by diffuse fine dots in the echogram If
the opacities are secondary to an anterior locus of
infection, they are normally denser anteriorly than
posterion

EXPULSIVE HAEMORRHAGE

One of the most devastating complications of
intraocular surgery is expulsive haemorrhage In
this massive subchoroiodal haemorrhages often
totally fill the vitrcous cavity. On B-Scan large

@”’/&WSEMOH

haemorrhagic kissing choroidals appears as dome
shaped membrane adhere to one another in a broad
manner in the centre portion of the eye.

LENS MATERIAL : Lens nuclcus or [0L dislocated
posteriorly during surgery or trauma can be
identified using ultra sonography Intraocular lens
appears as a large, foreign body like structure in the
vitreous cavity

Standardized echography
has become extremely important in the detection
differentiation and measurement of intraocular
tumour both in clear media and opaque media This
method provides the accurate measurement of the
tumour height and is thus valuable for monitoring
tumour growth or regression, and is useful in
detecting extra extension of choridal melanoma

:Certain key acoustrioc criteria
are used to make the echographic diagnosis of
choroidal melanoma These include (I}collar button
or mushroom shape on B -5can 2. Solid consistency
(3] regular internal structure {4) low to medium
reflectivity (5) Internal vascularity. On B- Scan the
sound attention is indicated by acoustic hollowing

:Echographic  diagnosis  of
Retinoblastoma is based mainly on the display of
calcium within the lesion. Calcification produces
echograms of extremely high reflectivity on A-scan
and very bright signals on B-Scan, Further more
the calaum preducers strong sound alteration that
results in shadowing on both A-scan and B-scan.
lichography may also play an important role in
the follow up of retinoblastoma Tumours that
have been treated with radiation or alternative
methods of therapy should be carefully observed
echographically to document regression, growth or
recurrence.

BIOMETRY

Onc of the most important uses for ultrasound in
the globe is for measurement (i e Biometry) using
A-Scan This includes measurement of the axial
length of eye ball for intraocular lens calculations,
and monitoring eyes with congenital glaucoma,
myopia and nanophtalmeos. It is also important in
measuring the anterior chamber depth and lens
thicltness. Biometry is important to differentiate
between axial myopia and lenticular myopia

To conclude, ultrasography both A-scan and B-Scan
are very important in invasive investigation in
ophthalmology which helps in the diagnosis of lots
of ocular conditions.
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Convergence Insufficiency is more common than you may think.

Ganeshkumar K. Medical College Unit, Pangappara

Introduction

In the evaluation of patients with ocular asthenopia,
convergence insufficiency should be a part of the
differential diagnosis. As convergence insufficiency is
the most frequent cause for muscular discomfort it
is of considerable clinical significance. This condition
is characterized by a patient’s inability to converge
the eyes smoothly and effectively as the object of
visual interest moves from distance to near and/
or the inability to maintain the convergent near
point. This ineffective muscular action can cause
loss of proper binocular alignment with a resultant
exophoria or intermittent exotropia at near.
Associated with convergence insufficiency is a wide
range of symptoms that can vary from mild to severe.
Patients can be particularly distressed when they
experience binocular diplepia at near Historically the
treatment for convergence insufficiency, especially
vision therapy, has created controversy in both the
ophthalmic and optometric communities. There
has been a lack of consensus regarding the most
beneficial treatment.

Symptoms

The symptoms of convergence insufficiency can
be highly variable., Some patients can have a
significant convergence insufhiciency and exhibit
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very few complaints. Others can have a very
minimal convergence insufficiency and have severe
symptoms  Most symptoms of convergence
insufficiency are directly related to reading or other
near tasks., The symptoms occur when there is an
attempt at fusion and binecularity is present. Patients
with monofixation syndrome are less likely to be
symptomatic. Similar to many strabismic cenditions,
the symptoms of convergence insufficiency can be
aggravated by stress, iliness or lack of sleep Patients
typicoally present with cne or many of the following
complaints:

Headaches:The headache can occur during reading
or after long periods of reading or, in my experience,
may occur even without specific near tasks. The
headaches are frequently located in the frontal area
or are periocular. They are the result of the sustained
effort to increase fusional convergence. The
resultant headache from convergence insufficiency
can potentiate other underlying headaches such as
migrames.

Asthenopia: This can manifest as tired, strained eyes
or eyes that hurt or feel sore with near work. Patients
also describe a pulling or pressure sensation around
the eyes. These complaints result from the increased
convergence andfor accommodative effort needed
to maintain convergence.



Difficulty with reading or near tasks: Patients will
describe intermittent blurriness of words, print
moving onthe page, frequently losing their place, lack
of concentration or difficuity with comprehension
while reading. Difficulty with reading for longer
periods of time is common as the symptoms worsen
with increased time at the near task. Some patients
will not describe symptoms at near simply because of
their strong avoidance of near vision tasks.

Diplopia: This can present as two distinct images or
an overiap of images. In convergence insufficiency,
the images are horizontally displaced. Some patients
will close one eye to read to relieve the diplopia.
Proper testing can further delineate the complaint
related to diplopia as it will resolve with monocular
acuity testing,

Clinical findings

The diagnosis of convergence insufficiency is based
on the symptomatology as well as the physical
findings. If the patient exhibits suppression then they
may show many abnormal clinical findings without
any of the symptoms discussed. The patient with
convergence insufficiency may have an abnormality
in any one or all of the following clinical findings:

Remote near point of convergence: A remote near
point of convergence is the most consistent finding
in convergence insufficiency. There is little general
consensus on what constitutes a normal near point.
Clinical experience reveals that this measurement
can be variable between patients.

Normal young children have an excellent ability to
converge and can maintain convergence easily 1-2
cm from their nasal bridge. Adults have slightly more
difficulty but nermally can maintain convergence in
the 3-4 cm range. Many authors use a remote near
point of 10 cm to define patients with convergence
insufficiency. However, the child or adult with
significant symptoms and other findings consistent
with convergence insufficiency can have a receded
near point as little as 4-5 cm from the nasal bridge.
With careful cbservation one may see the patient
with convergence insufficiency to have increased
effort with convergence long before the near point
is achieved. The abnormalities of convergence
insufficiency are most easily seen while measuring
near point of convergence using an accommodative
target.
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Decreased fusional convergence: The stimulus
for fusional convergence at near is disparate
retinal imagery. Fusional convergence amplitudes
or positive fusional vergence is the amount of
convergence available to overcome temporal
disparity in order to maintain binocular fusion at
near. Base-out prisms are used to measure fusicnal
convergence. To accomplish this measurement, the
patient is instructed to keep a line of Snellen letters
single and clear as base-out prism is added in a slow,
gradual manner. Diplopia will occur when fusionis no
longer possible. The amount of prism added to cause
diplopia is the measurement of fusional convergence.
The prism can then be reduced until fusion is re-
established. This amount of prism is the recovery
point. In convergence insufficiency it is common to
see low fusional canvergence amplitudes and thus an
inability to maintain near fixation. The recovery point
at which fusion is re-established after being broken
can also be an indicator of fusional potential. As with
low convergence amplitudes the recovery point will
be receded as well.

Phoria or tropia: Most patients with convergence
insufficiency will demonstrate varying degrees of
exophoria or even an intermittent exotropia at near.
The presence of orthophoria at near does not rule
out convergence insufficiency. Some patients will
have reduced stereoacuity at near. With distance
fixation patients may have a small exophoria or be
orthophoric.

Treatment for convergence insufficiency

Realizing the fact that not all patients with
convergence insufficiency are symptomatic is
important. Treatment for asymptomatic patients is
generally unnecessary. Prescribed treatments for
symptomatic patients include base-in prism reading
glasses, pencil push-ups, orthoptics, vision therapy,
and office-based vergence/accommodative therapy.

Base-in prism reading glasses: Aithough base-in
prism reading glasses have been used commonly
to give symptomatic improvement in convergence
insufficiency, there has been little scientific evidence
to support its efficacy.

Pencil push-upsfaccommodative target: Pencil push-
ups have been used as a mainstay of treatment for
convergence insufficiency in both the optometric
and ophthalmic communities With pencil push-ups,
the patient is instructed to maintain single vision



as a target (commonly the pencil tip or eraser)
is moved toward his or her nose. Many believe
that an accommodative target (e.g., a letter or a
picture with fine detail) should be used to facilitate
accommodation and, hence, fusional convergence.
Because of this, many use the letters on the pencil
for fixation during pencil push-ups.

Orthoptic therapy/vision therapy/computer
orthoptics: ‘Vision therapy’ has been one of the
most controversial treatments for convergence
insufficiency. Unfortunately, the term ‘vision therapy’
has come to include many types of intervention
used for a wide variety of diserders including the
underachieving child, reduction of myopia, sports
issues, neurological disorders, and others, with lack
of scientific support for these treatments. Despite
these misapplications, there is recent strong and
persuasive scientific data in the literature to support
the use of some aspects of vision therapy for the
treatment of convergence insufficiency. Standard
visiontherapy forconvergenceinsufficiency,involving
only orthoptic exercises, which includes vergencef
accommodative therapy, can be accomplished on
various computerized orthoptic programs. Other
forms of ‘vision therapy’, including yoked prisms,
low-plus lenses, colored ortinted lenses, biofeedback
visual training, and others, are not treatments for
convergence insufficiency. To differentiate orthoptic
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treatments under the global term ‘vision therapy,’
the use of the term corthoptic therapy or computer
orthoptics will be used in this discussion. In the most
current, widely used computer orthoptic program,
the HTS Home Computer Therapy System {Computer
Orthoptics, Gold Canyon, Arizona, USA), the patient
isledthrougha series of exercises including saccades,
pursuits, base-in and base-out stereograms, jump
ductions and accommodation.

Conclusion:

Current research clarifies the efficacy of some long-
standing treatments and indicates the potential for
newer interventions such as home-based computer
programs. An intensive orthoptic program appears
to be the treatment of choice for reducing the signs
and symptoms of convergence insufficiency What
is unclear from the current studies and editorials is
the ameunt of time required to perform the therapy
and the duration of treatment needed for successful
and complete treatment of this entity. Additional
studies are also needed to evaluate the treatment
protocol for other age groups beyond 18 and less
than g years. There appears to be a role for pencil
pushups or accommodative targets in the treatment
of convergence insufficiency when performed as
part of a more intensive orthoptic program.
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hav ough ty tears to ate and
nourish the eye. Tears are necessary for maintaining
the health of the front surface of the eye and for
providing clear vision. Dry eye is a common and often
chronic problem, particularly in older adults.

With each blink of the eyelids, tears spread
across the front surface of the eye, known as the
cornea. Tears provide lubrication, reduce the risk of
eye infection, wash away foreign matter in the eye,
and keep the surface of the eyes smooth and clear.
Excess tears in the eyes flow into small drainage
ducts in the inner corners of the eyelids, which drain
into the back of the nose. Dry eyes can occur when
tear production and drainage is not in balance.

People with dry eyes either do not produce enough
tears or their tears are of a poor quality:

. Inadequate amount of tears. Tears are
produced by several glands in and around the
eyelids. Tear production tends to diminish with age,
with various medical conditions or as a side effect of
certain medicines. Environmental conditions, such
as wind and dry climates, can also decrease tear
volume due to increased tear evaporation. When the
normal amount of tear production decreases or tears
evaporate too quickly from the eyes, symptoms of
dry eye can develop.

. Poor quality of tears. Tears are made up of
three layers: oil, water and mucus. Each component
protects and nourishes the front surface of the eye.
A smooth oil layer helps prevent evaporation of
the water layer, while the mucin layer spreads the
tears evenly over the surface of the eye. If the tears
evaporate too quickly or do not spread evenly over
the cornea due to deficiencies with any of the three
tear layers, dry eye symptoms can develop.

The most common form of dry eyes occurs when the
water layer of tears is inadequate. This condition,
called keratoconjunctivitissicca (KCS), is also referred
to as dry eye syndrome.

People with dry eyes may experience irritated, gritty,
scratchy or burning eyes; a feeling of something
in their eyes; excess watering; and blurred vision.
Advanced dry eyes may damage the front surface of
the eye and impair vision.

Treatments for dry eyes aim to restore or maintain
the normal amount of tears in the eye to minimize
dryness and related discomfort and to maintain eye
health.
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Subha K.V
Optometrist
TH Peringome, Kannur

What causes dry eyes?
Dry eyes can develop for many reasons, including:

. Age. Dry eyes are a part of the natural
aging process. The majority of people over age 65
experience some symptoms of dry eyes.

. Gender. Women aremorelikelyto developdry
eyes due to hormonal changes caused by pregnancy,
the use of oral contraceptives and menopause.

Outer
Qily Layer

Middle
Watery
Layer /

Inner
Mucus

* Medications.  Certain  medicines, including
antihistamines, decongestants, blood pressure
medications and antidepressants, can reduce tear
production.

. Medical conditions. People with rheumatoid
arthritis, diabetes and thyroid problems are more
likely to have symptoms of dry eyes. Also, problems
with inflammation of the eyelids (blepharitis),
inflammation of the surfaces of the eye, or the
inward or outward turning of eyelids can cause dry
eyes to develop.

. Environmental conditions. Exposure to
smoke, wind and dry climates can increase tear
evaporation resulting in dry eye symptoms. Failure to
blink regularly, such as when staring at a computer
screen for long periods of time, can also contribute
to drying of the eyes.

. Other factors. Long-term use of contact
lenses can be a factorin the developrment of dry eyes.
Refractive eye surgeries, such as LASIK, can decrease
tear production and contribute to dry eyes.

How are dry eyes diagnosed?

Dry eyes can be diagnosed through a comprehensive
eye examination. Testing, with emphasis on the

23



evaluation of the quantity and quality of tears
produced by the eyes, may include:

. Patient history to determine the patient's
symptoms and to note any general health problerns,
medications or envircnmental factors that may be
contributing to the dry eye problem.

. External examination of the eye, including
lid structure and blink dynamics.

’ Evaluation of the eyelids and cornea using
bright light and magnification.

. Measurement of the quantity and quality
of tears for any abnormalities. Special dyes may be
put in the eyes to better observe tear flow and to
highlight any changes to the outer surface of the eye
caused by insufficient tears.

With the information obtained from testing, your
optometrist can determine if you have dry eyes and
advise you on treatment options.

How are dry eyes treated?

Dry eyes can be a chronic condition, but your
optometrist can prescribe treatment to keep your
eyes healthy and comfortable and to prevent your
vision from being affected.

The primary approaches used to manage and treat
dry eyesinclude adding tears using over-the-counter
artificial tear solutions, conserving tears, increasing
tear production, and treating the inflammation of
the eyelids or eye surface that contributes to the dry
eyes.

. Adding tears. Mild cases of dry eyes can
often be managed using over-the-counter artificial
tear solutions. These can be used as often as
needed to supplement natural

tear production. Preservative-

free artificial tear solutions are

recommended because they

contain fewer additives, which

¢an further irritate the eyes.

People with dry eyes that don't

respond to artificial tears alone

will need to take additional steps

to treat their dry eyes.
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. Conserving tears Keeping natural
tears in the eyes longer can reduce the
symptoms of dry eyes. This can be done
by blocking the tear ducts through which
the tears normally drain. The tear ducts
can be blocked with tiny silicone or gel-like
plugs that can be removed, if needed. Or a
surgical procedure can permanently close
the tear ducts. In either case, the goal is to
keep the available tears in the eye longer to
reduce problems related to dry eyes.

. Increasing tear production. Your
cptometrist can prescribe eye drops that increase
tear production. Taking an omega-3 fatty acid
nutritional supplement may alsc help.

’ Treating the contributing eyelid or ocular
surface inflammation. Your optometrist might
recommend prescription eye drops or ointments,
warm compresses and lid massage, or eyelid cleaners
to help decrease inflammation around the surface of
the eyes.

Self Care

You can take the following stepstoreduce symptoms
of dry eyes:

. Remember to blink regularly when reading
or staring at a computer screen for long periods of
time

. [ncrease the humidity in the air at work and
at home.
. Wear sunglasses outdoors, particularly

those with wraparound frames, to reduce exposure
to drying winds and the sun.

e Nutritional supplements containing essential
fatty acids may help decrease dry eye symptoms in
some people. Ask your optometrist if taking dietary
supplements could help your dry eye problems,

’ Avoid becoming dehydrated by drinking
plenty of water (8 to 10 glasses) each day.
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Deepa. K. Vijayan,Optometrist ,PHC Manalur, Thrissur

RADIATION

Means transfer of energy from emmiter to receiv-
er,eg: from sun to earth

Sun’s radiations are called electromagnetic waves.
They are Cosmic/Gamma rays,X-rays ,UV rays,VIB-
GYOR,IR and radic waves.

The radiations that affects eye are:-

UV

-IR

Visible rays

EMR (Electro Magnetic Radiations)

. The electromagnetic rays reaching the earth
surface is filtered and partially absorbed.

. Some amount of short UV rays are absorbed
by oxygen and ozone layer while some amount of
IR is absorbed by carbon dioxide and water content
. The remaining that is transmitted may
produce adverse effect on our eye though they are
invisible.

Draper’s Law: a radiation will have effect only when
it is absorbed.When it is completely transmitted or

reflected ,there will not be effect produced by that

radiation

Effects

Useful effects:Radiation in the region of visible
spectrum causes the sensation of vision because it is
absorbed by retinal photopigments .

Harmful Effects:

. Thermal effect: heating effect

by absorbing radiant energy molecules go to excited
stage,while they returning back to their resting state
they dissipate heat

Eg:solar retinopathy

. Photochemical effect:
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when radiant energy is absorbed,molecule that
absorbs may decompose or chemically react to
produce unique chemical product
Eg.photokeratitis

. Photoluminescence(fluorescence}):
radiant energy of one wavelength is absorbed and
radiant energy of different wavelength is emitted{(-
by stoke’s law)

Factors influencing the effect of radiation on eye
. Pupil size : increase in pupil size increase
the radiation effect

. Intensity : increase in intensity ,increase in
radiation effect

. Angular size of source : pointsource,ex-
tended source

Point source: concentrates the energy on retina
white little damage on lens and cornea

. Extended source: radiant energy concen-
trate on lens while widely distributed in retina

. Extended source: radiant energy con-
centrate on lens while widely distributed in
retina

ABSORPTION TRANSMISSION

TEAR UV<290nm 290-3000nm
IR>3000nm

CORNEA UV 290-380nm 290-3000nm
IR=>3000nm

AQUEQOUS Little 290-3000nm

LENS Uv<310nm 310-2500nm
IR>2500nm

VITREOUS UV<290nm 290-1600
IR>1600nm



Ultraviolet radiation:
Photoophthalmia/photo
junctivitis:

Corneal epithelium absorbs uv radiation
Symptoms: fbsensation,photophobia,blepharo-
spasm,rednesslacrimation&edema. Effects may
last from 30min to 24 hrs

keratitis/photocon-

. PTERYCGIUM:

due to exposure to uvradiation,growths of vas-
cular and connective tissue into the epithelium
of bulbar conjunctiva and cornea

. PINGUECULAE: small yellowish elevation
of the bulbar conjunctiva
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SNOWBLINDNESS :

Due to long exposure to uv radiation which is re-
flectedfrom large areas of snow

WELDER’s FLASH /WELDER’S KERATITIS : con-
dition experience by arc welder’s who strike an
arc before jowering the protective helmet

. BRUNESCENT CATARA(T:crystalline
lens is continuously exposed to near uv ra-
diation — formation of lens pigments-yellow
coloration of lens nucleus

This coloration causes further absorption
- producing lens opacity-leading to brown or
BC

. Fluorogens: due to uv absorption fluo-
rescent material called fluorogens are formed-
yellowish color of lens

. In aphakia ,absence of lens causes in-
creased concentration of uv and visible radi-
ation, leading to photochemical or thermal
damage

. Conjunctial intraepithelial neoplasm:

-It affects basal layers of conjunctival epithe-
lium
-Unilateral,rare and progressive



. ARMD

Free radicals in UV causes RPE to decom-
pose,and outer segments of receptor layer
gets damaged leading to central vision
loss.

|

Carcinoma

The only ocular cancer associated with
UV is epidermoid carcinoma of bulbar
conjunctiva. Occurs mainly in tropic and
subtropic region.

. Solar Keratopathy/climate droplet
keratopathy:-

Due to excessive exposure to uv

Occurs as a horizontal band just below the
centre in the most exposed part of cornea
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CLIMATIC DROPLET KERATOPATHY
{Speroidal degeneration, Labrador keratopathy)

Solar uvitraviolet radiation ks considered to be a major
faciar in the aetlology of this corneal degenesation,

Droplets of protelnaceous matenat are deposited in the
ragion of the basal epithelilum and Bowman layer. within
the palpebral flssurs,

Opalescent nodules. which may becoms yellow, form on
the sutface of the cornea

. APHAKIA

-Due to increased amount of UV A radiation and
visible radiation reachingretina of aphakiceye,it is
possible to get CME after cataract sx

-So they should wear lenses which absorb U V and
reduce visible radiation esp in blue end of visible
spectrum
[R {Infra Red)

. Mainly causes thermal damage
CORNEA: due to absorption of IR,cornea coagulates
leading to opacification
IRIS:due to absorption of IR by iris pigments,con-
gestion,depigmentation,atrophy happens

LENS:Exfoliation of lens capsule, Coagulation
Cataract:radiations from extended source of light
will be concentrated in posterior region of lens-pro-
ducing thermal effect and lead to posterior cortical
cataract

RETINA

. Retinal burn/eclipse blindness:IR absorbed
by pigment epithelium of retina and by choroid pro-
duces thermal lesions.These lesion occur in macular
area producing central scotoma,metamorphopsia



SOLAR RETINOPATHY

Retinal injury is also caused by photochemical
effects of solar radiations by directly viewing
sun

Unilateral or bilateral impairment of central
vision and a small central scotoma

FUNDUS: a small yellow or red foveolar spot
which fades within a few weeks

ABSORBTIVE GLASSES
WHAT ARE ABSORBTIVE LENSES ?
. Absorbtive lenses are those lenses
which does not allow light to pass through
them fully.
. There are various types of absorbtive
lenses ranging from a very mild tint to dense
black glasses
. The nature of absorption of glasses
varies from person to person with respect to
their use.
. The most common type of these
glasses are
-Tinted or light color lenses

-Lenses with coats

-Photochromatic lenses

-Polaroid [enses

-sunglasses

-Tinted lenses
. There are various shades present in
tinted lenses.
The color of the lens can vary by style, fash-
ion, and purpose, but for general use, green,
grey, yellow, or brown is recommended to
avoid or minimize color distortion.
Crey lenses
. Grey lenses are considered neutral
because they do not enhance contrast or
distort colors.
. They may be dark or light depending
upon the shade.
| Avoids UV-A and UV-B radiations
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Brown and green

. Brown and green [enses cause some min-
imal color distortion, but have contrast-enhanc-
ing properties.

. Mostly used as goggles

» Avoids ultraviolet radiations.

Green lens - preventing near by 38% of uv radia-
tion from total light

. Red lenses considered good for dim light
but the major disadvantage is it cause color dis-
tortion

. Yellow and orange have best contrast
enhancement but it causes color distortion.these
lenses are majorly used by golfers and shooters
to have the best contrast.

J Avoid blue and violet lenses as these
wavelenghts are more damaging to retina.
) There are also UV protection contact [ens-

es which helps to avoid those radiations which
enter the eye from the sides of the frame.
Lenses with coatings

. Arc

. Zeiss super ET for glass lenses

. Zeiss carat super for plastic lenses
Antireflection coating

. Thin anti-reflection coatings greatly

reduce the light loss in multi-element lenses by
making use of phase changes and the depen-
dence of the reflectivity on index of refraction.

A single quarter-wavelength coating of optimum
index can eliminate reflection at one wavelength.
Multi-layer coatings can reduce the loss over the
visible spectrum.



Anti-reflection coatings work by prod
which interfare gastruclivaly

Rellections out of phase

1.
a A
ZEISS super ET
. Super ET is a combination of multi-layer A.R
coating and clean coat.
. Includes clean coat hydrophobic coating.
. Contains blue-green residual reflection.
Zeiss carat super for plastic lenses
. Carat Super or CS, broadband &muilti layer

anti reflection coating, is a perfect combination
of:Hard Coat, Super ET & Clean Coat.
CS is responsible for 99.9% transmission of visible
light,residual reflectance per lens surface as low as
0.6% & residual reflection colour is an eye pleasing
bluish green.
Photochromic lenses
. Photochromic lenses are lenses that dark-
en on exposure to UV radiation. Once the UV is re-
moved {for example by walking indoors), the lens-
es will gradually return to their clear state.
. They are available in both glass as well as
plastic forms
. The glass version uses microcrystalline sil-
ver halides.Eg.- silver chloride
. The plastic version uses organic photochro-
mic molecules.Eg.-oxazines , nepthopyrans
photochromic lenses:-Grey,Brown,Blue,Pur-
ple,pink

-The most comfortable and admired one is the
photo grey as it provides the best clarity with no
color distortion
-0On expore to UV it becomes colored very fast and
in indoors again becomes clear Polaroid lenses
. Polarised lenses are those which allow the
light to pass through a single directioni.e. only uni-
direction light can pass through polarised lenses.
. Polarized lenses have a laminated surface
containing vertical stripes. These stripes only al-
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two reflec
e@ach other

low vertically-polarized light
to enter the wearer’s eyes.
Glare is eliminated because
the  horizontally-polarized
lightwaves cannot bypass
the polarized filter.

. Polarized lenses are
used in sunglasses to reduce
glare from reflective surfac-
es such as the surface of a
lake or the hood of a car.

. There are some
limitations to the use of po-
larized lenses, however. Be-
cause the vertical polarizing
stripes reduce the amount of light entering the
eye, polarized lenses cannot be used for regular
eyewear with clear lenses. Prescription sunglasses
can be tinted a very light gray to acccomodate the
polarized [aminate.

Some disadvantages...

. Polarized lenses do not provide universal
protection from glare, however. If the wearer tilts
his head past 45 degrees or sc, some of the hori-
zontal light can enter and cause some bright spots.
. Some wearers who use polarized lenses in
snowy areas may find that they lose some contrast
between snow and shadows.

With polarised glasses

SUNGLASSES

. They are majorly used to avoid the various
radiations present in atmosphere.

s Excessive exposure to ultraviolet radiation
(UV) can cause short-term and long-term ocular
problems such as photokeratitis, snow blindness,
cataracts, pterygium, and various eye cancers.sun-
glasses are considered to be the best aid for avoid-
ing all these problems.



PRESBYOPIA CORRECTION
WITH CONTACT LENS

Retheesh Joshwa,

any nts re ive errors consider

wea co I s for their daily
life Contact lenses are more comfortable than
spectacles in many ways. But after 40yrs, when its
time of presbyopia, they may still ask for contact lens
which can be used for their near vision also. Earlier
Reading glasses used to be the only option available
to contact lens wearers who wanted to read a menu
or do other everyday tasks that require good near
vision. But today, a number of multifocal contact
lens options are available. Multifocal contact lenses
offer the best vision for near and distance without
any glasses.

Some multifocal contact lenses have a bifocal design
with two distinct lens powers — one for distance
vision and one for near. Others have a multifocal
design somewhat like progressive eyeglass lenses,
with a gradual change in lens power for a natural
visual transition from distance to close-up.

Multifocal contacts are available in both soft and
rigid gas permeable (RGP or GP) lens materials and
are designed for daily wear or extended (overnight)
wear. Soft multifocal lenses can be comfortably worn
on a part-time basis, so they're great for weekends
and other occasions if you prefer not
to wear them all-day.

For the ultimate in convenience, one-
day disposable soft multifocal lenses
allow you to discard the lenses at the
end of a single day of wear, so there's
ne hassle with lens care.

designs.

In many cases, GP multifocal contact
lenses provide sharper vision than
soft multifocal contacts. But because
of their rigid nature, GP multifocal
contacts require some adaptation and
are more comfertable if you condition
your eyes by wearing the lenses every
day. Hybrid multifocal contacts are an
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exciting new alternative. These lenses provide the
clarity of gas permeable lenses and the comfort and
easy adaptation of soft lenses.

Multifocal Contact Lens Designs

There are two basic types of multifocal contact lens
designs: simultaneous vision designs and segmented
designs. Simultaneous Vision Designs. In this type
of multifocal design, different zones of the lens
are designated for far and near (and sometimes
intermediate) vision. Depending on the object being
viewed, the wearer's visual system determines the
region(s) of the lens that provide the sharpest vision.

There are two types of simultaneous vision designs:

1. Concentric multifocal contact lenses. These
multifocal contacts have a primary viewing zone in
the center of the lens, surrounded by concentric rings
of near and distance powers. The central viewing
zone usually is for viewing distant objects (called a
center-distance design), but center-near designs also
are available. In some cases, a center-distance design
is used for the wearer's dominant eye and a center-
near design is used for the non-dominant eye.

2. Aspheric multifocal contact lenses. These

Simultaneous vsion lenses come in two types: concentnc ring dasigns and asphenc

Left in this exampie of & transisting design the near power = oA the battom. The bottom =dge =

fwitened to keep the lens from rolsting on your eye when you bink. Middle In thi concentne design

the distance presarigtion i in the center and B surrounded by rngs of reer and far power, bul
versions also are aveiable Right In this azphenc design the near and distancs

prescrpiens are both in front of the pupd



multifocal contacts are similar to concentric
multifocal lenses, but instead of having discrete rings
of distance and near power surrounding the center of
the lens, the multifocal lens power gradually changes
from distance to near (or near to distance) from the
center to the periphery of the lens. In this regard,
aspheric multifocal contact lenses are designed

O LENS DOMINANT EYE
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somewhat like progressive eyeglass lenses.

Segmented Multifocal Designs. Segmented
multifocal contact lenses have a design that's very

similar to bifocal and trifocal eyeglass lenses. These
lenses have a zone for distance vision in the

upper and central zones of the lens, with a zone for
near vision in the lower half of the lens. The

distance and near zones are separated by a visible
line in the lenses.

Segmented multifocal contact lenses are made of
rigid gas permeable (GP) contact lens material. These
lenses are smaller in diameter than soft contact
lenses and rest ona layer of tears above the margin of
your lower eyelid. When your gaze shifts downward
for reading or seeing near objects, a segmented
multifocal contact lens stays in place, allowing you
to see through the lower, near-correction part of the
lens (see illustration).

Segmentedtrifocal GP contactlenses —whichinclude
a small, ribbon-shaped segment for intermediate
vision between the distance and near zones — also
are available. Segmented multifocal contact lenses
sometimes are called translating multifocal contacts
or alternating multifocal lenses.

Astigmatism

In the past, soft multifocal contact lenses could not
correct astigmatism. If you had astigmatism, your

Dnsight sepaory

only choice in multifocal contact lenses was rigid gas
permeable lenses. Today, soft multifocal contacts
can also correct astigmatism by using a toric lens
design. The lenses achieve the proper rotational
positioning on the eye by means of unequal thickness
zones in the lens to create a prism ballast effect
(similar to that on a translating GP multifocal). Hybrid
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multifocal contact lenses also correct most types of
astigmatism.

Advantages to multifocals
Multifocals offer a range of benefits, among them:

*  Wearer becomes less dependent on reading
glasses.

* Activities that need to be done within close range
of sight such as reading and sewing become
easier.

* Nounsightly bifocals to contend with.

* Recommended for people who underwent
refractive surgery.

¢ Beneficial for patients with Keratoconus.
Drawbacks to multifocals

Multifocal contact lenses offer a lot of performance
ability, but may also be:

* Bifocal and multifocal contact lenses work very
well for many people,but some find that their
vision may not be perfect at both distanceand
near. In this case, it is important to find the best
compromise toprovide the most useful vision
for each individual. Some people feel More
difficult to adjust It helps to start using muiltifocal
lenses early in the process ofpresbyopia. It is
easier to adjust to them when you first start
havingdifficulty with near vision than it is when



you need much stronger correction for reading,.

People who have a lot of astigmatism may have
more difficulty with bifocal and multifocal lenses.
There are multifocal lenses available that correct
astigmatism, but they tend to be a little more
complex to fit.

Lighting is critical with multifocal lenses. These
lenses provide much better vision when there is
abundant light. In dim lighting, reading might be
more difficult.

» People who suffer from dry eyes may have more
difficulty wearing contact lenses, and dry eyes
are more common in people over 40 years old.
Some people need to be treated for dry eye to
get their eyes healthy before wearing contacts.

» Accompanied by nighttime glare and hazy or
shadowy vision during the adjustment period

» Wearers report difficulty in determining an object
against a background having the same color.

» Objects can appear displaced, higher or lower
than it actually is.

» More expensive because of the increased
complexity in design

Monovision

if multifocal lenses aren't comfortable or don't give
the patient adequate vision, a monovision

contact lens fitting may be a good alternative.

Monovision uses your dominant eye for distance
vision and the non-dominant eye for near

vision. Right-handed people tend to be right-eye
dominant and left-handed folks left-eye

dominant. Usually, single vision contact lenses
are used for monovision. One advantage here is
that single vision lenses are less costly to replace,
lowering your annual contact lens expenses. But in
some cases, better results can be achieved using a
single vision lens on the dominant eye for distance
vision and a multifocal lens on the other eye for
intermediate and near vision.

Conclusion

Each person's visual demands and expectations are
different. The goal with multifocal contact lenses is
to provide clear, comfortable vision at all distances,
but sometimes patient may still need to wear glasses.
If a patient wants Contact lens for presbyopia,
examine carefully and explain pros and cons before
dispensing.. With a good explanation of the values
and benefits of multifocal lenses, patient may choose
multifocal contact lenses for their daily use. And if it
is comfortable to them, it will be a great experience
to them.
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