10.14      Chronic Visual Loss

Background box: commonest causes of blindness in the UK

50% Age related macular degeneration

12% Glaucoma

10% diabetic eye disease (highest cause in working ages)

3% optic atrophy

3% cataract (low as it is easily reversible)

For purposes of the examinations it is worth considering hypertensive eye changes

Background box: Useful history for visual loss

· Does the patient wear glasses – is the prescription up-to-date (a common cause of loss of acuity)

· Is the loss of vision central (e.g. cataract) or peripheral (e.g. glaucoma)

· Are there haloes around bright lights or is there excessive glare (cataracts)

· Is there diplopia (if present, is it still there when one eye is closed – cataract)

· Distortion or ‘greyness’ of central vision (macular degeneration)

· Micropsia (reduction in image size – may be confused with diplopia if the images overlap – macular degeneration)

· Drug history: systemic corticosteroids, tricyclics, tamoxifen (blurring of vision)

· Distinguish the characteristic visual disabilities in patients with glaucoma, cataract, hemianopia from cerebro vascular disease, and retinitis pigmentosa

	Glaucoma
	
 Peripheral vision is most often affected. The edge of the field of vision starts to fade, causing vision to narrow. Glaucoma can also cause blank areas closer to the centre of vision.
Some warning signs include blurred vision, seeing coloured rings around lights (haloes), loss of peripheral vision, pain and redness of the eye.



	Cataract
	
 Loss of central vision and may have blurred vision, suffer from glare and find bright lights uncomfortable. Colours may not appear to be as bright and objects look dull

	Hemianopia from CVA
	Hemianopia may be complete or partial. In the case of complete, the person affected can only see to one side when looking straight ahead. With partial hemianopia, objects appear different in clarity or brightness.
Other effects include double vision and difficulty interpreting visual information


	Retinitis pigmentosa
	In some cases people experience tunnel vision. This is because the rod cells at the outer edge of the retina have begun to die. Tunnel vision can be compared to looking through a pipe or tube. Sometimes vision loss [image: image1.png]


is central, leaving side vision intact.
Other major symptoms include poor night vision and difficulty with glare.




http://www.rsb.org.au/Services/VisionInformation.html

· Differentiate between painful acute angle closure, and chronic simple glaucoma 

The basic pathology in glaucoma is an increased intraocular pressure (normally <21 mmHg) that results in damage to the optic nerve head.

	Painful angle closure

· 1/1000 patients >40. Female>male.

· Intraocular pressure up to 60+ mmHg

· The iris covers the trabecular network blocking flow of aqueous.

· Hypermetropic (far-sighted) eyes a risk factor

· Pressure rise is often sudden

· Pain and photophobia

· Watering / red eye

· Loss of acuity

· Haloes around lights

· Cornea cloudy to view

· Pupil fixed, oval and dilated
	Chronic simple (open angle)

· 1/200 patients >40 years. Increases with age

· Intraocular pressure usually 22-40 mmHg

· The iris is clear of the trabecular network

· The network offers increased resistance to the flow of aqueous via:

· Reduction in trabecular lining cells

· Thickening of trabecular lamellae

· Increased extracellular material in network

· Pressure rise is usually slow

· Often symptomless and detected upon routine examination by optometrist.


Both of the types above are primary glaucomas they are the most common types – many other types exist including

· Steroid induced

· Trauma induced (including ocular surgery)

· Caused by rubella

Normal tension glaucoma is worth mentioning – this may be the low end of the open angle glaucoma. Pressure is in the normal range but damage occurs to the optic disk which may be more susceptible to pressure in these patients. Difficult to treat.

· Recognise age-related macular degeneration
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In the early stages of MD, central vision is blurred and seeing at a distance or close work is difficult. The eye may still have good side vision, but blank spots appear in the centre. This makes reading, sewing or seeing faces difficult.
Other symptoms include: dimming of colour vision, difficulty in judging heights and distances, and some difficulty with tasks such as pouring tea. Sometimes only one eye loses vision, while the other eye may see well for years.

· Recognise retinal detachment

The retina lies atop the choroid and is loosely attached to it. Between the two layers is a potential space that can fill with fluid resulting in separation of the retina from the choroid (detached retina). 

· A tear may occur in the retina allowing entry of vitreous humour to the potential space causing a progressive detachment known as rhegmatogenous detachment

· Fluid may accumulate in the potential space as a result of an exudative process – this is rare. It may occur in toxaemia of pregnancy (exudative detachment).

· As an alternative, contracting fibrous (scar) tissue may pull the retina off the choroid – this is known as tractional retinal detachment and occurs in the proliferative retinopathy of DM.

	Symptoms

‘floaters’ in visual field

Flashing lights

Loss of visual acuity
	Signs

Detached retina visible with ophthalmoscope as a pinkish / greyish membrane partly obscuring blood vessels.
	Management

Urgent referral – loss of acuity requires repair within 24 hrs!
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