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Beynolxalq Oftalmologiya Surasi

@ Beynolxalq Oftalmologiya Surasi (BOS) biitiin diinyada gérmonin qorunmasi {igiin
inTernationat  oftalmoloji xidmoti tomin edorok, oftalmoloji tohsilin artirilmasi namina oftalmoloji
COUNCIL of . . . .
opHTHALMOLoGY  comiyyatlar, oftalmoloqlar vo bu sahodo foaliyyot gostoran digor qurumlarla omokdasliq
edir.

BOS-un asas ohdolikari asagidakilardir:

e Inkisaf etmokdo olan &lkolorin ehtiyaclarin1 ddomok {iciin oftalmoloji tohsilin artirilmast, xiisusi ilo
do homin regionlarda calisan oftalmoloqlara vo oftalmoloji xidmat gdstoran personala tolimlorin
kegirilmasi;

e GoOrmonin qorunmasi izra tosobbiislora colb olunmaq namino biitiin diinyada oftalmoloji
comiyyatlor vo oftalmoloqlar arasinda olagolorin vo omokdasligin yaradilmasi vo dostoklonmasi;

e Oftalmoloji xidmotin artirtlmasi ticlin toklif olunmus standartlarin vo tdvsiyyelorin miioyysn
edilmasi vo yayilmast;

e Qarsisi alinabilocok korlugun kokiiniin kosilmasi tiglin elmi aragdirmalarin stimullagdirilmast;

e Biitiin diinyada korlugun vurdugu iqtisadi, sosial vo fordi ziyan barodo molumatin, homginin
gérmonin qorunmasi vo barpasi tligiin mailiyys yardimmin calb edilmasinin vo dostoklonmasinin
artirilmast.

BOS-un asas proqram va foaliyyatlori asagidakilardir:

e iki ilden bir diinyanin miixtolif regionlarinda Beynalxalq Oftalmologiya Kongresinin kegirilmosi;
e Oftalmologlar tigiin Bazis vo Klinik biliklorin qiymatlondirilmasi;

e Beynolxalq “Fellowship” kurslarinin toskili;

e Beynolxalq Klinik Tovsiyysalorin tortib olunmast;

e Oftalmoloji tohsil sahasinds digor togabbiislorin hazirlanmasi.

“Miiasir Oftalmologiyamin Inkisafina Yardim” Ictimai Birliyi

“Miiasir Oftalmologiyanin Inkisafina Yardim” Ictimai Birliyi (“MOIY” IB) Azorbaycanda vo
regionda gonc oftalmoloqlarin yaratdiglari ilk oftalmoloji togkilatidir.
Toskilatin asas moaqsadi gérmonin qorunmasi vo korlugun garsisinin alinmasindan ibaratdir.
Bu mogsads ¢atmagq liglin biz oftalmoloji tohsilin artirilmasina, beynoalxalq oftalmoloji
toskilatlarla omokdasliga, homginin miiasir oftalmologiyanin nailiyyatlorinin 6lkomizds toblig vo tatbiq
edilmosino boylik 6nom veririk.

BOS-un hazirladig1 Beynolxalq Klinik Tovsiyyalor toskilatimiz torafindon azarbaycana dilina torciimo
edilmis ikinci asordir. Bundan oavval yena do BOS torafindon hazirlanmis vo qobul edilmis “Oftalmologlar
tictin Etik Kod” ana dilimiza torciimo olunmusdur.

Hormotli moslokdaglarimiz, torclima ilo olagadar hor hansi irad va ya toklifloriniz olarsa, liitfon bizi bu
barads malumatlandirmagi unutmayin.



BOS-un Beynoalxalq Klinik Tovsiyyalori

Bu sonod Beynolxalg Oftalmologiya Surasi torofindon qobul edilmis 19 beynolxalq klinik
tovsiyyoadon ibaratdir.

Tovsiyyolor oftalmologlara xostolorin miialicesi zamani yardim etmok iiglin oftalmoloji
comiyyatlor torofindon torcumo edilib uygunlasdirilmast moqgsodi ilo hazirlanmisdir. Osas mogsad
oftalmoloji tohsilin artirilmasi vo xastolora gostarilon oftalmoloji xidmatin soviyyasinin yuksaldilmasidir.

Tovsiyyalor asagidakilardan ibaratdir:

e Yasla olagodar Makulyar Degenerasiya (Ilkin vo sonraki miiayinalor)

e Yagsla olagodar Makulyar Degenerasiya (Miialicoys dair tovsiyyoalor)

e Ambliopiya (ilkin va sonraki miiayinalor)

e Bakterial keratitlor (Ilkin qiymotlondirmo)

e Bakterial keratitlor (Miialicoys dair tovsiyyalor)

e Blefaritlor (Ilkin vo sonraki miiayinalor)

e Katarakta (Ilkin miiaying)

e Konyunktivitlor (ilkin miiayina)

e Diabetik retinopatiya (Ilkin vo sonraki miiayinalor)

e Diabetik retinopatiya (Miialicoys dair tovsiyyalor)

e Quru gdz sindromu (Ilkin miiayino)

e Ezotropiya-Daxili ¢opgdzliik (Ilkin vo sonraki miiayinalor)

e Ciizam zamam gdérmo {izviiniin xostoliklori(ilkin vo sonraki miiayinalor)

e Siisovari cismin arxa qopmasl, tor gisanin ciriqlar vo «Lattis» degenerasiyasi (Ilkin vo sonrak1
miiayinalar)

e Birincili aciq bucaqli qlaukoma (ilkin miiayino)

e Birincili agiq bucaqli qlaukoma (Sonraki miiayinslar)

e Birincili agiq bucaql glaukomaya siibho (ilkin vo sonraki miiayinalor)

e Birincili gapali bucaqli glaukoma (ilkin miiayino vo miialico)

e Traxoma

On soz.

Beynolxalq Klinik Tovsiyyslor Oftalmoloji Toskilatlarin Beynslxalq Federasiyasinin tolobi ilo
Beynolxalq Oftalmologiya Surasi torafindon hazirlanib.

Tovsiyyolorin asas moqsadi oftalmologlara dostok vo oftalmoloji tohsilin artiritlmasi, homginin
xostoloro yiiksok keyfiyyotli xidmotin gostorilmasini tomin etmokdon ibaratdir. Onlar hazirlanarkon
Amerika Oftalmologiya Akademiyasi toraofindon tortib edilmis Istinad Olunan Praktik Niimunslora
osaslanmigdir.

Bu ciir tovsiyyolorin imumi standart soklindo togdim edilmasi bazi ¢otinliklorlo miisahido edilir.
Beloki, miixtolif cografi sorait, avadanliq potensiali, xostolorin miixtalifliyi vo s. iimumi standartlarin
hazirlanmasinda ¢atinlik toradir.

Tovsiyyolor miiayinolor zamani istifado olunan avadanliglarin, dorman vasitolorinin vo corrahi
midaxilolorin istifadasi ti¢lin xiisusi gostarislor toplusudur.



Beloliklo, osas gozlonilon moqamlar oldo olunub vo ogor sorait imkan verirso, diagnozun
qgoyulmasi, miialico vo sonraki miiayinolor hoyata kegirilo bilor. Hotta uygun sorait olmasa belo yiiksok
saviyyali xidmot gostormok miimkiindiir.

Qeyd etmok lazimdir ki, tovsiyyslarin kor-korans yerins yetirilmasi miivaffogiyyatli noticonin olda
olunmasina tominat vermir. Burada xastolorin fordi xiisusiyyatlori, mévcud sorait, homginin hakimin fordi
bacari@1 nozoro alinmali vo voziyyotdon asili olaraq miixtolif doyisikliklorin hoyata kegirilmosinin
miimkiinliiyii nozardon qagirilmamalidir.

Qeyd olunan tovsiyyolor tibbi tocrilboys vo on son elmi molumatlara osaslanaraq tortib
olunmusdur. BOS istifado olunan msalumatlart miitomadi olaraq (taqribon hor iki, {i¢ ilden bir) tozolomak
ticiin 6hdoalik gotiirmiisdiir.

Yasla 9laqgadar Makulyar Degenerasiya (YOMD)
(Ilkin va sonraki muayinalor)

(Qiymatlondirma: A: Xiisusi ilo vacib, B: Vacib, C: Miinasibdir, ancaq vacib deyil.
Dalilin qiivvasi: I: Giiclii, II: Zoruridir I olmadiqda, III: T vo II olmadiqda miitoxassis rayi ilo razilagma )

IIkin subyektiv miiayina
¢ Simptomlar (metamorfopsiya, gormanin zaiflomasi ) (A:1l)
e Dorman va gida gobulu (B:III)
e Okulyar anamnez (B:II)
e Sistem anamnez (har hans1 hiperhassasliq reaksiyas1) (B:1I)
e Ails anamnezi, xiisusilo ailods YOMD aziyyat ¢okonlorin mévcudlugu (B:II)
e Sosial anamnez, xiisusi ilo siqaret gokmo (B:1I)

Ilkin obyektiv miiayino

e Gormo itiliyi (A:IIT)
e Makulanin stereobiomikroskopik miiayinosi (A:I)

Yardimg¢1 miiayinalor
YOMD zamani g6z dibinin fliloressein angioqrafiyasi asagidaki klinik hallarda hoyata kegirilmaldir: (A:I)

e Xosto yeni metamorfopsiyalardan sikayat etdikdo

e Xostodo izah edilo bilmayon bulaniq gérms oldugda

e Klinik miiayinslar tor gisanin va ya retinal pigment hiiceyralorin qabardigini, subretinal
hemorragiyani, sort eksudatlari vo ya subretinal fibroz toxumani agkarladiqda

e Xoriovitreal neovaskulyarizasiyani (XVN) askar etmok, onun 6lgiilorini, tipini, yerlogsmosini
miioyyanlosdirmok, homg¢inin xoriodal neovaskulyarizasiya ilo (XNV) zadslomis nahiyyoni
doqiqlosdirdikdo

e Miialicoya tovsiyya (laser fotokoaqulyasiya, corrahiyys va ya vertoporfin fotodinamik terapiya)

e Miialicadon sonra XNV-nin davamligini vo ya yenidon amalo golmosini miioyyonlosdirmok lazim
oldugda



Gormonin itirilmasinin sababini klinik miiayinalorls izah etmak miimkiin olmadiqda, onun tayin
olunmasina yardim zamani

Bas vero bilocok agirlasmalarin qarsisii almaq magsadils har bir angioqrafik miiayine kegirilon yer tocili
voziyyatlords tolob olunan vasitolorlo tochiz olunmalidir. (A:IIT)

Sonraki miiayinalor

Gormonin zoiflomasi vo metamorfopsiya daxil olmagqla, visual simptomlar (A:1I)

Dorman va gida gobulunda doyisikliklorin hoyata kegirilmasi (B:I1I)

Interval anamnez ( B:I1I)

Interval sistem anamnez ( B:I1I)

Sosial voziyyatds doyisikliyin hoyata kegirilmasi, xiisusilo siqaretin istifadosini torgitmali (B:1I)

Sonraka fiziki miiayinalor

Gorma fitiliyi (A:IIT)
G0z dibinin stereo biomikroskopik miiayinasi (A:I1I)

Termal lazer corrahiyyasi, fotodinamik terapiya (FDT) vo ya Intravitreal inyeksiyaya moruz qalmis
xastalora amoaliyyat vo amaliyyatdan sonraki qulluq

Xostolorlo miimkiin risk, fayda vo agirlasmalar barados s6hbot edorak raziliq aldo edilmalidir (A:III)
Termal laser corrahiyyasi vo FDT fliloressein angiografiyasindan sonraki bir hofto miiddotindo
hoyata kegirilmolidir (A:I)

XVN-nin ilkin termal lazer corrahiyyasindon sonra obliterasiya olundugunu siibut etmok {igiin
xasto 2-4 hoftoys qodorki miiddstds miiayins olunaraq, fliioressein angiografiyast yerino
yetirilmolidir (A:])

Termal lazer corrahiyyasindon 4-6 hofto sonra xastoni milayina edorak, klinik olamatlor osasinda
fliioressein angiografiyasi hoyata kegirilmolidir ( A:I)

Verteporfin FDT-don sonra 2 ilo qodar an az1 3 aydan bir fliloressein angiografiyasi hoyata
kecirilmokls xasto milayina edilmalidir (A:I)

Intravitreal inyeksiyadan sonra xasto 4-8 hofto sonra miiayino olunmalidir (coadvals bax) (A:III)

Xastalorin maariflondirilmasi

Xosto okulyar vo funksional voziyyatine uygun olaraq miialicosinin prognozu v potensial
ohomiyyati barado molumatlandirmalidir (A:I1T)

Baglangic YOMD olan xastolords intermedial YOMD-ni vaxtinda agkarlamaq tli¢lin miitomadi
hoyata kegirilon genoldilmis boboklo miiayinonin shomiyyati ¢atdirtimalidir (A:I1I)

Intermedial YOMD olan xastolori XVN-nin toyin olunmasinin yeni metodlar1 barado
molumatlandirilmali vo onun vaxtinda toyin olunmasinin oftalmoloq tigiin no gador vacib olmasi
catdirilmalidir (A:I1I)

Bir gozii zodsloyan xastaliklordon aziyyat ¢okon xastolori saglam gézun miitomadi miiayinasinin
vacibliyi barodo molumatlandirmali vo saglam gozdo yeni vo ya nozoro ¢arpacaq vizual
doyisikliklor miisahids edildikdo dorhal hokimo miiraciot etmasinin vacibliyi ¢atdirilmalidir (A:1IT)



e Miialicosino gostoris olan vo XVN-don oziyyat ¢okon xastolors asagidakilar moslohot goriilmalidir:

(A:III)

Miialico agir doracali gérmonin itirilmasini azaldacaq, ancaq onun qarsisini ala bilmoyocak;
skotomanin moarkazi gérmanin funksiyasina na doracads tosir etdiyini xastoys izah edarak, termal
lazer corrahiyyosinin daimi skotoma yaratmasi barado xastoni molumatlandirmali;

Vertoporfin FDT vo pegatianib xloridlo miialico orta agir, homginin agir doracali gérmonin
itirilmasinin qarsisini alacaq, ancaq oksar xastolor 2 ildon artiqdir ki, gdrmalorini itiriblor vo
gérmonin bels halda barpa olunmasi nadir hallarda tasadiif olunur; termal lazer corrahiyyosindon
sonra davamli,vo ya qayidan XNV-nin yiiksok riski movcuddur vo bu risk birinci il daha
yiiksokdir; miitomadi hoyata kegirilon fliioressein angioqrafiyasi belo xastolorin miigahidasi tiglin

¢ox vacibdir;

e GOrmo gabiliyyati zoif olan soxslor tibbi reabilitasiyaya va olillik miiavinati almaga

gondorilmolidir (A:I1I)

Yasla 9lagadar Makulyar Degenerasiya (YOMD)
(Mualicaya dair tovsiyyalar)

(Qiymatlondirma: A: Xiisusi ilo vacib, B: Vacib, C: Miinasibdir, ancaq vacib deyil.
Dalilin qiivvasi: I: Giiclii, II: Zoruridir I olmadiqda, III: I vo II olmadiqda miitoxassis rayi ilo razilasma )

Tovsiyyo olunan miialica

Heg bir tibbi vo ya corrahi
miialico olmadan miisahido (A:I)

YOGXT-nin tovsiyyslorino
osason antioksidant vitamin vo
minerallarla tominat (A:I)

Miialic? iiciin uygun diagnoz
YOMD klinik slamatlori yoxdur
(YOGXTN kateqoriyasi 1)

Baslangic YOMD (YOGXT
kateqoriyasi 2)

Inkisaf etmis YOMD ikitorofli
subfoveal cografi atrofiya vo
disksokilli capiglagma

Intermedial YOMD (YOGXTN
kateqoriya 3) Ifrat inkisaf etmis
YOMD bir gozdo (YOGXTN
kateqoriya 4)

Novbati tovsiyyolor

Ustiinliik verilon Praktik
Niimunolordoaki- tovsiyyalora
uygun Yaslt soxslorin gozlorinin
miuayinasi(A:I1I)

6-24 ay miiddotindo tokrar
miiaying, vo ya XVN ehtimali
olduqda tacili miiayino (A:11I)

Simptomlar miigahida
olunmayinca goz dibinin
fotografik vo ya angiografik
miiayinasine eytiyac yoxdur(A:I)
Yaxindan gérmonin

monookulyar monitoringi
(oxuma/Amsler qofosi) (A:11I)

6-24 ay miiddotindo tokrar
miiaying, vo ya XVN ehtimali
olduqda tacili miiayino (A:11I)

Miinasibdirse goz dibinin
fotografik miiayinasi



MFT * moruzasinds tovsiyyo
olundugu qaydada termal laser
fotokoaqulayasiya corrahiyyasi
(A:D)

YFM vo FTV moruzalorinin
tovsiyyoloring asason FDT
Verteporfin ilo (A:])

Pegabtanib xlorid haqqinda
adobiyyatin tovsiyyslorine uygun
onun intravitreal inyeksiyasi
(A:D)

Ekstrafoveal klassik XNV, yeni
vo ya tokrarlanan yukstafoveal
klassik XNV

Ogor zodolonmis nahiyyonin
Olciilori 2 MFT* disk sahasindon
ki¢ik nahiyyoni ohato edirso,
gormo 0,2 vo daha azdirsa,
xtisusi ilo FDT oks gostoris vo ya
qeyri miimkiin oldugda yeni va
ya qayidan subfoveal XNV kimi
nozors alinsin

Yukstafoveal XVN kimi nazora
alina bilor

Klassik komponenti zodolonmis
nahiyyanin 50%-don ¢ox
hissasini vo zodolonmis
nahiyysnin tam 6l¢iisiiniin on
boylik xotti diametri <5400
mikron olan yeni vo ya
tokrarlanan subfoveal XNV

Go6rmos 0,4-don az oldugda vo ya
XNV 4 MFT* disk sahasindon
az , gorma 19 0,4-don ¢ox
olduqda gizli XNV FDT {igiin
gostaris ola bilor

Predominant klassik zodolonmis
nahiyyslor <12 MFT* disk
sahasi Ol¢iistinds olan yeni vo ya
tokrarlanan subfoveal XNV
oldugqda

Minimal klassik, vo ya gizli heg
bir klassik zodo nahiyyasi
olmayan vo 6lgiisii < 12 MFT*
disk sahasi olan, zadonin <50%
Olciisiinii ohato edon XNV ilo
olagoli subretinal hemorragiya,
va/va ya lipid olavalori, vo/vo ya

Odemo vo ya XVN
simptomlarma dalil oldugda
fliioressein angioqrafiyasi

Miialicodon toqribon 2-4 hofto
sonra tokrar fliioressein
angioqrafiyasi, ondan sonra 4-6
hofto vo daha sonra klinik vo
angiografik miiayinonin
naticolorindon asili olaraq (A:I1I)

Gostoris olduqgda tokrar miialico

Yaxindan gérmonin
monookulyar monitoringi
(oxuma/Amsler qofosi) (A:11I)

Miiayinolor vaziyyat stabillogono
gadar toqriban 3 aydan bir
tokrarlanmali, gostoris olduqda
tokrar miialico hayata kecirmoli
(A:IID)

Fliioressein angiografiyasi vo ya
digor tosvir miiayinoalori
gostarisdir

Yaxindan gérmonin
monookulyar monitoringi
(oxuma/Amsler qofosi) (A:11I)

Xostolor gozdo agri vo ya
diskomfort hissinin artmasi,
gbzun qizarmasinin davamli
artmasi, gérmonin bulanmast vo
zoiflomasi, is18a hassasligin
artmasi, vo ya goz 6niinds tizon
cisimciklorin ¢oxalmasi ilo
miisahads olunan endoftalmit
ticlin xarakterik biitiin
simptomlar hiss edildikdo
yubanmadan hokimo miiraciot
etmosi barado
molumatlandirilmalidirlar (A:I1T)



Nosr edilmis maruzalora asasan
Bevacizumab 0,5 mg intravitreal
inyeksiyasi (A:])

Nosr edilmis moaruzalora asason
Bevacizumab intravitreal
inyeksiyasi (A:11I)

Oftalmoloq xasto ilo razilagma
osasinda miinasib miialiconi
tomin etmali (A:1II)

ilkin 12 hafto middatinda 10 va
daha ¢ox sira gdrmosini itirmis
xastalor

Subfoveal XNV

Subfoveal XNV

Gostoris oldugda asason tokrar

miiayine vo miialics 6 haftodon
sonra (A:III)

Yaxindan gérmonin
monookulyar monitoringi
(oxuma/Amsler qofosi) (A:11I)

Xostolor gozdo agri vo ya
diskomfort hissinin artmasi,
gbzun qizarmasinin davamli
artmasi, gérmonin bulanmast vo
zoiflomasi, is18a hassasligin
artmasi, vo ya goz 6niinds iizon
cisimciklorin ¢oxalmasi ilo
miisahads olunan endoftalmit
liclin xarakterik biitiin
simptomlar hiss edildikdo
yubanmadan hokimo miiraciot
etmosi barado
molumatlandirilmalidirlar (A:I1I)

Gostoris oldugda asason tokrar
miiayine vo miialico 4 haftodon
sonra (A:III)

Yaxindan gérmonin
monookulyar monitoringi
(oxuma/Amsler qofosi) (A:1II)

Xostolor gozdo agri vo ya
diskomfort hissinin artmasi,
gbzun qizarmasinin davamli
artmasi, gérmonin bulanmast vo
zoiflomasi, is18a hassasligin
artmasi, vo ya goz 6niinds iizon
cisimciklorin ¢oxalmasi ilo
miisahads olunan endoftalmit
ticlin xarakterik biitiin
simptomlar hiss edildikdo
yubanmadan hokimo miiraciot
etmosi barado
molumatlandirilmalidirlar (A:I1T)



Gostoris oldugda asason tokrar
miiayind vo miialico 4-8 hoftodon
sonra (A:III)

Yaxindan gérmonin
monookulyar monitoringi
(oxuma/Amsler qofosi) (A:1II)

Qeyd: Ogor termal lazer fotokoaqulyasiya corrahiyyesi, verteporfin FDT, vo ya intravitreal inyeksiyalar ilo
miialico olunmus xastolor gérmonin azalmasi, vo ya ndvbati miiraciotdon ovval meydana golon
doyisiklikloradon sikayat edirlorso, fliloressein angioqrafiyasi daxil olmagqla tokrar miiayino maslohatdir.

YOMD - yasla olagodar makulyar degenerasiya; YOGXTN- Yasla ©laqodar Goz Xostoliklorinin
Tadqiqinin Naticolori; XNV- xoriodal neovaskulyarizasiya; MFT- Makulyar fotokoaqulyasiyanin todqiqi;
YFM-YOMD-nin FDT (fotodinamik terapiya) ilo miialicosi; FT V-fotodinamik terapiyada verteporfin.

*Qeyd: 1 MFT disk sahosi= 2,54 mm?®

Ambliopiya (ilkin va sonraki miiayinalor)

(Qiymatlondirma: A: Xiisusi ilo vacib, B: Vacib, C: Miinasibdir, ancaq vacib deyil.
Dalilin qiivvasi: I: Giiclii, II: Zoruridir I olmadiqda, III: I vo II olmadiqda miitoxassis rayi ilo razilasma )

Ilkin subyektiv miiayina (asas sortlor)

e Oculyar simptom vo olamatlor (A:III)

e Oculyar anamnez (A:11I)

e Prenatal, perinatal vo postnatal anamnez (A:IIT)

e G0z va sistem xastaliklor daxil olmagqla ails anamnezi (A:11I)

Ilkin obyektiv miiayina (asas sortlor)

e GoOrmao itiliyi (A:IIT)

e Fiksasiyanin qiymatlondirilmosi (A:I1I)

e Boboyin reaksiyas1 (A:11I)

¢ Goz almasinin vaziyyati vo horakatliliyi (A:I1I)

e G0z qapaqlarinn, kirpiklorin, g6z yas1 aparatinin, orbitanin vo sifotin miiayinasi (A:I11)
e (0z dibinin miayinasi (A:11I)

e Sikloplegiyadan sonra refraksiyanin toyini (A:III)



Miialicoya gostarislor

e 10 yasa godor uygun miialiconi tomin etmoli (A:I1I)

e Xostonin vizual, fiziki, sosial vo psixoloji ehtiyaclarini, homginin xasto {iglin potensial riski vo
faydani nazors almaqla miialiconi toyin etmali (A:1II)

e Miialicado asas mogsad fiksasiyanin aldo olunmasi vo ya gdrms itiliyinin normallagsmasi olmali
(A:IID)

e Maksimal géorma itiliyi oldo olundugda miialiconi saxlamali (A:III)

Sonraki miiayinalor

e NOvboti miiraciotlor zamani asagidakilar nozors alinmalidir:
o okkluziyalarin miqdari va/ve ya eynokden istifads (A:III)
olava effektlor (dori qasinmasi, goziin qizarmasti, psixoloji diskomfort) (A:I1I)
har bir gozun gérma itiliyi, vo ya fiksasiyasinin voziyyati (A:III)
ortoforiyanin voziyyeti (A:III)
gostorigo uygun sikloplegiyadan sora refraksiyani tokrar toyin etmoli (on az1 ilds bir dofa,
lazim olduqda 4-6 ayliq intervalla) (A:III)

O O O O

Aktiv miialica dovriinds miiayinalorarasi intervallar

Yiiksak daracali okkluziya Z,5if daracali okkluziya Cari miialics, vo ya
Yas (oyaq vaxtin>70%-i) (oyaq vaxtin <70%), miisahida
va ya penalizasiya
0-1 Bir neg¢o giindon 4 hoftoyadok 2-8 hofto 1-4 ay
1-2 2-8 hofto 2-4 ay 2-4 ay
2-3 3-12 hofto 2-4 ay 2-4 ay
3-4 4-16 hofto 2-6 ay 2-6 ay
4-5 4-16 hofto 2-6 ay 2-6 ay
5-7 6-16 hofto 2-6 ay 2-6 ay
7-9 8-16 hofto 3-6 ay 3-6 ay
9-dan 8-16 hofto 3-6 ay 3-6 ay

yuxart
Xastalorin maariflondirilmasi

¢ Diagnozu, xastaliyin agirliq deracasini, prognozunu va xastonin miialico planimni valideynlari va/vo
ya himayasi altinda oldugu soxslor ilo miizakire etmali (A:1II)

e Zahiri, psixoloji, sosial vo iqtisadi faktorlar nozors alinmaqla, xasto, onun valideynlori, ailo tizvlori,
vo ya himayasi altinda oldugu soxslor ilo yaxin miinasibat qurmali, homginin onlarin xastaliyi,
miialiconin mahiyyati vo moagsadini, onun faydasini va vers bilocok agirlasmlarint anladiqlarina
omin olmal1 (A:11I)

e Valideynlor/himayasi altinda oldugu soxslor ilo potensial psixoloji alava effektlori miizakiro etmoli
(A:IID)



e Xostoys, valideynlora/ himayasi altinda olan soxslora uzunmiiddstli miisahido vo miiayinslorin
vacibliyini izah etmoali (A:II)

Bakterial keratitlor (Ilkin miiayins)

(Qiymatlondirma: A: Xiisusi ilo vacib, B: Vacib, C: Miinasibdir, ancaq vacib deyil.
Dalilin qiivvasi: I: Giiclii, II: Zoruridir I olmadiqda, III: I vo II olmadiqda miitoxassis rayi ilo razilagsma )

IIkin subyektiv miiayina

e Okulyar alamatlor (A:III)

e Simptomlarin baglanmasina atraf mithit amillorinin tosiri (A:III)

e Ovvalor kegirilmis goz xastoliklorinin anamnezi (A:11I)

e Sistem anamnez (A:11I)

e Cari istifado olunan vo tozolikeo istifadesine baglanmis dorman vasitolori (A:I1T)
e Dorman allergiyasi (A:1II)

Ilkin obyektiv miiayino

e Xostonin imumi goriiniisii (B:IIT)
e Sifotin miiayinosi (B:11I)
e Gormo itiliyi (A:IIT)
e G0z qapaqlar1 ac1q vo gapali voziyyatda (A:III)
e Konyunktiva (A:III)
e Nasolakrimal aparat (B:III)
e Buynuz qisanin hissiyyati (A:I1I)
e Yarqli lampa ils biomikroskopiya
o G0z qapaglarinin konari (A:IIT)
Konyunktiva (A:IIT)
Sklera (A:IIT)
Buynuz qisa (A:I1I)
On kamera (A:III)
Stisovari cismin 6n hissasi (A:11I)

O O O O O

Diaqnostik testlor

e Miiraciot etmis xostolorin oksariyyatini yaxma gotiirmadon (bakterial kultura aldo olunmadan) empirik
miialico etmoli. (A:11I)
e Yaxma vo bakterial kultura li¢iin gostoriglor:
o Miialicoys baslamazdan avval mikrob monsali olmasina siibhs olan, gérmays xotor yetiron
vo ya agir doracali keratitlor (A:I1T)
o Buynuz qisanin dorin qatlarina dogru sirayst edon genis korneal infiltratlar (A:IIT)
o Xroniki prosseslor (A:III)
o Genis spektrli antibiotiklorlo miialicoys davamli keratitlor (A:1I1I)



o Klinik slamatloring asason gobalok, amdb vo ya mikobakteriya mongoli olmasi toxmin
edilon keratitlor (A:III)

e Bakterial keratitlor zaman1 meydana golon hipopion adoton steril olur vo mikrob monsali
endoftalmitlors siibho olmadiqda 6n kamera mayesi vo ya silisovari cisim miiayino {igiin
gotiiriilmomalidir (A:IIT)

e Bakterial kulturanin mohsuldarligini artirmaq maqsadi ilo buynuz gisadan gotiiriilon qasint1 vo ya
yaxma birbasa miinasib qidali miihite okilmalidir. (A:III) ©gor bu miimkiin deyilso, niimunalori
transport qidali mihitlors okmoli. (A:IIl) Oks toqdirde yubanmadan onlar1 inkubatora yerlosdirmali,
vo ya laboratoriyaya gondormali. (A:I11)

Miialicoya gostarislor

Oksar hallarda antibiotik damcilarla hoyata kegirilon miialicoys iistiinliik verilir (A:I1I)

Bakterial keratitlora siibho oldugda empirik miialico kimi genis spektrli antibiotik damcilardan
istifado etmali (A:I1D)

Agir keratitlor ( dorin stromal zadalonma, vo ya 6l¢iisii 2 mm-don artiq olan defektlor) zamani
birinci saat miiddatindo zorbs dozasi olaraq hor 5-15 doqige miiddstindo, sonra isa 15 doqigadon
bir olmaqla damcilar1 davam etmoali. Orta agir keratitlor tigiin damcilarin istifads rejiminin tezliyi
uygun gaydada azaldilmalidir. (A:III)

Gonokok monsali keratitlor zamani sistem miialico hayata kegirmoli (A:11I)

Ogor 48 saat miiddotinds yaxsilagma vo ya stabillogsmo olmazsa, ilkin terapiyani doyismali (A:III)
Damci sokilli kortikosteroidlorlo miialico olunan xastolords bakterial keratito siibho olarsa,
kortikosteroidlori azaltmal1 vo ya saxlamal1 (A:11I)

Buynuz qisada olan infiltrat gérma oxu tizorinds olarsa, on azi 2-3 giin miiddotinds antibiotiklorin
istifadosi artirilmaq sorti ilo miialicoys dameci sokilli kortikosteroidlori alave etmok olar.Damc1
sokilli antibiotiklori todricon azaltmagq sorti ilo yiiksok dozada istifado etmoyi davam etmali. (A:I1I)
Kortikosteroidlarin istifadesinin I-II giinii miiddstinds xostolori maiiyina etmali (A:11I)

Bakterial keratitlor
(Mialicaya dair tovsiyyalor)

(Qiymatlondirma: A: Xiisusi ilo vacib, B: Vacib, C: Miinasibdir, ancaq vacib deyil.
Dalilin qiivvasi: I: Giiclii, II: Zoruridir I olmadiqda, III: I vo II olmadiqda miitoxassis rayi ilo razilagsma )

Novboti miiayinag

Miiayinolorin tezliyi xastoliyin agirliq doracesindon asilidir vo agir hallarda klinik yaxsilasma vo
stabillosma geyd olunana gador xastolori on azi giinds bir dofo miiayinoe etmali (A:111)

Xastalorin maariflondirilmasi

Bakterial keratitlorin destruktiv tobioti vo tocili miialiconin vacibliyi barodo xastolori
molumatlandirmali (A:IIT)



e (GOrmo gabiliyyatinin daimi itmasi vo gormanin golocok reabilitasiya masololorini xastalorlo
miizakirs etmali (A:III)

e Kontakt linzalardan istifads edon xastolori kontakt linzalar1 yatarkon ¢ixarmadiqda va lazimi
gigiyena qaydalarina ciddi riayat etmodikdo miimkiin infeksion riskin artmas1 barads
molumatlandirmali (A:IIT)

e Ogor ciddi géorma qilisurlu vo ya kor olmus xastolori corrahi iisulla gérmolarini barpa etmok
miimkiin deyilso, o zaman onlari reabilitasiya kursuna gondormali (A:III)

Bakterial keratitlorin antibiotik miialicasi

Mikroorganizm Antibiotik Topikal konsentrasiya = Subkoyunktival doza
Heg bir mikroorganizm Sefazolin tobramisin 50mg/ml 100 mg/0,5 ml
toyin edilmodikds, vo ilo/ 9-14 mg/ml 20 mg/0,5 ml
ya mikroorganizmlorin Gentamisin vo ya 3 voya5 mg/ml
miixtalif tiplori Fluoroxinolonlar
Sefazolin 50 mg/ml 100 mg/0,5 ml
Vankomisin* 15-50 mg/ml 25 mg/0,5 ml
Gram miisbat koklar Bacitrasin*® 10 000 TV
Miksofloksasin vo ya
Gatifloksasin 3 voya 5 mg/ml
Tobramisin 9-14 mg/ml 20 mg/0,5 ml
/Gentamisin 50 mg/ml 100 mg/0,5 ml
Gram moanfi ¢oplor Seftazidim 3 voya5 mg/ml
Fluoroxinolonlar
Seftriakson 50 mg/ml 100 mg/ 0,5 ml
Gram monfi koklar** Seftazidim 50 mg/ml 100 mg/ml
Fluoroxinolonlar 3 voya 5 mg/mg
Qeyri vorom Amikasin 20-40 mg/ml 20 mg /0,5 ml
mikobakteriyalari Klaritromisin***
Fluoroxinolonlar 3 voya5 mg/ml
Amikasin 20-40 mg/ml 20 mg /0,5 ml
Trimetoprim / Sulfa
Nicardia metaksszol:
Trimetoprim 16 mg/ml
Sulfametoksozol 80 mg/ml

* Rexistent Enterokok vo Stafilokok stamlar1 vo penisillina qars1 allergiya zamani.
Vankomisin vo Bacitrasinin he¢ bir gram moanfi aktivliyi olmadigindan onlardan bakterial keratitlorin
empirik miialicasinds tok agent kimi istifade olunmamalidir.

** Gonokok infeksiyasina siibha olduqda sistem terapiya zoruridir.
*#%* Yaslilarda oral sistem terapiya {i¢iin doza hor 12 saatdan bir 500 mg-dir.Dameci sokilli preparatlarla

miialiconin bazi iistiinliiklori var idi ancaq, bu damcilarin giciqlandiric xiisusiyyatine gors klinik istifadasi
mohdudlasdirilib.



Blefaritlor (ilkin vo sonraki miiayinalor)

(Qiymatlondirma: A: Xiisusi ilo vacib, B: Vacib, C: Miinasibdir, ancaq vacib deyil.
Dalilin qiivvasi: I: Giiclii, II: Zoruridir I olmadiqda, III: I vo II olmadiqda miitoxassis rayi ilo razilasma )

Ilkin Subyektiv miiayino

e G0z simptomlari vo olamatlori (A:I1I)

e Simptomlarin miiddoti (A:IIT)

e Bir vo ya iki torafli olmasi (A:11I)

¢ Qiciglandirici amillor ( sigaret ¢okmo, allergenlor, kiilok, kontakt linza, quru hava, dieta, spirtli
ickilor.) (A:III)

e Sistem xostaliklorle slagadar simptomlar ( sizanaqlar, allergiya) (A:11I)

e (Cari vo avvalki sitem vo dameci1 sokilli dorman vasitalarinin gqobulu (A:11I)

e Pedikulyozlu soxslarlo kontakt (C:III)

e Okulyar anamnez ( kegirilmis corrahi omaliyyat, radiasion vo ya kimyavi travma) (A:III)

e Sistem anamnez ( akne, roseasea vo ekzema kimi dermotoloji xastoliklor, homginin izotretionin
kimi dormanlarin qobulu ) (A:III)

Ilkin Obyektiv miiayino
e Gormao itiliyi (A:IIT)
e Xarici miiayino
o Dari (A:III)
o GO0z qapaglart (A:1)
e Yariqli lampa ils biomikroskopiya
o G0z yasi1 tobaqgasi (A:III)
G0z qapaqlariin 6n vo arxa konarlari (A:I11)
Kirpiklar (A:11I)
Tarsal konyunktiva (A:I1I)
Bulbar konyunktiva (A:I1I)
Buynuz qisa (A:111)

O O O O O

Diaqnstik testlor

e Bakterial kulturanin miiayinasi agir iltihab1 gedisli, vo miialicoys davamli xronik blefariti olan
xostolor ligiin gostorigdir. (A:11T)

e Assimmetriya qeyd olunan hallarda, hom¢inin miialicoys rezistent vo ya yunifokal tokrarlanan
xalazionlarda karsinomanin miimkiinliiyilinii istisna etmok {igiin gbz qapaqlarinin biopsiyasi hoyata
kecirilmalidir. (A:1T)

e Ogor piy vozi hiiceyralorinin karsinomasindan siibhalonirsinizso, biopsiyadan avval patologldan
maslohoat almmalidir. (A:II)

Miialicoya gostarislor

e Blefaritlorin mualicasins gbz qapaqlarinin gigiyenasina riayat etmakdon baslamali (A:11I)



e Stafilokok monsali blefaritlorin miialicasi giinds bir dofo vo ya daha ¢ox olmagla, bir hofto vo ya
daha artiq miiddoato géz qapaqlarina eritromisin malhominin toyini ilo hoyata kegirmali (A:1II)

e Xronik simptomar1 vo slamaotlori g6z qapaqlarinin gigiyenasina riayot olunmaqla aradan
qalxmayan vo meybom vazilorinin disfunksiyasi olan xastalors oral tetrasiklin toyin oluna bilor
(A:IID)

e Damci sokilli kortikosteroidlorin qisa miiddatli istifadasi g6z qapaqlarinin vo g6z almasmin 6n
seqmentinin iltihabinda faydali ola bilor.Ogor miimkiindiirss, kortikosteroidlori minimal effektiv
dozada vo qisa miiddot orzinds toyin etmali (A:1IT)

Sonraki miiayinalor

e NoOvboti miiracistlor zamani asagidakilar nozars alimmalidir
o Interval anamnez (A:III)
o Gorma itiliyi(A:1II)
o Xarici miiayina(A:IIT)
o Yariql lampa biomikroskopiyasi (A:11I)

Xastalorin maariflondirilmasi

e Xostolori xastolik prossesinin xronik gedisi vo tokrar olunmasi barado molumatlandirmali (A:11T)
e Xostoliyin simptomlarinin tez-tez zoiflomasi, ancaq nadir hallarda aradan qalxmas1 barado xostolori
molumatlandirmali (A:IIT)

Katarakta (Ilkin va sonraki miiayinalar)

(Qiymatlondirma: A: Xiisusi ilo vacib, B: Vacib, C: Miinasibdir, ancaq vacib deyil.
Dalilin qiivvasi: I: Giiclii, II: Zoruridir I olmadiqda, III: I vo II olmadiqda miitoxassis rayi ilo razilasma )

Ilkin Subyektiv miiayino

e Simptomlar (A:II)

e Oculyar anamnez(A:III)

e Sistem anamnez (A:11I)

e Vizual funksional statusun qiymatlondirilmasi (A:11)

Ilkin Obyektiv muayina

e GoOrmo itiliyi korreksiya ilo (A:11I)

e Maksimal visual korreksiya (gostaris olduqda refraksiya ilo) (A:III)
e G0z almasinin vaziyyati vo horakatliliyi(A:1II)

e Bobok reaksiyasi vo funksiyalari(A:I1T)

e GDT-nin dlgtilmoasi(A:IIT)

e Xarici miiayina (A:11II)

e Yariql lampa biomikroskopiyasi (A:11I)

e G0z dibinin miiayinasi (genalmis bobaklo) (A:11I)



e Fiziki vo oqli saglamligin uygun aspektlorinin qiymatlondirilmasi (B:III)
Miialicayo gostarislor

e Katarakta corrahiyyasi miimkiin olan yaxsilagmani tomin etdiyinden, gérmo qabiliyyati xastoni
qane etmadikds corrahi amaliyyat gostorigdir (A:1I)

e Katarakta corrahiyyosi, homginin biilliirla alagodar xastaliklorin vo ya gorma iigiin potiinsial
ohomiyyato malik géz dibinin miiayinasi tolob olunan hallarda gdstorigdir (A:I11)

e Corrahi omoliyyat asagidaki hallarda hoyata kecgirilmomolidir: (A:IIT)

e Eynoklor vo ya digor vasitolor xostonin ehtiyacini 6doyacok soviyyado gérmasini tomin edorso,
corrahi omoliyyatdan sonra géormo funksiyasinin artmayacagi toqdirdo; iimumi vo ya g6z monsali
problemlari olan xastolorin corrahi omaliyyati ugursuz olacagi ehtimal edildikds; omoaliyyatdan
sonra uygun miialiconin aparilmasi miimkiin olmadiqda.

e (Corrahi omaliyyat ligiin gostarislor har iki g6z liglin eynidir(A:II) ( binokulyar funksiyaya olan
toloblor nozars almmagqla)

ompliyyatdan avvalki miiayino
Omoliyyat1 hoyata kegiron corrah asagidakilara cavbadehdir:

e Omoliyyatdan ovval xastoni miiayino etmoli (A:11I)

e Miiayina zamani aldo olunmus naticalorin doqiqliyine vo corrahi omoliyyata gostoris olduguna
omin olmal1 (A:I1I)

e Xostoni miimkiin risk, omaliyyatin faydast vo gézlonilon naticolori barado molumatlandirmali
(A:IID)

e IOL se¢imi daxil olmaqla, amaliyyatin gedisini qisaca vo diiriist izah etmali (A:I1I)

e Omoliyyat 6ncasi va diagnostik miiayinalorin naticalorini xostoys izah etmali (A:III)

e Xostoyo omoliyyatdan sonraki miiayino vo miialico planini qisaca vo diiriist izah etmali (A:II)

Sonraki miiayinalor

e Yiiksok riskli xastolor omoliyyatdan sonraki 24 saat miiddotindo miisahido olunmali (A:I1T)
e Digor xostolor omoliyyatdan sonraki 48 saat miiddotindo miisahado olunmali (A:111)
e Omoliyyatdan sonraki miiayinoalor asagidakilardan ibarat olmalidir:
o Interval anmnez, yeni simptomlar vo omoliyyatdan sonra toyin olunmus dormanlarin istifadosi
barads malumat daxil olmagqla (A:III)
Xostolorin gdrma qabiliyyatinin miiayinasi (A:11I)
Gormos funksiyalariin miiayinasi ( gdrma itiliyi, dolikli ekran testi) (A:11T)
GDT-nin 6l¢iilmasi (A:II)
Yariqli lampa biomikroskopiyasi (A:1II)

O O O O

Nd: YAG Lazer kapsulotomiyasi

e Arxa kapsulun bulanmasi naticosinds xastoni qane etmoyon gérmo gabiliyyatinin zoiflomasi vo ya
g0z dibinin miiayinasi vacib olan hallarda Nd: YAG lazer kapsulotomiyasini hoyata ke¢irmali
(A:IID)



Stigovari cismin arxa qopmasi, tor qisanin desilmasi vo qopmasi, homginin bu simptomlar
miisahido olunan toqdirde toxirasalinmadan hayata kecirilocok miiayins barads xostoni
molumatlandirmali (A:IIT)

Xastalorin maariflondirilmasi

Funksional cohotdon monookulyar olan xastolorls omoliyyatin faydasi vo kor olmaq riski daxil
olmagqla, bas vars bilocok miimkiin risklori miizakiro etmali (A:III)

Konyunktivitlar (Ilkin vo Sonraki miiayinalor)

(Qiymatlondirma: A: Xiisusi ilo vacib, B: Vacib, C: Miinasibdir, ancaq vacib deyil.
Dalilin qiivvasi: I: Giiclii, II: Zoruridir I olmadiqda, III: I vo II olmadiqda miitoxassis rayi ilo razilasma )

IIkin subyektiv miiayina

Okulyar simptom vo olamatlor ( qasinma, ifrazat, qizarti, agr, fotofobia,

gérmonin bulanmast) (A:1II)

Simptomlarin miiddati (A:III)

Bir vo ya iki torafli olmas1 (A:I1I)

Ifrazatin xarakteri (A:I1I)

Yoluxmus soxslorlo kontakt (A:I1I)

Travma (mexaniki, kimyavi, ultrabandvsoyi) (A:11I)

Kotakt linzalardan istifads (linzanin tipi, gigiyena va istifads rejimi) (A:I1I)

Sistem xostoliklorlo potensial alagasi olan simptom va olamatlor ( sidik-cinsiyyat orqanlarindan
ifrazat, disuriya, yuxari tonaffiis yollarinin infeksiyasi, dori va selikli gisalarin zodolonmasi) (A:I1I)
Allergiya, astma, ekzema (A:11I)

Yerli vo imumi preparatlarin istifadasi (A:1II)

Soxsi gigiyena vasitolorinin istifadasi (A:I11)

Okulyar anamnez ( avvalor kegirilon konyunktivitlor (A:III) vo corrahi omsliyyatlar) (B:11T)
Umumi anamnez ( immun voziyyat vo miimkiin sistem xastoliklor) (B:III)

Sosial anamnez ( siqaret ¢okma, vardislor vo hobbilar, sayahot va seksual aktivlik) (C:III)

Ilkin obyektiv miiayino

Gorma itiliyi (A:IIT)

Xarici miiayino

o Regional limfaadenopatiya (xiisusi ilo periokulyar) (A:III)

o Dari (A:IIT)

o G0z qapaqlarinin va goziin kdmokgi aparatinin qiisurlar (A:1I1T)
o Konyunktiva (A:II)

Yariqli lampa biomikroskopiyasi

o G0z qapaqlarinmn kirpik konarlart (A:III)

o Kirpiklor (A:III)

o G0z yas1 noqtolori vo kanallari (B:I1I)



Tarzal vo tag konyunktivasi (A:II)

Bulbar konyunktiva / limb (A:II)

Buynuz qisa (A:I)

On kamera / qiizehli qgisa (A:I1I)

Ranglayici maddalorls test (konyuntiva vo buynuz qisa) (A:III)

O O O O O

Diaqnostik testlor

e Yenidogulmuslarin infeksion koyunktivitloring siibho oldugda kultura, yaxmanin sitoloji vo xiisusi
ronglayici metodlarla miiayinasi gostorisdir (A:I)

¢ Qonokokk mansoli konyunktivitlors siibhs oldugda yaxmanin sitoloji v xiisusi rongloyici
metodlarla miiayinasi tovsiyys olunur (A:I1I)

e Yagslilarin vo yenidogulmuslarin xlamidial konyunktivitlorini immunodiaqgnostik test vo/vo ya
kultura ils siibiit etmali (A:I)

e Aktiv iltihabi prosses olan géziordo okulyar ¢apiglasan pemfiqoids siibho oldugda bulbar
konyunktivanin va limbs yaxin zadslonmamis nahiyyadon niimuns biopsiya ii¢lin gotiiriilmalidir
(A:IID)

e Piy vozilorinin karsinomasina siibha olduqda biopsiya tigiin material goz qapaginin biitiin qatlar
daxil olmagqla tam qalinliginda gétiiriilmalidir (A:II)

Miialicayas tovsiyyalor

e Neisseria gonorrhoeae (A:I) vo ya Chlamydia trachomatis mongoli konyunktivitlordo sistem
antibiotiklordon istifads etmali. (A:III)

e Konyunktivitlor cinsi yolla 6tiiriilon xastaliklorlo slagadar oldugda xastaliyin tokrarlanmasmin va
yayilmasinin qarsisini almaq ii¢lin cinsi partnyorlart miialico etmali vo xastolori, hom¢inin onlarin
seksual partnyorlarini uygun miitoxassisin miiayinasino gondormali (A:1II)

e Sistem xastaliklorin tozahiirii miisahids edilon xastolori uygun miitoxassisin miiayinasine
gondormoali (A:III)

Sonraki miiayinalor
e Sonraki miiracistlor zamani asagidakilari nazors almali:
o Interval anamnez (A:III)
o Gorma itiliyi (A:IIT)
o Yariqlh lampa ils biomikroskopiya (A:III)

Xastalorin maariflondirilmasi

e Xostoliyin qarsisinin alinmasi vo ya genis yayllmamasi moqgsadilo yoluxdurucu xiisusiyyatlara
malik xastoliklordon aziyyot ¢okon xastolori bu barado molumatlandirmali (A:I1I)



Diabetik retinopatiya (ilkin va sonraki miiayinalor)

(Qiymatlondirma: A: Xiisusi ilo vacib, B: Vacib, C: Miinasibdir, ancaq vacib deyil.
Dalilin qiivvasi: I: Giiclii, II: Zoruridir I olmadiqda, III: I vo II olmadiqda miitoxassis rayi ilo razilasma )

Ilkin Subyektiv miiayino

Saokorli diabetin miiddati (A:I)

Sonuncu dofo qanda sokorin miiayinasi ( hemoqlobin Alc) (A:l)

Dorman vasitalori (A:11I)

Umumi anamnez ( cinsi yetiskonliyin baslanmasi (A:III), piylonma (A:I1I), bdyrok xostoliklori
(A:ID), imumi qan tozyiqi (A:I), qanda lipidlerin miqdar1 (A:II), hamilalik(A:I))

Ilkin obyektiv miiayino

Gormao fitiliyi korreksiya ilo (A:I)

GDT-nin 6l¢iilmasi (A:II)

Gostoris oldugda qonioskopiya ( qiizehli gisanin neovaskulyarizasiyasi vo GDT-nin artmasi)
(A:IID)

Yariqli lampa biomikroskopiyasi (A:1II)

Gen bobokds goz dibinin streoskopik miiayinaosi (A:I)

Tor qisanin periferiyasi, homginin siisovari cismin dolay1 (indirekt) oftalmoskopiya vo ya kontakt
linza ils hayata kegirilon yariqli lampa biomikroskopiyast (A:I1I)

Diaqnoz

Hor iki gozdo KOMO(klinik shomiyyatli makular 6dem) miisahido olunmasi vo ya olunmamasi
daxil olmagqla diabetik retinopatiyani kateqoriyasina vo agirliq doracosine gors tosnifatlandirmali
(A:II). Har bir kateqoriya proqressivliosma riski ilo slagadardir.

Sonraki miiayinalor

Gormo simptomlari (A:I1I)
Umumi status (hamilolik, qan tozyiqi, bdyroklorin voziyyati) (A:III)
Qanda sokorin soviyyasi (A:1I)

Sonraki obyektiv miiayinalor

Gorma ititliyi (A:I)

GDT-nin 6l¢iilmasi (A:III)

Qiizehli qisanin miiayinasi daxil olmagqla yariqli lampa ilo biomikroskopiya (A:1I)
Qonioskopiya ( neovaskulyarizasiyaya siibho oldugda, GDT olduqda va ya artdiqda ) (A:II)
Gen bobokds goz dibinin stereo miiayinosi (A:I)

Gostoris olduqgda tor qisanin periferiyasi vo siisovari cismin miiayinasi (A:11)



Yardimg testlor

e Minimal diabetik retinopatiyali vo ya ilkin fotoqrafik tosvirdon sonra doyismoz olaraq qalan
hallarda g6z dibinin fotografiyasi nadir hallarda shomiyyat kasb edir (A:I1I)

e G0z dibinin fotografik miiayinasi xastoliyin nozors ¢arpan doyisikliklorini izlomok vo miialiconin
effektini miisahido etmok tigiin faydali ola bilor (B:III)

e Fliioressein angioqrafiyast KOMO-nin (A:1II) miialicosi ii¢iin tdvsiyys zamani vo namalum sobabli
g0orma itiliyinin zoiflomasinin tayin edilmasi liglin istifade oluna biler (A:III). Angioqrafiya
makulyar kapilyarlarin geyri perfuziyasini (A:11) vo ya makulyar 6demin ( vo ya hor ikisinin)
sobabini toyin etmoys komok edo bilor.

e Flioressein angioqrafiyasi diabetli xostolors miiayinonin bir hissasi kimi kor-korana toyin
edilmomolidir (A:I1I)

e Fliioressein angiografiyasinin KOMO-nin vo ya PDR-in diagnostikasinda istifadosi liizumsuzdur,
belaki, onlarin har ikisi klinik miiayinslarlo miisyyon edils bilor

Xostalorin maariflondirilmasi

e Xostolorlo naticoni vo ya miiayinalori miizakire edib, no diigiindilyiiniizii izah etmoali (A:11)

e Diabeti olan lakin, diabetik retinopatiyadan oziyyat ¢cokmayon xastolori ildo bir dofo olmagla gen
baboklo miiayine olunmaga havaslondirmali (A:11)

e GOrmonin, homginin gézlorin vaziyyatinin gonaotbaoxs olmasina baxmayaraq, diabetik
retinopatiyanim effektiv miialicosinin miitomadi miisahids vo miiayinalordan asili olmasi barads
xastolori molumatlandirmali (A:111)

¢ Qanda sokorin miqgdarinin, homg¢inin qan tozyiginin normaya yaxin olmasi vo plazmada lipidlorin
soviyyasinin asagi olmasinin vacibliyi barads xastolori molumatlandirmali (A:I11)

e (0zlo olagodar miiayinalorin naticosi barads miialico hokimini molumatlandirmali (A:11T)

e (Corrahi vo terapevtik metodlarla miialicasi miimkiin olmayan xastalori reabilitasiya kursuna vo ya
olillik miiavinati almaq liclin lazimi miiassisalora géndormali(A:III)

Diabetik retinopatiya
(Mualicaya dair tovsiyyalar)

Sakarli diabeti olan xastalorin miialicasi iizra tovsiyyalor

Retinopatiyanin K9MO Miisahida Panretinal Fliioressein Fokal lazer
agirhq doracasi olmasi miiddati lazer angioqrafiyas1 | koaqulyasiya
(aylar) koaqulyasiya
1.Normal vo ya Yox 12 Yox Yox Yox
minimal QPDR
2. Zsifdon orta Yox 6-12 Yox Yox Yox
doaracali QPDR
3.Agir vo ya ¢ox Ho 2-4 Yox Adoton Adoton*

agir QPDR O



4.Agir vo ya ¢ox Yox 2-4 Bozon I Nadir hallarda Yox
agir QPDR

5.Qeyri yiiksok Ho 2-4 Bozon i Adoton Adoton **
riskli PDR
6.Qeyri yiiksok Yox 2-4 Bozon i Nadir hallarda Yox
riskli PDR
7.Yksok riskli PDR Ho 2-4 Bozon i Adoton Adoton
A
8.Yliksok riskli PDR Yox 3-4 Adoton i Nadir hallarda Yox

9.Fotokoaqulyasiya
ticlin olverissiz
yiiksok riskli PDR Ho 3-4 Adoton I Adoton Adoton**
(optik miihitlorin
bulanigligr)
10.Fotokoaqulyasiya
ticlin olverissiz
yiiksok riskli PDR - 1-6 Miimkiin deyil Bozon Miimkiin
(optik miihitlorin +1 deyil 1+
bulaniqlig)

KOMO-Klinik ©hamiyyetli Makulyar Odem; QPDR-Qeyri Proliferativ Diabetik Retinopatiya;
PDR-Proliferativ Diabetik Retinopatiya.

* [stisnalara daxildir: iirok catismazlig1 ilo alagadar hipertenziya vo ya mayenin organizmdo
longimoasi, boyrok ¢atismazligi, hamilslik vo ya makulyar 6dems agirlagsdira bilocok digor sobablor. Qeyd
olunan hallarda qisa miiddatli miialico kursu hoyata kegirilorok fotokoaqulyasiyani toxirs salmali.
Homginin, makulanin morkozi zodlonmodikda, gérma itiliyi yiiksok oldugda vo xastolor miimkiin riski
anladigda KOMO-in miialicasi segici olaraq toxira salina bilor.

+ Fokal fotokoaqulyasiya ya mikroanevrizmlors birbasa fokal lazer koaqulyasiyasi, ya diffuz maye
sizmasl olan nahiyyslora qofas fotokoaqulyasiya, ya da fliioressein angiqrafiyada geyri perfuzion
nahiyyslords totbiq olunur.

0 KOMO zamani fokal fotokoaqulyaiya makulanin morkozi zodelonmadikdo, gérmo itiliyi yiiksok
olduqda, vo xastalor bag veracok riski anladigda miitomadi nozarat altinda secici olaraq toxirs salina bilar.

1 Panretinal lazer fotokoaqulyasiya omaliyyat1 yiiksok riskli PDR olan xastalards hoyata kegirilo
bilar. 2-ci tip sokarli diabetli agir qeyri proliferativ retinopatiyasi olan xastolords erkon panretinal
fotokoaqulaysiyanin faydasi 1-ci tip sokorli diabetli xostoloro nisboton daha ¢coxdur. Miialico 2-ci tip
sokarli diabet vo agir QPDR olan xastolords nozors alinmalidir. Xostolorin ndvbati miigsahidslor tiglin
razilagsmamasi, hoyata kegirilocok kataraktanin ekstraksiyasi vo ya hamilslik kimi amillor, homginin digor
g0ziin voziyyati panretinal fotokoaqulyasiyanin vaxtinin toyin olunmasma kdmok edir.

** Bozi miitoxassislor panretinal lazer koaqulyasiya ils alaqadar makulyar 6demin koskinlogmasini
azaltmaq moqsadi ilo panretinal fotokoaqulyasiyadan ovval fokal fotokoaqulyasiyanin hoyata
kegirilmasins listlinliik verirlor.

+1 Bozi hallarda vitrektomiya gostorisdir.



Quru Géz Sindromu (Ilkin miiayins)

(Qiymatlondirma: A: Xiisusi ilo vacib, B: Vacib, C: Miinasibdir, ancaq vacib deyil.
Dalilin qiivvasi: I: Giiclii, II: Zoruridir I olmadiqda, III: I vo II olmadiqda miitoxassis rayi ilo razilasma )

IIkin subyektiv miiayina

e Okulyar simptom vo alamatlor (A:I1I)

e Agirlagdirict amillor (B:III)

e Simptomlarin davam etmo miiddoti (A:III)

e Istifado olunan damcilar vo onlarin simptomlara tosiri (A:III)
e Okulyar anamnezo daxildir:

@)

O O O O

o O

Kontakt linzalar, onlardan istifado qaydasi va qulluq (A:III)

Allergik konyunktivitlor (B:III)

Korneal anamnez (keratoplastika, LASIK,FRK) (A:I1I)

G0z yas1 noqtolorindo omaliyyat (A:11I)

Goz qapaqlarinda omoliyyat ( ptozun aradan qaldirilmasi, blefaroplastika,
entropian/ektropionun aradan qaldirilmast) (A:11I)

Bell sindromu (A:I1I)

G0z almasinin sathi strukturlarin iltihabi ( okulyar ¢capiqlasan pemfiqoid, Stevens-Jonson
sindromu) (A:I1I)

e Umumi anamnezo daxildir:

@)

O O O O

O

O O O O O O

Siqaret sokmo (A:I1I)

Dari xastaliklori (s1zaqlar) (A:I1I)

Ekzema (A:I1I)

Menopauza (A:111)

Sistem iltihabi xastoliklor (S6qren sindromu, revmatoid artrit, sistem qurd esonayi,
skleradermiya) (A:III)

Sistem dorman vasitolori ( antihistaminlor, aritmiya aleyhino dormanlar, izotretinoin,
difenoksilat/atropin, beta-blokatorlar, kimyavi terapiya va antixolinergik effektli digoar dorman
vasitalori) (A:III)

Travma ( kimyavi) (A:11I)

Xronik virus infeksiyasi ( xronik hepatit C, insan immunodefisit virusu) (B:11I)
Corrahiyys ( stimiik iliyinin transplantasiyasi, bas vo boyun carrahiyyasi) (B:I1I)
Orbitann siialandirilmasi (B:1II)

Nevroloji vaziyyat ( Parkinson xastsliyi, Bell sindromu, Riley-Day sindromu ) (B:III)
Quru agiz, kariesli dislor, agizin selikli qisasinda xoralar (B:III)

Ilkin obyektiv miiayino

Gorma itiliyi (A:IID)
Xarici miiayino

@)

@)
@)
@)

Dori (A:IIT)

G0z qapaqlart (A:I)

Gozilin komakei aparati (A:11I)
Ekzoftalmiya (B:III)



o Kalls-beyin sinirlorinin funksiyast (A:I1I)
o Ollor (B:1II)
e Yariqli lampa ilo biomikroskopiya
o G0z yas1 tobaqoasi (A:III)
Kirpiklar (A:11I)
G0z qapaqlariin 6n vo arxa konarlari (A:I11)
Goz yas1 noqtolori (A:I1T)
Asagi tag vo tarzal konyunktiva (A:III)
Bulbar konyunktiva (A:I1I)
Buynuz qisa (A:I1I)

O O O O O O

Miialicoya gostarislor

e G0z yasinin defisiti olan xastolors asagidaki tadbirlor gostorisdir:
Voaziyyati agirlagsdiran dorman vasitolorinin istifadoasini azaltmali (A:I1I)
G0z otrafi manipulyasiyalar1 azaltmali (A:I1I)
Otraf mithitin havasi nomlondirilmal (A:III)
Komputerlos is azaldilmali (A:I1I)
Stini goz yas1 preparatlarindan istifado etmali (A:I1T)
e 0z yasinin defisiti olan xastolordo dorman miialicasi effekt vermodikdo asagidaki corrahi miidaxilolor
hayata kegirilo bilor:
o Blefaritlor, trixiaz vo ya qapaq qiisurlarinin korreksiyasi ( laqoftalmiya, entropion/ektropion)
(A:IID)
o G0z yas1 noqtelorinin okkluziyasi (A:11I)
o Agir vaziyyetlords tarzoraffiya (géz qapaqlarinin tikilmosi) (A:11I)

O O O O O

Xastalorin maariflondirilmasi

e Xostolori quru goz sindromunun xroniki xiisusiyyati vo gedisi barodo molumatlandirmali (A:I1T)

e Miialiconin rejimi barads xiisusi tolimatla tomin etmali (A:III)

e Xostoloro bas vers bilocok miimkiin struktur doyisikliyinin riskini anlatmali vo onlar1 effektiv miialico
naticosindo miimkiin yaxsilasmanin olmasina inandirilmali (A:I1T)

e Sistem xostaliklorin manifesti miisahide olunan xastolori uygun miitoxassise gondormali (A:I1I)

e Baslangic marholado olan quru gz sindromundan aziyyat ¢okan xastolori LASIK va FRK
omoliyyatlarindan sonra gozlorinin voziyyastinin agirlaga bilocoyi barodo xobordar etmali (A:I11)

Ezotropiya — Daxili ¢copgozliik
(Ilkin va sonraki muayinalor)

(Qiymatlondirma: A: Xiisusi ilo vacib, B: Vacib, C: Miinasibdir, ancaq vacib deyil.
Dalilin qiivvasi: I: Giiclii, II: Zoruridir I olmadiqda, III: I vo II olmadiqda miitoxassis rayi ilo razilasma )



IIkin subyektiv miiayina

Okulyar simptom va slamatlor (A:I1I)

Okulyar anamnez ( deviasiyanin baslanma vaxti v tezliyi, diplopiyanin olub-olmamast) (A:III)
Umumi anamnez ( pre-, peri- vo postnatal tibbi faktorlar) (A:III)

Copgozliik, ambliopiya va ekstraokulyar ozalolords hoyata kegirilon omoliyyatlar daxil olmagla ailo
anamnezi (A:11I)

Ilkin obyektiv miiayino

Gorma itiliyi (A:11I)

Ortoforiya ( uzaga vo yaxina) (A:II)

Ekstraokulyar azalolorin funksiyas1 (A:11I)

Hissi parametrlor (A:I1I)

Makulanin voziyyati nazors alinmagqla géz dibinin miiayinasi (A:I1I)
Sikloplegiyadan sonra refraksiyanin toyini (A:I1I)

Miialicoya gostarislor

[lk olaraq klinik shomiyyatli refraksiya qiisurlarini korreksiya etmoli (A:11I)

Ezotropiyalarin biitiin formalarin1 miialics {i¢iin nozordon kegirmali vo ortoforiyani toxirasalinmadan
tomin etmali (A:1II)

Optik korreksiya ortoforiyani tomin etmadiyi hallarda, corrahi korreksiyani hoyata kegirmali (A:I1T)
Miimkiin binokulyarlig1 artirmaq tiglin klinik shomiyyatli ambliopiyan1 corrahi omoliyyata qador
miialico etmali (A:I1T)

Sonraki miisahidalor

e Sonraki miisahidolor zaman1 asagidakilar nozors alinmalidir:
o Miialicoya tolerantliq vo alava effektlor (A:III)
o Refraksiya qlisurunun korreksiyasi ilo gorma itiliyinin vo fiksasiyanin miiayinasi (A:III)
o Refraksiya qiisurunun korreksiyasi ils tizaq vo yaxin mosafoys fiksasiya zamani deviasiya
(A:IID)
o A voyaV patternlorinin vo/vo ya ¢op disfunksiyanin miisahidosi (A:II)
o Binokulyar gérmonin xarakteri (A:11I)
e Hipermetropiyani toyin etmok tiglin on az1 bir il olmagqla, lazim olduqda 4-6 ayliq fasils ilo
sikloplegiyadan istifado etmoali (A:I1I)

Novbati miiayinalorin intervallar:

Yas (illor) Rutin miiayinalorin intervah (aylar)*
y y
0-1 1-3
1-5 3-6

5-10 6-12



* Ambliopiya aradan qalxmadiqda v ya ortofariyada pislosmo miisahids edildikds, miiraciatlorin
say1 artirila bilor

Xostalorin maariflondirilmasi

e Xostoliyi anlamaq, homg¢inin ona qarsi birgo miibarizo aparmagq tigiin xastolik vo onun naticalorini
x9sto vo /va ya valideynlori ilo miizakirs etmali (A:I1I)

e Yash xostolorlo miixtolif miialico tisullarinin stiinliiklorini vo ¢atigmazliglarini miizakirs etmoli
(A:IID)

e Xostonin valideynlori vo/va ya ailo tizvlori ilo miinasib miialico planini formalagsdirmali (A:I1T)

e Lazim olduqda xosto vo/va ya valideynlari ilo yaranan olavo psixoloji effektlori miizakirs etmali
(A:IID)

Ciizam zamani gorma tizviiniin xastaliklari
(Ilkin muiayind vo mialicd)

(Qiymatlondirma: A: Xiisusi ilo vacib, B: Vacib, C: Miinasibdir, ancaq vacib deyil.
Dalilin qiivvasi: I: Giiclii, II: Zoruridir I olmadiqda, III: I vo II olmadiqda miitoxassis rayi ilo razilasma )

IIkin subyektiv miiayina

e Okulyar simptomlar (gérmonin zaiflomasi, yasaxma, qiciqlanma slamatlori) (A:III)
e Lagoftalmiyanin miiddati ( 6 aydan az vo ya ¢ox) (A:III)

e Ciizamin miiddati (adoton diagnoz qoyulan vaxtdan) (B:III)

e Ciizamun tipi (A:I1I)

e Cox sayli preparatlarla miialico; na godor vo hansi preparatlarin gobulu (A:III)

e (Ciizam reaksiyasiin anamnezi (B:III)

Ilkin obyektiv miiayino

e Gormo itiliyi (A:IIT)
e G0z qapaqglar1 vo goziin baglanmasi (A:III)
e Buynuz qisanin hassashg (A:I1I)
e Konyunktiva (A:III)
o Sklera (A:III)
e Bobok (A:III)
e Nazolakrimal aparat (A:III)
e Yariqli lampa biomikroskopiyasi

o Buynuz qisa epitelinin tamlig1
Buynuz qisanmn sinir liflorinin muncuqvari olmasi, stromal bulaniqliq (B:III)
On kamera (A:III)
Qiizehli qisanin atrofiyas1 (A:I1I)
Qiizehli gisa “mirvarilori” (B:III)
Arxa sinexiyalar (A:III)
Katarakta (A:III)

O O O O O O



Miialicoya gostarislor

Zoruri hallarda (katarakta, lagoftalmiya, 6n uveitlor) clizamli xastolorin miialicasi digor xastalorin
miialicasindan forglonmamali va onlara normal oftalmoloji xidmati tomin etmali, xiisusi ilo:

Katarakta xostonin gérma funksiyasina nozors ¢arpacaq doracods mane oldugda omoliyyat olunmali
(A:IID)
Carrahi omoliyyat keyfiyyatli kecarso vo goz sakit olarsa IOL implantasiyas oks gdstaris deyil (A:I1I)
Ogor buynuz qisa xronik lagoftalmin noticosinda zodolonoarsa, vo ya zahiri problem olarsa, lagoftalmin
agirliq doracasindon asili olaraq o corrahi iisulla aradan qaldiriimali (A:I1I)
Ciizama yoluxmus xastolordo xiisusi ilo asagidakilar nazore alinmalidir:
o Yeni baglamis laqoftalm ( miiddati 6 aydan az) 6 ay miiddatine todricon azaltlmaqla giindalik
oral 25-30 mg prednizolonla miialico olunmali (A:III)
o Kaskin uveitlor intensiv olaraq dame1 sokilli steroidlorlo miialico olunmali; yanasi sistem
clizam reaksiyasi sistem steroidlorlo miialico olunmali (A:III)

Xastalorin maariflondirilmasi

Coxsayli dorman vasitslari ilo miialics olunan xastslar lagoftalmin inkisaf eds bilocayi vo onunla
olaqadar risk barado xobordar edilmali (A:I1I)

Laqoftalmin qaliq alamotlori olan xastolor miimkiin risk, qirmizi g6z sindromunun inkisafi vo
gdrmonin azalmasi barado xiisusi ilo xobordar edilmali (A:IIT)

Xostolor reaksiya zamani gozo olan riski anlamali vo reaksiyanin inkisaf etmasinin moruzs olunmasi
barads tolimatlandirilmali (A:11T)

Biitlin xastolor gdrmonin zaiflomasinin vacibliyi vo onun bas verdiyi halda xiisusi soxsloro maruzo
etmosinin zoruriliyi barade molumatlandiriimali (A:11I)

Susavari cismin arxa qopmasi (SCAQ), tor qisanin ciriqlari

va “Lattis” degenerasiyasi
(Ilkin va sonraki muayinalor)

(Qiymatlondirma: A: Xiisusi ilo vacib, B: Vacib, C: Miinasibdir, ancaq vacib deyil.
Dalilin qiivvasi: I: Giiclii, II: Zoruridir I olmadiqda, III: I vo II olmadiqda miitoxassis rayi ilo razilasma )

IIkin subyektiv miiayina

Stigovari cismin arxa qopmasinin (SCAQ) simptomlari (A:I)
Ails anamnezi (A:1I)

Gozdos travma va carrahi omoliyyatlar (A:II)

Miopiya (A:1])

Katarakta corrahiyyasi (A:Il)

IIkin obyektiv miiayino

Stisovari cismin qopmasinin, pigment hiiceyroalor, hemorragiya vo qatilasmasinin miiayinasi (A:I1I)



e Skleranm sixilmas1 sorti ilo gbz dibinin periferiyasinin miiayinasi (A:III). Periferik vitreoretinal
patologiyanin indirect oftalmoskopiya metodunun skleral sixilma ilo kombinasiyada miiayinosi daha
maogsadauygundur. (A:I11)

Yardimg¢1 miiayinalor

e Tor qisanin periferik hissalorini miiayino etmok olmursa, B-scan ultrasas miiayinasini hoyata kecirmali
(A:II). Ogor bu miiayinadon sonra heg bir doyisiklik agkar olunmazsa, xastonin miitomadi miisahidasi
maslohotdir. (A:III)

Carrahi va carrahi amsliyyatdan sonraki miiayinalor

e Xostolori miimkiin risk, fayda vo alternativ corrahi amsliyyatlar barads molumatlandirmali (A:I1I)

e Xostoloro omoliyyatdan sonraki miialico planini qisa v diiriist sokildo anlatmali (A:I11)

e Xostolori goz oniinds ugan zarraciklor vo gérma sahasinin qiisurlart miisahido edildikds tocili

oftalmoloqa miiraciot etmalori barodo molumatlandirilmalr (A:IT)

Miialiconin secilmasi

Zaddlonmonin tipi Miialica

Kaskin simptomatik nal sokilli ciriqlar Tacili miialico

Kaskin simptomatik operkulyasiya olunmus Miialico vacib olmaya bilor

ciriqlar

Tor gisanin travmatik zadslonmolori Adaston miialice olunmalidir

Simptomsuz nal sokilli ciriglart Adoton miialico ehtiyac olmur

Simptomsuz operkulyasiya olunmus ciriqlar Miialicasi nadir hallarda tovsiyys olunur

Simptomsuz atrofik girds ciriqlar Miialicasi nadir hallarda tovsiyys olunur

Simptomsuz yarigsiz «lattis» degenerasiyasi SCAQ nal sakilli ciriqlarin amalo golmasing sabab
olmayinca miialico edilmir

Simptomsuz yariql1 «lattis» degenerasiyasi Adaston miialics tolob olunmur

Simptomsuz dializlor Miialicasi ti¢lin ortaq fikir vo qonastboxs dalil
yoxdur

Digor gozdo atrofik yariq, «lattis» degenerasiyasi, Miialicasi ti¢lin ortaq fikir vo qonastboxs dalil

va ya simptomsuz nalgakilli ciriqlar yoxdur

Sonraki subyektiv miiayinalor

e GoOrmo simptomlart (A:I)
e Intraoculyar corrahiyyo daxil olmagla, g6z travmalarmin interval anamnezi (A:I)

Sonraki obyektiv miiayinalor

e Gormo itiliyi (A:II)



e Pigment hiiceyralorin vo sinerezisin miivcudluguna asason siigsovari cismin statusunu qiymatlondirmali
(A:ID)

e Skleral sixilma ilo géz dibinin periferiyasini miiayina etmali (A:II)

e Optik miihitlorin bulaniglig1 zamani B-scan ultrases miiayinasi hoyata kegirilmali (A:II)

e Siisovari cismin hemorragiyasi olan tor gisanin detallart miiayino edilmoyon, homginin B-scan
milayinasinin naticosi manfi olan xastoloro miitomadi nozarat etmali. Tor qisanin cirigina siibhali olan
xastolori 4 hofts sonra tokrar B-scan miiayinosindon kegirmali. (A:III)

Xastalorin maariflondirilmasi

e Tor qisanin yliksok qopma riski olan xastolori SCAQ va tor gisanin qopma simptomlari, homginin
miitomadi miiayinalorin ohomiyyati barods malumatlandirmali. (A:II)

e Tor qisanin yiiksok qopma riski olan xastalori g6z dniinds tizon zorrociklorin miqdarmnin artmast,
gérmo sahasinin itirilmasi vo gérma itiliyinin azalmasi ilo miisahido olunan hallarda tocili goz
hakimlarins xobar vermalari barado molumatlandirmali. (A:11I)

Birincili aciq bucaqh qlaukoma
(Ilkin miiayina)

(Qiymatlondirma: A: Xiisusi ilo vacib, B: Vacib, C: Miinasibdir, ancaq vacib deyil.
Dalilin qiivvasi: I: Giiclii, II: Zoruridir I olmadiqda, III: I vo II olmadiqda miitoxassis rayi ilo razilasma )

IIkin subyektiv miiayina

e Okulyar anamnez (A:III)

e  Umumi anamnez (A:III)

e Ails anamnezi (A:1)

e Giindolik hoyat soraiti vo foaliyyatlorin gormo funksiyalarina tosirinin qiymatlondirilmasi (A:11I)
e Miinasib molumatlarla tanislq (A:I1I)

IIkin obyektiv miiayino

e Gormo itiliyi (A:IIT)

e Bobokler (B:1I)

e On seqmentin yarigh lampa il1 biomikroskopiyas1 (A:I1I)

e GDT-nin dlgiilmasi (A:I)
o Giin arzinds GDT-ds forq miisahids olunduguna goére miiayins vaxtinin qeyd olunmast (B:III)

¢ Buynuz qisanin markazi qalmlhig: (A:1l)

e Qonioskopiya (A:III)

e Boyldiilmiis stereoskopik miiayinenin kdmayi ilo gérms siniri momaciyini vo tor qisanin sinir liflori
qatin1 qiymatlondirmali (A:I1T)

e GOrmo siniri momaciyinin morfologiyasinin rongli stereofotoqrafik vo ya komputer-asash tasvir
analizinin kdmayi ils sonadlagdirilmasi daha moagsadouygundur (A:1I)

e G0z dibinin miiayinasi ( miimkiin olarsa gen babokds) (A:III)



e (GOrmo sahosinin milayinasinin statik avtomatik perimetriya ilo hoyata kegirilmosi daha
mogsadouygundur (A:I11)

Miialicoya gostaris olan xastalorlo davranma plani

e Miialicadon avvalki tozyiqin gérmos siniri momaciying zadalayici tasirini ehtimal edorok, hadof tozyiq
miialicodon avvoalki tozyiqgdon 20% asagi olmali. (A:I) GSM-nin zadolonmasi no qador artiqdirsa,
hadof tazyiq bir o gader artiq asag1 salinmalidir. (A:1II)

e Oksor hallarda damci sokilli preparatlar ilkin olaraq yaxsi notice verir. (A:III)

e Lazer trabekulektomiyasi ilkin miialicoys miinasib alternativlordondir. (A:1III)

e Fistuloedici corrahi omoliyyatlar bazon miialicoys miinasib alternativ ola bilor (A:I)

e Arzu olunan terapevtik noticoni oldo etmok tigiin maksimal effektiv vo tolerans rejim segmoli (A:11T)

Lazer trabekuloplastika omoaliyyat1 vo omoliyyatdan sonra xastolorin miiayinasi

e Xostolorin omoliyyatdan sonra lazimi qaygi ilo tomin olunmasina omin olmali.Omoliyyatdan avvalki
va sonraki tadbirlor plani:

o Tam molumatlandirmadan sonra raziligin alinmasi (A:III)

o Omoliyyatdan ovval on az1 bir dofs olmagla corrah xastoni miiayine etmoli vo GDT-ni 6lgmali
(A:IID)

o ©n azi amaliyyatdan 30-120 doq sonra GDT-ni tokrar yoxlamali (A:I)

o Omoliyyatdan sonra 6 hafto miiddotinds GDT-ni yoxlamali. ©gor GDT —ls alagodar gérma
sinirinin zodslonmosinin dyronilmasine ehtiyac olarsa, miiayinoni daha tez hoyata kegirmali.
(A:IID)

ompliyyatlar va fistuloedici amaliyyatdan sonra xastalorin miiayinasi

e Xostolorin omoliyyatdan sonra lazimi qaygi ilo tomin olunmasina omin olmali. (A:IIT) Omoliyyatdan
ovvalki va sonraki tadbirlor plani:

o Tam molumatlandirmadan sonra raziligin alinmasi (A:III)

o Omoliyyatdan avval on az1 bir dofs olmagla carrah torafindon miiayina (A:I1I)

o Xaostoni birinci giin (emoaliyyatdan 12-36 saat sonra) vo ndvbati 2-10-cu giin miiddstinds on az1
bir dofo olmagla miiayins etmali (A:1I)

o Agirlasmalar oldugda amoliyyatdan sonraki 6 hafto miiddatinds alave rutin miiayino etmoli
(A:IID)

o Oks gostoris meydana ¢ixmayinca, amoliyyatdan sonraki dovrdo damer sokilli
kortikosteroidlori istifado etmali (A:1I)

o Omoliyyatdan sonraki agirlagsmalari olan xastolor miitomadi miiayina olunmalidirlar (A:IIT)

o Uzunmiiddatli miivaffaqiyyatin oldo olunmasi {igiin olavo miialico vacibdir (A:I11)

Konservativ miialico alan xastolorin maariflondirilmasi

e Diagnozu, xastaliyin agirligini, prognozunu, homginin miialico planini vo miialiconin 6miir boyu
davam edacayini xastolorlo miizakire etmoli. (A:IIT)



e Umumi absorbsiyanin qarsisin1 almaq moqsadi ilo damcilarin istifadasindon sonra gdziin
yumulmasinin vo nazolakrimal okkluziyanin vacibliyi barads xastolori molumatlandirmali. (B:IT)

e Antiqlaukomatoz damcilardan istifado edon xastolori fiziki vo emosional doyisikliklor bas verdikds bu
barads oftalmologlarina xabar vermalarinin vacibliyi hagda molumatlandirmali (A:I1I)

o Xostolor xastolik prossesi, miiayinalorin moagsadi, xastoliyin voziyyati, vo alternativ miidaxilolorin
faydas1 vo riski barado molumatlandirmali (A:1II)

Birincili aciq bucaqh qlaukoma
( Sonraki miiayinalor)

(Qiymatlondirma: A: Xiisusi ilo vacib, B: Vacib, C: Miinasibdir, ancaq vacib deyil.
Dalilin qiivvasi: I: Giiclii, II: Zoruridir I olmadiqda, III: I vo II olmadiqda miitoxassis rayi ilo razilagsma )

Subyektiv miiayina

e Interval okulyar anamnez (A:III)
e Interval iimumi anamnez (B:III)
e (G06z damcilarinin olava tosirlori (A:III)

e Dormanlardan sonra GDT-nin azalmasinin tezliyi vo vaxti, hamginin g6z damcilarinimn istifadssi
barads malumat (B:III)

Obyektiv miiayina

e GoOrmo itiliyi (A:IIT)

e Yariql lampa ils biomikroskopiya (A:III)

e GOrmo sinirinin vo gorma sahasinin miiayinasi (A:11I)

e Buynuz qisanin qalinligini doyiso bilocok haor bir hadisadon sonra paximetriyani tokrarlamali (A:II)

Konservativ miialicads olan xastalorin miialico plam

e Xostonin har miiracistindo GDT yoxlamali vo onun hadaf GDT-ys yaxinligini toyin etmali (A:I1T)

e Hor bir miiayinado istifads olunan dormanlarin dozasinin va istifads tezliyinin qeydiyyati aparilmali,
hamg¢inin xastolorin miialics rejimina riayst etmolorini vo alternativ miialics tisullarina vo ya
diagnostik prosedurlara miinasibatlorini miizakirs etmali (A:I1T)

e On kamera bucagmin gapanmasina siibho olduqda, n kameranim daralmasi vo ya 6n kamera
bucagmin anormalligi, ham¢inin GDT-nin namoalum sababli dayisikliklari zaman1 qonioskopiya hoyata
kecirilmali. (A:III) Qonioskopiya miitomadi hayata kegirilmalidir ( 1-5 il) (A:I1I)

e Ogor hadof GDT sldo olunmayibsa, xasts ligiin potensial riski vo faydani nozare almagqla slavs vo ya
alternativ miialico rejimini nozordon kegirmoli. (A:1II)

e Ogor istifado olunan dorman preparatt GDT-ni asagi salmirsa, effektiv notico oldo edilona qodor
alternativ preparat segmoli. (A:I1I)

e Ogor GSM vo ya gormo sahasindoki doyisikliklor progressivlosorso, hadof tozyiqi nizama salmali.
(A:IID)

e Tovsiyye olunan har bir morhslods miisahidonin tokrarlanmasinin toyinine yardim edon faktorlara -
zadoalonmonin agirliq doracasi, xastaliyin morhalasi, progressivlosmonin siirati, hadof tozyiqdon artiq



olan GDT, homginin gérma sinirini zadslayan digoar risk faktorlarinin miqdari vo shamiyysti daxildir.

(A:III)

e Dorman vasitolorinin istifadosinin dayandirilmasi vo ya yenilorinin istifadosi novboti miiayinalor
zamani alds olunan naticolors asaslanmalidir. (A:I1I)

Novbati miisahidalor iiciin tovsiyyalor

Hoadof Zadalonmalarin Nazararin
GDT oldo | proqgressivlosmasi miiddati
olunub (aylar)
Ho Yox <6
Ho Yox 6 vo ¢ox
Ho Ho Miivafiq

deyil
Yox Yox vo ya Ho Miivafiq
deyil

Miisahida
intervah

6 ay
muddatinda
12 ay
muddatinda
4 ay
muddatinda
4 ay
muddatinda

GDT-Goz daxili tozyiq; GSM-GOrma siniri momaciyi.

Konservativ miialicodd olan xastalorin maariflondirilmasi

GSM-nin
miiayinasi

3-12 ay
3-12 ay
1-12 ay

1-12 ay

Gormo sahasinin
qiymatlondirilmasi

3-12 ay
3-12 ay
12 ay

12 ay

e Antiqlaukomatoz damcilardan istifado edon xostolori fiziki vo emosional doyisikliklor bas verdikds bu

barads oftalmologlarina xabar vermalarinin vacibliyi hagda molumatlandirmali (A:I1I)

e Nozoros garpacaq gormo qiisuru olan vo ya kor xastolori gormonin reabilitasiyasina géndormali vo

olillik miiavinatinin alinmas1 tomin etmali. (A:1I1I)

Birincili aciq bucaqh qlaukomaya siibho

(Ilkin v sonraki miiayinalor)

IIkin subyektiv miiayina

e Okulyar anamnez (A:III)
e  Umumi anamnez (A:III)
e Ails anamnezi (A:11I)

e Miinasib geydlorin nazaordon kegirilmosi (A:I1I)

e Giindalik foaliyyst vo vardislorin gorma funksiyasinin zadslonmasins tosirinin qiymatlondirilmasi

(A:1IT)
IIkin obyektiv miiayino

e GoOrmo itiliyi (A:IIT)
e Bobokler (B:1I)

e On seqmentin yariqli lampa ilo biomikroskopiyas1 (A:III)



e GDT-nin dl¢tilmasi (A:I1I)

¢ Buynuz qisanin markazi hissasinin qalinligi (A:1I)

e Qonioskopiya (A:III)

e Boyldiilmiis stereoskopik miiayinenin kdmayi ilo gérms siniri momaciyini vo tor qisanin sinir liflori
qatin1 qiymatlondirmali (A:I1T)

e GOrmo siniri momaciyinin morfologiyasinin rongli stereofotoqrafik vo ya komputer-asash tosvir
analizinin kdmayi ils sonadlagdirilmasi daha moagsadouygundur(A:1I)

e G0z dibinin miiayinasi ( miimkiin olarsa gen babokds) (A:III)

e GOrmo sahosinin milayinasinin statik avtomatik perimetriya ilo hoyata kecirilmosi daha
mogsadouygundur (A:I11)

Miialicoya gostaris zamam plan

e Ilkin moagsad hadof tozyiqi yiiksok GDT-nin 20%-i qodar azaltmali vo < 24 mm c st soviyyasini oldo
etmali (A:I)

e Arzu olunan terapevtik naticoni alds etmok iigiin maksimal effektiv vo qobul edilo bilon miialico
rejimini segmoli (A:11I)

Novbati miiayinalor

e Interval okulyar anamnez (A:III)

e Interval iimumi anamnez va sistem preparatlarin qobulunda hoyata kegirilon har hansi doyisikliklor
(B:11I)

e Miialico alan xastolordo goz damcilarinin alave effektlori (A:I1I)

e Ovvollor miialico olunan xastalorin sonuncu antiqlaukomatoz dorman vasitalorinin istifads tezliyi vo
vaxti, homg¢inin istifado qaydas: (B:III)

Novbati obyektiv miiayinalor

e GoOrmo itiliyi (A:IIT)

e Yariqli lampa biomikroskopiyasi (A:11I)

e GDT vo onun giiniin hans1 vaxti 6lgtilmasi (A:I1I)

e  On kamera bucagmin gapanmasina siibho oldugda, n kameranm daralmasi vo ya GDT-nin namalum
sobabli doyisikliklori zaman1 qonioskopiya hayata kegirmali (A:11I)

Novbati miisahidalor iiciin tovsiyyalor

Miialico Hoadof GDT oalda Zadaloanmonin Miisahidalorin GSM va gormo
olunub yiiksok riski intervah sahasinin

miiayinasinin

tokrarlanma
miiddati
Yox Miivafiq deyil Yox 6-24 ay 6-24 ay
Yox Miivafiq deyil Hs 3-12 ay 6-18 ay
Hb Hs Hs 3-12 ay 6-18 ay

Hs Yox Hs <4ay 3-12 ay



Konservativ miialicodd olan xastalorin maariflondirilmasi

Xaostolorlo risk faktorlar vo onlarin agirligi, prognozu, idars olunma plani, hamginin miialiconin
mimkiinliiyii vo uzunmiiddatli olacagi barado miizakirs etmali (A:II)

Xostolori xastolik prossesi, miiayinalorin moagsadi, xastaliyin voziyyati, homginin alternativ
miidaxilslorin fayda vo riski barado molumatlandirmali (A:I1I)

Umumi absorbsiyanim qarsisini almaq magsadi ilo damcilarin istifadosindon sonra goziin
yumulmasinin vo nazolakrimal okkluziyanin vacibliyi barads xastalori malumatlandirmali (B:1I)
Antiqlaukomatoz damcilardan istifado edon xastolori fiziki vo emosional doyisikliklor bas verdikds bu
barads oftalmologlarina xabar vermalarinin vacibliyi hagda molumatlandirmali (A:I1I)

Birincili gapali bucagqh qlaukoma
(IIkin muayina vd miialicd)

(Qiymatlondirma: A: Xiisusi ilo vacib, B: Vacib, C: Miinasibdir, ancaq vacib deyil.
Dalilin qiivvasi: I: Giiclii, II: Zoruridir I olmadiqda, III: I vo II olmadiqda miitoxassis rayi ilo razilasma )

Subyektiv miiayina

Umumi anamnez (damci sokilli vo ya sistem preparatlarin istifadosi) (A:11I)

Okulyar anamnez ( miitomadi bas veran qapali bucaqli qlaukoma tutmalarinin simptomlariin ehtimal
edilmasi) (A:11T)

Kaskin gapal1 bucaqli qlaukoma tutmalarinin ailo anamnezi (B:1T)

Obyektiv miiayina

Gorma itiliyi (A:11I)

Refraksiya (A:I1I)

Babaklor (A:I1I)

Yariqli lampa biomikroskopiyasi (A:1II)

o On kameradaki iltihaba asason tez —tez bas veron qlaukoma tutmalarinin ehtimal edilmosi
o Buynuz qisanin 6demi

o On kameranin morkozi vo periferik nahiyyslords dorinliyi

o Qiizehli gisanin sektoral tipli atrofiyasi, arxa sinexiyalar vo ya orta 6lglido genalmis bobok
o 9vvalki gapali bucaqli glaukoma tutmalarinin slamatlori

GDT-nin 6l¢iilmasi (A:II)

Hor iki gdziin qonioskopiyasi (A:11I)

Birbasa oftalmoskopiya vo ya biomikroskopiya vasitasi ilo goz dibinin vo GSM-nin miiayinasi (A:I1I)

Diaqnoz

Ikincili formalari istisna etmoklo birincili qapali bucaql glaukomanin diagnozunu tortib etmali (A:I1I)

Iridotomiyaya gostoris olan xastalorin miialica plami



e Kaskin birincili qapali bucaqli qlaukomasi olan xastalori lazer vo ya insizion iridotomiya ilo miialico
etmoli. Ogor lazer iridotomiyanin hoyata kecirilmoasinds ¢atinliklor varsa, o zaman insizion
iridotomiya totbiq etmoli. (A:III)

e Koskin gapali bucaqli glaukoma tutmalarinda ilk olaraq GDT-nin asag1 salinmasi, agrinin azaldilmasi
vo golocok iridotomiya tigiin buynuz qisa 6deminin aradan qaldirilmas1 moagsadi ilo konservativ
miialico toyin etmoli. (A:I1])

e Ogor digor gozdo anatomik olaraq kamera bucagi dar olarsa, profilaktik iridotomiya hoyata ke¢irmoli
(A:ID)

e Hor iki gbzds insizion iridotomiya talab olunan hallarda ikitorafli agirlagmalarin qarsisini almaq tiglin
omoliyyati bir ne¢o giin fasilo ilo avval bir, sonra iso digor gdzdos hayata kegirmali. (A:1I1)

Iridotomiya omaliyyati vo xastolora amoaliyyatdan sonraki qulluq

e Omin olun ki, xastolor omaliyyatdan sonraki lazimi qullugla tomin olunublar. (A:IIT) Omaliyyatdan
ovvalki vo sonraki plana daxildir:
o Raziliq barado molumat (A:I1I)
o Carrah torafindon on az1 bir amsliyyat 6nii milayino (A:I1I)
o Lazer omaliyyatindan sonraki 30-120 doqiqo miiddotinds an azi bir dofo olmaqgla GDT-ni
yoxlamal1 (A:II)
o Oks gostarislori nozors almagla omoliyyatdan sonraki dovrds iltihab sleyhino damci sokilli
dormanlardan istifade etmali (A:III)
e NOvboti miiayinoaloro daxildir:
o Iridotomiyanm naticasinin qiymatlondirilmasi (A:11I)
o GDT-nin dl¢tilmasi (A:I1I)
o Ogor omodliyyatdan dorhal sonra Qonioskopiya miiayinasi hoyata kegirilmoyibso, onu hoyata
kegirmali (A:IIT)
o Arxa sinexiyalarin amolo golma riskini azaltmagq tigiin babayin genislondirilmasi (A:III)
o Klinik gostaris olduqda goz dibinin miiayinasi (A:11I)
e Agir doracali xostoaliyi olan soxslordo omaliyyat zamani GDT-nin gézlonilmoadon qalxmasinin qarsisini
almaq ti¢lin omoliyyatdan 6nco dorman vasitolorindon istifads etmoli. (A:1II)
e Nozoros garpacaq gormo qiisuru olan vo ya kor xastolori gormonin reabilitasiyasina géndormali vo
olillik miiavinatinin alinmas1 tomin etmali. (A:11I)

Iridotomiyadan sonra xastalorin miiayina vo miisahidasi

e iridotomiyadan sonra qlaukomatoz optik neyropatiyas1 olan xastalori birincili agiq bucaqli qlaukomada
oldugu kimi miigahido etmali (A:III)

e Digor xastolari birincili agiq bucaqli qlaukomaya siibha oldugu hallarda hoyata kegirilon miiayinays
uygun yoxlamali. (A:III)

Iridotomiya hayata kecirilmayan xastalorin maariflondirilmasi
e Xostolori kaskin gapali bucaqli glaukoma tutmasinin riski vo simptomart hagda molumatlandirmali,

hamg¢inin bu simptomlar bas verdiyi halda tocili hakimi xabardar etmolori barads tolimatlandirmali.
(A:IID)



e Xostolori babayi genaldon va gapali bucaqli glaukoma tutmasina sobab ola bilocok dormanlarin
gobulunun tohliikasi barads xobardar etmali. (A:11I)

Traxoma

(Qiymatlondirma: A: Xiisusi ilo vacib, B: Vacib, C: Miinasibdir, ancaq vacib deyil.
Dalilin qiivvasi: I: Giiclii, II: Zoruridir I olmadiqda, III: I vo II olmadiqda miitoxassis rayi ilo razilagsma )

Subyektiv miiayina

e Traxoma liciin endemik orazids yasamaq (A:III)

e  Qirmiz1 géziin middati (keskin follikulyar konyunktivit digar téradicilarlo bagl ola bilor) (C:11I)
e Ovvalor buna banzar epizodlarin olmasi (aktiv traxoma adoton tokrarlanir) (C:11I)

e Xronik konyunktivitlorin va ya traxomanin ails tizvlori arasinda bas vermasi (B:I)

e Irinli ifrazat (baxmayaraq ki, aktiv traxoma adoton sub-klinik vo ya asimptomatik olur) (C:III)

e Trixiazin middati (C:III)

e Ovvollor gbz qapaqlarinda hoyata kegirilmis corrahi omoliyyatlarin anamnezi (C:III)

Obyektiv miiayina

e Umumdiinya Sohiyys Toskilatinin (UST) traxomanin agirliq deracasini toyin etmok iigiin tortib etdiyi
skaladan istifads etmokls xastolori 2,5 dofs bdyiitma qabiliyysti olan lupa va kifayat qodor is1q ( giin
va ya elektrik lampasinin is181 ) vo ya biomikroskopla miiayins etmoali. (A:I1II)

e Trixiaz va ya buynuz gisanin bulaniqligmna fikir vermoli. Ust gz qapagn1 ¢evirarok palpebral
konyunktivani tarsal hissadaki follikullar1 geyd etmali ( tarzusun morkszinds olan 6l¢iisii 0,5 mm-don
artiq 5 follikul UST-nin TF daracasine uygundur). Giiclii iltihab naticosinda asag1 qatlarda olan
konyunktival damarlar vo asanliqla goriins bilon ¢apiqlarin miiayinssi ¢atinlosir.

Diaqnostik (laborator) testlor

¢ Xlamidiyanin DNT-nin tayini li¢lin polimeraz zoncirvari reaksiya- identifikasiyanin qizil
standartidir(B:I)
e Birbasa xlamidia immunofliioressens test +/- konyunktival epitel hiiceyralorin xlamidiya kulturas1
(C:1D)
e Xlamidiya kulturasi (aldo olunmasi ¢atindir) (C:1I)
e Koyunktival gasmtinin Gimza iisulu ilo boyanmasi totbiq edilir:
o Epitelial hiiceyroalorin bazofil intrasitoplazmatik slavalarinin vo (C:III)
o Polimorfnuklear leykositlorin toyininds (C:III)

Miialico
e Traxomanin miialicasi tam icma asash olmahdir.UST “SAFE” ( startegiya, trixiazin aradan

qaldirilmasi amoaliyyati, icma miqyash antibiotik miialicasi, iiziin gigiyenasi barads
maariflondirms v atraf miihitin abadlasdirilmasi )proqramim tovsiyyo edir (B:I1I)



e Corrahi: trixiazis corrahiyyasi (ikiqat torzal rotasiya vo ya Trabut omoliyyati) asagidakilardan biri
movcud olarsa, hoyata kegirilmalidir:
= Xosto birbaga 6ns baxan zaman bir va ya daha ¢ox kirpiyin buynuz gisani

qieiglandirmasi (A:1ID)
* Buynuz qisanin trixiaz noticosindo zodlonmasini siibut edon doyisikliklorinin olmasi
(B:1I)
» Trixiaz naticesinds agir diskomfort (C:I1II)
o Trixiaz corrahiyyasi li¢lin oks-gostarislora goz qapaqlarinin qapanma defekti, xastonin az yasl
olmasi (imumi anesteziyaya ehtiyaci var) , sohhatdoki imumi problemlor daxildir. (C:IIT)
o Carrahi omoliyyatdan imtina edildikds kirpiklorin epilyasiyasini alternativ variant kimi

nazordon kegirilmoali. (B:I11)

e Icmada olan 1-9 yasli usaqlarin 10%-dan ¢oxu aktiv traxomadan aziyyat ¢okorso, icma-miqyasl
antibiotik miialicasi tovsiyys edilmoli. Klinik aktiv voziyyatlorin miialicasi genis yayilmamis hallarda
tovsiyyo edilir. Ailo lizvlori infeksiyanin aktiv olamatlori olmadigda belo miialico olunmalidirlar.
(B:1I)

e UST torofindon asagidaki antibiotik miialicosi tdvsiyys olunur:

o Tek doza azitromisin: 16 yasdan asagi usaqlarda 20 mq/kq (maksimal doza 1 gr.);
boyiiklards 1 gr-dir. (A:I)

o Vo yaxud hamilo qadinlarda, 6 aydan kicik usaqlarda, hom¢inin makrolidlora
allergiyasi olan goxslordos 6 hafto miiddstinds giindo 2 dofs olmagqla 1%-li tetrasiklin
g6z moalhomini har iki g6zs istifade etmoali (A:])

o Traxoma iliciin endemik regionlarda laborator tasdiqlonms olmadan bels follikulyar
konyunktivitlorin miialicasi hoyata kegirilo bilor (A:I)

e Uziin gigiyenast: {izii tomiz su ilo yumaq ii¢iin sorait yaratmali. Uziin tomiz olmas1 traxomanin
olmamasina zomanat vermir vo iizlin gigiyenasina riayat etdikdo belo traxomanin aktiv formalarina
rast golmok olar. (B:II)

e Oftraf miihitin abadlasdirilmasi: (su tominatini tokmillagdirmali, ayaqyolularin tamizliyi vo milgoklora
nazarat). Musca sorbens cinsindon olan milgoklor traxomanin yayilmasinda xiisusi rol oynayirlar.
(B:1I)

Sonraki miiayinalor

e UST iic ildon bir tokrar qiymatloandirms ilo illik icma miialicasini tovsiyya edir. (B:1T)

e Unutmayin ki, infeksiyanin qarsisi alindiqdan sonra bels follikullarin tam tomizlonmasi {igiin aylar
tolob oluna bilar vo follikullarin sorulmasi long gedarso, sonuncu miialiconin miiddoti nozors
alinmagqla tokrar miialico barods diisiinmali. (B:IT)

e Miialicodon 1 ay sonra xastoni miisahido etmali vo lazim olarsa, tokrar miialico etmali

e Yenidon yoluxma adaton endemik zonalarda bas verdiyindon, xastolori yoluxmanin qarsisini ala
bilocak tadbirlor bardo malumatlandirmali (C:1I1I)

e Trixiaz corrahiyyassindan sonraki 2 hafto miiddoatinds tikislor sdkiilmali va trixiazin qayitmamasina
omin olmagq {i¢ilin ilds bir dofs xastolori milayins etmali (A:I1I)



ICO International Clinical Guidelines

This document contains 19 International Clinical Guidelines defined by the International Council
of Ophthalmology (ICO).

The Guidelines are designed to be translated and adapted by ophthalmologic societies to help
ophthalmologists assess how they are treating patients. They are intended to serve a supportive and
educational role and ultimately to improve the quality of eye care for patients.

List of Guidelines Available

e Age-related Macular Degeneration (Initial and Follow-up Evaluation)

e Age-related Macular Degeneration (Management Recommendations)

e Amblyopia (Initial and Follow-up Evaluation)

e Bacterial Keratitis (Initial Evaluation)

e Bacterial Keratitis (Management Recommendations)

e Blepharitis (Initial and Follow-up Evaluation)

e (ataract (Initial Evaluation)

e Conjunctivitis (Initial Evaluation)

e Diabetic Retinopathy (Initial and Follow-up Evaluation)

e Diabetic Retinopathy (Management Recommendations)

¢ Dry Eye (Initial Evaluation)

e Esotropia (Initial and Follow-up Evaluation)

e Eye Disease in Leprosy (Initial Evaluation and Management)

e Posterior Vitreous Detachment, Retinal Breaks and Lattice Degeneration (Initial and Follow-up
Evaluation)

e Primary Open-Angle Glaucoma (Initial Evaluation)

¢ Primary Open-Angle Glaucoma (Follow-up Evaluation)

¢ Primary Open-Angle Glaucoma Suspect (Initial and Follow-up Evaluation)

e Primary Angle Closure (Initial Evaluation and Therapy)

e Trachoma

Preface to the Guidelines

International Clinical Guidelines are prepared and distributed by the International Council of
Ophthalmology on behalf of the International Federation of Ophthalmological Societies.

These Guidelines are to serve a supportive and educational role for ophthalmologists worldwide.
These guidelines are intended to improve the quality of eye care for patients. They have been adapted in
many cases from similar documents (Benchmarks of Care) created by the American Academy of
Ophthalmology based on their Preferred Practice Patterns.

While it is tempting to equate these to Standards, it is impossible and inappropriate to do so. The
multiple circumstances of geography, equipment availability, patient variation and practice settings
preclude a single standard.

Guidelines on the other hand are a clear statement of expectations. These include comments of the
preferred level of performance assuming conditions that allow the use of optimum equipment,
pharmaceuticals and/or surgical circumstances.



Thus, a basic expectation is created and if the situation is optimum, the optimum facets of
diagnosis, treatment and follow up may be employed. Excellent, appropriate and successful care can also
be provided where optimum conditions do not exist.

Simply following the Guidelines does not guarantee a successful outcome. It is understood that,
given the uniqueness of a patient and his or her particular circumstance, physician judgment must be
employed. This can result in a modification in application of a guideline in individual situations.

Medical experience has been relied upon in the preparation of these guidelines, and they are
whenever possible, evidence-based. This means these Guidelines are based on the latest available
scientific information. The ICO is committed to provide updates of these guidelines on a regular basis
(approximately every two to three years).

Age-Related Macular Degeneration
(Initial and Follow-up Evaluation)

(Ratings: A: Most important, B: Moderately important, C: Relevant but not critical
Strength of Evidence: I: Strong, II: Substantial but lacks some of I, III: consensus of expert opinion in
absence of evidence for I & II)

Initial Exam History (Key elements)

e Symptoms (metamorphopsia, decreased vision) (A:II)

e Medications and nutritional supplements (B:III)

e Ocular history (B:II)

e Systemic history (any hypersensitivity reactions) (B:1I)
e Family history, especially family history of AMD (B:II)
e Social history, especially smoking (B:IT)

Initial Physical Exam (Key elements)

e Visual acuity (A:III)
e Stereo biomicroscopic examination of the macula (A:I)
Ancillary Tests

Intravenous fundus fluorescein angiography in the clinical setting of AMD is indicated: (A:I)

o when patient complains of new metamorphopsia

o when patient has unexplained blurred vision

o when clinical exam reveals elevation of the RPE or retina, subretinal blood, hard exudates
or subretinal fibrosis

o to detect the presence of and determine the extent, type, size, and location of CVN and to
calculate the percentage of the lesion composed of or consisting of classic CNV

o to guide treatment (laser photocoagulation surgery or verteporfin PDT)

o to detect persistent or recurrent CNV following treatment

o to assist in determining the cause of visual loss that is not explained by clinical exam

Each angiographic facility must have a care plan or an emergency plan and a protocol to minimize the
risk and manage any complications. (A:I1I)



Follow-up Exam History

Visual symptoms, including decreased vision and metamorphopsia (A:II)
Changes in medications and nutritional supplements (B:III)

Interval ocular history (B:I1I)

Interval systemic history (B:I1I)

Changes in social history, especially smoking (B:II)

Follow-up Physical Exam

Visual acuity (A:III)
Stereo biomicroscopic examination of the fundus (A:I1I)

Surgical and Postoperative Care for Patients Receiving Thermal Laser Surgery,
Photodynamic Therapy (PDT), or Intravitreal Injections

Discuss risks, benefits and complications with the patient and obtain informed consent (A:I1I)
For thermal laser surgery and PDT, treat within 1 week after fluorescein angiography (A:I)
Examine at 2 to 4 weeks after initial thermal laser surgery to confirm that CVN has been
obliterated and perform fluorescein angiography (A:I)

Examine at 4 to 6 weeks after thermal laser surgery and perform fluorescein angiography, and
thereafter, depending on clinical findings and judgment (A:I)

Examine and perform fluorescein angiography at least every 3 months for up to 2 years after
verteporfin PDT (A:I)

Examine with retreatments as indicated every 4 to 8 weeks after intravitreal injections (see table)
(A:IIT)

Patient Education

Educate patients about the prognosis and potential value of treatment as appropriate for their
ocular and functional status. (A:I1I)

Encourage patients with early AMD to have regular dilated eye exams for early detection of
intermediate AMD. (A:11I)

Educate patients with intermediate AMD about methods of detecting new symptoms of CVN and
about the need for prompt notification to an ophthalmologist. (A:I1I)

Instruct patients with unilateral disease to monitor their vision in their fellow eye and to return
periodically even in absence of symptoms, but promptly after onset of new or significant visual
symptoms. (A:IIT)

For patients with CVN for whom treatment may be indicated, counsel as follows: (A:III)
treatment will reduce, but not eliminate the risk of severe visual loss; thermal laser surgery will
produce permanent scotomas and explain anticipated effect of scotoma on central visual function;
verteporfin PDT and pegaptanib sodium treatment will reduce risk of moderate and severe visual
loss, but most patients will still lose some vision over 2 years, and improvement in visual acuity is
unusual; there is a high risk of CNV persistence or recurrence after thermal laser surgery that could
require additional laser surgery, and this risk is greatest in the first year; and multiple fluorescein
angiograms are necessary for appropriate follow-up.

Refer patients with reduced visual function for vision rehabilitation (see www.aao.org/smartsight)
and social services. (A:I1I)



Age-related Macular Degeneration
(Management Recommendations)

(Ratings: A: Most important, B: Moderately important, C: Relevant but not critical
Strength of Evidence: I: Strong, II: Substantial but lacks some of I, III: consensus of expert opinion in
absence of evidence for I & 1II)

Treatment Recommendations and Follow-up Plans for

Age-related Macular Degeneration

Recommended Diagnoses Eligible for Follow-up Recommendations
Treatment Treatment
Observation with no No clinical signs of AMD As recommended in the Comprehensive

medical or surgical
therapies (A:I)

(AREDS category 1)

Early AMD (AREDS category
2)

Advanced AMD with bilateral
subfoveal geographic atrophy or
disciform scars

Adult Medical Eye Evaluation PPP
(A:11I)

Return exam at 6 to 24 months if
asymptomatic or prompt exam for new
symptoms suggestive of CVN (A:III)

No fundus photos or fluorescein
angiography unless symptomatic (A:I)

Antioxidant vitamin and
mineral supplements as
recommended in the
AREDS reports (A:I)

Intermediate AMD (AREDS
category 3)

Advanced AMD in one eye
(AREDS category 4)

Monitoring of monocular near vision
(reading/Amsler grid) (A:I1I)

Return exam at 6 to 24 months if
asymptomatic or prompt exam for new
symptoms suggestive of CVN (A:III)

Fundus photography as appropriate
Fluorescein angiography if there is

evidence of edema or other signs and
symptoms of CVN

Thermal laser
photocoagulation
surgery as recommended
in the MPS reports (A:I)

Extrafoveal classic CNV, new
or recurrent

Juxtafoveal classic CNV

May be considered for new or
recurrent subfoveal CNV if the
lesion is less than 2 MPS disc
areas and the vision is 20/125 or

Return exam with fluorescein
angiography approximately 2 to 4 weeks
after treatment, and then at 4 to 6 weeks
and thereafter depending on the clinical
and angiographic findings (A:I1I)

Retreatments as indicated

Monitoring of monocular near vision




worse, especially if PDT is
contraindicated or not available

May be considered for
juxtapapillary CVN

(reading/Amsler grid) (A:I1I)

PDT with verteporfin as
recommended in the
TAP and VIP reports
(A:])

Subfoveal CNV, new or
recurrent, where the classic
component is >50% of the
lesion and the entire lesion is
<5400 microns in greatest linear
diameter

Occult CNV may be considered
for PDT with vision <20/50 or
if the CVN is <4 MPS disc
areas in size when the vision is
>20/50

Return exam approximately every 3
months until stable, with retreatments as
indicated (A:III)

Fluorescein angiography or other
imaging as indicated

Monitoring of monocular near vision
(reading/Amsler grid) (A:I1I)

Pegaptanib sodium
intravitreal injection as
recommended in
pegaptanib sodium
literature (A:I)

Subfoveal CNV, new or
recurrent, for predominantly
classic lesions <12 MPS disc
area in size

Minimally classic, or occult
with no classic lesions where
the entire lesion is <12 disc
areas in size, subretinal
hemorrhage associated with
CVN comprises <50% of
lesion, and/or there is lipid
present, and/or the patient has
lost 15 or more letters of visual
acuity during the previous 12
weeks

Patients should be instructed to report
any symptoms suggestive of
endophthalmitis without delay,
including eye pain or increased
discomfort, worsening eye redness,
blurred or decreased vision, increased
sensitivity to light, or increased number
of floaters (A:I1I)

Return exam with retreatments every 6
weeks as indicated (A:1IT)

Monitoring of monocular near vision
(reading/Amsler grid) (A:I1I)

Ranibizumab intravitreal
injection 0.5 mg as
recommended in
ranibizumab literature
(A:D)

Subfoveal CNV

Patients should be instructed to report
any symptoms suggestive of
endophthalmitis without delay,
including eye pain or increased
discomfort, worsening eye redness,
blurred or decreased vision, increased
sensitivity to light, or increased number
of floaters (A:I1I)

Return exam with retreatments every 4
weeks as indicated (A:1IT)




Monitoring of monocular near vision
(reading/Amsler grid) (A:I1I)

Bevacizumab intravitreal
injection as described in
published reports (A:IIT)

The ophthalmologist
should provide
appropriate informed
consent with respect to
the off-label status
(A:IID)

Subfoveal CNV

Patients should be instructed to report
any symptoms suggestive of
endophthalmitis without delay,
including eye pain or increased
discomfort, worsening eye redness,
blurred or decreased vision, increased
sensitivity to light, or increased number
of floaters (A:I1I)

Return exam with retreatments every 4
to 8 weeks as indicated (A:I1II)

Monitoring of monocular near vision
(reading/Amsler grid) (A:I1I)

NOTE: If patients treated with thermal laser photocoagulation surgery, verteporfin PDT, or intravitreal
injections notice visual loss or change prior to the next scheduled visit, return evaluation that may

include angiography is recommended. (A:I1I)

AMD = Age-related Macular Degeneration; AREDS = Age-related Eye Disease Study; CNV =
choroidal neovascularization; MPS = Macular Photocoagulation Study; PDT = photodynamic therapy;

TAP = Treatment of Age-related Macular Degeneration with Photodynamic Therapy; VIP = Verteporfin

in Photodynamic Therapy

Amblyopia (Initial and Follow-up Evaluation)

(Ratings: A: Most important, B: Moderately important, C: Relevant but not critical
Strength of Evidence: I: Strong, II: Substantial but lacks some of I, III: consensus of expert opinion in
absence of evidence for I & II)

Initial Exam History (Key elements)

Ocular symptoms and signs (A:I1I)
Ocular history (A:I1I)

Systemic history, including review of prenatal, perinatal, and postnatal medical factors (A:III)
Family history, including eye conditions and relevant systemic diseases (A:III)

Initial Physical Exam (Key elements)

e  Visual acuity (A:I1I)
e Assessment of fixation pattern (A:I1II)

e  Pupil reactivity and function (A:III)




Ocular alignment and motility (A:IIT)

External examination: lids, lashes, lacrimal apparatus, orbit, face (A:11I)
Evaluation of the fundus (including posterior pole of retina) (A:III)
Cycloplegic refraction (A:III)

Care Management

e Provide ongoing management until approximately age 10 years. (A:I1I)

e Choose treatment to meet the patient's visual, physical, social and psychological needs and based
on potential risks and benefits for the patient. (A:I1I)

e Treatment goal is to achieve equalization/normalization of fixation patterns or visual acuity.
(A:I1D)

e  Once maximal visual acuity has been obtained, treatment should be tapered or stopped. (A:I1I)

Follow-up Evaluation

e  Follow-up visits should include:

o Amount of occlusion and /or spectacle wear achieved by report (A:III)
Side effects (e.g., skin irritation, ocular redness, flushing and psychosocial issues) (A:I1I)
Visual acuity or fixation of each eye (A:III)
Ocular alignment (A:III)
Repeat cycloplegic refraction, as indicated (at least yearly, and 4-6 month intervals may be
necessary) (A:1I1I)

O O O O

Amblyopia Follow-up Evaluation Intervals During Active Treatment Period (A:III)

Age High Percentage Low Percentage Maintenance Treatment or

(years) Occlusion Occlusion Observation
(>70% of waking | (>70% of waking time)
time) or Penalization

0-1 Days to 4 weeks 2-8 weeks 1-4 months

1-2 2-8 weeks 2-4 months 2-4 months

2-3 3-12 weeks 2-4 months 2-4 months

3-4 4-16 weeks 2-6 months 2-6 months

4-5 4-16 weeks 2-6 months 2-6 months

5-7 6-16 weeks 2-6 months 2-6 months

7-9 8-16 weeks 3-6 months 3-12 months
Over 9 8-16 weeks 3-6 months 6-12 months




Patient Education

Discuss diagnosis, severity of disease, prognosis and treatment plan with patient, parents and /or
caregivers. (A:11I)

Develop a team approach with the patient, family/caregiver and others such as teachers or day-care
providers, giving attention to visual, psychological, social and economic factors, and assuring that
they understand the disease process, rationale and goals of treatments, and the benefits and
complications. (A:I1I)

Discuss potential psychological side effects with the parent/caregiver. (A:I1I)

Explain the importance of monitoring and long-term follow-up of the problem with the
parent/caregiver and patient. (A:III)

Bacterial Keratitis (Initial Evaluation)

(Ratings: A: Most important, B: Moderately important, C: Relevant but not critical
Strength of Evidence: I: Strong, II: Substantial but lacks some of I, III: consensus of expert opinion in
absence of evidence for I & II)

Initial Exam History

Ocular symptoms (A:I1T)

Circumstances surrounding onset of symptoms (A:I1I)

Prior ocular history (A:IIT)

Systemic history (A:III)

Current ocular medications and medications recently used (A:1III)
Medication allergies (A:I1I)

Initial Physical Exam

General appearance of patient (B:I1I)
Facial examination (B:I1II)
Visual acuity (A:III)
Eyelids and eyelid closure (A:IIT)
Conjunctiva (A:I1I)
Nasolacrimal apparatus (B:11I)
Corneal sensation (A:I1I)
Slit-Lamp biomicroscopy

o Eyelid margins (A:I1I)
Conjunctiva (A:I1I)
Sclera (A:I1I)
Cornea (A:III)
Anterior chamber (A:11I)
o Anterior vitreous (A:I1I)

O O O O

Diagnostic Tests

Manage majority of community-acquired cases with empiric therapy and without smears or
cultures. (A:I1I)



e Indications for smears and cultures:
o Sight-threatening or severe keratitis of suspected microbial origin prior to initiating therapy
(A:I1D)
o A large corneal infiltrate that extends to the middle to deep stroma (A:I1I)
o Chronic in nature (A:III)
o Unresponsive to broad spectrum antibiotic therapy (A:11I)
o Clinical features suggestive of fungal, amoebic, or mycobacterial keratitis (A:III)
e The hypopyon that occurs in eyes with bacterial keratitis is usually sterile, and aqueous or vitreous
taps should not be performed unless there is a high suspicion of microbial endophthalmitis. (A:IIT)
e Corneal scrapings for culture and smears should be inoculated directly onto appropriate culture
media and slides in order to maximize culture yield. (A:III). If this is not feasible, place specimens
in transport media. (A:III). In either case, immediately incubate cultures or take promptly to the
laboratory. (A:I1I)

Care Management

e Topical antibiotic eye drops are preferred method in most cases. (A:I1I)

e Use topical broad-spectrum antibiotics initially in the empiric treatment of presumed bacterial
keratitis. (A:I1I)

e For severe keratitis (deep stromal involvement or a defect larger than 2 mm with extensive
suppuration), use a loading dose every 5 to 15 minutes for the first hour, followed by applications
every 15 minutes to 1 hour around the clock. (A:III) For less severe keratitis, a regimen with less
frequent dosing is appropriate. (A:I1I)

e Use systemic therapy for gonococcal keratitis. (A:I1I)

e In general, modify initial therapy when there is a lack of improvement or stabilization within 48
hours. (A:I1I)

e For patients treated with ocular topical corticosteroids at time of suspected bacterial keratitis,
reduce or eliminate corticosteroids until infection has been controlled. (A:I1T)

e  When the corneal infiltrate compromises the visual axis, may add topical corticosteroid therapy
following at least 2 to 3 days of progressive improvement with topical antibiotics. (A:III)
Continue topical antibiotics at high levels with gradual tapering. (A:I1I)

e Examine patients within 1 to 2 days after initiation of topical corticosteroid therapy. (A:III)

Bacterial Keratitis
(Management Recommendations)

(Ratings: A: Most important, B: Moderately important, C: Relevant but not critical
Strength of Evidence: I: Strong, II: Substantial but lacks some of I, III: consensus of expert opinion in
absence of evidence for I & II)

Follow-up Evaluation

e Frequency depends on extent of disease, but follow severe cases initially at least daily until clinical
improvement or stabilization is documented. (A:IIT)



Patient Education

e Educate about the destructive nature of bacterial keratitis and need for strict compliance with

therapy. (A:11I)

e Discuss possibility of permanent visual loss and need for future visual rehabilitation. (A:I1T)
e Educate patients with contact lenses about increased risk of infection associated with contact lens,
overnight wear, and importance of adherence to techniques to promote contact lens hygiene.

(A:I1D)

e Refer patients with significant visual impairment or blindness for vision rehabilitation if they are
not surgical candidates. (A:III)

Antibiotic Therapy of Bacterial Keratitis [A:III]

Organism Antibiotic Topical Subconjunctival Dose
Concentration
No organism Cefazolin with 50 mg/ml 100 mg in 0.5 ml
identified or Tobramycin / 9-14 mg/ml
multiple types | Gentamicin or 20 mg in 0.5 ml
of organisms Fluoroquinolones 3 or 5 mg/ml
Gram-positive || Cefazolin 50 mg/ml 100 mg in 0.5 ml
Cocci Vancomycin* 15-50 mg/ml 25 mgin 0.5 ml
Bacitracin* 10,000 IU
Moxifloxacin or
Gatifloxacin 3 or 5 mg/ml
Gram-negative || Tobramycin 9-14 mg/ml 20 mg in 0.5 ml
Rods /Gentamicin 50 mg/ml 100 mg in 0.5 ml
Ceftazidime 3 or 5 mg/ml
Fluoroquinolones
Gram-negative || Ceftriaxone 50 mg/ml 100 mg in 0.5 ml
Cocci** Ceftazidime 50 mg/ml 100 mg in 0.5 ml
Fluoroquinolones 3 or 5 mg/ml
Non- Amikacin 20-40 mg/ml 20 mgin 0.5 ml
tuberculous Clarithromycin***
Mycobacteria | Fluoroquinolones 3 or 5 mg/ml
Nocardia Amikacin 20-40 mg/ml 20 mg in 0.5 ml
Trimethoprim/Sulfa
methoxazole:
Trimethoprim 16 mg/ml
Sulfamethoxazole 80mg/ml

* For resistant Enterococcus and Staphylococcus species and penicillin allergy. Vancomycin and
Bacitracin have no gram-negative activity and should not be used as a single agent empirically in treating

bacterial keratitis.




** Systemic therapy is necessary for suspected gonococcal infection.

*#* Dosage for oral systemic therapy in adults is 500 mg every 12 hours. Topical therapy has had some
success but the medication is irritating and clinical experience is limited.

Blepharitis (Initial and Follow-up Evaluation)

(Ratings: A: Most important, B: Moderately important, C: Relevant but not critical
Strength of Evidence: I: Strong, II: Substantial but lacks some of I, III: consensus of expert opinion in
absence of evidence for I & II)

Initial Exam History

Ocular symptoms and signs (A:I1I)

Duration of symptoms (A:I1I)

Unilateral or bilateral presentation (A:III)

Exacerbating conditions (e.g., smoke, allergens, wind, contact lens, low humidity, retinoids, diet,
alcohol) (A:IIT)

Symptoms related to systemic diseases (e.g., rosacea, allergy) (A:1II)

Current and previous systemic and topical medications (A:I1I)

Recent exposure to an infected individual (e.g., pediculosis) (C:I1I)

Ocular history (e.g., previous ophthalmic surgery and trauma, including radiation and chemical
trauma) (A:I1I)

Systemic history (e.g., dermatological diseases, such as acne, rosacea and eczema and medications
such as isotretinoin) (A:1I1)

Initial Physical Exam

Visual acuity (A:III)
External examination

o Skin (A:III)

o Eyelids (A:I)
Slit-lamp biomicroscopy

o Tear film (A:III)
Anterior eyelid margin (A:I1I)
Eyelashes (A:I1I)
Posterior eyelid margin (A:I1I)
Tarsal conjunctiva (A:IIT)
Bulbar conjunctiva (A:I1I)
Cornea (A:IIT)

O O O O O O

Diagnostic Tests

Cultures may be indicated for patients with recurrent anterior blepharitis with severe inflammation
as well as for patients who are not responding to therapy. (A:III)

Biopsy of the eyelid to exclude the possibility of carcinoma may be indicated in cases of marked
asymmetry, resistance to therapy or unifocal recurrent chalazion that do not respond well to
therapy. (A:1I)



e  Consult with the pathologist prior to obtaining the biopsy if sebaceous cell carcinoma is
suspected.(A:1II)

Care Management

e Treat patients with blepharitis initially with a regimen of eyelid hygiene. (A:11I)

e For patients with staphylococcal blepharitis, a topical antibiotic such as erythromycin can be
prescribed to be applied one or more times daily on the eyelids for one or more weeks. (A:1I1I)

e For patients with meibomian gland dysfunction, whose chronic symptoms and signs are not
adequately controlled with eyelid hygiene, oral tetracyclines can be prescribed. (A:I1I)

e A brief course of topical corticosteroids may be helpful for eyelid or ocular surface inflammation.
The minimal effective dose of corticosteroids should be utilized and long-term corticosteroid
therapy should be avoided if possible. (A:I1I)

Follow-up Evaluation

e Follow-up visits should include:
o Interval history (A:III)
o Visual acuity (A:III)
o External exam (A:III)
o Slit-lamp biomicroscopy (A:III)

Patient Education

e Counsel patients about the chronicity and recurrence of the disease process. (A:I1I)
e Inform patients that symptoms can frequently be improved but are rarely eliminated. (A:I1I)

Cataract (Initial and Follow-up Evaluation)

(Ratings: A: Most important, B: Moderately important, C: Relevant but not critical
Strength of Evidence: I: Strong, II: Substantial but lacks some of I, III: consensus of expert opinion in
absence of evidence for I & II)

Initial Exam History

e Symptoms (A:II)

e  Ocular history (A:IIT)

e  Systemic history (A:III)

e Assessment of visual functional status (A:II)

Initial Physical Exam

e  Visual acuity, with current correction (A:I1I)

e  Measurement of BCVA (with refraction when indicated) (A:I1I)
e  Ocular alignment and motility(A:IIT)

e  Pupil reactivity and function (A:I1I)

e  Measurement of IOP (A:III)

e External examination (A:I1I)



e Slit-lamp biomicroscopy (A:I1I)
e Evaluation of the fundus (through a dilated pupil) (A:I1I)
e Assessment of relevant aspects of general and mental health (B:I1I)

Care Management

e Treatment is indicated when visual function no longer meets the patient's needs and cataract
surgery provides a reasonable likelihood of improvement. (A:II)

e (Cataract removal is also indicated when there is evidence of lens-induced diseases or when it is
necessary to visualize the fundus in an eye that has the potential for sight. (A:III)

e  Surgery should not be performed under the following circumstances: (A:IIl) glasses or visual aids
provide vision that meets the patient's needs’, surgery will not improve visual function; the patient
cannot safely undergo surgery because of coexisting medical or ocular conditions; appropriate
postoperative care cannot be obtained.

e Indications for second eye surgery are the same as for the first eye. (A:II) (with consideration
given to the needs for binocular function)

Preoperative Care

Ophthalmologist who is to perform the surgery has the following responsibilities:

e Examine the patient preoperatively (A:I1I)

e Ensure that the evaluation accurately documents symptoms, findings and indications for treatment
(A:IIT)

e Inform the patient about the risks, benefits and expected outcomes of surgery (A:III)

e Formulate surgical plan, including selection of an IOL (A:III)

e Review results of presurgical and diagnostic evaluations with the patient (A:I1I)

e Formulate postoperative plans and inform patient of arrangements (A:I1I)

Follow-up Evaluation

e  High-risk patients should be seen within 24 hours of surgery. (A:1II)
e Routine patients should be seen within 48 hours of surgery. (A:III)
e Components of each postoperative exam should include:
o Interval history, including new symptoms and use of postoperative medications (A:III)
Patient's assessment of visual functional status (A:IIT)
Assessment of visual function (visual acuity, pinhole testing) (A:1II)
Measurement of IOP (A:III)
Slit-lamp biomicroscopy (A:I1I)

O O O O

Nd:YAG Laser Capsulotomy

e Treatment is indicated when vision impaired by posterior capsular opacification does not meet the
patient's functional needs or when it critically interferes with visualization of the fundus. (A:I1I)

e Educate about the symptoms of posterior vitreous detachment, retinal tears and detachment and
need for immediate examination if these symptoms are noticed. (A:1II)



Patient Education

For patients who are functionally monocular, discuss special benefits and risks of surgery,
including the risk of blindness. (A:I1I)

Conjunctivitis (Initial Evaluation)

(Ratings: A: Most important, B: Moderately important, C: Relevant but not critical
Strength of Evidence: I: Strong, II: Substantial but lacks some of I, III: consensus of expert opinion in
absence of evidence for I & II)

Initial Exam History

Ocular symptoms and signs (e.g., itching, discharge, irritation, pain, photophobia, blurred vision)
(A:IIT)

Duration of symptoms (A:I1I)

Unilateral or bilateral presentation (A:III)

Character of discharge (A:III)

Recent exposure to an infected individual (A:I1I)

Trauma (mechanical, chemical, ultraviolet) (A:III)

Contact lens wear (e.g., lens type, hygiene and use regimen) (A:I1I)

Symptoms and signs potentially related to systemic diseases (e.g., genitourinary discharge,
dysuria, upper respiratory infection, skin and mucosal lesions) (A:I1I)

Allergy, asthma, eczema (A:I1I)

Use of topical and systemic medications (A:III)

Use of personal care products (A:I1I)

Ocular history (e.g., previous episodes of conjunctivitis (A:I1I) and previous ophthalmic surgery)
(B:I1D)

Systemic history (e.g., compromised immune status, prior systemic diseases) (B:1II)

Social history (e.g., smoking, occupation and hobbies, travel and sexual activity) (C:I1I)

Initial Physical Exam

Visual acuity (A:III)

External examination
o Regional lymphadenopathy (particularly preauricular) (A:III)
o Skin (A:III)
o Abnormalities of the eyelids and adnexae (A:I1I)
o Conjunctiva (A:11I)

Slit-lamp biomicroscopy
o Eyelid margins (A:I1I)

Eyelashes (A:I1I)

Lacrimal puncta and canaliculi (B:I1I)

Tarsal and forniceal conjunctiva (A:IT)

Bulbar conjunctiva/limbus (A:IT)

Cornea (A:I)

Anterior chamber/iris (A:I1I)

O O O O O O



o Dye-staining pattern (conjunctiva and cornea) (A:11I)

Diagnostic Tests

e Cultures, smears for cytology and special stains are indicated in cases of suspected infectious
neonatal conjunctivitis. (A: I)

e Smears for cytology and special stains are recommended in cases of suspected gonococcal
conjunctivitis. (A:I1I)

e Confirm diagnosis of adult and neonate chlamydial conjunctivitis with immunodiagnostic test
and/or culture. (A:I)

e Biopsy the bulbar conjunctiva and take a sample from an uninvolved area adjacent to the limbus in
an eye with active inflammation when ocular cicatricial pemphigoid is suspected. (A:III)

e A full-thickness lid biopsy is indicated in cases of suspected sebaceous carcinoma. (A:II)

Care Management
e Use systemic antibiotic treatment for conjunctivitis due to Neisseria gonorrhoeae (A:I) or
Chlamydia trachomatis. (A:II)
e Treat sexual partners to minimize recurrence and spread of disease when conjunctivitis is
associated with sexually transmitted diseases and refer patients and their sexual partners to an
appropriate medical specialist. (A:I1T)

e Refer patients with manifestation of a systemic disease to an appropriate medical specialist.
(A:IIT)

Follow-up Evaluation

e Follow-up visits should include:
o Interval history (A:III)
o Visual acuity (A:III)
o Slit-lamp biomicroscopy (A:III)

Patient Education

o Counsel patients with contagious varieties to minimize or prevent spread of diseases in the
community. (A:I1I)

Diabetic Retinopathy
(Initial and Follow-up Evaluation)

(Ratings: A: Most important, B: Moderately important, C: Relevant but not critical
Strength of Evidence: I: Strong, II: Substantial but lacks some of I, III: consensus of expert opinion in
absence of evidence for I & II)

Initial Exam History (Key elements)

e Duration of diabetes (A:I)
e Past glycemic control (hemoglobin Alc) (A:I)



e  Medications (A:III)
e Systemic history (e.g., onset of puberty(A:III), obesity(A:III), renal disease(A:II), systemic
hypertension(A:I), serum lipid levels(A:II), pregnancy(A:I))

Initial Physical Exam (Key elements)

e Best-corrected visual acuity (A:I)

e  Measurement of IOP (A:III)

e  Gonioscopy when indicated (for neovascularization of the iris or increased IOP) (A:III)

e  Slit-lamp biomicroscopy (A:III)

e Dilated funduscopy including stereoscopic examination of the posterior pole (A:I)

e Examination of the peripheral retina and vitreous, best performed with indirect ophthalmoscopy or
with slit-lamp biomicroscopy, combined with a contact lens (A:III)

Diagnosis

e C(Classify both eyes as to category and severity of diabetic retinopathy, with presence/absence of
CSME.(A:III) Each category has an inherent risk for progression.

Follow-up History

e  Visual symptoms (A:I1I)
e Systemic status (e.g., pregnancy, blood pressure, renal status) (A:1IT)
e Glycemic status (hemoglobin Alc) (A:I)

Follow-up Physical Exam

e  Visual acuity (A:I)

e  Measurement of IOP (A:III)

e  Slit-lamp biomicroscopy with iris examination (A:II)

e Gonioscopy (if neovascularization is suspected or present or if intraocular pressure is increased)
(A:ID)

e Stereo examination of the posterior pole with dilation of the pupils (A:I)

e Examination of the peripheral retina and vitreous when indicated (A:1II)

Ancillary Tests

e  Fundus photography is seldom of value in cases of minimal diabetic retinopathy or when diabetic
retinopathy is unchanged from the previous photographic appearance. (A:I1I)

e  Fundus photography may be useful for documenting significant progression of disease and
response to treatment. (B:I1I)

e Fluorescein angiography is used as a guide for treating CSME (A:I) and as a means of evaluating
the cause(s) of unexplained decreased visual acuity. (A:III) Angiography can identify macular
capillary nonperfusion (A:IT) or macular edema (or both) as possible explanations for visual loss.

e Fluorescein angiography is not routinely indicated as part of the examination of patients with
diabetes. (A:III)

e Fluorescein angiography is not needed to diagnose CSME or PDR, both of which are diagnosed by
means of the clinical exam.



Patient Education

Discuss results or exam and implications. (A:IT)

Encourage patients with diabetes but without diabetic retinopathy to have annual dilated eye
exams. (A:1II)

Inform patients that effective treatment for diabetic retinopathy depends on timely intervention,
despite good vision and no ocular symptoms. (A:IT)

Educate patients about the importance of maintaining near-normal glucose levels and near-normal
blood pressure and lowering serum lipid levels. (A:III)

Communicate with the attending physician, e.g., family physician, internist, or endocrinologist,
regarding eye findings. (A:I1I)

Provide patients whose conditions fail to respond to surgery and for whom treatment is unavailable
with proper professional support and offer referral for counseling, rehabilitative, or social services
as appropriate. (A:I1I)

Refer patients with significant visual impairment to a provider experienced in vision rehabilitation
who can equip the patient with appropriate aids. (A:IIT)

Diabetic Retinopathy
(Management Recommendations)

Management Recommendations for Patients with Diabetes

Severity of Retinopathy |[Presence || Follow-up | Scatter Fluorescein Focal
of (Months) (Panretinal) Angiography Lasert
CSME* Laser
1. Normal or minimal No 12 No No No
NPDR
2. Mild to moderate No 6-12 No No No
NPDR
3. Severe or very severe || Yes 2-4 No Usually Usually*
NPDR
4. Severe or very severe ||No 2-4 Sometimes Rarely No
NPDR
5. Non-high-risk PDR Yes 2-4 Sometimes Usually Usually**
6. Non-high-risk PDR No 2-4 Sometimes Rarely No
7. High-risk PDR Yes 2-4 Sometimes Usually Usually”
8. High-risk PDR No 3-4 Usuallyi Rarely No




9. High-risk PDR not Yes 34 Usuallyf Usually Usually**
amenable to
photocoagulation (e.g.,
media opacities)

10. High-risk PDR not _ 1-6 Not Possibleff || Occasionally Not
amenable to Possiblet{
photocoagulation (e.g.,

media opacities)

* Exceptions include: hypertension or fluid retention associated with heart failure, renal failure,
pregnancy, or any other causes that may aggravate macular edema. Deferral of photocoagulation for a
brief period of medical treatment may be considered in these cases. Also, deferral of CSME treatment is
an option when the center of the macula is not involved, visual acuity is excellent, and the patient
understands the risks.

1 Focal photocoagulation refers to direct focal laser to microaneurysms or a grid photocoagulation pattern
to areas of diffuse leakage or nonperfusion seen on fluorescein angiography.

~ Deferring focal photocoagulation for CSME is an option when the center of the macula is not involved,
visual acuity is excellent, close follow-up is possible, and the patient understands the risks. However,
initiation of treatment with focal photocoagulation should also be considered because although treatment
with focal photocoagulation is less likely to improve the vision, it is more likely to stabilize the current
visual acuity.

1 Scatter (panretinal) photocoagulation surgery may be considered as patients approach high-risk PDR.
The benefit of early scatter photocoagulation at the severe nonproliferative or worse stage of retinopathy

is greater in patients with type 2 diabetes than in those with type 1. Treatment should be considered for
patients with severe NPDR and type 2 diabetes. Other factors, such as poor compliance with follow-up,
impending cataract extraction or pregnancy, and status of fellow eye will help in determining the timing of
the scatter photocoagulation.

** Some experts feel that it is preferable to perform the focal photocoagulation first, prior to scatter
photocoagulation, to minimize scatter laser-induced exacerbation of the macular edema.

+1 Vitrectomy indicated in selected cases.

CSME = clinically significant macular edema; NPDR = nonproliferative diabetic retinopathy; PDR =
proliferative diabetic retinopathy

Dry Eye Syndrome (Initial Evaluation)

(Ratings: A: Most important, B: Moderately important, C: Relevant but not critical
Strength of Evidence: I: Strong, II: Substantial but lacks some of I, III: consensus of expert opinion in
absence of evidence for I & II)



Initial Exam History

e  Ocular symptoms and signs (A:III)

e Exacerbating conditions (B:IIT)

e Duration of symptoms (A:III)

e Topical medications used and their effect on symptoms (A:I1I)
e  Ocular history, including

@)
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Contact lens wear, schedule and care (A:I1I)

Allergic conjunctivitis (B:I1I)

Corneal history (prior keratoplasty, LASIK, PRK) (A:I1I)

Punctal surgery (A:I1I)

Eyelid surgery (e.g., prior ptosis repair, blepharoplasty, entropion/ectropion repair) (A:III)
Bell's palsy (A:I1I)

Chronic ocular surface inflammation (e.g., ocular cicatricial pemphigoid, Stevens-Johnson
syndrome) (A:I1II)

e Systemic history, including

@)
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Smoking (A:IIT)

Dermatological diseases (e.g., rosacea) (A:11I)

Atopy (A:III)

Menopause (A:I1I)

Systemic inflammatory diseases (e.g., Sjogren’s syndrome, graft vs host disease,
rheumatoid arthritis, systemic lupus erythematosus, scleroderma) (A:I1I)

Systemic medications (e.g., antihistamines, diuretics, hormones and hormonal antagonists,
antidepressants, cardiac antiarrhythmic drugs, isotretinoin, diphenoxylate/atropine, beta
blockers, chemotherapy agents, any other drug with anticholinergic effects) (A:I1I)
Trauma (e.g., chemical) (A:IIT)

Chronic viral infections (e.g., chronic hepatitis C, human immunodeficiency virus) (B:I1I)
Surgery (e.g., bone marrow transplant, head and neck surgery) (B:I1I)

Radiation of orbit (B:11I)

Neurological conditions (e.g., Parkinson’s disease, Bell’s palsy, Riley-Day syndrome)
(B:I1I)

Dry mouth, dental cavities, oral ulcers (B:I1I)

Initial Physical Exam

e  Visual acuity (A:III)
e [External examination

@)
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@)

Skin (A:I1I)

Eyelids (A:I)

Adnexae (A:III)

Proptosis (B:1I1)

Cranial nerve function (A:I1I)
Hands (B:I1I)

e  Slit-lamp biomicroscopy

@)
@)
@)

Tear film (A:I1I)
Eyelashes (A:I1I)
Anterior and posterior eyelid margins (A:I1I)



Puncta (A:11I)

Inferior fornix and tarsal conjunctiva (A:III)
Bulbar conjunctiva (A:I1I)

Cornea (A:IIT)

O O O O

Care Management

e For patients with aqueous tear deficiency, the following measures are appropriate:
o Elimination of exacerbating medications where feasible (A:1IT)
o Ocular environmental interventions (A:III)
o Humidification of ambient air (A:11I)
o Computer work site intervention (A:III)
o Aqueous tear enhancement (A:I1I)
e For patients with aqueous tear deficiency, the following surgical therapies are used when medical
treatment has not been adequate or appropriate:
o Correction of lid abnormality resulting from blepharitis, trichiasis or lid malposition (e.g.,
lagophthalmos, entropion/ectropion) (A:11T)
o Punctal occlusion (A:I1I)
o Tarsorrhaphy for severe cases (A:11I)

Patient Education

e Counsel patients about the chronic nature of dry eye and its natural history. (A:III)

e Provide specific instructions for therapeutic regimens. (A:III)

e Reassess periodically the patient's compliance and understanding of the disease, risks for
associated structural changes and realistic expectations for effective management, and reinforce
education. (A:11II)

e Refer patients with manifestation of a systemic disease to an appropriate medical specialist.
(A:IIT)

e  Caution patients with pre-existing dry eye that LASIK or PRK may worsen their dry eye condition.
(A:IIT)

Esotropia (Initial and Follow-up Evaluation)

(Ratings: A: Most important, B: Moderately important, C: Relevant but not critical
Strength of Evidence: I: Strong, II: Substantial but lacks some of I, III: consensus of expert opinion in
absence of evidence for I & II)

Initial Exam History (Key elements)

e  Ocular symptoms and signs (A:IIT)

e  Ocular history (date of onset and frequency of the deviation, presence or absence of diplopia)
(A:I1D)

e Systemic history (review of prenatal, perinatal and postnatal medical factors) (A:I1I)

e Family history, including presence of strabismus, amblyopia, extraocular muscle surgery (A:I1I)



Initial Physical Exam (Key elements)

Visual acuity (A:III)

Ocular alignment (at distance and near) (A:I1I)

Extraocular muscle function (A:III)

Sensory parameters (A:I1I)

Evaluation of the fundus, with attention to macular position (A:III)
Cycloplegic refraction (A:III)

Care Management

First prescribe corrective lenses for any clinically significant refractive error. (A:III)
Consider all forms of esotropia for treatment and re-establish ocular alignment promptly. (A:I1I)
If optical correction does not align the eyes, then surgical correction is recommended. (A:I1I)

Treat significant amblyopia prior to esotropia surgery to increase likelihood of binocularity.
(A:I1D)

Follow-up Evaluation
e Follow-up visits should include:
o Tolerance and side effects of therapy (A:III)
Visual acuity and/or fixation pattern with correction of refractive error (A:1II)
Deviation at distance and near fixation with correction of refractive error (A:I1I)

Observation of A or V patterns and/or oblique dysfunctions (A:I1I)

o O O O

Status of binocular vision (A:I1I)

e Assess hyperopia using cycloplegia at least yearly, and 4 to 6 month intervals may be
necessary (A:III)

Esotropia Follow-up Evaluation Intervals (A:1II)

Age (years) Routine Interval Follow-up (months)*
0-1 1-3
1-5 3-6
5-10 6-12

*More frequent visits may be necessary if amblyopia is present or if there is a recent deterioration of
alignment.

Patient Education

e Discuss findings with the patient when appropriate and/or parents/caregivers to enhance
understanding of disorder and to recruit them in a team effort for therapy. (A:I1I)

e For adult patients, discuss advantages and disadvantages of various modes of treatment in
developing a treatment plan. (A:I1I)

e Formulate treatment plans in consultation with the patient and/or family/caregivers, and the plans
should be responsive to their expectations and preferences. (A:I1I)



e Discuss the potential psychological side effects with the patient and parent/caregiver as
appropriate. (A:I1I)

Eye Disease in Leprosy
(Initial Evaluation and Management)

(Ratings: A: Most important, B: Moderately important, C: Relevant but not critical
Strength of Evidence: I: Strong, II: Substantial but lacks some of I, I1I: consensus of expert opinion in
absence of evidence for I & II)

Initial Exam History

e  Ocular symptoms (decreased vision, epiphora, symptoms of irritation) (A:III)
e  Duration of lagophthalmos (<or>6 months) (A:III)

e Duration of leprosy (usually from date of diagnosis) (B:1II)

e Type of leprosy (A:I1I)

e MDT treatment; what drugs and for how long (A:I1I)

e History of leprosy reactions (CB:III)

Initial Physical Exam

e  Visual acuity (A:III)
e Eyelids and lid closure (A:I1I)
e Corneal sensation (A:III)
e  Conjunctiva (A:I1I)
e Sclera (A:I1I)
e Pupil (A:IIT)
e Nasolacrimal apparatus (A:I1I)
e  Slit lamp biomicroscopy

o Corneal epithelial integrity (A:IIT)
Corneal nerve beading, stromal opacity (B:1II)
Anterior chamber (A:11I)
Iris atrophy (A:I1I)
Iris "pearls" (B:I1I)
Posterior synechiae (A:I1I)

o Cataract (A:I1I)

Care Management

O O O O O

The main important conditions (cataract, lagophthalmos, anterior uveitis) are managed as for any patient,
and people with leprosy should be integrated into the normal eye care service, specifically:

e (Cataract should be removed when it adversely affects patient's visual function (A:III)

e |OL is not contraindicated as long as quality of surgery is good and eye is quiet (A:I1I)

e  Chronic lagophthalmos should be treated surgically if cornea is compromised or cosmesis is a
problem, regardless of severity of lagophthalmos, by whatever procedure the surgeon does best
(A:I1D)



e Special considerations in a person afflicted with leprosy include:
o New onset lagophthalmos (duration <6 months) should be treated with oral prednisolone
25-30 mg per day tapered over 6 months. (A:III)
o Acute uveitis should be treated with intensive topical steroid; associated systemic leprosy
reaction must be ruled out or treated if present with systemic steroid give dose) (A:III)

Patient Education

e Atthe end of MDT all patients should be warned that lagophthalmos could develop and
understand the risks associated with this. (A:III)

e Patients with residual lagophthalmos must be told about the risk form exposure and specifically
warned about development of red eye and decreased vision. (A:I1I)

e Patients should understand risks to eye during reaction and given explicit instructions on where to
report if reaction develops. (A:III)

e All patients should be informed of significance of decreased vision and told to report this to case
worker for referral to higher level. (A:I1I)

Posterior Vitreous Detachment (PVD), Retinal Breaks and
Lattice Degeneration
(Initial and Follow-up Evaluation)

(Ratings: A: Most important, B: Moderately important, C: Relevant but not critical
Strength of Evidence: I: Strong, II: Substantial but lacks some of I, III: consensus of expert opinion in
absence of evidence for I & II)

Initial Exam History (Key elements)

e Symptoms of PVD (A:I)

e Family history (e.g., Stickler syndrome) (A:II)
e Prior eye trauma, including surgery (A:II)

e  Myopia (A:II)

e History of cataract surgery (A:II)

Initial Physical Exam (Key elements)
e Examination of the vitreous for detachment, pigmented cells, hemorrhage, and condensation
(A:IIT)
e Examination of the peripheral fundus with scleral depression (A:I1I) The preferred method of

evaluating peripheral vitreoretinal pathology is with indirect ophthalmoscopy combined with
scleral depression (A:I1II)

Ancillary Tests

e Perform B-scan ultrasonography if peripheral retina cannot be evaluated. (A:II) If no
abnormalities are found, frequent follow-up examinations are recommended. (A:1II)



Surgical and Postoperative Care if Patient Receives Treatment:

e Inform patient about the relative risks, benefits and alternatives to surgery (A:I1I)

e Formulate a postoperative care plan and inform patient of these arrangements (A:I1I)

e Advise patient to contact ophthalmologist promptly if they have a significant change in symptoms
such as new floaters or visual field loss (A:1II)

Care Management

Management Options

Type of Lesion Treatment
Acute symptomatic horseshoe tears Treat promptly (A:II)
Acute symptomatic operculated tears Treatment may not be necessary (A:I1I)
Traumatic retinal breaks Usually treated (A:I1II)
Asymptomatic horseshoe tears Usually can be followed without treatment (A:I1I)
Asymptomatic operculated tears Treatment is rarely recommended (A:I1I)
Asymptomatic atrophic round holes Treatment is rarely recommended (A:I1I)
Asymptomatic lattice degeneration without Not treated unless PVD causes a horseshoe tear
holes (A:IIT)

Asymptomatic lattice degeneration with holes | Usually does not require treatment (A:III)

Asymptomatic dialyses No consensus on treatment and insufficient evidence
to guide management

Fellow eyes atrophic holes, lattice No consensus on treatment and insufficient evidence
degeneration, or asymptomatic horseshoe tears | to guide management

Follow-up History

e  Visual symptoms (A:I)
e Interval history of eye trauma, including intraocular surgery (A:I)

Follow-up Physical Exam

e  Visual acuity (A:III)

e Evaluation of the status of the vitreous, with attention to the presence of pigment or syneresis
(A:IT)

e Examination of the peripheral fundus with scleral depression (A:II)

e B-scan ultrasonography if the media is opaque (A:1II)



e Patients who present with vitreous hemorrhage sufficient to obscure retinal details and a negative
B-scan should be followed periodically. For eyes in which a retinal tear is suspected, a repeat B-
scan should be performed about 4 weeks later (A:I1I)

Patient Education

e Educate patients at high risk of developing retinal detachment about the symptoms of PVD and
retinal detachment and the value of periodic follow-up exams. (A:1II)

e Instruct all patients at increased risk of retinal detachment to notify their ophthalmologist promptly
if they have a significant increase in floaters, loss of visual field, or decrease in visual acuity.
(A:I1D)

Primary Open-Angle Glaucoma (Initial Evaluation)

(Ratings: A: Most important, B: Moderately important, C: Relevant but not critical
Strength of Evidence: I: Strong, II: Substantial but lacks some of I, I1I: consensus of expert opinion in
absence of evidence for I & II)

Initial Exam History (Key elements)

e  Ocular history (A:IIT)

e  Systemic history (A:III)

e Family history (A:II)

e Assessment of impact of visual function on daily living and activities (A:III)
e Review of pertinent records (A:III)

Initial Physical Exam (Key elements)

e  Visual acuity (A:III)

e  Pupils (B:II)

e  Slit-lamp biomicroscopy of anterior segment (A:I1I)

e  Measurement of IOP (A:I)

o Time of day recorded because of diurnal variation (B:I1I)

e Central corneal thickness (A:II)

e  Gonioscopy (A:I1I)

e Evaluation of optic nerve head and retinal nerve fiber layer with magnified stereoscopic
visualization (A:I1I)

e Documentation of the optic disc morphology, best performed by color stereophotography or
computer-based image analysis (A:II)

e Evaluation of the fundus (through a dilated pupil whenever feasible) (A:11I)

e Visual field evaluation, preferably by automated static threshold perimetry (A:I1I)

Management Plan for Patients in Whom Therapy is Indicated

e Set an initial target pressure of at least 20% lower than pretreatment IOP, assuming that the
measured pretreatment pressure range contributed to optic nerve damage. (A:I) The more
advanced the damage, the lower the initial target pressure should be. (A:I1I)



¢ In many instances, topical medications constitute effective initial therapy. (A:III)

e Laser trabeculoplasty is an appropriate initial therapeutic alternative. (A:I)

e Filtering surgery may sometimes be an appropriate initial therapeutic alternative. (A:I)

e Choose a regimen of maximal effectiveness and tolerance to achieve desired therapeutic response.
(A:IIT)

Surgery and Postoperative Care for Laser Trabeculoplasty Patients

e Ensure the patient receives adequate postoperative care. (A:IIT) Plan prior to and after surgery
includes:
o Informed consent. (A:III)
o At least one preoperative evaluation and IOP measurement by the surgeon. (A:I1I)
o Atleast one IOP check within 30 to 120 minutes following surgery. (A:I)
o Examine within 6 weeks of surgery or sooner if concerned about IOP-related optic nerve
damage. (A:I1I)

Surgery and Postoperative Care for Filtering Surgery Patients

o Ensure the patient receives adequate postoperative care. (A:IIT) Plan prior to and after surgery
includes:

o Informed consent. (A:III)

o Atleast one preoperative evaluation by the surgeon. (A:III)

o Follow-up on first day (12 to 36 hours after surgery) and at least once from the second to
tenth postoperative day. (A:II)

o In absence of complications, additional routine postoperative visits during a 6-week period.
(A:IIT)
Use topical corticosteroids in the postoperative period, unless contraindicated. (A:1II)
Add more frequent visits, if needed, for patients with postoperative complications. (A:I1I)
Additional treatments as necessary to maximize chances for long-term success. (A:III)

Patient Education for Patients with Medical Therapy

e Discuss diagnosis, severity of the disease, prognosis and management plan, and likelihood that
therapy will be lifelong. (A:I1I)

e Educate about eyelid closure or nasolacrimal occlusion when applying topical medications to
reduce systemic absorption. (B:II)

e Encourage patients to alert their ophthalmologist to physical or emotional changes that occur when
taking glaucoma medications. (A:III)

e Educate about the disease process, rationale and goals of intervention, status of their condition, and
relative benefits and risks of alternative interventions so that patients can participate meaningfully
in developing an appropriate plan of action. (A:I1I)

Primary Open-Angle Glaucoma
(Follow-up Evaluation)

(Ratings: A: Most important, B: Moderately important, C: Relevant but not critical



Strength of Evidence: I: Strong, II: Substantial but lacks some of I, III: consensus of expert opinion in
absence of evidence for I & II)

Exam History

e Interval ocular history (A:I1I)

e Interval systemic medical history (B:I1I)

e Side effects of ocular medication (A:III)

e Frequency and time of last [OP-lowering medications, and review of use of medications (B:III)

Physical Exam

e  Visual acuity (A:III)

e  Slit-lamp biomicroscopy (A:III)

e Measurement of IOP and time of day of measurement (A:11I)

e Evaluation of optic nerve and visual fields (see table below) (A:I1I)

e Pachymetry should be repeated after any event that may alter central corneal thickness (A:1II)

Management Plan for Patients on Medical Therapy:

e Reconsider current IOP and its relationship to the target IOP at each visit. (A:I1I)

e Ateach exam, record dosage and frequency of use, discuss adherence to the therapeutic regimen
and patient's response to recommendations for therapeutic alternatives or diagnostic procedures.
(A:IIT)

e Perform gonioscopy if there is a suspicion of angle closure, anterior-chamber shallowing or
anterior-chamber angle abnormalities or if there is an unexplained change in IOP. (A:III) Perform
gonioscopy periodically (e.g., 1-5 years). (A:I1I)

e  Assess treatment regimen if target IOP is not achieved and maintained in light of potential risks
and benefits of additional or alternative treatment. (A:I1I)

e Ifadrug fails to reduce IOP, replace with an alternate agent until effective medical treatment is
established. (A:III)

e Adjust target pressure downward if disc or visual field change is progressive. (A:I1I)

e  Within each of the recommended intervals, factors that determine frequency of evaluation include
the severity of damage, the stage of disease, the rate of progression, the extent to which the IOP
exceeds the target pressure and the number and significance of other risk factors for damage to the
optic nerve. (A:I1I)

e Deleting or adding medication justifies a follow-up visit at an interval appropriate for washout or
maximal effect of medication withdrawn or added. (A:III)

Follow-Up:

Recommended Guidelines for Follow-up:

Target IOP | Progression of | Duration of Follow-up Optic Nerve Visual Field
Achieved Damage Control Interval Head Evaluation Evaluation
(months) [B:III] [A:1IT] [A:1I]

Yes No <6 Within 6 3-12 months 3-12 months



months

Yes No >6 Within 12 3-12 months 3-12 months
months

Yes Yes (n/a) Within 4 1-12 months 12 months
months

No Yes or No (n/a) Within 4 1-12 months 12 months
months

Patient Education for Patients with Medical Therapy:

o Encourage patients to alert their ophthalmologist to physical or emotional changes that occur when
taking glaucoma medications. (A:III)

e Refer for or encourage patients with significant visual impairment or blindness to use appropriate
vision rehabilitation and social services. (A:III)

Primary Open-Angle Glaucoma Suspect
(Initial and Follow-up Evaluation)

(Ratings: A: Most important, B: Moderately important, C: Relevant but not critical
Strength of Evidence: I: Strong, II: Substantial but lacks some of I, III: consensus of expert opinion in
absence of evidence for I & II)

Initial Exam History (Key elements)

e  Ocular history (A:III)

e Systemic history (A:III)

e  Family history (A:I1I)

e Review of pertinent records (A:III)

e Assessment of impact of visual function on daily living and activities (A:III)

Initial Physical Exam (Key elements)

e  Visual acuity (A:III)

e  Pupils (B:II)

e  Slit-lamp biomicroscopy of anterior segment (A:I1I)

e  Measurement of IOP (A:I)

e Central corneal thickness (A:II)

e  Gonioscopy (A:I1I)

e Evaluation of optic nerve head and retinal nerve fiber layer, with magnified stereoscopic
visualization (A:I1I)

e Documentation of the optic disc morphology, best performed by color stereophotography or
computer-based image analysis(A:IT)

e Evaluation of the fundus (through a dilated pupil whenever feasible) (A:11I)

e Visual field evaluation, preferably by automated static threshold perimetry (A:I1I)



Management Plan for Patients in Whom Therapy is Indicated:

e An appropriate initial goal is to set target pressure 20% less than mean of several IOP
measurements and <24 mm Hg. (A:I)

e Choose regimen of maximal effectiveness and tolerance to achieve desired therapeutic response.
(A:IIT)

Follow-Up Exam History

e Interval ocular history (A:I1I)

e Interval systemic medical history and any change of systemic medications (B:I1I)

e Side effects of ocular medications if patient is being treated (A:1II)

e Frequency and time of last glaucoma medications, and review of use, if patient is being treated
(B:11I)

Follow-Up Physical Exam

e  Visual acuity (A:III)

e  Slit-lamp biomicroscopy (A:III)

e [OP and time of day measurement (A:I1I)

e Gonioscopy is indicated when there is a suspicion of an angle-closure component, anterior
chamber shallowing or unexplained change in IOP (A:I1I)

Recommended Guidelines for Follow-up [A:I11]

Treatment | Target IOP | High Risk of | Follow-up | Frequency of Optic Nerve Head

Achieved Damage Interval and Visual Field Evaluation
No N/A No 6-24 months 6-24 months
No N/A Yes 3-12 months 6-18 months
Yes Yes Yes 3-12 months 6-18 months
Yes No Yes < 4 months 3-12 months

Patient Education for Patients with Medical Therapy:

e Discuss number and severity of risk factors, prognosis, management plan and likelihood that
therapy, once started, will be long term. (A:I1I)

o Educate about disease process, rationale and goals of intervention, status of their condition, and
relative benefits and risks of alternative interventions. (A:III)

e Educate about eyelid closure and nasolacrimal occlusion when applying topical medications to
reduce systemic absorption. (B:II)

e Encourage patients to alert their ophthalmologist to physical or emotional changes that occur when
taking glaucoma medications. (A:III)



Primary Angle Closure
(Initial Evaluation and Therapy)

(Ratings: A: Most important, B: Moderately important, C: Relevant but not critical
Strength of Evidence: I: Strong, II: Substantial but lacks some of I, III: consensus of expert opinion in
absence of evidence for I & II)

Initial Exam History (Key elements)

e Systemic history (e.g., use of topical or systemic medications) (A:I1I)
e  Ocular history (symptoms suggestive of intermittent angle-closure attacks) (A:I1I)
e  Family history of acute angle-closure glaucoma (B:II)

Initial Physical Exam (Key elements)

e  Visual acuity (A:III)
e Refractive status (A:III)
e  Pupils (A:III)
e  Slit-lamp biomicroscopy (A:III)
o Anterior chamber inflammation suggestive of a recent or current attack
o Corneal edema
o Central and peripheral anterior-chamber depth
o Iris atrophy, particularly sector types, posterior synechiae or mid-dilated pupil
o Signs of previous angle closure attacks
e  Measurement of IOP (A:III)
e Gonioscopy of both eyes (A:11I)
e Evaluation of fundus and optic nerve head using direct ophthalmoscope or biomicroscope (A:I1I)

Diagnosis

e Establish a diagnosis of primary angle closure, excluding secondary forms (A:I1I)

Management Plan for Patients in Whom Iridotomy is Indicated

e Treat acute PAC by laser iridotomy or incisional iridectomy if a laser iridotomy cannot be
successfully performed. (A:I1T)

e In acute angle-closure attacks, usually use medical therapy first to lower the IOP, to reduce pain
and clear corneal edema in preparation for iridotomy. (A:I1I)

e  Perform prophylactic iridotomy in fellow eye if chamber angle is anatomically narrow. (A:IT)

e Perform surgery on one eye at a time for patients requiring bilateral incisional iridectomy (several
days apart) whenever feasible to avoid simultaneous bilateral complications. (A:IIT)

Surgery and Postoperative Care for Iridotomy Patients

e Ensure the patient receives adequate postoperative care. (A:IIT) Plan prior to and after surgery
includes:



Informed consent (A:I1I)

At least one preoperative evaluation by the surgeon (A:I1I)

At least one IOP check within 30 to 120 minutes following laser surgery (A:II)

Use of topical anti-inflammatory agents in the postoperative period, unless contraindicated

(A:IID)

e Follow-up evaluations include:

o Evaluation of patency of iridotomy (A:1III)

Measurement of IOP (A:III)

Gonioscopy, if not performed immediately after iridotomy (A:I1I)

Pupil dilation to reduce risk of posterior synechiae formation (A:I1T)

Fundus examination as clinically indicated (A:I1I)

e Use medications perioperatively to avert sudden IOP elevation, particularly in patients with severe
disease. (A:III)

e Refer for and encourage patients with significant visual impairment or blindness to use vision
rehabilitation and social services. (A:III)

@)
@)
@)
@)
@)
@)
@)
@)

Evaluation and Follow-up of Patients with Iridotomy:

e After iridotomy, follow patients with glaucomatous optic neuropathy as specified in the Primary
Open-Angle Glaucoma PPP. (A:I1I)
e Follow all other patients as specified in the Primary Open-Angle Glaucoma Suspect PPP. (A:I1I)

Education for Patients if Iridotomy is not Performed:

e Inform patients at risk for acute angle closure about symptoms of acute angle-closure attacks and
instruct them to notify immediately if symptoms occur. (A:III)

e  Warn patients of danger of taking medicines that could cause pupil dilation and induce an angle-
closure attack. (A:III)

Trachoma

(Ratings: A: Most important, B: Moderately important, C: Relevant but not critical
Strength of Evidence: I: Strong, II: Substantial but lacks some of I, I1I: consensus of expert opinion in
absence of evidence for I & II)

Initial Exam History

e Living in a trachoma-endemic region (A:I)

e Duration of red eye (an acute follicular conjunctivitis may be due to other organisms) (C:I1I)
e Any previous similar episodes (active trachoma is often recurrent) (C:I1I)

e Household contacts with history of trachoma or chronic conjunctivitis (B:I)

e Purulent discharge (although active trachoma is often sub-clinical or asymptomatic) (C:III)
e Duration of'trichiasis (C:I1I)

e History of previous lid surgery (A:I1I)



Initial Physical Exam

Using 2.5x magnification loupes and adequate lighting (daylight or torchlight) or using a slit lamp,
assess signs of trachoma using the WHO simplified grading scale: (A:I1I)

Briefly, note any trichiasis or corneal opacity. Evert the upper palpebral conjunctivae and note
follicles over the tarsal plate (5 follicles greater than 0.5 mm in the central tarsus constitutes the
WHO grade of TF), intense inflammatory thickening obscuring 50% of the normal, underlying
conjunctival vasculature (TI), and easily visible scarring (TS).

Diagnostic (Laboratory) Tests

PCR testing for chlamydial DNA—this is the gold standard for identifying infection but not for
diagnosing trachoma (B:I)
Direct Chlamydial Immunofluorescence test +/- chlamydial culture of conjunctival epithelial cells
(C:1I)
Chlamydial culture (difficult to perform) (C:1II)
Giemsa stain of conjunctival scrape to look for:

o Basophilic intracytoplasmic inclusion bodies in epithelial cells (C:I1I)

o Polymorphonuclear leucocytes (C:I1I)

Management

Management of trachoma should be community based. The WHO recommends the
integrated SAFE Strategy, surgery for trichiasis, community wide antibiotic treatment, facial
cleanliness education and environmental improvements (B:111)
Surgical: Trichiasis surgery (bilamellar tarsal rotation or the related Trabut procedure) should be
considered if any of the following are present:
= one or more in-turned eyelashes are abrading the cornea when the patient is looking
straight ahead (A:II)
= pre-existing evidence of corneal damage from trichiasis (B:1II)
= severe discomfort from trichiasis (C:1III)
o Contra-indications to trichiasis surgery include defective lid closure, children with
trichiasis (may need general anesthetic), and poor general health. (C:I1I)
o Epilation is considered an alternative for refusal to have surgery (B:I1I)
Community-wide antibiotic treatment is recommended if there is >10% active trachoma in
children aged 1-9 years of age in the community. Targeted treatment of clinically active cases is
recommended for a lower prevalence. Household contacts, and in particular, siblings, may also be
treated, even if they have no active signs of infection (B:II)
The following antibiotic treatment is recommended by the WHO:
o Single dose azithromycin: in children aged <16 years dosage is 20mg/kg (maximum dose
1g); in adults dosage is 1g (A:I)
o Or, use topical 1% tetracycline eye ointment in pregnant women, children aged below 6
months and those allergic to macrolides, used twice daily in both eyes for 6 weeks (A:I)
o Itis acceptable to treat follicular conjunctivitis in a trachoma-endemic area with antibiotics
even without laboratory documentation of active chlamydial infection (A:I)
Facial Cleanliness: promote regular face-washing with clean water. Clean faces have been
associated with clinically active trachoma, but it should be noted that face-washing interventions
have not been shown to reduce ocular chlamydial infection (B:IT)



e Environmental Improvements: (improving water supply, latrine provision and fly control). The
face fly Musca sorbens has been implicated as a possible vector for trachoma and breeds
preferentially on human feces. These flies cannot breed in latrines, so latrine construction is
thought to reduce fly populations and trachoma transmission (B:1I)

Follow-up Evaluation

e  WHO recommends annual, community based treatment with reassessment at three years.
(B:10)

e Note that follicles can take months to clear even after infection has been eliminated, and that re-
treatment may not be warranted if follicles are slowly improving depending on the time that has
elapsed since the last treatment was given. (B:II)

e For treatment of individual more frequent examinations can be undertaken. Follow-up 1
month after treatment, with retreatment as necessary is reasonable.

e Re-infection frequently occurs in endemic areas, so patient education regarding methods that may
reduce transmission is useful. (C:I1I)

e After trichiasis surgery, patients should be seen within 2 weeks for suture removal, and annually to
ensure that trichiasis has not returned. (A:I1I)
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