
PG Series
Ophthalmology Buster





PG Series
Ophthalmology Buster

E Ahmed
Formerly Head, Department of Ophthalmology

Calcutta National Medical College
Consultant, Eye Care and Research Centre

Kolkata

JAYPEE BROTHERS
MEDICAL PUBLISHERS (P) LTD

New Delhi



Published by

Jitendar P Vij
Jaypee Brothers Medical Publishers (P) Ltd
B-3, EMCA House, 23/23B Ansari Road, Daryaganj
New Delhi 110 002, India
Phones: +91-11-23272143, +91-11-23272703, +91-11-23282021, +91-11-23245672, Rel: 32558559
Fax: +91-11-23276490, +91-11-23245683
e-mail: jaypee@jaypeebrothers.com
Visit our website: www.jaypeebrothers.com

Branches
• 2/B, Akruti Society, Jodhpur Gam Road Satellite, Ahmedabad 380 015

Phones: +91-079-26926233, Rel: +91-079-32988717, Fax: +91-079-26927094 e-mail: jpamdvd@rediffmail.com
• 202 Batavia Chambers, 8 Kumara Krupa Road, Kumara Park East, Bangalore 560 001

Phones: +91-80-22285971, +91-80-22382956, Rel: +91-80-32714073, Fax: +91-80-22281761
e-mail: jaypeemedpubbgl@eth.net

• 282 IIIrd Floor, Khaleel Shirazi Estate, Fountain Plaza, Pantheon Road, Chennai 600 008
Phones: +91-44-28193265, +91-44-28194897, Rel: +91-44-32972089
Fax: +91-44-28193231 e-mail: jpchen@eth.net

• 4-2-1067/1-3, 1st Floor, Balaji Building, Ramkote Cross Road, Hyderabad 500 095
Phones: +91-40-66610020, +91-40-24758498, Rel:+91-40-32940929
Fax:+91-40-24758499, e-mail: jpmedpub@rediffmail.com

• No. 41/3098, B & B1, Kuruvi Building, St. Vincent Road, Kochi 682 018, Kerala
Phones: +91-0484-4036109, +91-0484-2395739, +91-0484-2395740 e-mail: jaypeekochi@rediffmail.com

• 1-A Indian Mirror Street, Wellington Square, Kolkata 700 013
Phones: +91-33-22451926, +91-33-22276404, +91-33-22276415, Rel: +91-33-32901926
Fax: +91-33-22456075, e-mail:  jpbcal@dataone.in

• 106 Amit Industrial Estate, 61 Dr SS Rao Road, Near MGM Hospital, Parel, Mumbai 400 012
Phones: +91-22-24124863, +91-22-24104532, Rel: +91-22-32926896
Fax: +91-22-24160828, e-mail: jpmedpub@bom7.vsnl.net.in

• “KAMALPUSHPA” 38, Reshimbag, Opp. Mohota Science College, Umred Road, Nagpur 440 009 (MS)
Phones: Rel: 3245220, Fax: 0712-2704275 e-mail: jaypeenagpur@dataone.in

PG Series Ophthalmology Buster

© 2007, E Ahmed

All rights reserved. No part of this publication should be reproduced, stored in a retrieval system, or transmitted in any form or by
any means: electronic, mechanical, photocopying, recording, or otherwise, without the prior written permission of the author and
the publisher.

This book has been published in good faith that the material provided by author is original. Every effort is made to ensure
accuracy of material, but the publisher, printer and author will not be held responsible for any inadvertent error(s). In case of
any dispute, all legal matters are to be settled under Delhi jurisdiction only.

First Edition: 2007
ISBN 81-8061-938-9

Typeset at JPBMP typesetting unit
Printed at Rajkamal Press



To
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PREFACE

While appearing in entrance examinations of undergraduates aspiring for postgraduate degrees or diplomas
like DO, MS/MD (Oph), and DNB (Oph) multiple choice questions (MCQs) have been accepted as the norm.
During oral and practical examinations, the candidates are supposed to be familiar with the types of questions
and their suitable answers. I have seen the emergence of MCQs with answers, MCQs with explanatory
answers and subsequently quick reviews of postgraduate medical entrance examinations. For catering the
needs of both entrance and postgraduate examinations I have been thinking of preparing a small volume
and this process is enhanced by the appearance and acceptance of PG Buster series in other specialities.
More than 1000 possible questions are selected and answered. Answers are prepared from A Textbook of
Ophthalmology (2nd edition), Prentice-Hall of India, 2001 and also from several other reputed textbooks.

I gratefully acknowledge the sincere support received from Shri Jitendar P Vij, Chairman and Managing
Director and Mr Tarun Duneja, General Manager (Publishing) and Mr Sandeep Gupta and others of Kolkata
branch of M/s Jaypee Brothers Medical Publishers (P) Ltd., New Delhi. This work would not be possible
if I would not get uninterrupted moral support from my family members.
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The Bony Orbit1
1. The shape of the bony orbit is:

A. Round B. Oval
C. Vertically oval D. Pear-shaped
E. Triangular (Ahmed: A Textbook of Oph.2nd ed., p.3)

D.  See box under Q.9

2. The volume of the orbit is:
A. 15 ml B. 20 ml
C. 25 ml D. 30 ml

(Ahmed: A Textbook of Oph.2nd ed, p.3) (AIIMS 78,90)

D. See box under Q.9

3. The strongest wall of the body orbit is:
A. Medial wall B. Roof
C. Lateral wall D. Floor (Ahmed: A Textbook of Oph.2nd ed,p.3)

C

4. The direction of the orbit is:
A. Outward B. Forward, outward and slightly downward
C. Forward, inward and downward (Ahmed: A Textbook of Oph.2nd ed p.3)

B. See box under Q.9

5. The thinnest wall of the bony orbit is:
A. Roof B. Floor
C. Medial wall D. Lateral wall (Ahmed: A Textbook of Oph.2nd ed, p.3)

C.  See box under Q.9

6. The widest part of the bony orbit is:
A. At the orbital margin B. At the apex
C. 1.5 cm behind the orbital margin D. 1 cm behind the orbital margin

C. See box under Q.9

1. D 2. D 3. C 4. B 5. C 6. C
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7. The incorrect statement regarding the roof of the orbit is:
A.  This is triangular in shape
B.  It is chiefly formed by orbital plate of frontal bone
C.  It is invaded by the frontal sinus
D.  This is very thick
E.  It contains fossa for the lacrimal gland (Ahmed: A Textbook of Oph.2nd ed,p.3)

D. See box under Q.9

8. The correct statement regarding orbital floor is:
A.  This lies over the maxillary sinus
B.  This is roughly triangular
C.  It is chiefly formed by orbital plate of the maxilla
D.  Between the floor and the maxillary sinus there is 0.5 to 1 mm thick bone
E.  All of the above (Ahmed: A Textbook of Oph.2nd ed,p.3)

E.

9. The apex of the orbit corresponds to the:
A.  Optic foramen
B.  Sphenoid fissure
C.  Sphenomaxillary fissure
D.  Optic canal (Ahmed: A Textbook of Oph.2nd ed p.3)

A.
• Seven bones form the pear-shaped bony orbit (Fig. 1.1)
• It is directed forward, inward and slightly downward
• It has four posteriorly-converging walls: roof, floor, thinnest medial and thickest lateral wall
• The base corresponds to the open anterior end and the apex corresponds to the optic foramen. Its

height, width and volume are 35, 40 mm and 30 ml respectively

Fig. 1.1: Anatomy of the right orbit (diagramatic).
1. Orbital part of the frontal bone; 2. supraorbital
notch; 3. lesser wing of the sphenoid; 4. optic
foramen; 5. superior orbital fissure; 6. ethmoid
bone; 7. lacrimal groove; 8. lacrimal bone;
9. orbital plate of the maxilla; 10. infraorbital
foramen; 11. infraorbital groove; 12. infraorbital
fissure; 13. orbital surface of the zygomatic;
14. greater wing of the sphenoid

7. D 8. E 9. A
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10. All statements regarding superior orbital fissure are true except:
A.  This lies between greater and lesser wings of the sphenoid
B.  This communicates between the orbit and the middle cranial fossa
C.  This transmits the lacrimal nerve
D.  It contains the superior ophthalmic vein passing through the annulus tendinous communis of Zinn

(Ahmed: A Textbook of Oph.2nd ed,p.4)

D. The superior orbital fissure has two segments: wide medial and narrow lateral (Fig. 1.2)
• The superior ophthalmic vein passes through the lateral segment and not through the tendon, the latter

surrounding the part of medial segment and the optic foramen

Fig. 1.2: 1. Superior orbital fissure; 2. lacrimal
nerve; 3. frontal nerve; 4. trochlear nerve;
5. superior rectus; 6. levator palpebrae
superioris; 7. medial rectus; 8. superior
oblique; 9. optic nerve; 10. ophthalmic artery;
11. nasociliary nerve; 12. inferior rectus;
13. oculomotor nerve; 14. superior ophthalmic
vein; 15. abducent nerve; 16. superior
ophthalmic vein; 17. lateral rectus

11. The incorrect statement regarding the inferior orbital fissure is:
A.  It is located between orbital floor and posterior two-third of lateral orbital wall
B.  It is linked with inferotemporal and pterygopalatine fossae
C.  It transmits the zygomatic branch of 7th cranial nerve
D.  It transmits the maxillary division of 5th cranial nerve

(Ahmed: A Textbook of Oph.2nd ed,p.5)

C. Inferior orbital fissure transmits the zygomatic nerve, a branch of the nasociliary nerve, while
zygomatic branch of the 7th cranial nerve lies over the face

12. The incorrect statement regarding the optic canal is:
A.  This lies between the two roots of the lesser wing of the sphenoid
B.  This is 4 to 6 mm wide and 4 to 9 mm long
C.  It transmits the ophthalmic artery
D.  It transmits the ophthalmic nerve (Ahmed: A Textbook of Oph.2nd ed,p.4)

D. Ophthalmic nerve, first division of 5th cranial nerve enters the orbit through superior orbital fissure

10. D 11. C 12. D
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13. The branches of the ophthalmic artery include:
A.  Lacrimal artery B.  Supratrochlear artery
C.  Posterior ethmoidal artery D.  All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.6)

D. See box under Q.14

14. The incorrect statement regarding the ophthalmic artery is:
A.  This is the first branch of the internal carotid artery
B.  It runs in the optic canal below and lateral to the optic nerve
C.  It has ten branches
D.  It terminates at the medial end of the upper eyelid (Ahmed: A Textbook of Oph.2nd ed,p.5)

C. Ophthalmic artery has more than ten branches.The branches include:
• Central retinal
• Muscular
• Posterior ciliary
• Anterior and posterior ethmoidal
• Pial
• Supraorbital
• Medial palpebral
• Anterior meningeal
• Supratrochlear
• Lacrimal
• Central artery of the optic nerve
• Dorsal nasal

15. The correct statement regarding the cavernous sinus is:
A.  This extends from medial end of the superior orbital fissure to apex of the petrous bone
B.  It contains the internal carotid artery within it
C.  The 3rd, 4th, first two divisions of 5th and 6th cranial nerves are located within its lateral wall
D.  All of the above

(Ahmed: A Textbook of Oph.2nd ed,p. 153) (MRCOphtha.part 1 03)

D.

16. The inferior ophthalmic vein joins:
A.  Cavernous sinus
B.  Superior ophthalmic vein
C.  Pterygoid venous plexus
D.  All of the above (Ahmed: A Textbook of Oph.2nd ed,p.6)

D.

13. D 14. C 15. D 16. D
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17. Most of the orbital veins drain into the:
A.  Superior ophthalmic vein
B.  Angular vein
C.  Inferior ophthalmic vein
D.  Pterygoid venous plexus (Ahmed: A Textbook of Oph.2nd ed,p.6)

A.

18. The correct statement regarding paranasal sinuses is:
A.  All the paranasal sinuses are present at birth
B.  Maxillary sinuses are prone to infection
C.  Sphenoid sinuses lie within the body of the sphenoid
D.  All of the above (Ahmed: A Textbook of Oph.2nd ed., p. 11)

D.

19. The correct statement regarding the middle cranial fossa is:
A.  Foramen ovale, foramen spinosum and foramen lacerum are present
B.  Deep petrosal nerve leaves this fossa via pterygoid canal
C.  This contains the optic canal
D.  All of the above

D.

20. The wrong statement regarding the orbital fissures is:
A.  Lacrimal and frontal branches of the first division of the 5th cranial as well as 4th cranial nerve

pass through the superior orbital fissure above the tendinous ring
B  Inferior orbital fissure is continuous with infraorbital canal
C.  A+B
D.  6th cranial nerve passes through the superior orbital fissure outside the tendinous ring

(Ahmed: A Textbook of Oph.2nd ed.,p.4)

D. 6th cranial nerve passes within the annulus

21. The correct statement regarding the septum orbitale is:
A.  It arises at the orbital rim
B.  It is attached to both anterior and posterior lacrimal crests
C.  It is fused above with the aponeurosis of levator palpebrae superioris
D.  All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.12)

D. Septum orbital (palpebral fascia) is the peripheral part of the fibrous layer of the lid

17. A 18. D 19. D 20. D 21. D
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22. The following are the branches of nasociliary nerve except:
A.  Long ciliary
B.  Posterior ethmoidal
C.  Infratrochlear
D.  Supraorbital (Ahmed: A Textbook of Oph.2nd ed., p.10)

D. Supraorbital nerve is a branch of frontal nerve

23. True statement regarding Whitnall’s tubercle is:
A.  It is a small elevation on the orbital surface of the zygomatic bone
B.  It is situated 11 mm below the fronto-zygomatic suture
C.  Lateral check ligament is attached to it
D.  All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.5)

D. Orbital tubercle of the zygomatic bone is called Whitnall’s tubercle

24. All the following statements regarding the bony orbit are correct except:
A.  Roof is translucent in its anterior third
B.  Inter-orbital distance is 40 mm
C.  Thickness of the medial wall is 0.2 to 0.4 mm (Ahmed: A Textbook of Oph.2nd ed.,p.3)

B. The inter-orbital distance is 25 mm

25. The periorbita is fixed at all locations except:
A.  At the fissures and foramina
B.  To the bones
C.  At the orbital margins
D.  At the lacrimal fossa (Ahmed: A Textbook of Oph.2nd ed.,p.7)

B. There is a space between the orbital wall and the periorbita called subperiosteal space. There are three
other surgical spaces in the orbit-peripheral, retrobulbar or central and episcleral or Tenon

26. The incorrect statement regarding the ciliary ganglion is:
A.  There are three roots
B.  Parasympathetic fibres from the lower division of the oculomotor nerve relay at this ganglion
C.  Sympathetic fibres synapse in this location
D.  Sensory root is contributed by the nasociliary nerve

(Ahmed: A Textbook of Oph.2nd ed.,p. 7, 74)

C. Postganglionic fibres from the superior cervical ganglion reach here and they do not synpapse

22. D 23. D 24. B 25. B 26. C



The Bony Orbit 7

27. The incorrectly-matched statement about imaging technique in orbital disorders is:
A.  X-rays and bony disorders
B.  Ultrasonography and space-taking affections
C.  Computerized tomography and bony lesions
D.  Magnetic resonance imaging and magnetic foreign body

(Ahmed: A Textbook of Oph.2nd ed., p.152 and Parsons’ Dis.of Eye,19th ed.,p.508)

D.
• In ultrasonography,A-scan can provide state of swollen optic nerve and thickened extrinsic muscles,

while B-scan the shape of the orbital lesion
• Computerized tomography provides information about the bony and calcium-containing affections
• Magnetic resonance imaging is a great diagnostic help in soft tissue lesions, but because of its property

it is contraindicated in presence of suspected magnetic foreign body

28. True intermittent proptosis occurs in:
A.  Neurofibromatosis
B.  Orbital varix
C.  Meningoencephalocele
D.  Cavernous sinus thrombosis (Ahmed: A Textbook of Oph.2nd ed.,p.161)

B. Orbital varix
• May be primary-congenital or traumatic or secondary to caroticocavernous fistula or intraorbital

arteriovenous malformation
• Is unilateral, transient proptosis induced by bending the head forward

29. True axial proptosis occurs in:
A.  Frontal mucocele B.  Optic nerve glioma
C.  Lacrimal gland tumour D.  Maxillary antrum carcinoma

(Ahmed: A Textbook of Oph.2nd ed,p.149 and Parsons’ Dis.of Eye,
19th ed.,p.515)(AIIMS 91,93; PGI 97;UP 99)

B.
• Proptosis, synonymous with exophthalmos, is the forward protrusion of eyeball beyond the orbital

margin while the patient looking straight ahead
• Degree of proptosis can be measured with an exophthalmometer such as a transparent plastic ruler

fitted into the lateral orbital margin, and if the distance of the corneal apex protruding in front of lateral
orbital margin is more than 21 mm (normally this distance does not exceed 16 mm) proptosis is
suspected

• True axial proptosis occurs in glioma of the optic nerve
• Causes of proptosis are as follows:

Unilateral (Fig. 1.3)
• Inflammatory, e.g. orbital cellulitis
• Vascular
• Tumours
• Cysts

27. D 28. B 29. B
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Fig. 1.3: Proptosis left eye (Photo: RN Sen)

Fig. 1.4: Bilateral proptosis
Bilateral (Fig. 1.4)

• Dysthyroid ophthalmopathy
• Cavernous sinus thrombosis
• Craniofacial dysostosis
• Osteopathies
• Leukaemia
• Multiple myeloma
• Wegener’s granulomatosis

Acute
• Haemorrhage within the orbit
• Emphysema from paranasal sinuses

True pulsating
• Carotido-cavernous fistula (Q. PG1 85)

Pseudo pulsating, e.g.
• Neurofibroma

• Angioma
• Frontal mucocele

Intermittent-typically in
• Orbital varix

30. Bilateral proptosis occurs in all except:
A.  Orbital osteoperiostitis B.  Craniofacial dysostosis
C.  Leukaemia D.  Wegener’s granulomatosis

(Ahmed: A Textbook of Oph.2nd ed,p. 149) (AIIMS 67;UPSC 87)

30. A
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A. See box under Q.29
• Orbital periostitis may be anterior involving the orbital margin and posterior involving the orbital

apex

31. Pseudoproptosis is not found in:
A.  High myopia B.  Buphthalmos
C.  Horner’s syndrome D.  Lid retraction

(Ahmed: A Textbook of Oph.2nd ed,p.172)
(Karnataka 99; UPSC 02)

C. In Horner’s syndrome enophthalmos is present

32. In acute orbital cellulitis inflammation spreads from the:
A.  Ethmoid sinus B.  Frontal sinus
C.  Sphenoid sinus D.  Maxillary sinus

(Ahmed: A Textbook of Oph.2nd ed, p.152)

A.
• Ethmoiditis is very common in children and the orbital spread occurs usually through

thrombophlebitis of the communicating veins
• Acute orbital cellulitis shows the following features:

— Proptosis, lid oedema, chemosis, ophthalmoplegia and reduced visual acuity
— Treatment consists of adequate systemic antibiotics and treatment of primary focus

33. The probable diagnosis in a 3-year-old child presenting with fever, rhinorrhoea, painful proptosis
and periorbital swelling is:
A.  Acute frontal sinusitis B.  Acute ethmoiditis
C.  Retinoblastoma D.  Rhabdomyosarcoma

(Kanski: Clinical Oph.,2nd ed., p.26)

B.

34. Earliest sign of cavernous sinus thrombosis is:
A.  Oedema of eyelids B.  Proptosis
C.  Ophthalmoplegia D.  Vomiting

(Ahmed: A Textbook of Oph.2nd ed,p.154;
Parsons’ Dis.of Eye,19th ed., p.511) (AIIMS 03)

C.
• The first sign is commonly the paralysis of the opposite lateral rectus
• Other signs are:

— Bilaterality
— Violent onset
— Rapidly-progressing proptosis
— Marked constitutional upset

31. C 32. A 33. B 34. C
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— Involvement of motor cranial nerves
— Often papilloedema
— Evidence of 5th cranial nerve involvement resulting in supraorbital pain, dilated pupil and

anaesthesia of the cornea

35. Early visual loss accompanied by gradual proptosis occurs in:
A.  Meningioma of the sphenoid ridge
B.  Meningioma of the optic nerve-sheath
C.  Optic nerve glioma
D.  All of the above (Ahmed: A Textbook of Oph.2nd ed, p.159)

C.
• Optic nerve glioma See box under Q.55
• Sphenoid ridge meningioma

— Is a secondary tumour extending from tumour like nasopharyngeal carcinoma
— May affect inner third, middle third or lateral third of the sphenoid ridge
— More laterally-placed tumours are often asymptomatic
— Unilateral proptosis, optic atrophy and anaesthesia in the distribution of 5th cranial nerve
— X-rays showing osteolytic or hyperostotic chages and enlarged sphenoidal fissure

• Optic nerve-sheath meningioma
— Arises from arachnoid sheath of the optic nerve
— Spreads both anteriorly and posteriorly
— Pia is rarely penetrated
— Slowly-progressive proptosis
— Papilloedema or optic atrophy
— Visual failure is a late phenomenon

36. Primary orbital tumour most commonly presenting with proptosis is:
A.  Lymphangioma B.  Cavernous haemangioma
C.  Neurofibroma D.  Capillary haemangioma

(Ahmed: A Textbook of Oph.2nd ed, p. 158)

B.
• Cavernous haemangioma

— Shows proptosis, visual disturbance
— Commonly occurs in children
— Is compressible

• Neurofibroma
— May affect the lids, orbit, face, scalp, and skin
— Association with optic nerve glioma is seen
— Pressure-erosion of the bone may cause pseudopulsation

37. The commonest primary malignant orbital tumour is:
A.  Leiomyosarcoma B.  Rhabdomyosarcoma
C.  Lymphosarcoma D.  Sarcoma

(Ahmed: A Textbook of Oph.2nd ed, p.158)

35. C 36. B 37. B
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B. Rhabdomyosarcoma
• Arises from extrinsic or lid muscles
• Is the commonest malignant tumour of the orbit in children
• Shows lid swelling and rapid proptosis

38. Orbital apex syndrome is characterized by affection of:
A.  3rd cranial nerve B.  4th cranial nerve
C.  6th cranial nerve D.  All of the above

(Ahmed: A Textbook of Oph.2nd ed, p .159)

D. Also called superior orbital fissure syndrome
• There is unilateral paresis of all these nerves as well as ophthalmic division of 5th cranial nerve.

39. An advanced meningioma of sphenoid ridge shows:
A.  Unilateral proptosis
B.  Oculomotor nerve palsy
C.  Optic atrophy
D.  All of the above (Ahmed: A Textbook of Oph.2nd ed, p. 159)

D. Other signs include
• Anaesthesia in the 5th cranial nerve distribution
• X-rays showing usually hyperostotic changes
See also box under Q.35

40. Orbital metastasis is found in:
A.  Sympatheticoblastoma B.  Leukaemia
C.  Lung carcinoma D.  All of the above
E.  None of the above (Ahmed: A Textbook of Oph.2nd ed, p.159)

D.

41. Tumour most commonly spreading from intracranial space to orbit is:
A.  Neurofibroma B.  Sphenoidal meningioma
C.  Glioblastoma multiforme D.  Astrocytoma (Parsons’ Dis.of Eye,19th ed.,p.516)

B. See box under Q.35

42. Optic nerve glioma may be associated with:
A.  von Recklinghausen‘s disease B.  von Hippel- Lindau disease
C.  Sturge-Weber syndome D.  None of the above

(Parsons’ Dis.of Eye,19th ed.,p. 515)

A. Optic nerve glioma may occur alone or as a part of neurofibromatosis. See box under Q.35

38. D 39. D 40. D 41. B 42. A
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43. Visualization of the orbital vasculature is done by:
A.  Carotid angiography B.  Orbital venography
C.  Digital subtraction angiography D.  Magnetic resonance angiography
E.  All of the above

(Ahmed: A Textbook of Oph.2nd ed,p.151, Parsons’ Dis.of Eye,19th ed., p.508)

E.
• Carotid angiography can detect displacement of ophthalmic artery and any abnormal vascular pattern

in the orbit or cranium. The common carotid artery is injected with an iodine- containing dye
• Orbital venography is occasionally indicated to detect abnormal appearance of veins or displacement

of veins. A contrast medium is injected through the frontal or supraorbital vein
• Digital subtraction angiography and magnetic resonance angiography. Both provide detailed

information regarding orbital vascular abnormalities

44. Hypertrophy of orbital bones does not occur in:
A.  Paget’s disease B.  Osteopetrosis
C.  Hand-Schüller-Christian disease D.  Acromegaly

(Ahmed: A Textbook of Oph.2nd ed,p.159,391,510,537) (AIIMS 87)

C. Bony hypertrophy may occur in conditions like Paget’s disease and osteopetrosis (Albers-Schönberg
syndrome)

• In Paget’s disease there is thickening of bones especially the skull
• In osteopetrosis there is thickening of both bones and cartilages; the optic canal is narrowed

45. Bone destruction in the orbit occurs in:
A.  Wegener granulomatosis B.  Hyperparathyroidism
C.  Dermoid cyst D.  All of the above
E.  None of the above (Ahmed: A Textbook of Oph.2nd ed, p.160,396)

D. Bone destruction occurs in a few affections
• In dermoid cyst occasionally there is pressure-absorption of the portion of bony wall
• In hyperparathyroidism spontaneous fracture is one of the signs

46. Expansion of the optic canal occurs in:
A.  Optic nerve glioma B.  Neurofibroma
C.  Retinoblastoma D.  All of the above

(Ahmed: A Textbook of Oph.2nd ed, p.158,352)

D.

47. Narrowing of the optic canal occurs in:
A.  Albers-Schönberg syndrome B.  Paget’s disease
C.  Craniopharyngioma D.  All of the above

(Ahmed: A Textbook of Oph.2nd ed,p.510,537)

D.

43. E 44. C 45. D 46. D 47. D
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48. Hypertelorism occurs in:
A.  Greig’s syndrome B.  Crouzon’s disease
C.  Down’s syndrome D.  All of the above

(Ahmed: A Textbook of Oph.2nd ed,p.162,539,541)

D.
• Excessive distance between the two orbits is called hypertelorism
• Crouzon’s disease is characterized by wide skull, shallow orbits, proptosis and divergent squint
• Greig’s syndrome is characterized by hypertelorism, divergent squint and optic atrophy
• Down’s syndrome (mongolism) shows stunted growth, mental retardation, mongoloid facies and

narrow palpebral fissure with downward and inward obliquity, etc.

49. Meningoencephalocele is usually seen at:
A.  Upper outer angle of the orbit
B.  Lower inner angle of the orbit
C.  Upper inner angle of the orbit
D.  Lower outer angle of the orbit (Ahmed: A Textbook of Oph.2nd ed,p.163)

C.

50. Orbitotomy called Kronlein’s operation is:
A.  Transfrontal B.  Lateral
C.  Anterior D.  Transconjunctival

(Ahmed: A Textbook of Oph.2nd ed, p.160)

B.

51. A 3rd cranial nerve palsy is caused due to following conditions except:
A.  Cavernous sinus thrombosis B.  Orbital apex syndrome
C.  Sphenoid sinus mucocele D.  Orbital cellulitis

(Ahmed: A Textbook of Oph.2nd ed, p.377)

D.

52. Incidence of bilateral cavernous sinus thrombosis is:
A.  20 per cent B.  30 per cent
C.  40 per cent D.  50 per cent (Parsons’ Dis.of Eye,19th ed., p.510)

D.

53. Simultaneous thrombosis of both cavernous sinuses with papilloedema and proptosis is seen in:
A.  Wounds of the face B.  Ear disease
C.  Diseases of sphenoid sinuses D.  All of the above

(Parsons’ Dis.of Eye,19th ed., p.511)

C.

48. D 49. C 50. B 51. D 52. D 53. C



14 Ophthalmology Buster

54. The incorrect statement regarding optic nerve-sheath meningioma is:
A.  There is slowly-progressive proptosis
B.  It develops from the arachnoid sheath of the optic nerve
C.  Psammoma bodies are characteristic
D.  The pia mater is easily penetrated (Ahmed: A Textbook of Oph.2nd ed, p.159)

D. The pia is rarely penetrated, see box under Q. 35

55. An optic nerve glioma shows:
A.  Axial and irreducible proptosis B.  Enlarged optic foramen
C.  Optic atrophy D.  All of the above

(Ahmed: A Textbook of Oph.2nd ed, p. 158)

D. • Optic nerve glioma
— Is a benign astrocytic tumour of the intraorbital portion of optic nerve
— Is unilateral
— Occurs within first decade of life
— There is early visual loss accompanied by gradual, painless, axial proptosis

56. Hypoaesthesia of the infraorbital nerve occurs in:
A.  Nasopharyngeal carcinoma
B.  Orbital periostitis
C.  Tic douloreux
D.  Blow-out fracture of the orbit (Parsons’ Dis.of Eye,19th ed., p.521) (AIIMS 01)

D. Blow-out fracture of the orbit
• May follow blunt injury with object like cricket ball may cause it
• Most commonly floor of the orbit is involved (Q. PGI 03)
• Pain, local tenderness, diplopia and epistaxis are common
• May cause emphysema
• Infraorbital hypoaesthesia may be present because of entrapment of inferior rectus
• The after-effects include restriction of the ocular movement upward and enophthalmos

57. Enophthalmos is present in:
A.  Horner’s syndrome
B.  Microphthalmos
C.  Blow-out fracture of the orbital floor
D.  All of the above

(Ahmed: A Textbook of Oph.2nd ed, p. 152)

D.

54. D 55. D 56. D 57. D
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58. The correct statement regarding orbital rhabdomyosarcoma is:
A.  It occurs in children
B.  Rapid proptosis is often the presenting sign
C.  A+B
D.  None of the above (Ahmed: A Textbook of Oph.2nd ed, p.158)

C. Rhabdomyosarcoma
• Is the most common malignant orbital tumour in children
• Arises from the extrinsic or lid muscles
• Causes rapid proptosis

59. The correct statement regarding dysthyroid ophthalmopathy is:
A.  Upper lid retraction
B.  Superior limbic keratoconjunctivitis
C.  CT shows 8 times thickening of the inferior rectus
D.  All of the above

(Parsons’ Dis.of Eye,19th ed., p. 519) (JIPMER 80,83;DELHI 83;PGI 87,04)

D.

60. In dysthyroid ophthalmopathy most commonly-affected muscle is:
A.  Inferior oblique
B.  Lateral rectus
C.  Superior rectus
D.  Inferior rectus (Parsons’ Dis.of Eye,19th ed.,p.507) (AIIMS 92)

D.

61. Pseudotumour of the orbit shows the following features except:
A.  It is usually bilateral
B.  It is localized or diffuse
C.  It may involve either anterior or posterior part of the orbit
D.  There may be pain, proptosis, lid swelling and diplopia

(Ahmed: A Textbook of Oph.2nd ed, p.154)

A. Orbital pseudotumour
• Is defined as non-specific, idiopathic, benign tumour
• Usually unilateral
• Onset may be acute, subacute or chronic
• May involve either the anterior or the posterior part
• May be localized to structures like extrinsic muscles and lacrimal gland, or diffuse
• In acute cases-pain, lid swelling and congestion
• In chronic cases- diplopia, visual loss and proptosis

58. C 59. D 60. D 61. A
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62. Investigations for pseudotumour include:
A.  Ultrasonography
B.  Fine needle aspiration biopsy (FNAB)
C.  Contrast-enhanced computerized tomography
D.  All of the above (Ahmed: A Textbook of Oph.2nd ed, p.154)

D.

63. Treatment-option for orbital pseudotumour is:
A.  Steroids
B.  Systemic antibiotics
C.  Radiotherapy
D.  Surgery
E.  All of the above (Ahmed: A Textbook of Oph.2nd ed, p.154)

E.

64. True statement regarding carotido-cavernous fistula is:
A.  Features including true pulsating proptosis
B.  Colour Doppler imaging-most correctly-selected imaging method for diagnosis
C.  Treatment is by intravascular embolization
D.  All of the above (Ahmed: A Textbook of Oph.2nd ed, p.161) (AI 97)

D.

65. The triad of proptosis, diabetes insipidus and bone lesion is characteristic of:
A.  Marble bone disease
B.  Hand-Schüller-Christian disease
C.  Paget’s disease
D.  Osteogenesis imperfecta (Ahmed: A Textbook of Oph.2nd ed, p. 510,537,541)

B.
• Paget’s disease shows

— Angioid streaks
— Optic atrophy
— Thickening of bones, particularly skull bones

• Osteogenesis imperfecta exhibits
— Blue sclera
— Thin cornea
— Fragile bones

• Marble bone disease, also called osteopetrosis or Albers-Schonberg syndrome shows the following
features
— Rare hereditary disease of osteogenesis
— Thickening of bones and cartilages
— Proptosis and divergent squint due to orbital and maxillary involvement
— Optic atrophy due to compaction of the nerve in the optic canal

62. D 63. E 64. D 65. B
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• Hand-Schüller-Christian disease showing
— Diabetes insipidus
— Proptosis
— Visceral involvement
— Osteolytic lesions in the roof and lateral wall of the orbit

66. Traumatic enophthalmos is seen after fracture of the:
A.  Roof B.  Floor
C.  Medial wall D.  Frontal bone (Parsons’ Dis.of Eye,19th ed., p.521)

B.

67. The correctly-matched statement regarding direction of proptosis is:
A.  Space-taking lesion in the muscle cone and axial proptosis
B.  Nasopharyngeal tumour and lateral direction
C.  Dermoid cyst and down and in proptosis
D.  All of the above (Parsons’ Dis.of Eye,19th ed.,p.507)

D.

68. Intraorbital calcification is present in all except:
A.  Retinoblastoma
B.  Orbital varix
C.  Coats’ disease
D.  Lacrimal gland carcinoma
E.  Optic nerve-sheath meningioma (Kanski: Clinical Oph.,2nd ed., p.26)

C. Intraorbital calcification is seen as one X-ray sign,
other X-ray signs in orbital affections include:
1. Enlargement of superior orbital fissure as in infraclinoid carotid or intracavemous aneurysm, and

backward spread of an orbital tumour
2. Enlargement of optic canal as in optic nerve glioma
3. Increased bone density as in meningioma, Paget’s disease and fibrous dysplasia
4. Increasing bone destruction as in a malignant tumour
5. Diffuse orbital enlargement as in a tumour located in the muscle cone

69. Proptosis is not a feature of:
A.  Oxycephaly
B.  Preseptal cellulitis
C.  Cavernous sinus thrombosis
D.  Orbital varix (Ahmed: A Textbook of Oph.2nd ed,p. 153)

B. Preseptal (periorbital) cellulitis presents with gross lid oedema. It does not show chemosis,
ophthalmoplegia and proptosis, all these three being present in orbital cellulitis

66. B 67. D 68. C 69. B
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70. Pulsatile proptosis with bruit is found in:
A.  Carotido-cavernous fistula
B.  Encephalocele
C.  Meningocele
D.  All of the above (Ahmed: A Textbook of Oph.2nd ed, p. 161) (PGI 85)

A.

71. All the following are non-invasive investigations for orbital lesions except:
A.  Ultrasonography B.  Venography
C.  Computerized tomography D.  Magnetic resonance imaging

(Ahmed: A Textbook of Oph.2nd ed.,p.151)

B. See box under Q. 27

72. Clinical feature of orbital extension of carcinoma of maxillary antrum is:
A.  Proptosis B.  Decreased visual acuity
C.  Diplopia D.  Epistaxis
E.  All of the above (Kanski: Clinical Oph.,2nd ed., p.43)

E.

73. Forced duction test is positive in all the following conditions except:
A.  Fibrotic contracture of muscle
B.  Blow-out fracture of orbit
C.  Oculomotor nerve palsy
D.  Dysthyroid ophthalmopathy (Kanski: Clinical Oph.,2nd ed., p.27)

C.
• Forced duction test can differentiate defective ocular movements due to fibrotic contracture of muscle

from that caused by a nerve lesion
• Eyeball can not be rotated or can be rotated with difficulty when the muscle is fibrotic or entrapped
• The test is negative in an oculomotor nerve palsy

74. Unilateral proptosis with bilateral 6th nerve palsy is seen in:
A.  Acute orbital cellulitis
B.  Cavernous sinus thrombosis
C.  Orbital pseudotumour
D.  Orbital apex syndrome

(Ahmed: A Textbook of Oph.2nd ed, p.152,154 and Parsons’ Dis.of Eye,19th ed.,p.510)

B. Acute orbital cellulitis shows:
• Gross swelling of lid and conjunctiva
• Axial proptosis
• Restriction of ocular movements

70. A 71. B 72. E 73. C 74. B
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• Marked systemic upsets
• Vision may be reduced
Cavernous sinus thrombosis exhibits
• Bilaterality
• Violent onset
• Marked constitutional upsets
• Paralysis of motor cranial nerves
• All signs of acute orbital cellulites
• Swelling of skin behind the mastoid process
Orbital apex syndrome, see box under Q.38
Orbital pseudotumour, see box under Q.61

75. Ophthalmic Graves’ disease shows:
A.  Lid retraction B.  Restrictive myopathy
C.  Compressive neuropathy D.  All of the above

(Pavan-Langston: Man.of Ocular Diag.&Therap.5th ed.,p.59)

D.

76. All the following are features of type I orbitopathy in ophthalmic Graves’ disease except:
A.  Restrictive myopathy
B.  Symmetrical lid retraction
C.  Symmetric proptosis
D.  Minimal orbital inflammation

(Pavan-Langston: Man.of Ocular Diag.&Therap.5th ed.,p.59)

A. There are two types of orbitopathy
• Type I showing
— Symmetric proptosis
— Symmetric lid retraction
— Minimal orbital inflammation
— Minimal extraocular muscle inflammation/restrction
• Type II showing
— Extraocular muscle inflammation
— Restrictive myopathy
— Compressive neuropathy

77. Hyperostosis (sclerosis) of bony orbit occurs in:
A.  Meningioma B.  Neurofibromatosis
C.  Retinoblastoma D.  All of the above

(Parsons’ Dis.of Eye,19th ed.,p.516) (AIIMS, 87)

A. See also box under Q. 44

75. D 76. A 77. A
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78. Proptosis in a child is due to:
A.  Oxycephaly B.  Retinoblastoma
D.  Optic nerve glioma D.  All of the above

(Parsons’ Dis.of Eye,19th ed.,p.507) (AIIMS, 87;UPSC, 87)

D. See box under Q.29
• Unilateral-includes dermoid cyst and optic nerve glioma
• Bilateral-includes oxycephaly. It can occur in retinoblastoma in about 50 per cent cases

79. The probable diagnosis in a 4-year-old child presenting with fever, painful proptosis and white
reflex at the pupil is:
A.  Acute orbital cellulitis
B.  Acute frontal sinusitis
C.  Acute ethmoiditis
D.  Retinoblastoma

D.

80. Contracted socket is caused by all the following except:
 A. Symblepharon causing fornix obliteration
 B.  Loss of fatty tissue during enucleation
 C. Chronic mechanical irritation
 D. Atrophy of the orbital fat

(Ahmed: A Textbook of Oph.2nd ed.,p.498) (AIIMS 78;AP 88)

B. Other causes include
1. Maldevelopment of orbital walls
2. Depression of orbital floor
3. General contraction or retraction of floor of the orbit
4. Shelving of lower fornix with ectropion
Treatment of contracted socket
— Difficult-dissection of the remaining fibrous tissue and conjunctiva
— Followed by skin grafting with insertion of acrylic mould

81. Tear drop sign seen by X-ray is present in:
A.  Mastoiditis
B.  Basal meningitis
C.  Blow-out fracture of orbit
D.  Orbital apex syndrome (Kanski: Clinical Oph.,2nd ed., p.35) (PGI 01)

C. There is clouding of the maxillary sinus due to presence of the eyeball within it

78. D 79. D 80. B 81. C
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The Eyelids2
1. The correct statement regarding anatomy of the eyelids is:

A. Eyelids contain both sebaceous and sweat glands
B. They have an anatomical landmark known as the grey line
C. They grow cilia that do not possess erector pili muscles
D. All of the above (Ahmed: A Textbook of Oph.2nd ed., p.11)

D.
• Both tarsal (Meibomian) and Zeis’ glands are sebaceous
• Moll’s glands are sweat glands
• Grey line is located midway between the anterior and posterior borders of the lid margin

2. The correct statement about the eyelids is:
A. The lid skin overlying the tarsus contains no fat in the subcutaneous tissue
B. Orbicularis muscle in lower lid is supplied by temporal branch of 7th cranial nerve
C. The orbital septum attaches the bone behind medial palpebral and in front of lateral palpebral

ligament
D. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p. 11)

D. Structure of eyelid. The following are the layers disposed anteroposteriorly (Fig. 2.1):
• Skin
• Subcutaneous tissue devoid of fat
• Orbicularis oculi-striped, supplied by the 7th cranial nerve
• Submuscular areolar tissue-traversed by fibres of levator palpebrae superioris present in the upper

lid, this being innervated by the upper division of 3rd cranial nerve
• Fibrous layer comprised of thickened tarsus and palpebral fascia
• Müller’s muscle- unstriped muscle attached to the posterior tarsal margin
• Palpebral conjunctiva

1. D 2. D
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3. D 4. D 5. C

Fig. 2.1: Structures seen in a vertical section of an eyelid. 1. Skin, 2. Eyelashes with gland of zeis, 3. Orbicularis oculi, 4.
Levator palpebrae superioris, 5. Meibomian glands, 6. Opening of Meibomian glands, 7. Krause’s glands, 8. Glands of Wolfring,
9. Palpebral conjunctiva

3. The correct statement regarding embryology of the eyelid is:
A. Lid-fold appears at 7th week of gestation
B. Fusion of the lids occurs at 9th week of gestation
C. The lids separate at 5th month of gestation
D. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.50)

D. The lids develop from the mesoderm and surface ectoderm, the latter contribute to formation of
eyelashes and lining membrane of tarsal and other glands

4. The correct statement regarding levator palpebrae superioris is:
A. It takes origin from the inferior surface of the lesser wing of the sphenoid
B. This ends anteriorly in a wide aponeurosis
C. It acts as a direct antagonist of the orbicularis oculi
D. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.13)

D. Levator palpebrae superioris acts as an upper lid elevator

5. The incorrect statement regarding the tarsus is:
A. Approximate height of the upper tarsus is 11 mm
B. Its extremities are connected to the palpebral ligaments
C. Tarsal glands are sweat glands
D. Tarsus is made up of fibrous tissue (Ahmed: A Textbook of Oph.2nd ed., p.13)

C. Tarsal glands are 20-40, highly-developed sebaceous glands within the tarsus
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6. C 7. B 8. B 9. E 10. C 11. D

6. The orbicularis oculi contains the following except:
A. Horner’s muscle B. Pars subtarsalis
C. Corrugator superciliaris D. Muscle of Riolan

(Ahmed: A Textbook of Oph.2nd ed., p. 13) (AP 97)

C.
• Orbicularis oculi can be subdivided into palpebral, orbital and lacrimal parts
• The palpebral part consists of pretarsal (muscle of Riolan) and post-tarsal portions
• The lacrimal part is called Horner’s muscle

7. The incorrect statement regarding Müller’s muscle is:
A. It is also called musculus orbita/is
B. It is a striped muscle
C. It is supplied by cervical sympathetic
D. In upper lid it arises from the inferior aspect of levator palpebrae superioris

(Ahmed: A Textbook of Oph.2nd ed., p. 13)

B. The muscle is not striped

8. The distance of angular vein from medial canthus is:
A. 6 mm B. 8 mm
C. 9 mm D. 10 mm (Ahmed: A Textbook of Oph.2nd ed., p.14)

B. Angular vein is the nodal point of the entire venous system of eyelids

9. The nerve supply to the outer part of eyelid and conjunctiva is by:
A. Nasociliary B. Lacrimal
C. Infratrochlear D. Frontal
E. All of the above (Ahmed: A Textbook of Oph.2nd ed., p. 11)

E.

10. In chalazion operation the infiltration anaesthesia is given in:
A. Subcutaneous layer B. Within the tarsus
C. Submuscular layer D. Orbicularis oculi

C.

11. Staphylococcal blepharitis is characterized by the following except:
A. Eczematous changes of the lid skin at the angles
B. There is accompanying conjunctivitis
C. Chronic course
D. Presence of soft and oily flakes

(Ahmed: A Textbook of Oph.2nd ed.,p.165) (Kerala 2000)

D.
• Soft and oily flakes are present in seborrhoeic blepharitis
• Blepharitis may be squamous or ulcerative; anterior or posterior
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12. D 13. C 14. D

12. Differential diagnosis of hordeolum externum is:
A. Hordeolum intemum B. Erysipelas
C. Acute dacryocystitis D. All of the above

(Ahmed: A Textbook of Oph.2nd ed., p.166)
(UP 93,94; MANIPAL 02)

D
• In stye (hordeolum externum) there is suppuration around an eyelash (Fig. 2.2)
• Hordeolum internum or suppurative chalazion follows chalazion
• Erysipelas shows rapidly-spreading erythema with irregular edges and systemic upsets
• In acute dacryocystitis, there is localized area of redness, oedema, tendemess occupying lacrimal

sac region

Fig. 2.2: Stye Fig. 2.3: Chalazion

13. Internal hordeolum arises from:
A. Hair follicles B. Gland of Zeis
C. Meibomian gland D. Krause’s gland

(Ahmed: A Textbook of Oph.2nd ed.,p.166)
(UP 95; PGI 02; MANIPAL 02)

C. Chalazion is an infective granuloma of Meibomian gland (Fig. 2.3)
Internal hordeolum is suppurative chalazion

14. Xanthelasma is found in:
A. Arteriosclerosis B. Hypercholesterolaemia
C. Diabetes mellitus D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p. 174)
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15. D 16. C 17. A

D. Xanthelasma is slightly raised skin plaque of yellowish white colour on medial parts of both
upper and lower lids (Fig. 2.4)

Fig. 2.4: Xanthelasma

15. Pseudoptosis is caused by:
A. Enophthalmos B. Duane’s retraction syndrome
C. Phthisis bulbi D. All of the above

(Pavan-Langston: Man. of Ocular Diag. & Therap. 5th ed., p. 48)

D. Pseudoptosis resembles drooping of the upper lid but not due to involvement of lid structures.
Other causes of pseudoptosis include:

• Dermatochalasis
• Contralateral palpebral fissure widening
• Contralateral exophthalmos

16. The prominent skin-fold in front of lower tarsus at the medial margin is:
A. Telecanthus
B. Epicanthus
C. Epiblepharon
D. Congenital entropion (Ahmed: A Textbook of Oph.2nd ed., p.179, 3, p.47)

C.
• Telecanthus—increased width between the medial canthi
• Epicanthus—bilateral, prominent skin fold above or occasionally across the medial canthi
• Epiblepharon—prominent skin fold in front of the lower tarsus usually located medially

17. The incorrect statement regarding trichiasis is:
A. It is always associated with entropion
B. Eyelashes are stiff and distorted
C. It may cause corneal erosions
D. It can be treated with epilation,electrolysis and diathermy

(Ahmed: A Textbook of Oph.2nd ed., p.167)

A. Trichiasis may or may not be associated with entropion
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18. Lagophthalmos is caused by:
A. 7th cranial nerve palsy B. Cicatricial ectropion
C. Proptosis D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p. 170) (UPSC 88)

D. Lagophthalmos means incomplete closure of the palpebral fissure in spite of attempt to shut the eyes
Other causes include

• Physiological-during sleep
• Absence of reflex blinking-in an extremely ill patient

19. The following are the causes of unilateral ptosis except:
A. Temporal lobe tumour
B. Myotonic dystrophy
C. Horner’s syndrome
D. Marcus Gunn phenomenon (Ahmed: A Textbook of Oph.2nd ed., p. 172)

B. Ptosis in myotonic dystrophy is bilateral and accompanied by myotonia and cataract

20. The incorrect statement regarding congenital ptosis is:
A. It is usually bilateral
B. This follows birth trauma
C. This is not infrequently hereditary
D. None of the above (Ahmed: A Textbook of Oph.2nd ed.,p. 170)

B. Congenital ptosis occurs either due to dystrophy of levator palpebrae superioris or
non-dystrophic-which is either aponeurotic defect or nerve palsy (Fig. 2.5)

Fig. 2.5: Bilateral ptosis

21. Horner’s syndrome may follow:
A. Carcinoma of the oesophagus
B. Cervical rib
C. Tumour of the third ventricle
D. All of the above
E. None of the above (Ahmed: A Textbook of Oph.2nd ed.,p. 170)

18. D 19. B 20. B 21. D
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D. Horner’s syndrome or sympathetic ptosis
• Is mostly unilateral slight ptosis
• Enophthalmos
• Sometimes reduced sweating.
• Is due to an interruption of sympathetic pathway anywhere between hypothalamus and the eye
• Postganglionic fibres start after relay at the superior cervical ganglion

22. The correctly-matched statement about the following is:
A. Unilateral ptosis + Dilated pupil and temporal lobe tumour
B. Bilateral ptosis + Constricted pupil and midbrain lesion
C. Total, unilateral ptosis and peripheral 3rd nerve lesion
D. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.172)

D. Unilateral ptosis also occurs in oculomotor nerve palsy

23. Ptosis with lid lag on downgaze is:
A. Congenital
B. Synkinetic
C. Neurogenic
D. Myogenic (Ahmed: A Textbook of Oph.2nd ed., p.170) (AIIMS 92)

A. In congenital ptosis, while looking down the levator palpebrae superioris of the affected eyes can
not relax resulting in lid lag

24. Unilateral ptosis with lower lid of normal side at a higher level than that of the affected side is
seen in:
A. Marcus Gunn’s phenomenon
B. Horner’s syndrome
C. A+B
D. None of the above

(Ahmed: A Textbook of Oph.2nd ed., p.170) (UPSC 02)

A. Marcus Gunn’s jaw winking phenomenon shows
• Unilateral congenital ptosis with drooped lid, lid rising above on opening the mouth or moving

the jaw on the other side

25. The correct statement regarding ptosis is:
A. An isolated ptosis is detected in a cortical lesion
B. In aponeurotic ptosis levator function is usually normal
C. A+B
D. Development of myogenic ptosis takes years
E. All of the above

(Ahmed: A Textbook of Oph.2nd ed., p.170) (AIIMS 97)

22. D 23. A 24. A 25. E
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E. Ptosis is the drooping of the upper lid and is classified as:
Congenital

— Simple
— With other ocular anomalies
— With ophthalmoplegia
Acquired

• Myogenic—myasthenia gravis and myotonic dystrophy
• Mechanical—e.g., heavy upper lid as in trachoma
• Paralytic—oculomotor nerve palsy
• Pseudoparalytic
• Sympathetic
• Traumatic
• Apparent

26. Investigations for ptosis include:
A. Amount of levator function B. Ocular movements
C. Pupillary reactions D. All of the above

(Ahmed: A Textbook of Oph.2nd ed., p.172)

D.

27. The amount of normal levator function is:
A. Less than 4 mm
B. 4 to 5 mm
C. 5 to 7 mm
D. 8 mm or more (Parsons’ Dis.of Eye,19th ed., p.486) (AIIMS 97)

D. In order to assess the levator function patient’s brow is pressed by examiner’s thumb to eliminate
frontalis action, while examiner’s other hand holds a millimeter rule in front of the upper lid. The
patient is asked to look upward. The amount, of excursion is measured while still holding the brow.
8 mm or more indicates good function, 5 to 7 mm moderate and less than 4 mm poor levator function.

28. Fasanella-Servat operation is indicated in ptosis:
A. Less than 6 mm
B. Less than 5 mm
C. Less than 4 mm
D Less than 3 mm (Ahmed: A Textbook of Oph.2nd ed., p.449- 451) (AI 03)

D. Ptosis operations include
1. Levator resection

• Always worth trying if there is some degree of levator function
• Done either through conjunctival approach (Everbusch) or skin approach (Blaskovics operation)

2. Fasanella-Servat operation
• This procedure is advocated in slight ptosis, less than 3 mm

3. Motais operation

26. D 27. D 28. D
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4. Greeves’s operation
• In both Motais and Greeves, superior rectus muscle is utilized

5. Hess’s operation
• Frontalis muscle is utilized

29. The operation utilizing the frontalis muscle is:
A. Greeves B. Motais
C. Hess D. Everbusch

(Ahmed: A Textbook of Oph.2nd ed., p.451)

C.
• Everbusch’s operation is levator resection through skin incision
• Both Motais and Greeves’ operations utilize superior rectus

See box under Q.28

30. The incorrect statement regarding senile entropion is:
A. It is the commonest type of entropion
B. Atrophy of the orbital fat is a contributory factor
C. There is decreased excursion of the lower lid during looking downward
D. It can be treated by Kuhnt-Szymanoswky operation

(Ahmed: A Textbook of Oph.2nd ed.,p.448)

D. Kuhnt-Szymanoswky operation is indicated in correction of cicatricial ectropion
Indications for operations for entropion
For slight degree of senile entropion

• Full thickness transverse or everting sutures
For entropion of lower lid

• Skin-muscle operation
• Resection of skin, muscle and tarsus
• Modified Wheeler’s operation
For cicatricial entropion of upper lid

• Tarsal paring and eversion
• Tarsal rotation
For senile and cicatricial entropion of lower lid

• Wies’ partial transposition of tarsus

31. Cicatricial entropion is caused due to:
A. Trachoma
B. Erythema multiforme
C. Chemical injury
D. All of the above

(Kanski: Clinical Oph.,2nd ed.,p.176) (AI 92)

D.

29. C 30. D 31. D
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32. Lower lid entropion is caused by the following except:
A. Facial palsy
B. Involutional atrophy of lower lid retractors
C. Alkali injury
D. B+C

A. Facial palsy causes paralytic ectropion
Entropion is the inversion of the lid margin (Fig. 2.6)

• Senile, atonic or involutional-commonest type
• Cicatricial
• Mechanical
• Acute spastic
• Congenital

Fig. 2.6: Section of the upper lid (diagrammatic) left to right :
normal lid, trichiasis, distichiasis, entropion and ectropion

33. The correct statement regarding senile ectropion is:
A. It usually affects the lower lid
B. It commonly affects the nasal side of the lid margin in early cases
C. In established cases Kuhnt-Szymanowski operation is indicated
D. All of the above (Ahmed: A Textbook of Oph.2nd ed., p.169)

D. Ectropion is eversion of the lid margin (Fig. 2.6)
• Senile-the commonest type
• Acute spastic
• Mechanical
• Paralytic
• Cicatricial
• Congenital

34. Paralytic ectropion can be treated by:
A. Lateral tarsorrhaphy B. Canthoplasty
C. Fascia lata sling D. All of the above

(Ahmed: A Textbook of Oph.2nd ed., p. 169)

D.

32. A 33. D 34. D
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35. The correct description of myokymia is:
A. Invountary, persistent and strong orbicularis spasm
B. Clonic contracture of isolated orbicularis fibres
C. Involuntary rhythmic contraction of orbicularis fibres
D. Fibrillar twitching of some orbicularis fibre bundles near the lateral canthus

(Ahmed: A Textbook of Oph.2nd ed., p.178)

D.
• Involuntary, persistent and strong orbicularis spasm is called blepharospasm
• Clonic contracture of isolated orbiculris fibre is known as tic
• Involuntary rhythmic contraction of orbicularis fibres is termed blepharoclonus

36. Decreased blinking occurs in:
A. Fatigue B. Strenuous close work
C. Dysthyroid ophthalmopathy D. Parkinsonism

(Ahmed: A Textbook of Oph.2nd ed., p.I78)

C.

37. Lid retraction is caused by:
A. Marcus Gunn’s phenomenon B. Dysthyroid exophthalmos
C. High myopia D. All of the above

(Ahmed: A Textbook of Oph.2nd ed., p. 178)

D. See Fig. 2.7

Fig. 2.7: Bilateral lid retraction

38. Poliosis is caused by:
A. Sympathetic ophthalmitis B. Vogt-Koyanagi-Harada syndrome
C. Waardenburg’s syndrome D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p 188. and Parsons’ Dis.of Eye,19th ed.,p.262,417)

D
• Waardenburg’s syndrome also shows white forelock, lateralization of the puncta and lengthening

of the canaliculi
• Sympathetic ophthalmia is a severe, bilateral uveitis with injured eye (exciting eye) causing

involvement of the fellow normal eye (sympathizing eye)
• Vogt-Koyanagi- Harada syndrome is characterized by uveitis along with poliosis, vitiligo and deafness

35. D 36. C 37. D 38. D
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39. The commonest lid sign in ophthalmic Graves’ disease is:
A. von Graefe B. Stellwag
C. Dalrymple D. Rosenbach (Ahmed: A Textbook of Oph.2nd ed., p.156)

C. Lid signs in ophthalmic Graves’ disease are
• Dalrymple’s sign—upper lid retraction
• Griffith’s sign—lower lid lag on upgaze
• Rosenbach’s sign—tremor of closed lids
• Kocher’s sign—spasmodic upper lid retraction during fixation
• Enroth’s sign—oedema of lower lids

40. Sebaceous cell carcinoma usually arises from:
A. Wolfring’s gland B. Moll’s gland
C. Meibomian gland D. Krause’s gland

(Ahmed: A Textbook of Oph.2nd ed., p. 174)

C. Of these, only Meibomian glands are sebaceous glands

41. The commonest site for basal cell carcinoma of lid is:
A. Outer canthus B. Inner canthus
C. Upper lid D. Lower lid

(Ahmed: A Textbook of Oph.2nd ed.,p.175) (AIIMS, 93)

D. The site of involvement are as follows:
• Lower lid-54 per cent
• Inner canthus- 28 per cent
• Upper lid-13 per cent
• Outer canthus-5 per cent

42. Non-surgical treatment of basal cell carcinoma includes all except:
A. Radiotherapy B. Cryotherapy
C. A+B D. Photodynamic therapy

(Ahmed: A Textbook of Oph.2nd ed., p.176, 332)

D
• Photodynamic therapy using low-energy diode laser with photosensitive dye has been advocated

in treatment of choroidal neovascular membrane
• Cryotherapy can be done in superficial, small basal cell carcinoma
• Radiotherapy can be advocated in:

— Small lesion
— That involving the medial canthus
— Cases not suitable for operation

39. C 40. C 41. D 42. D
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43. All the following are non-cystic lesions except:
A. Milia B. Squamous cell papilloma
C. Basal cell papilloma D. Keratoacanthoma

(Ahmed: A Textbook of Oph.2nd ed., p.167,174)

A.
• Milia are tiny cysts scattered over the lid skin or at the lid margin
• Squamous cell carcinoma is highly malignant and tends to metastasize
• Basal cell papilloma, also called seborrhoeic keratosis, is to be differentiated from basal cell

carcinoma by the presence of keratin in the former
• Keratoacanthoma, also called molluscum sebaceum, is a benign skin tumour of lid characterized by

its rapid growth and deposition of keratin within crater-like lesion

44. The developmental affection amongst the following is:
A. Milphosis B. Distichiasis
C. Tylosis D. Trichiasis

(Ahmed: A Textbook of Oph.2nd ed., p.165, 179)

B.
• Milphosis is permanent reddening of lid margin seen as rare sequela to ulcerative blepharitis
• Tylosis is hypertrophy of lid margin also seen as rare sequela to ulcerative blepharitis (Q. AIIMS 86)

• Trichiasis is the misdirected and distorted cilia rubbing the cornea
•  Other complications and sequelae of ulcerative blepharitis include:

— Madarosis- loss of eyelashes
— Ectropion- eversion of the lid margin
— Epiphora-watery eye due to obstruction anywhere in lacrimal passages
— Eczema

• Distichiasis is a congenital condition in which there are double row of eyelashes
• Other developmental anomalies of lid and palpebral fissure include:

— Coloboma-notching of the lid
— Ankyloblepharon- fusion of the lid margins
— Congenital ptosis
— Congenital entropion
— Congenital ectropion
— Epicanthus-semilunar skin-fold above and sometimes covering the medial canthus
— Blepharophimosis-generalized narrowing of the palpebral fissure
— Euryblepharon- widening of the palpebral fissure

45. Syndrome associated with epicanthus is:
A. Rieger B. Down
C. Refsum D. None of the above

(Ahmed: A Textbook of Oph.2nd ed., p.539)

43. A 44. B 45. B
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B. Down’s syndrome, also called mongolism or trisomy 21 is a chromosomal abnormality. This
presents the following features:
• Mental retardation, stunted growth and mongoloid facies
• Narrow palpebral fissure with downward and inward obliquity
• Hypertelorism
• Cataract
• Associated keratoconus

46. The commonest site for lid-coloboma is:
A. Lateral half of upper lid
B. Medial half of lower lid
C. Lateral half of lower lid
D. Medial half of upper lid (Ahmed: A Textbook of Oph.2nd ed., p.179)

D. Lid coloboma may involve one or all four lids.It may be associated with craniofacial dysostosis,
Treacher-Collins syndrome

47. Syndrome associated with mongoloid obliquity is:
A. Crouzon B. Down
C. Turner D. Franceschetti

(Ahmed: A Textbook of Oph. 2nd ed., p. 539)

B. See box under Q.44

48. Syndrome associated with antimongoloid obliquity is:
A. Down
B. Crouzon
C. Laurence-Moon-Biedl
D. None of the above (Ahmed: A Textbook of Oph.2nd ed., p.162,539,542)

B.
Down syndrome, See box under Q.44
Crouzon’s syndrome is a craniofacial anomaly showing:
• Shallow orbits, brachycephaly, divergent squint, proptosis, etc
Laurence-Moon-Biedl syndrome (Fig. 2.8) shows:
• Obesity, hypogenitalism, polydactyly, mental retardation and

pigmentary retinal dystrophy

Fig. 2.8: Laurence-Moon-Biedl syndrome

46. D 47. B 48. B
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49. BIepharophimosis syndrome shows all the following except:
A. Epicanthus inversus B. Telecanthus
C. Ptosis D. Entropion

D. This syndrome shows lower lid ectropion

50. Blepharophimosis is found in:
A. Edward’s syndrome B. Waardenburg’s syndrome
C. Down’s syndrome D. None of the above

D.

51. Euryblepharon follows:
A. Localized displacement of lateral canthus
B. Proptosis
C. Down’s syndrome
D. All of the above (Ahmed: A Textbook of Oph.2nd ed., p. 180)

A. Euryblepharon is the generalized enlargement of the palpebral fissure

52. Blepharochalasis is characterized by:
A. Bilaterality
B. Recurrent attacks of oedema of lids
C. Often hereditary
D. Redundant upper lid skin hanging down over the eyes
E. All of the above (Ahmed: A Textbook of Oph.2nd ed., p. 179)

E.

53. The incorrectly-matched statement about treatment-options of cicatricial entropion is:
A. Mild to moderate degree in lower lid and Wies’ procedure
B. Moderate degree in upper lid with thin tarsus and tarsal wedge resection
C. Mild degree in upper lid and anterior lamellar reposition
D. Severe degree in upper lid and tarsal excision

(Ahmed: A Textbook of Oph.2nd ed., p. 169)

D.

54. Probable levator function in child with absent lid fold is:
A. Less than 4 mm B. 4-7 mm
C. More than 8 mm D. 10-12 mm

(Kanski: Clinical Oph.,2nd ed., p.14)

A. Absence of lid fold points toward poor function of levator palpebrae superioris

49. D 50. D 51. A 52. E 53. D 54. A
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55. Tylosis means:
A. Hypertophy of the lid margin B. Inversion of the lid margin
C. Distorted cilia D. Loss of eyelashes

(Ahmed: A Textbook of Oph.2nd ed.,p.165) (AIIMS, 86)

A. See box under Q.44

56. Fungal infection of the lid is caused by:
A. Actinomycosis B. Sporotrichosis
C. Candidiasis D. Streptothrix

(Ahmed: A Textbook of Oph.2nd ed.,p.83) (PGI 84)

A.

57. Diminished blinking reflex with imperfect lid closure in dysthyroid ophthamopathy is known as:
A. von Graefe sign B. Stellwag’s sign
C. Dalrymple’s sign D. Möbius’s sign

(Parsons’ Dis.of Eye, 19th ed.,p. 519) (KERALA 99)

B.

58. Plication of inferior lid retractors is recommended in:
A. Senile ectropion B. Senile entropion
C. Paralytic ectropion D. Cicatricial entropion

(Pavan-Langston: Man.of Ocular Diag. & Therap.5th ed.,p.47, 49) (AI 03)

B.
• There are upper lid elevators, viz. levator palpebrae superioris, levator aponeurosis and Müller’s

muscle as well as lower lid retractors, viz. inferior rectus fascia and Müller’s muscle
• In senile entropion the most physiologic operations are those that restore the action of

attenuated inferior lid retractors and that tighten the lax lower lid

55. A 56. A 57. B 58. B
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The Lacrimal Apparatus3
1. The correct statement regarding the lacrimal gland is:

A. This is located behind the orbital septum
B. It is supplied by the lacrimal nerve
C. Parasympathetic supply is from lacrimatory nucleus of facial nerve
D. All of the above (Ahmed: A Textbook of Oph.2nd ed., p.15)

D. For details, see box under Q.2

2. The incorrect statement regarding the lacrimal gland is:
A. This is a tubulo-racemose gland
B. The orbital lobe is larger than the palpebral
C. 10 to 12 lacrimal ducts open in the upper fornix
D. Two lobes are separated by the levator palpebrae superioris

(Ahmed: A Textbook of Oph.2nd ed., p.15)

D.
• The lacrimal gland (Fig. 3.1) is a tubulo-racemose gland situated on the upper and outer aspect of

the orbit behind the orbital septum. It has two parts, upper orbital and lower smaller palpebral part,
continuous behind but separated in front by the fascia of levator palpebrae superioris. 10 to 12 lacrimal
ducts from the palpebral part open into the superior fornix

• Afferent or sensory nerve supply is from the lacrimal branch of the ophthalmic division of the
5th cranial

• The efferent or motor supply is from both parasympathetic derived from the facial nerve nucleus and
sympathetic from the postganglionic fibres arising from the superior cervical ganglion

1. D 2. D
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3. B 4. D 5. D 6. B

Fig. 3.1: Anatomy of the lacrimal apparatus (Courtesy: Allergan)

3. The lacrimal fossa is formed by:
A. Lacrimal bone and frontal process of maxilla
B. Lacrimal bone only
C. Lacrimal, frontal and nasal bones
D. Lacrimal and palatine bones (Ferris: Basic Sc.in Oph,2nd ed.,p.9)

B.

4. All statements regarding the lacrimal sac and nasolacrimal duct are correct except:
A. The sac is lodged in the lacrimal fossa
B. Medial palpebral ligament is across the fundus of the sac
C. The angular vein lies close to the lacrimal sac
D. The nasolacrimal duct opens into middle meatus of the nose

(Ferris: Basic Sc. in Oph,2nd ed.,p.9; Parsons’ Dis.of Eye,19th ed.,p.497)

D. The nasolacrimal duct opens into the inferior meatus of the nose

5. The correct statement regarding the lacrimal fascia is:
A. It encloses the lacrimal sac
B. It is derived from the periorbita
C. It meets at the anterior lacrimal crest
D. All of the above

(Ferris: Basic Sc .in Oph,2nd ed.,p.9; Parsons’ Dis.of Eye,19th ed.,p.497)

D.
• The periorbita splits to form the lacimal fascia
• Both anterior and posterior surfaces of the lacrimal sac are covered by the lacrimal fascia
• The fascial sheath extends between anterior and posterior lacrimal crests and separated from the

sac by venous plexus

6. Of the following glands the accessory lacrimal gland is:
A. Henle B. Krause
C. Moll D. Zeis (Ahmed: A Textbook of Oph.2nd ed., p.20)
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7. B 8. D 9. D 10. A

B. Krause’s glands are accessory lacrimal glands.
The other such glands are:

1. Glands of Wolfring
2. Henle’s glands are not true glands
3. Moll’s glands are sweat glands
4. Zeis’ glands are sebaceous glands

7. The incorrect statement regarding tear film is:
A.  The aqueous layer forms 90 per cent of its thickness
B.  Normal tear breakup-time is less than 10 seconds
C.  The lipoid layer forms its outer zone
D.  Schirmer’s test indicates affections of the aqueous layer

(Ahmed: A Textbook of Oph.2nd ed., p.17, 184) (Kerala 03)

B.
• Tear film has three layers

— Outermost lipoid—0.1 micron
— Middle aqueous—7 microns
— Innermost mucous—0.02-0.05 micron

• Schirmer’s test indicates the degree of tear secretion
• Normal range of breakup-time of tear (BUT) is more than 25 seconds
• BUT is less than 15 seconds in tear film instability

8. Tear is drawn into the nose due to:
A.  Capillary action
B.  Action of the orbicularis oculi
C.  Negative pressure within the lacrimal sac
D.  All of the above (Ahmed: A Textbook of Oph.2nd ed., p.17)

D.

9. The incorrect statement about tear is:
A.  Optical integrity of the cornea is influenced by tear
B.  Osmotic pressure is 0.9 to 0.95 per cent sodium chloride solution
C.  Action of lysozyme is dependent on pH
D.  All of the above (Ferris: Basic Sc. in Oph,2nd ed. p 290)

D.

10. The chief immunoglobulin (Ig) in tear is:
A.  IgA B.  IgE
C.  IgG D.  IgM (Ahmed: A Textbook of Oph.2nd ed., p.513)
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A.
There are five classes of immunoglobulins (Ig)
• IgA
• IgD
• IgG
• IgM

11. Normal pH of tear is:
A.  5.5 B.  6.5
C.  7.5 D.  8.5

(Ahmed: A Textbook of Oph.2nd ed., p. 17) (AIIMS 80; DNB 89; Orissa 99)

C.

12. In Schirmer’s test the filter paper is kept in the outer half of lower foruix for:
A.  1 minute B.  2 minutes
C.  3 minutes D.  5 minutes

(Ahmed: A Textbook of Oph.2nd ed., p.183)

D. A 5 mm wide and 35 mm long filter paper is folded for 5 mm and kept for 5 minutes (Fig. 3.2)

Fig. 3.2: Schirmer’s test

13. The incorrect statement regarding breakup-time of tear is:
A.  Normal range is more than 25 seconds
B.  The tear film instabilty is indicated if it is less than 15 seconds
C.  It does not show retraction of the aqueous layer
D.  All of the above (Ahmed: A Textbook of Oph.2nd ed., p.184)

C. The interval between the first blink and appearance of first dry spot is called breakup-time

11. C 12. D 13. C
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14. The direction of the nasolacrimal duct is:
A.  Downward
B.  Downward, slightly outward and backward
C.  Downward, slightly inward and backward
D.  Downward, slightly outward and forward (Ferris: Basic Sc. in Oph,2nd ed.,p.9)

B.

15. The narrowest part of the nasolacrimal duct is:
A.  Upper
B.  Middle
C.  Lower (Parsons’ Dis.of Eye,19th ed.,p. 497)

A.

16. The correct measurement regarding the lacrimal sac when distended is:
A.  25 mm long vertically and 15 mm wide
B.  15 mm long vertically and 5 mm wide
C.  20 mm long vertically and 5 mm wide
D.  30 mm long vertically and 10 mm wide (Ahmed: A Textbook of Oph.2nd ed., p.18)

B.

17. Hypersecretion of tear follows:
A.  Keratitis B.  Uveitis
C.  Miotics D.  All of the above

(Ahmed: A Textbook of Oph.2nd ed., p.181)

D.

18. Crocodile tears occur due to:
A.  Conjunctivitis
B.  Lacrimal gland tumour
C.  Abnormal regeneration of 7th cranial nerve
D.  None of the above (Ahmed: A Textbook of Oph.2nd ed., p.181)

C. Also called paradoxic lacrimation, it is very rare. It may occur as a sequel to facial palsy

19. Number of lacrimal ducts is:
A.  5-6 B.  7-9
C.  10-12 D.  15-20 (Ahmed: A Textbook of Oph.2nd ed., p.16)

C.

14. B 15. A 16. B 17. D 18. C 19. C
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20. Bloody tear is caused due to:
A.  Conjunctival granuloma B.  Jaundice
C.  Severe conjunctivitis D.  All of the above

(Ahmed: A Textbook of Oph.2nd ed., p.190)

D.

21. Dry eye is caused by:
A.  Sero-positive rheumatoid arthritis B.  Hard contact lens
C.  Mikulicz syndrome D.  All of the above

(Ahmed: A Textbook of Oph.2nd ed., p.181)

D. Causes of dry eye are as follows:
Tear-deficient
• Sjögren’s syndrome
• Trachoma
• Trichiasis
• Facial nerve palsy
• Burn
• Erythema multiforme
Oil deficient
• Blepharitis
• Meibomianitis
Surface change
• Vitamin A deficiency
Lid surface abnormalities
• Ectropion
• Entropion
• Lagophthalmos
• Exposure keratopathy
• Lid coloboma
Epitheliopathies
• Limbal lesions
• Hard contact lens
• Recurrent corneal erosions

22. Following statements regarding Sjögren’s syndrome are correct except:
A.  Elderly women are affected
B.  Filamentary keratitis is common
C.  ESR is usually elevated
D.  Electrophoresis of tear reveals raised lysozyme level

(Ahmed: A Textbook of Oph.2nd ed., p.181)

D.

20. D 21. D 22. D
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23. All the following affections are due to mucin deficiency in tear except:
A.  Trachoma
B.  Stevens-Johnson syndrome
C.  Exposure keratopathy
D.  Benign mucous membrane pemphigoid (Ahmed: A Textbook of Oph.2nd ed., p.181)

C.

24. The commonest tumour of the lacrimal gland is:
A.  Adenonoma B.  Adenocarcinoma
C.  Carcinoma D.  Pleomorphic adenoma

(Ahmed: A Textbook of Oph.2nd ed., p.182)

D. Tumours of the lacrimal gland
• Pleomorphic adenoma-commonest
• Adenocarcinoma
• Reticuloses
• Lymphosarcoma

25. All of the following are tests for dry eye except:
A.  Impression cytology B.  Radio-scintillography
C.  Dye test D.  B+C

(Ahmed: A Textbook of Oph.2nd ed., p.184,187)

D. Diagnostic tests for dry eye include:
1. Schirmer’s test
2. Rose Bengal test
3. Breakup-time of tear
4. Fluorescein staining
5. Tear osmolarity
6. Tear lysozyme assay
7. Tear fern test
8. Impression cytology

26. Regurgitation is seen by syringing is found in all except:
A.  Common canaliculus block
B.  Partial nasolacrimal duct obstruction
C.  Complete nasolacrimal duct obstruction
D.  Lacrimal pump failure (Parsons’ Dis. of Eye,19th ed.,p.503)

D.

23. C 24. D 25. D 26. D
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27. The most useful investigation of assessment of canalicular obstruction is:
A.  Dye test
B.  Dacryo-cystography
C.  Radio-scintillography
D.  Macro-dacryocystography (Ahmed: A Textbook of Oph.2nd ed., p.187)

D. Diagnostic tests for epiphora include:
• Dye test
• Syringing
• X-rays
• Dacryo-cystography
• Macro-dacryocystography is indicated in suspected canalicular obstruction
• Radio-scintillography

28. The commonest site of blockage in an adult is:
A.  Upper canaliculus
B.  Lower canaliculus
C.  Junction of the canaliculi and the sac
D.  Junction of the sac and the nasolacrimal duct (Parsons’ Dis.of Eye,19th ed.,p. 501)

D.

29. The commonest site of blockage of the lacrimal passage in an infant is:
A.  Junction between the sac and the nasolacrimal duct
B.  Lower portion of the nasolacrimal duct
C.  Middle portion of the nasolacrimal duct
D.  Upper portion of the nasolacrimal duct (Ahmed: A Textbook of Oph.2nd ed., p.188)

B.

30. All the following are artificial tears except:
A.  Hydroxypropyl methylcellulose
B.  Polyvinyl alcohol + Povidine
C.  Acetylcysteine
D.  Carboxymethyl cellulose (Ahmed: A Textbook of Oph.2nd ed., p.181)

C. Acetylcysteine decreases the viscosity of mucus

31. The commonest cause of canaliculitis is:
A.  Candida albicans
B.  Aspergillus fumigatus
C.  Actinomyces israeli
D.  Diplococcus pneumoniae (Kanski: Clinical Oph.,2nd ed., p.59)

C.

27. D 28. D 29. B 30. C 31. C
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32. Stenosis of the canaliculus occurs in:
A. Masses of mycelium of Actinomyces
B. Prolonged instillation of iodoxyuridine
C. Errant eyelash
D. All of the above (Ahmed: A Textbook of Oph.2nd ed., p.185)

D.

33. In dacryo-cystorhinostomy the communication is made between the lacrimal sac and:
A. Superior meatus B. Inferior meatus
C. Middle meatus D. None of the above

(Kanski: Clinical Oph.,2nd ed., p.58)

C.

34. An everted lower punctum is treated by:
A. Three-snip operation
B. Cauterization of the area just behind and below the punctum
C. Conjunctivoplasty
D. All of the above (Parsons’ Dis.of Eye,19th ed.,p.502)

D.

35. The true statement regarding treatment of occlusion of puncta and canaliculi is:
A. Canaliculotomy relieves punctal occlusion
B. Conjunctivo-dacryocystorhinostomy is advised in membranous canaliculus blockage
C. Canaliculo-dacryocystorhinostomy in fibrous canaliculus blockage
D. All of the above (Ahmed: A Textbook of Oph.2nd ed., p.185)

A.

36. The most important investigation to assess functional efficiency of the lacrimal passages is:
A.  Plane X-ray
B.  Dacryo-cystography
C.  Radio-scintillography
D.  Macro-dacryocystography (Ahmed: A Textbook of Oph.2nd ed., p.187)

C.

37. Epiphora in facial palsy is due to:
A.  Paralytic ectropion
B.  Lagophthalmos
C.  Failure of lacrimal pump activity
D.  Reflex hypersecretion of tear

(Kanski: Clinical Oph.,2nd ed., p.53; Ahmed: A Textbook of Oph.2nd ed., p.187)

32. D 33. C 34. D 35. A 36. C 37. C
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C. Causes of epiphora are as follows:
In the punctum and canaliculi

• Errant eyelash
• Inflammation
• Cicatrization
In the lacrimal sac

• Inflammation
• Tumours
In the nasolacrimal duct

• Post inflammatory
Inferior meatus of the nose-polyps and tumours

Distorsion of lid margin

Paralysis of orbiculars oculi

38. Lacrimal sac swelling is seen:
A.  Above the medial palpebral ligament
B.  Below the medial palpebral ligament
C.  Medial to medial palpebral ligament
D.  Lateral to medial palpebral ligament (Parsons’ Dis.of Eye,19th ed.,p.497)

B. The upper end or fundus of the lacrimal sac extends slightly above the level of the medial
palpebral ligament

39. Diagnostic tests for epiphora include:
A.  Dacryo-cystography
B.  Radio-scintillography
C.  Macro-dacryocystography
D.  All of the above (Ahmed: A Textbook of Oph.2nd ed., p.187)

D. Diagnostic tests for epiphora:
1. Dye test

Normally a cotton-tipped applicator into inferior meatus of the nose is stained 2 minutes after a
drop of fluorescein into the conjunctival sac. In lacrimal obstruction there is no staining

2. Syringing

3. X-rays

4. Dacryocystography—X-ray after dye injection; 4 types
• Plane
• Distension
• Macro-dacryocystography
• Radio-scintillography

5. Macro-dacryocystography—indicated in suspected canaliculus obstruction
6. Radio-scintillography—using a drop of radio-active tracer, technetium and a gamma camera

38. B 39. D
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40. Obstruction at the junction of upper and lower canaliculi is treated by:
A.  Canaliculotomy
B.  Canaliculo-dacryocystorhinostomy
C.  Dacryo-cystorhinostomy
D.  Conjunctivo-dacryocystorhinostomy (Ahmed: A Textbook of Oph.2nd ed., p.455)

B.

41. Fluorescein stains the:
A.  Tear film B.  Epithelial defect
C.  Diseased tissue D.  A+B
E.  B+C (Kanski: Clinical Oph.,2nd ed., p.93)

D.

40. B 41. D
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The Conjunctiva4
1. The correct statement regarding structure of the conjunctiva is:

A.  The fornix shows three layers of epithelium
B.  Goblet cells decrease as the limbus is approached
C.  The adenoid layer develops after 3 months of age
D.  All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.19)

D. See box under Q.3

2. Perilimbal region is supplied by the:
A.  Anterior conjunctival arteries
B.  Anterior conjunctival + Posterior conjunctival arteries
C.  Anterior conjunctival + Anterior ciliary arteries
D.  Anterior ciliary arteries (Ahmed: A Textbook of Oph.2nd ed. p.20)

A. See box under Q.3

3. The sensory nerve supply is from:
A.  Frontal B.  Lacrimal
C.  Long ciliary branches of nasociliary D.  Infraorbital
E.  All of the above (Ahmed: A Textbook of Oph.2nd ed. p.21)

E.
• The conjunctiva has three parts: bulbar, palpebral (subdivided into marginal, tarsal and orbital) and

fornix
• Structurally, it has both epithelium and substantia propria, the latter containing superficial adenoid

layer (develops about 3 months after birth) and deeper fibrous layers
• Goblet cells (large, oval, fat-looking, mucin-secreting) are abundant in the fornices and plica

semilunaris (Q. AI O4)

• The arterial supply (Fig. 4.1) of deeper parts of lids and whole of conjunctiva except 3 to 6 rom
paralimbal zone (this area is supplied by anterior conjunctival derived from episcleral twigs of
anterior ciliary arteries) is from 4 palpebral arcades, two in each lid, one at either border of the tarsus.

1. D 2. A 3. E
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Fig. 4.1: Arterial supply of the conjunctiva. 1. peripheral arterial arcade; 2. marginal arterial arcade;
3. posterior conjunctival arteries; 4. levator palpebrae superioris; 5. anterior ciliary arteries;
6. long posterior ciliary arteries; 7. superior rectus

• The sensory supply is from frontal, lacrimal, long ciliary branches of nasociliary and infraorbital nerves.

4. Ciliary congestion is not seen in:
A.  Catarrhal conjunctivitis B.  Retrobulbar haemorrhage
C.  A+B D.  Herpetic kerato uveitis

C. Ciliary congestion is due to involvement of episcleral branches of anterior ciliary arteries

5. The commonest bacteria for acute mucopurulent conjunctivitis is:
A.  Staphylococcus aureus B.  Staphylococcus epidermidis
C.  Diplococcus pneumoniae D.  Haemophilus aegyptius

(Ahmed: A Textbook of Oph.2nd ed. p.191)(AIIMS 98;UP 2000)

A. Conjunctivitis may be:
• Infective and allergic
• Acute or chronic
• Acute infective conjunctivitis-mucopurulent (Fig. 4.2), purulent, membranous and follicular

Fig. 4.2: Acute mucopurulent conjunctivitis
(Courtesy: Centaur)

4. C 5. A
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6. C 7. C 8. B 9. E 10. B

6. Angular conjunctivitis is caused by:
A. Morax-Axenfeld diplobacilli B. Staphylococcus aureus
C. A+B. D. Haemophilus influenzae

(Ahmed: A Textbook of Oph.2nd ed. p. 195)
(Karnataka 88; PGI 2000;SRMC 02)

C. Angular conjunctivitis caused by Morax-Axenfeld diplobacilli shows:
• Hyperaemia of the bulbar conjunctiva at the angles
• Excoriation of the skin at the above location

7. The membrane formation is not due to:
A.  Corynebacterium diphtheriae B.  Streptococcus haemolyticus
C.  Neisseria catarrhalis D.  Neisseria gonorrhoeae

(Ahmed: A Textbook of Oph.2nd ed.,p.193) (PGI 90)

C. There are two types—true due to C.diphtheriae and C.pseudomembranous

The causes of C.pseudomembranous include:
• Conjunctivitis due to Staph. aureus, Strepto. haemolyticus, N meningitides, Koch-Weeks bacilli
• Epidemic keratoconjunctivitis
• Herpes simplex conjunctivitis
• Drugs
• Chemicals like acetic acid,lime,etc
• Stevens-Johnson syndrome

8. Polymorphonuclear response is not seen in:
A.  Bacterial conjunctivitis B.  Allergic conjunctivitis
C.  Chemical conjunctivitis D.  Trachoma-inclusion conjunctivitis

(Pavan-Langston: Man.of Ocular Diag.&Therap.5th ed.,p.76)

B.

9. Basophil response is seen in:
A.  Epidemic keratoconjunctivitis B.  Herpetic conjunctivitis
C.  Trachoma D.  All of the above
E.  None of the above

(Pavan-Langston: Man.of Ocular Diag.&Therap.5th ed.,p.76)

E.

10. Eosinophilic response is found in:
A.  Trachoma B.  Vernal keratoconjunctivitis
C.  Epidemic keratoconjunctivitis D.  A + B

(Pavan-Langston: Man.of Ocular Diag.&Therap.5th ed.,p.76)

B.
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11. B 12. C 13. E 14. C 15. B

11. Multinuclear giant cells are found in:
A.  Allergic conjunctivitis B.  Trachoma
C.  Tuberculosis of the conjunctiva D.  All of the above

(Pavan-Langston: Man.of Ocular Diag.&Therap.5th ed.,p.76)

B. Mixed cellular response consisting of polymorphs, lymphocytes, plasma cells and macrophages
(Leber’s cells) is typically present in trachoma

12. The commonest microorganism responsible for neonatal conjunctivitis is:
A. Candida albicans B. Neisseria gonorrhoeae
C. TRIC agents D. Herpes simplex virus

(Parsons’ Dis. of Eye,19th ed.,p.181) (PGI 88,90; AIIMS 94)

C. See box under Q.13

13. The correctly-matched statement regarding time of onset of neonatal conjunctivitis is:
A. Within 48 hours and gonococcal ophthalmia
B. 2 to 3 days and non-gonococcal infection
C. 5 to 7 days and HSV infection
D. Over one week and chlamydial infection
E. All of the above (Parsons’ Dis. of Eye,19th ed., p. 181) (PGI 88; AIIMS 94)

E. Neonatal conjunctivitis may be caused by N.gonorrhoeae

• C. trachomatis

• Herpes simplex virus
• Chemicals
• Non-gonococcal bacterial infection
• Treatment. Apart from liberal irrigation, the drug of choice is as follows:

— N. gonorrhoeae—gentamicin drops + IM inj. of ceftriaxone
— Herpes simplex—acyclovir 3 per cent eye ointment
— C. trachomatis—erythromycin or chlortetracycline eye ointment

14. The feature not present in pneumococcal conjunctivitis is:
A.  Small epidemics are not rare
B.  There may be multiple subconjunctival haemorrhages
C.  It is associated with phlyctena
D.  It often causes acute catarrhal conjunctivitis (Ahmed: A Textbook of Oph.2nd ed. p. 191)

C.

15. The commonest site for corneal perforation in gonococcal ophthalmia is:
A.  Central B.  Just below the centre
C.  Lower half D.  Near the margin

B.
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16. B 17. D 18. C 19. D

16. The bacteria responsible for causing conjunctivitis, keratitis and blepharitis is:
A.  Streptococcus haemolyticus
B.  Staphylococcus aureus
C.  Diplococcus pneumoniae
D.  None of the above

(Ahmed: A Textbook of Oph.2nd ed. p. 77) (PGI 2000)

B.

17. Unilateral chronic conjunctivitis is associated with:
A. Retained foreign body in the
B. Chronic dacryocystitis
C. Trichiasis
D. All of the above

D.

18. True membranous conjunctivitis is caused by:
A. Diplococcus pneumoniae
B. Streptococcus haemolyticus
C. Corynebacterium diphtheriae
D. Neisseria gonorrhoeae (Ahmed: A Textbook of Oph.2nd ed. p. 193) (TN 03)

C.
• In true membranous conjunctivitis the membrane can not be peeled of easily and bleeding occurs when

separated
• In pseudomembranous conjunctivitis the membrane can be peeled off easily and there is no bleeding when

separated

19. The effective agent for treatment of angular conjunctivitis is:
A.  Penicillin eye drops
B.  Framycetin eye drops
C.  Sulphacetamide eye drops
D.  Zinc sulphate eye drops

(Ahmed: A Textbook of Oph.2nd ed. p. 195)
(Karnataka 88; AIIMS 92; UP 96;PGI 2000)

D.
• Zinc acts by inhibiting the liberation of proteolytic ferment, the latter from Morax--Axenfeld

diplobacilli.
— Angular conjunctivitis is due to Morax-Axenfeld diplobacilli having features like hyperaemia of

bulbar and intermarginal conjunctiva at the angles and excoriation of the skin in the same site
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20. A 21. C 22. A

20. Epidemic keratoconjunctivitis is caused by:
A.  Adenovirus B.  Picornavirus
C.  Orthomyxovirus D.  Papovavirus

(Ahmed: A Textbook of Oph.2nd ed., p.197) (Kolkata 04)

A. Epidemic keratoconjunctivitis
— Caused by adenovirus types 8 and 19, occasionally types 2-4, 11, 14, 16, 29
— Unilateral in two-third cases
— Two phases—conjunctival and corneal, each lasting for about one week
— Conjunctival phase showing diffuse conjunctival congestion, papillae, follicles
— Corneal phase showing PEE, PEK, etc

21. Epidemic haemorrhagic conjunctivitis is caused by:
A. Adenovirus B. Newcastle virus
C. Enterovirus 70 D. Arbovirus

(Ahmed: A Textbook of Oph.2nd ed., p.196) (PGI 88; AIIMS 94)

C.
• Epidemic haemorrhagic conjunctivitis. Picorna viruses, enterovirus 70 and coxsackie virus A 24 are

the causes
• Clinical features include constant petechiae to large subconjunctival haemorrhages—most prominent

sign. Other include:
— Painful, puffy lid swelling
— Frequently follicles
— Commonly preauricular lymphadenopathy
— Systemic features like fever-not uncommon
— Course- one to two weeks

22. Preauricular lymphadenopathy is not seen in:
A. Streptococcal conjunctivitis B. Pharyngoconjunctival fever
C. Beal’s conjunctivitis D. Epidemic keratoconjunctivitis

(Ahmed: A Textbook of Oph.2nd ed., p.196-7;Kanski: Clinical Oph.,2nd ed.,p.67)

A. Pharyngoconjunctival fever
• Caused by adenoviruses type 3, 4 and 7
• Acute follicular conjunctivitis
• Preauricular lymphadenopathy
• Pharyngitis
• Fever

Beal’s conjunctivitis
• Acute follicular conjunctivitis with rapid onset
• Preauricular adenitis
• Complete recovery within 1 to 2 weeks

Epidemic keratoconjunctivitis-see box under Q.20
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23. C 24. C 25. E

23. The follicles are present in the following affections except:
A.  Trachoma B.  Contact lens wear
C.  Vernal conjunctivitis D.  Molluscum contagiosum

(Ahmed: A Textbook of Oph.2nd ed. p. 105) (AI 88)

C. Follicles
• There is hyperplasia of the lymphoid tissue followed by secondary vascularization
• Discrete, 0.5 to 5 mm in diameters, round, raised dots
• Commonly seen in the lower palpebral and sometimes in the upper
• Causes of acute follicular conjunctivitis include:

— Epidemic keratoconjunctivitis
— Active trachoma
— Primary herpes
— Pharyngoconjunctival fever
— Epidemic haemorrhagic conjunctivitis

• Causes of chronic follicular conjunctivitis include:
— Trachoma
— Folliculosis
— Molluscum contagiosum
— Due to drugs like eserine and IDU
Papillae

• They are essentially vascular proliferations with superadded lymphocytic infiltration
• Reddish, polygonal, elevated areas anywhere in the conjunctiva
• Papillae are found in

— Vernal conjunctivitis
— Trachoma
— Giant papillary conjunctivitis
— Epidemic keratoconjunctivitis

24. Papillae are not found in:
A. Trachoma B. Vernal keratoconjunctivitis
C. Pharyngoconjunctival fever D. Giant papillary conjunctivitis

(Ahmed: A Textbook of Oph.2nd ed. p. 195) (AI 96, AIIMS 94.98 ,01)

C.

25. All statements regarding trachoma are true except:
A. It is caused by Chlamydia trachomatis
B. Halberstaedter-Prowazek inclusion bodies are found
C. It is endemic in northern part of India
D. Both follicles and papillae are present
E. Membrane formation occurs

(Ahmed: A Textbook of Oph.2nd ed., p. 197- 201)
(PGI 86, 2000; AIIMS 92;MRCOphtha.part 1 03)
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26. D 27. B 28. B

E. Membrane formation does not occur
Trachoma

• About one-fifth of the world population is affected by trachoma
• Caused by Chlamydia trachomatis

• Has four stages
— Stage I or TR I-papillae and immature follicles.avascular epithelial and subepithelial keratitis
— Stage II or TR II-all signs of stage I+ mature follicles
— Stage III or TR III-stage of scarring: line of Arlt, stellate scars and Herbert’s pits
— Stage IV or TR IV-stage of complications and sequelae

26. The corneal signs of trachoma include:
A. Avascular punctate epithelial and subepithelial keratitis
B. Pannus
C. Corneal ulcer
D. All of the above (Ahmed: A Textbook of Oph.2nd ed., p.198)

D.
• In avascular epithelial and subepithelial keratitis there is epithelial oedema with cellular infiltration

and splitting of Bowman’s membrane
• Pannus is superficial vascularization with cellular infiltration.
• There are other causes of pannus apart from trachoma (see box under Q. 39).
• Trachomatous pannus

— Is seen in the upper part of the cornea
— It may be progressive, when the cells are ahead the vessels and progressive, when the cells are

behind the vessels
— It can be graded-thin vessels (pannus tenuis), highly vascular (pannus vasculosus), thicker and

irregular vessels (pannus crassus), scarred vessels (pannus siccus)

27. The feature absent in trachoma is:
A. Follicles B. Horner-Tranta spots
C. Arlt’s line D. Papillae

(Parsons’ Dis.of Eye,19th ed.,p.190) (AI 88; BHU 88)

B. Horner-Tranta spots are found in limbal type of vernal keratoconjunctivitis. They are white dots
made up of eosinophils and epithelial debris

28. Absence of conjunctival scarring is seen in:
A. Alkali injury
B. Pemphigus
C. Ocular pemphigoid
D. Epidermolysis bullosa

(Ahmed: A Textbook of Oph.2nd ed., p.411)
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29. D 30. D 31. C 32. A

B.
• In pemphigus the lesions occur in apparently normal skin and mucous membrane
• In ocular pemphigoid, also called benign mucosal pemphigoid or essential shrinkage of the conjunctiva,

there is conjunctival scarring. Other mucous membranes and skin are less commonly affected
• Epidermolysis bullosa is present from the birth and fresh lesions at the site of injury is characteristic

29. Arlt’s line is present in:
A. Ocular pemphigoid B. Vernal conjunctivitis
C. Psoriasis D. Trachoma

(Ahmed: A Textbook of Oph.2nd ed., p.200) (PGI 02)

D. Arlt’s line is seen in TR III as an ill-defined horizontal line in the tarsal conjunctiva which corresponds
to line of anastomosis between ascending and descending conjunctival arterioles

30. Herbert’s pits are found in:
A. Molluscum contagiosum B. Vernal keratoconjunctivitis
C. Staphylococcal conjunctivitis D. Trachoma

(Ahmed: A Textbook of Oph.2nd ed., p.200) (AIIMS 92;AI 95)

D.
• Herbert’s pit is one of the pathognomonic signs of trachoma. They occur after rupture and cicatrization

of limbal follicles. They are seen in stage III of trachoma (Fig. 4.3, Plate 1)
• Other two signs in this stage are Arlt’s line and stellate scars

31. The most blinding sequela of trachoma is:
A. Pannus
B. Symblepharon
C. Entropion with trichiasis
D. Stromal xerosis

(Ahmed: A Textbook of Oph.2nd ed., p.20I)
(BHU 88; PGI 86,2000; Rajasthan 01)

C. Complications and sequelae of trachoma include:
• In the lid: entropion, ectropion, mechanical ptosis, trichiasis and deformed lid margin
• In the conjunctiva: symblepharon and xerosis
• In the cornea: neovascularization, u1cers, opacities, xerosis and keratectasia
• In the lacrimal apparatus: chronic dacryoadenitis and dacryocystitis

32. Superficial punctate keratitis with associated conjunctivitis is present in all except:
A.  Thygeson’s keratitis
B.  Superior limbic keratoconjunctivitis
C.  Epidemic keratoconjunctivitis
D.  Pharyngoconjunctival fever (Ahmed: A Textbook of Oph.2nd ed., p.223)
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33. D 34. B 35. D

A.
• Thygeson’s SPK-showing the following features:

— In second to third decade
— Bilateral
— Gross SPK
— No conjunctival involvement
— No corneal stromal involvement
— No or slight impairment of corneal sensation
— Remissions after 1 to 2 months and then recurrences
— Resolves completely within 2 to 4 years

• Superior limbic keratoconjunctivitis
— Of obscure aetiology
— Chronic, recurrent keratoconjunctivitis
— Papillary hypertrophy
— Congestion of upper bulbar conjunctiva and upper limbus
— May show filaments

• Epidemic keratoconjunctivitis, See box under Q.20
• Pharyngoconjunctival fever, See box under Q.22

33. Scarring of the lower palpebral conjunctiva occurs in:
A.  Erythema multiforme B.  Psoriasis
C.  Ocular pemphigoid D.  All of the above
E.  None of the above (Ahmed: A Textbook of Oph.2nd ed., p.205) (AP 96)

D.

34. The condition not associated with phlyctenular conjnnctivitis is:
A.  Septic focus B.  Atopic keratoconjunctivitis
C.  Staphylococcal infection D.  Helminth infection

(Ahmed: A Textbook of Oph.2nd ed., p. 2O2) (AP 96; PGI 98)

B.

35. Group of mediators identified in vernal keratoconjunctivitis is:
A.  Prostaglandin D2
B.  Eosinophil granule major basic protein
C.  Chemotactic factors
D.  All of the above (Ahmed: A Textbook of Oph.2nd ed., p.202)

D. There are three groups of mediators—
1. Histamine and prostaglandins
2. Eosinophil granule major basic protein
3. Chemotactic factors
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36. C 37. E 38. E 39. C

36. VernaI keratoconjunctivitis has the following features except:
A. Micropannus
B. Horner- Tranta spots
C. Scarring of upper tarsal conjunctiva
D. Cobblestone vegetations

(Ahmed: A Textbook of Oph.2nd ed., p.204) (JIPMER 88; UP 95; AI 96,03;
AIIMS.94.97,98,01; PGI 03;Manipal 01,03)

C. Vernal keratoconjunctivitis
• Caused by type I allergy, mediated by IgE
• Occurs in young children
• Seasonal, mostly in summer months
• Characteristic symptom is itching; other symptoms include ropy conjunctival discharge and

foreign body sensation (Q. AI 04)

• Two types- palpebral (tarsal) and bulbar (limbal)
In palpebral type

• Upper tarsal conjunctiva shows thickened, bluish-white, flat-topped, cobblestone vegetations in
limbal type

• Bluish-white, diffusely-spread vegetations in the pericorneal region (Fig. 4.4, Plate 1)

37. Diagnostic feature of atopic keratoconjunctivitis is:
A. Small papillae in the lower palpebral conjunctiva
B. Mucoid discharge
C. Typically affects young men
D. Pre-existing dermatitis
E. All of the above

(Ahmed: A Textbook of Oph.2nd ed., p.204)

E.

38. Irregular dilatation of conjunctival vessels occur in:
A. Diabetes mellitus B.  Hypertension
C. Fabry’s disease D.  Acne rosacea
E. All of the above

E.

39. Pannus is not seen in:
A. Absolute glaucoma
B. Leprotic keratitis
C. Keratomalacia
D. Phlyctenular keratoconjunctivitis

(Ahmed: A Textbook of Oph.2nd ed., p. 235)
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C.
• In pannus (see box under Q.26) corneal neovessels extend 2 mm or more beyond normal pericorneal

vascular arcade; in micropannus these extend 1 to 2 mm beyond this arcade
Causes of pannus:

• Trachoma
• Phlyctenular keratoconjunctivitis
• Leprotic keratitis
• Absolute glaucoma
• Corneal injury
• Contact lens wear

Causes of micropannus

• Vernal keratoconjunctivitis
• Staphylococcal blepharoconjunctivitis
• Superior limbic keratoconjunctivitis
• Contact lens wear

40. Recurrent pterygium is treated by:
A.  Mucous membrane graft B.  Beta radiation
C.  Keratoplasty D.  All of the above

(Ahmed: A Textbook of Oph.2nd ed., p.207)

D.

41. The indication of surgical removal of pterygium is:
A.  When it becomes vascular
B.  When it is steadily progressing
C.  When it is inflamed
D.  All of the above (Ahmed: A Textbook of Oph.2nd ed., p.207)

D.

42. Intraepithelial bullae formation is present in:
A.  Pemphigus B.  Bullous pemphigoid
C.  Erythema multiforme D.  All of the above

(Ahmed: A Textbook of Oph.2nd ed., p.205,411-12)

A.

43. Progressive scarring of mucous membrane with minor skin lesion in an elderly patient is:
A.  Toxic epidermal necrolysis B.  Benign mucosal pemphigoid
C.  Reiter’s diseases D.  Erythema multiforme

(Ahmed: A Textbook of Oph.2nd ed., p.205,411-12)

B. See box under Q.28

40. D 41. D 42. A 43. B
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44. Naevus which is most precancerous is:
A.  Blue naevus B.  Junctional naevus
C.  Epithelial melanosis D.  Naevus of Ota

(Ahmed: A Textbook of Oph.2nd ed., p.210,421)

B.

45. Flat and deep conjunctival pigmentation occurs in:
A.  Benign epithelial melanosis
B.  Naevus of Ota
C.  Long-term use of topical epinephrine
D.  All of the above (Ahmed: A Textbook of Oph.2nd ed., p.422)

D.

46. True statement regarding squamous-cell carcinoma of conjunctiva is:
A.  It may develop over a pre-existing papilloma
B.  It is usually located at the limbus
C.  It is highly radiosensitive
D.  A+B
E.  B+C (Ahmed: A Textbook of Oph.2nd ed., p.210)

B.

47. Swimming pool conjunctivitis occurs in:
A.  Trachoma B.  Chlamydia inclusion conjunctivitis
C.  A + B D.  Guineaworm

(Parsons’ Dis.of Eye,19th ed.,p.179) (Kerala 99)

B. Water in swimming pool is infected from patients with urethritis or cervicitis and occurs as local
epidemic

48. Subconjunctival haemorrhage does not occur in:
A.  Whooping cough B.  Hypertension
C.  High IOP D.  Passive venous congestion

(Parsons’ Dis.of Eye,19th ed.,p.171) (TN 95; JIPMER 04)

C. (Fig. 4.5, Plate 1)

49. In Crede’s method percentage of silver nitrate used is:
A.  0.5 per cent B.  1 per cent
C.  1.5 per cent D.  2 per cent

(Ahmed: A Textbook of Oph.2nd ed.,p. 193) (AIIMS 87)

B. Crede’s method is a preventive measure in ophthalmia neonatorum in which 1 per cent silver nitrate
solution is instilled in the eyes of the newborn just after delivery

44. B 45. D 46. D 47. B 48. C 49. B
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50. Giant papillary conjunctivitis occurs in:
A. Contact lens wear B. Protruding sutures following operation
C. A + B D. None of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.205) (Karnataka 04)

C. Giant papillary conjunctivitis
• An allergic conjunctivitis
• Clinical features resemble those of vernal conjunctivitis
• Treatment with 4 per cent sodium cromoglycate + Discontinuation of contact lens or use of improved

design and polymer

51. SAFE strategy has been developed for control of:
A. Refractive error B. Trachoma
C. Glaucoma D. None of the above

(Parsons’ Dis.of Eye,19th ed.,p.595) (AI 03)

B. SAFE is acronym for the following:
• S-surgery for trachoma
• A-antibiotic for active infection
• F-face cleanliness programme
• E-environmental improvement

52. Acute conjunctivitis is caused by all the following viruses except:
A. Adenovirus B. Enterovirus
C. Coxsackie D. CMV

(Ahmed: A Textbook of Oph.2nd ed., p.81) (AIIMS 98;UP 2000)

D. Cytomegalovirus (CMV) causes retinitis

53. Of the following conjunctival cysts the commonest one is:
A. Lymphatic B. Congenital
C. Retention D. Parasitic

(Ahmed: A Textbook of Oph.2nd ed.,p.209)

A. Lymphatic cysts are due to dilatation of the lymph spaces

54. Ophthalmia nodosa is seen in:
A. Uveitis B. Caterpillar hair
C. Leprosy D. Syphilis

(Ahmed: A Textbook of Oph.2nd ed.,p.195) (Kerala 89)

B. Irritant hairs of caterpillar hairs may cause a nodular conjunctivitis

50. C 51. B 52. D 53. A 54. B
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The Cornea5

1. E

1. Regarding the structure of the cornea incorrect statement is:
A. It has a basal membrane
B. It contains 1.5 to 2 microns thick lamellae
C. It contains ground substance made up of acid mucopolysaccharide
D. Endothelium regenerates by mitosis
E. Endothelium is interrupted (Ahmed: A Textbook of Oph.2nd ed., p. 22, 23) (AI 91;PGI 01)

E. Corneal endothelium is continuous round the angle of the anterior chamber with the endothelium of
the iris

• Cornea shows 5 layers anteroposteriorly they are as follows (Fig. 5.1):
1. Epithelium comprising of surface cells, wing cells and basal cells (germinal cell layer)
2. Bowman’s membrane-once destroyed it never regenerates
3. Stroma or substantia propria, constituting 90 per cent thickness and containing lamellae, cells (fixed

and wandering) and ground substance made up of acid mucopolysaccharide
4. Descemet’s membrane having a demarcation line between it and the stroma
5. Endothelium having single layered epithelium-like cell; metabolically this is most active

Fig. 5.1: The cornea showing 1. epithelium; 2. Bowman’s membrane;
3. stroma; 4. Descemet’s membrane and 5. endothelium
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2. D 3. C 4. B 5. C 6. B 7. D

2. The incorrect statement regarding the cornea is:
A. Desmosomes connect cell-to-cell
B. Hemidesmosomes connect cell to respective basement membranes
C. Both surface epithelial and endothelial cells contain microvilli
D. Endothelial cells increase as age advances

(Ahmed: A Textbook of Oph.2nd ed., p.23)

D. There are about 500,000 cells, 5 millimicron thin and 10 to 20 millimicron wide. As age advances the
number of cells decreases. Morphological and functional aspects of corneal endothelium can be
assessed by specular microscopy

3. Normal corneal hydration depends upon:
A. Epithelium B. Endothelium
C. A+B D. Substantia propria

(Ahmed: A Textbook of Oph.2nd ed., p. 60)

C. Corneal epithelium is relatively impermeable, while endothelium transports the solutes. Hence, an
intact epithelium and endothelium are essential for normal corneal hydration

4. The incorrect statement regarding the cornea is:
A. Stromal lamellae are 1.5 to 2 microns thick and 0 to 260 microns wide
B. Basal membrane is a part of Bowman’s membrane
C. Electromicroscopically, Descemet’s membrane has two zones
D. Bowman’s membrane is incapable of regeneration

(Ahmed: A Textbook of Oph.2nd ed., p. 22)

B. Basal membrane is a part of the epithelium and is anchored to Bowman’s membrane

5. The horizontal diameter of the cornea is:
A. 9 mm B. 10.6 mm
C. 11.7 mm D. 13 mm

(Ahmed: A Textbook of Oph.2nd ed., p.2l)

C. The horizontal diameter of the cornea, 11.7 mm, is larger than the vertical diameter, 10.6 mm

6. Refractive index of the cornea is:
A. 1.27 B. 1.33
C. 1.37 D. 1.40

(Ahmed: A Textbook of Oph.2nd ed., p.111)

B. Refractive indices of the cornea, aqueous and lens are 1.33, 1.336 and 1.41 respectively

7. Radius of curvature the anterior corneal surface is:
A. 4.5 mm B. 5.5 mm
C. 6.6 mm D. 7.8 mm

(Ahmed: A Textbook of Oph.2nd ed., p. 12)
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8. C 9. D 10. B 11. C 12. D

D. The radii of curvature of the anterior and posterior surfaces of the cornea are 7.8 mm and 6.6 mm
respectively

8. The thickness of the central part of the cornea is:
A. 0.30 mm B. 0.40 mm
C. 0.50 mm D. 0.60 mm

(Ahmed: A Textbook of Oph.2nd ed., p.11) (JIPMER 91; UPSC 04)

C. The thickness of the central part of the cornea is 0.50 mm, while that of the peripheral part is 1 mm
Corneal thickness is measured by pachymeter

9. Corneal endothelial cells are examined by specular microscopy under magnification of:
A. X 200 B. X 300
C. X 400 D. X 500

(Ahmed: A Textbook of Oph.2nd ed., p.23)

D.  Morphological and functional aspects of corneal endothelium can be assessed by specular microscopy

10. Cornea derives glucose for metabolism mainly from the:
A. Tear film B. Aqueous humour
C. Perilimbal capillaries D. B+C

(Ahmed: A Textbook of Oph.2nd ed., p.59) (PGI 85)

B. Nutrition of the cornea is derived from three sources: pre-comeal tear film, aqueous humour and
perilimbal capillaries.

11. The incorrect statement regarding normal water and electrolyte-content is:
A. There is existence of sodium-potassium ATPase in the epithelium
B. Active transport of water occurs via endothelium
C. Concentration of potassium is low and that of sodium is high
D. There is low chloride concentration

(Parsons’ Dis.of Eye,19th ed., p.202)

C.  Sodium-potassium ATPase keeps potassium concentration high and sodium concentration low.

12. The correct statement regarding corneal metabolism is:
A. Glycolysis produces pyruvate and lactate
B. Breakdown of glucose produces adenosine triphosphate and nicotinamide dinucleotide phosphate
C. Respiration only occurs in the epithelium
D. All of the above

(Ahmed: A Textbook of Oph.2nd ed., p.59-60)

D. Two processes are involved in catabolism of glucose:
Anaerobic through either Krebs’ tricarboxylic acid (TCA) cycle or hexose monophosphate shunt
(HMS)
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13. D 14. B 15. E 16. A

Aerobic
• Glycolysis, i.e.breakdown of glucose into lactic or pyruvic acid occurs in both epithelium and stroma
• Respiration, i.e.oxidation of lactic acid into carbon dioxide and water occurs in epithelium. Breakdown

of glucose produces adenosine triphosphate (ATP) and nicotinamide adenine dinucleotide phosphate
(NADPH). Lactic acid unable to permeate the epithelium diffuses slowly via the corneal stroma and
endothelium to reach aqueous humour. Carbon dioxide is eliminated via the epithelium and
endothelium

13. The cornea is transparent due to:
A. Avascularity B. Arrangement of stromal collagen fibres
C. State of detugescence D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.60) (AIIMS 80,86)

D.

14. The incorrect statement regarding corneal biochemistry is:
A. Mucopolysachcharides represent about 4 per cent of the dry weight
B. Sodium concentration is lower in the stroma
C. Ascorbic acid is twice greater in the epithelium
D. Chondroitin is found exclusively in the stroma

(Ahmed: A Textbook of Oph.2nd ed., p.59)

B. Sodium and chloride concentraion is higher in the stroma than in the epithelium.
The solid components of the cornea are as follows:

• Proteins made up of collagens, mucopolysaccharides having three fractions—keratan sulphate,
chondroitin and chondroitin sulphate.

• Lipids
• Electrolytes
• Enzymes
• Ascorbic acid
• Glutathione

15. The bacteria that can penetrate an intact cornea are:
A. Staphylococcus aureus B. Neisseria gonorrhoeae
C. Corynebacterium diphtheriae D. Diplococcus pneumoniae
E. B+C (Parsons’ Dis.of Eye,19th ed., p.206) (AI 91)

E. Only Neisseria gonorrhoeae and Corynebacterium diphtheriae are capable of penetrating normal corneal
epithelium

16. A central corneal ulcer is caused by:
A. Pseudomonas pyocyaneus B. Diplococcus pneumoniae
C. Candida albicans D. All of the above

(Ahmed: A Textbook of Oph.2nd ed., p.217) (BHU 88)

A.  Central ulcer may be of bacterial, viral or mycotic origin
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17. D 18. C 19. A 20. D 21. D

17. A marginal corneal ulcer follows:
A. Acanthamoeba infection B. Collagen diseases
C. Hookworm infection D. All of the above

(Ahmed: A Textbook of Oph.2nd ed., p.217)

D. A marginal ulcer may be infective (bacterial, chlamydial, parasitic), Mooren’s ulcer or may follow
systemic diseases.

18. Fascicular ulcer is found in:
A. Herpes simplex keratitis B. Vernal keratoconjunctivitis
C. Phlyctenular keratoconjunctivitis D. Riboflavine deficiency

(Ahmed: A Textbook of Oph.2nd ed.,p.203) (JIPMER 91)

C. Fasicular ulcer shows the following features
— Limbal infiltration- spread in a linear manner
— Ulceration
— Radial leash of non-anastomosing blood vessel

19. Hypopyon usually consists of:
A. Polymorphonuclear leucocytes
B. Dead polymorphonuclear leucocytres
C. Polymorphonuclear leucocytes + Lymphocytes
D. Lymphocytes (Parsons’ Dis.of Eye,19th ed., p. 204) (AIIMS 86)

A. Hypopyon is found in corneal ulcer due to pneumococcus, gonococcus or mycotic origin

20. Pseudohypopyon is found in:
A. Gonococcal iritis B. Tuberculous uveitis
C. Retinoblastoma D. B+C

D.

21. Acute serpiginous corneal ulcer shows:
A. Gross ulceration
B. Tendency to spread in one direction at a time
C. Hypopyon
D. All of the above

(Ahmed: A Textbook of Oph.2nd ed., p.218) (TN 97)

D. Acute serpiginous ulcer (ulcus serpens or hypopyon corneal ulcer) caused by pneumococci is
characterized by gross ulcer having a tendency to spread irregularly in one direction at a time
due to migration of pneumococcus in that direction
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22. C 23. D 24. A 25. D 26. C 27. A

22. All the effects following perforation of corneal are bad except:
A. Iris prolapse B. Panophthalmitis
C. Diminution of pain D. Phthisis bulbi

(Ahmed: A Textbook of Oph.2nd ed., p.215)

C. There are other beneficial effects like halting the progress of ulcer and enhancement of healing

23. The persistent epithelial defect follows:
A. Ocular surface inflammations B. Dry eye
C. Neurotrophic keratopathy D. All of the above

D.

24. Persistent corneal oedema is not caused by:
A. Acute choroiditis
B. Fuchs’ corneal dystrophy
C. Long-standing glaucoma
D. Postoperative

(Ahmed: A Textbook of Oph.2nd ed., p. 237)

A. The causes of persistent corneal oedema include:
• Keratoconus
• Fuchs’ corneal dystrophy
• Long-standing glaucoma
• Buphthalmos
• Iridocyclitis

25. Recurrent corneal erosions are seen in:
A. Corneal dystrophy B. Peter’s anomaly
C. Keratoglobus D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.230) (AIIMS 98)

D.

26. Type of keratitis following soft contact lens-wear is:
A. Pseudomonas B. HSV
C. Acanthamoeba D. All of the above

(Parsons’ Dis.of Eye,19th ed.,p.217) (AI 93)

C.

27. Treatment of choice in leucoma (Fig. 5.2) is:
A. Keratoplasty B. Optical iridectomy
C. Keratectomy D. Laser therapy

(Parsons’ Dis.of Eye,19th ed.,p.230) (AI 93)
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A.

Fig. 5.2: Bilateral leucoma

28. All the following are antiviral drugs used in treatment of HSV keratitis except:
A. Fluconazole B. Trifluorothymidine
C. Vidarabine D. Acyclovir

(Ahmed: A Textbook of Oph.2nd ed., p.222)

A. Fluconazole is an antifungal agent.
Antiviral agents include:

1. Iodoxyuridine
2. Trifluorothymidine
3. Vidarabine
4. Acyclovir
5. Gancic1ovir

Antifungal drugs include:
1. Nystatin
2. Amphotericin
3. Natamycin
4. Fluconazole
5. Flucytosine
6. Econazole

29. Punctate epithelial erosions follow:
A. Trichiasis B. Viral infection
C. Bacterial infection D. All of the above

(Ahmed: A Textbook of Oph.2nd ed., p.219)

D. Other causes include molluscum contagiosum and chemical injury

30. Keratopathy affecting the interpalpebral region follows all except:
A. Keratitis sicca
B. Staphylococcal blepharoconjunctivitis
C. Neurotrophic keratitis
D. Molluscum contagiosum (Ahmed: A Textbook of Oph.2nd ed., p. 220)

28. A 29. D 30. B,C
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31. C 32. D

B,C. Superficial keratopathy may affect the upper third, interpalpebral region or lower third of the cornea;
may be diffuse or random.
The upper third is involved in:

• Trachoma
• Superior limbic keratoconjunctivitis
• Inclusion conjunctivitis
• Molluscum contagiosum

The lower third is affected in conditions like:
• Staphylococcal blepharoconjunctivitis
• Exposure keratopathy

Diffuse form is seen in:
• Early bacterial infection
• Early viral infection
• Vitamin A deficiency

Random distribution is noticed in conditions like:
• Trachoma
• Chemical injury
• Herpes simplex keratitis

31. Superficial keratopathy accompanied by dry eye involving the interepalpebral region is seen in:
A. Vernal keratoconjunctivitis
B. Theodore’s limbic keratoconjunctivitis
C. Keratoconjunctivitis sicca
D. Subtarsal foreign body (Ahmed: A Textbook of Oph.2nd ed., p.22O)

C. Keratoconjunctivitis sicca involves the interpalpebral region of the cornea

32. The cause of impaired corneal sensation is:
A. Leprotic keratitis
B. Absolute glaucoma
C. Topical beta-blocker
D. All of the above (Ahmed: A Textbook of Oph.2nd ed., p.224) (AI 96)

D. Causes of diminished corneal sensation are:
• Leprotic keratitis
• Absolute glaucoma
• Topical beta-blocker
• Neurotrophic keratitis
• Herpetic keratitis
• Contact lens wear
• Diabetes mellitus
• Ageing
• Post-keratoplasty
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33. D 34. D 35. A

33. Herpes simplex keratitis shows the following except:
A. Dendritic keratitis
B. Absence of corneal vascularization
C. Diminished corneal sensation
D. Single corneal lesion

(Ahmed: A Textbook of Oph.2nd ed., p.221) (AIIMS 86,91,94;AI 95; JIPMER 90)

D. Herpetic lesions are typically linear, jagged with side-branchings.
HSV lesions in anterior ocular segment are classified as follows:
Epithelial

• Infective: dendritic keratitis
• Non-infective: trophic (metaherpetic) keratitis

Stromal
• Infective: necrotizing keratitis
• Non-infective

Antigen-antibody complement-mediated

— Necrotizing interstitial keratitis
— Wessely ring
— Limbal vasculitis
Lymphocyte-mediated

— Disciform keratitis
— Endothelitis
— Iridocyclitis
— Trabeculitis

34. The correct statement regarding metaherpetic keratitis is:
A. This is a sterile lesion
B. It may appear as dendritic
C. It shows grey and thickened borders
D. All of the above (Ahmed: A Textbook of Oph.2nd ed., p.221)

D. Metaherpetic or trophic keratitis is a non-infective epithelial lesion of HSV infection

35. The incorrect statement regarding herpetic disciform keratitis is:
A. This is an antigen-antibody complement-mediated keratitis
B. There is a disc-shaped area of stromal oedema
C. There is no corneal vascularization in the early stage
D. In severe case there may be folds in Descemet’s membrane

(Ahmed: A Textbook of Oph.2nd ed., p.222)

A. HSV keratitis is lymphocyte -mediated herpetic stromal lesion. See box under Q. 33
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36. B 37. D 38. B

36. Lymphocyte-mediated herpetic corneal stromal lesion is:
A. Limbal vasculitis B. Disciform keratitis
C. Wessely ring D. All of the above

(Ahmed: A Textbook of Oph.2nd ed., p.221)

B. For details, see box under Q.33.
• Necrotizing IK presents as multiple necrotic lesions accompanied with deep vascularization
• The lesion in limbal vasculitis is focal
• Wessely immune rings are found in the anterior stroma

37. Treatment of dendritic keratitis is by:
A. IDU B. Acyclovir
C. Steroid D. A+B
E. A+B+C (Ahmed: A Textbook of Oph.2nd ed., p.221) (PGI O1)

D. See box under Q.28

38. The incorrect statement regarding features of herpes zoster ophthalmicus is:
A. The condition is heralded by severe neuralgic pain
B. This is a bilateral affection
C. Hutchinson’s rule is characteristic
D. Ophthalmic division is affected 20 times more than other two divisions of 5th cranial nerve

(Ahmed: A Textbook of Oph.2nd ed., p.222) (PGI 03)

B. The affection is unilateral (Fig. 5.3). Involvement of the eye is almost certain if the side of the tip of
the nose presents herpetic vesicles and this is known as Hutchinson’s rule.

Fig. 5.3: Herpes zoster ophthalmicus (Photo: RN Sen)
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39. D 40. B 41. D 42. C

39. The correct statement regarding neuroparalytic keratitis is:
A. It follows lesion of the 5th cranial nerve
B. It is due to loss of neurotrophic impulses to the cornea
C. There is diffuse vesicular keratitis
D. All of the above

(Ahmed: A Textbook of Oph.2nd ed., p. 224) (MP 98)

D. Loss of corneal sensation is the trigger factor leading to successive events, viz., unregulated
accumulation of metabolites, oedema, degeneration, dessication and exfoliation of corneal epithelium

40. Neuroparalytic keratitis follows paralysis of:
A. 3rd cranial nerve B. 5th cranial nerve
C. 6th cranial nerve D. 7th cranial nerve

(Ahmed: A Textbook of Oph.2nd ed., p.224) (PG1 88)

B. Neuroparalytic keratitis follows a lesion of the trigeminal nerve, semilunar ganglion or supra-
ganglionic tracts

41. Keratoconjunctivitis sicca is characterized by:
A. Diffuse conjunctival congestion
B. Filamentary keratopathy
C. Rose Bengal test showing bright red colour of damaged epithelial cells
D. All of the above

(Ahmed: A Textbook of Oph.2nd ed., p.183, 225).

D. Keratoconjunctivitis sicca (KCS) is a classical feature of Sjögren’s syndrome
• In KCS the features include:

— Diffuse conjunctival congestion and filamentary keratopathy
— One per cent rose bengal stains the desiccated conjunctival shreds and these appear bright red,

indicating dying state
— Rose bengal test is more valuable in KCS than fluorescein staining , since the latter only stains dead

tissue

42. The incorrect statement regarding interstitial keratitis is:
A. There is ciliary congestion
B. Deep corneal vascularization is characteristic
C. Basically it is a true keratitis
D. There are three stages of the affection

(Ahmed: A Textbook of Oph.2nd ed., p.225-26)

C. Interstitial keratitis is a kerato-uveitis and it shows 3 stages: progressive, florid and regressive
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43. Diagnosis of mycotic corneal ulcer depends on:
A. Superficial, greyish ulcer with dry and dull surface
B. Relatively non-progressive ulcer
C. Hypopyon
D. All of the above (Ahmed: A Textbook of Oph.2nd ed., p.227)

D. Other features of mycotic keratitis include
• Minimal ciliary congestion
• Presence of demarcation ring gradually deepening into a gutter
• Spreading radial lines from the demarcation ring (satellite lesions)

44. Satellite lesions in keratitis is seen in infection by:
A. Aspergillus fumigatus B. Pneumococcus
C. Herpes zoster D. All of the above

(Ahmed: A Textbook of Oph.2nd ed., p.227) (UP 93,94;AI 89,95;AIIMS 92)

A.

45. All the following are antifungal agents used in treatment of keratomycosis except:
A. Ara- A B. Clotrimazole
C. Fluconazole D. Flucytosine

(Ahmed: A Textbook of Oph.2nd ed., p. 98)

A. Ara-A is an antiviral agent. For details, see box under Q.28

46. The feature of Acanthamoeba keratitis is:
A. The patient is often a contact lens-wearer
B. The affection is more often unilateral
C. Presence of ring infiltrates
D. Detection of cysts and trophozoites
E. All of the above (Ahmed: A Textbook of Oph.2nd ed., p. 86)

E. Acanthamoeba is a soil amoeba which usually enters through the cornea. Acanthamoeba keratitis is
a rare affection with insidious onset and resembling a herpetic or mycotic lesion, showing remissions
and exacerbations. The infected tissue is obtained usually by scraping. Smears are examined for
trophozoites. Trophozoites are stained with calcofluor white and visualized with ultraviolet light
under a fluorescent microscope

47. Bullous keratopathy occurs in:
A. Prolonged uveitis B. Fuchs’ corneal dystrophy
C. Neurotrophic keratitis D. All of the above
E. None of the above (Ahmed: A Textbook of Oph.2nd ed., p. 237)
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48. B 49. B

B. Corneal oedema
Secondary following

• Injury
• Iridocyclitis
• Acute glaucoma
• Buphthalmos
• Endothelial dystrophy
• Keratoconus

Essential or diffuse

Bullous. In bullous keratopathy there is non-inflammatory corneal oedema representing the end-stage
of severe epithelial representing the end-stage of severe epithelial representing the end-stage of severe
epithelial Other important causes of bullous keratopathy include:

• Absolute glaucoma
• Vitreous touch of endothelium in aphakia

48. Salmon patch of the cornea is found in:
A. Nummular keratitis
B. Interstitial keratitis
C. Rosacea keratitis
D. Disciform keratitis

(Ahmed: A Textbook of Oph.2nd ed., p.226) (BHU 88;AIIMS 94;AI 91.01)

B. In interstitial keratitis there is dull reddish pink colour of the vessels (Salmon patch) is due to deep
corneal vessels seen through the oedematous cornea

• Causes

— Syphilis-90 per cent
— Others-tuberculosis, leprosy, sarcoidosis, etc

• Clinical features—3 stages
— Progressive
— Florid
— Regressive

• Treatment-of uveitis + Intensive penicillin therapy

49. All the following are central corneal degenerations except:
A. Coats’ white ring B. Climatic keratopathy
C. Cornea farinata D. Mosaic shagreen

(Ahmed: A Textbook of Oph.2nd ed., p. 228)

B. Corneal degeneration may be:
Central

• Age-related

— Cornea farinata
— Mosaic shagreen
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• Not age-related

— Band-shaped keratopathy
— Salzmann nodular degeneration
— Coats’ white ring
— Other degenerations—lipoid, hyaline, amyloid and pigmentary
Marginal

• Age-related

— Arcus senilis
— Dellen
— Terrien’s degeneration
— Pellucid degeneration
— Mooren’s ulcer

• Not age-related

— Climatic keratopathy is seen in people living near the sea shore and is perhaps due to short
ultraviolet rays from the sun

— Coats’ white ring is a central corneal degeneration following injury due to a metallic foreign body.
— Cornea farinata is an age-related central corneal degeneration.

50. All the following are marginal corneal degenerations except:
A. Arcus senilis B. White limbal girdle
C. Salzmann’s nodular degeneration D. Dellen

(Ahmed: A Textbook of Oph.2nd ed., p.228)

C. Salzmann’s nodular degeneration is a central corneal degeneration not related to age. It appears as
a sequel to phlyctenular keratoconjunctivitis, trachoma and vernal keratoconjunctivitis. It shows
multiple, bluish grey dots either on clear or scarred cornea

51. The incorrect statement regarding Mooren’s ulcer is:
A. About 25 per cent cases are bilateral
B. Ulcer starts near the corneal margin
C. Base of the ulcer is vascularized
D. It has a tendency for perforation (Ahmed: A Textbook of Oph.2nd ed., p.229-30)

D.  Perforation is rare inspite of thinned–out cornea. For details, see box under Q.52.

52. Differential diagnosis of Mooren’s ulcer is:
A. Terrien marginal degeneration
B. Pellucid marginal degeneration
C. Collagen vascular disease
D. All of the above (Ahmed: A Textbook of Oph.2nd ed., p. 229,230)

D. Typical Mooren’s ulcer
— Occurs in elderly subjects
— Is superficial
— Is unilateral
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— Starts at the limbus
— Shows vascularized base and overhanging advancing edge
— Has a chronic, slow and relentless course
— Since this undermines the epithelium and affects the superficial stroma, it rarely perforates

• Terrien’s marginal degeneration
— Is unilateral, occurs at any age, starts at the supero-medial part of the cornea but always sparing

the limbus
• Pellucid marginal degeneration

— Occurs between second and third decades
— Starts near the inferior limbus but sparing the limbus

• Collagen vascular diseases causing marginal ulcer include:
— Rheumatoid arthritis
— Systemic lupus erythematosus
— Polyarteritis nodosa
— Wegener’s granulomatosis

53. Terrien’s marginal degeneration has the following features except:
A. It is bilateral
B. It is painless
C. It starts near the inferior limbus
D. Superficial vascularization ensues

(Ahmed: A Textbook of Oph.2nd ed., p.229)

C. Terrien’s marginal degeneration starts near supero-medial part of the cornea but sparing the limbus.
For details, see box under Q.52

54. The incorrect statement regarding corneal dystrophies is:
A. Endothelial dystrophy may show corneal oedema
B. Dystrophies may not reduce visual acuity
C. They have a tendency to affect the peripheral part
D. They are inherited disorders

(Ahmed: A Textbook of Oph.2nd ed., p.230-33)

C. Most of the corneal dystrophies are central

55. All the following are corneal dystrophies except:
A. Cornea guttata
B. Corneal verticellata
C. White limbal girdle
D. Keratoconus

(Ahmed: A Textbook of Oph.2nd ed., p.231)

C. White limbal girdle is a marginal corneal degeneration. There is deposition of iron in Bowman’s
membrane or superficial part of the stroma.

53. C 54. C 55. C
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56. All the following are dystrophies affecting superficial layers except:
A. Reis-Bucklers B. Finger print
C. Fleck D. Grayson- Wilbrandt

(Ahmed: A Textbook of Oph.2nd ed.,p. 230-33)

C. Fleck or central speckled dystrophy affects the stroma.
Corneal dystrophy can be classified as:
Epithelial-like

• Meesman’s dystrophy
• Epithelial basement membrane dystrophy
• Bleb-like dystrophy
• Vortex dystrophy

Those affecting Bowman’s membrane-like

• Ring-like dystrophy
• Anterior membrane dystrophy
• Stromal-like
• Macular dystrophy
• Lattice dystrophy
• Crystalline dystrophy
• Polymorphic amorphous dystrophy

Endothelial-like
• Endothelial dystrophy
• Keratoconus

57. All the following dystrophies show dominant inheritance except:
A. Lattice B. Macular
C. Meesman D. Granular

(Ahmed: A Textbook of Oph.2nd ed., p.231,232)

B. All of the above except macular dystrophy have dominant inheritance. Lattice, macular and granular
together constitute hereditary corneal dystrophies, of which macular dystrophy is autosomal recessive.

58. All the following are the early signs of keratoconus except:
A. Distorted corneal reflex
B. Munson’s sign (Fig. 5.4, Plate 2)
C. Vogt’s striae
D. Prominent corneal nerves

(Parsons’ Dis.of Eye,19th ed., p.225)
(JIPMER 79;Delhi 92;UP 94,99; PGI 2000)

C. Vogt’s striae are fine, nearly parallel and seen in advanced stage of keratoconus

56. C 57. B 58. C
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59. The cone of keratoconus is situated at the:
A. Centre of the cornea
B. Just below the centre of the cornea
C. Just above the centre of the cornea
D. Down and in from the centre of the cornea
E. Down and out from the centre of the cornea (Parsons’ Dis.of Eye,19th ed., p.225)

C.

60. Keratoconus is associated with:
A. Vernal keratoconjunctivitis
B. Pigmentary dystrophy of retina
C. Marfan’s syndrome
D. All of the above
E. None of the above

(Ahmed: A Textbook of Oph.2nd ed., p. 233) (UP 94,99;PGI 2000)

D. Other conditions associated with keratoconus include:
• Developmental cataract
• Ectopia lentis
• Blue sclera
• Ehlers-Danlos syndrome
• Down’s syndrome

61. Corneal dystrophies affecting the stroma include all the following except:
A. Central cloudy B. Vortex
C. Polymorphic amorphous D. Crystalline

(Ahmed: A Textbook of Oph.2nd ed., p.231)

B. Vortex dystrophy is an epithelial dystrophy. It may follow intake of drug, chloroquine and
indomethacin

62. The incorrect statement regarding Fuchs’corneal dystrophy is:
A. The affection is commonly seen in young age
B. Earliest sign is presence of excrescences of Descemet’s membrane
C. Advanced stage shows ground glass appearance of the cornea
D. It is an autosomal dominant affection

(Ahmed: A Textbook of Oph.2nd ed., p.233)

A. Fuchs’epithelial-endothelial dystrophy is common in elderly people. This shows four stages:
• Stage I : Guttata formation due to excrescences of Descemet’s membrane
• Stage II : Endothelial and stromal oedema
• Stage III : Subepithelial connective tissue formation and vascularization
• Stage IV : Stage of complications

59. C 60. D 61. B 62. A
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63. The correct statement regarding posterior keratoconus is:
A. It is usually stationary
B. It shows a localized concavity
C. There is stromal opacity over the affected area
D. All of the above (Ahmed: A Textbook of Oph.2nd ed., p.233)

D. The condition is stationary. There is a dome-shaped posterior excavation in the cornea

64. Corneal filaments with associated dry eye is present in:
A. Bullous keratopathy
B. Keratoconjunctivitis sicca
C. Superior limbic keratoconjunctivitis
D. Neurotrophic keratitis (Ahmed: A Textbook of Oph.2nd ed., p.237)

B. Filaments are epithelial tags arising from a triangular swollen area and subsequently coiled like an
umbilical cord
The conditions causing filaments include:
1. Keratoconjunctivitis sicca
2. Neurotrophic keratitis
3. HSV keratitis
4. Superior limbic keratoconjunctivitis

65. Corneal deposits are seen in following syndromes except:
A. Scheie B. Hurler
C. Hunter D. Morquio

(Ahmed: A Textbook of Oph.2nd ed., p.402) (Kerala 94)

C. Various substances may be deposited in the cornea like iron, copper, silver and mucopolysaccharides
There are 7 types of mucopolysaccharides:
1. Hurler’s syndrome
2. Hunter’s syndrome
3. Sanfilippo’s syndrome
4. Morquio’ s syndrome
5. Scheie’s syndrome
6. Maroteaux-Lamy syndrome
7. Sly syndrome
Hunter’s syndrome does not exhibit corneal deposition

66. All the following are due to deposition of iron in corneal epithelium except:
A. Fleischer’s ring B. Siderosis bulbi
C. Stahli-Hudson line D. Ferry’s line

(Ahmed: A Textbook of Oph.2nd ed., p.236)
(AIIMS O3; SGPGI O2)

63. D 64. B 65. C 66. B
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B.
• In siderosis bulbi, iron is deposited in various sites like iris, lens, trabecular meshwork and retina
• Fleischer’s ring is seen in keratoconus
• Stahli-Hudson line is seen in normal cornea in old age
• Ferry’s line is seen at the corneal margin of a filtering bleb.

For details, see box under Q. 67

67. Corneal pigmentation is seen in all the conditions except:
A. Alkaptonuria
B. Normal cornea in old age
C. Retention of intraocular iron foreign body
D. Wilson’s disease (Ahmed: A Textbook of Oph.2nd ed., p.235)

C. Corneal pigmentation may be:
• Melanin (epithelial, stromal and endogenous)
• Haematogenous
• Metallic - like iron and copper
• Epithelial melanosis is found in conditions like melanoma and trachoma
• Stromal melanosis is seen in alkaptonuria
• Krukenberg’s spindle is an example of endothelial melanosis
• Blood staining of cornea may lead to haematogenous pigmentation
• Normal cornea in old age may show localized aggregation of iron in the line of lid-closure (Stahli-

Hudson line)

• Three forms of iron deposition in corneal epthelium are:
— Proximal to apex of pterygium (Stocker’s line)

— At the corneal margin of a filtering bleb (Ferry’s line)

— In keratoconus (Fleischer’s ring)

• In Wilson’s disease there is deposition of copper (Kayser-Fleischer ring)

68. Fleischer’s ring is seen in:
A. Cornea in old age B. Conical cornea
C. Wilson’s disease D. Fabry’s disease

(Ahmed: A Textbook of Oph.2nd ed., p.233) (AIIMS 93;PGI 2000)

B. Fleischer’s ring is a haemosiderin ring round the cone of conical cornea

69. Kayser-Fleischer ring is seen in:
A. Fabry’s syndrome B. Wilson’s disease
C. Glycogen storage disease D. None of the baove

(Pavan-Langston: Man.of Ocular Diag. & Therap.5th ed. p.309) (AI 04)

B. There is deposition of copper in the peripheral part of Descemet’s membrane

67. C 68. B 69. B
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70. The incorrectly-matched statement is:
A. Corneal margin of the filtering bleb and Ferry’s line
B. Apex of pterygium and Stocker’s line
C. Keratoconus and Stahli-Hudson line
D. Copper and Kayser-Fleischer ring (Ahmed: A Textbook of Oph.2nd ed., p.236)

C. Stahli-Hudson line is seen in normal cornea in old age. The correctly-matched statement is Fleischer’s
ring

71. Localized corneal vascularization occurs in:
A. Marginal corneal ulcer
B. Superior limbic keratoconjunctivitis
C. Rosacea keratitis
D. All of the above (Ahmed: A Textbook of Oph.2nd ed., p.218,219,224)

D.

72. Though generally contraindicated in viral infections, steroid is used in:
A. Dendritic keratitis B. Keratitis metaherpetica
C. Disciform keratitis D. Amoeboid ulcer

(Pavan-Langston: Man.of Ocular Diag. & Therap.5th ed. p.90)

C. Steroids can be used in the treatment of HSV stromal keratitis along with antiviral drugs to control
the immune damage. Disciform keratitis is an example of stromal keratitis

73. Peripheral corneal thinning associated with systemic affections occurs in:
A. Terrien’s degeneration B. Furrow degeneration
C. Wegener’s granulomatosis D. All of the above
E. None of the above (Parsons’ Dis.of Eye,19th ed., p.513)

C. Wegener’s granulomatosis is a rare affection with necrotizing granuloma involving upper respiratory
tract and kidneys. Ocular involvement is secondary to focal vasculitis or granulomatous sinusitis

74. Slit-lamp examination showing prominent corneal nerves are present in:
A. Keratoconus B. Leprotic keratitis
C. Neurofibromatosis D. All of the above

(Parsons’ Dis.of Eye,19th ed., p.204) (PGI 86)

D.

75. Cholesterol deposits in the cornea are found in:
A. Hunter’s syndrome B. Hurler’s syndrome
C. Schnyder’s dystophy D. All of the above

70. C 71. D 72. C 73. C 74. D 75. C
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C.
• In Schnyder’s dystrophy there is deposition of cholesterol crystals
• In Hunter and Hurler’s syndromes there is deposition of mucopolysaccharides

76. The condition not causing fold in Descemet’s membrane is:
A. Injury B. Diabetes mellitus
C. Conical cornea D. Interstitial keratitis

(Ahmed: A Textbook of Oph.2nd ed., p.238)

C. In conical cornea there may be ruptures in Descemet’s membrane

77. Bowen’s disease shows all the characteristics except:
A. It commonly arises at the limbus
B. It appears as a flat, opaque plaque
C. It spreads outwards to the subconjunctival space
D. Histological picture is that of squamous cell carcinoma

(Ahmed: A Textbook of Oph.2nd ed., p.421)

C. It spreads preferentially towards the cornea

78. Wessely ring is:
A. An iron deposition
B. Melanin deposition
C. Ring of infiltrate in corneal stroma around the main lesion in herpes simplex infection
D. None of the above

(Pavan-Langston: Man.of Ocular Diag.&Therap.5th ed. p. 90)

C. Wessely ring is a non-infective, antigen-antibody complement mediated stromal lesion of HSV
infection. These rings are seen in the anterior stroma

79. The condition not accompanied by lid lesion is:
A. Keratitis in molluscum contagiosum
B. Herpes simplex keratitis
C. Pharyngoconjunctival fever
D. Herpes zoster keratitis

C.

80. The condition synonymous with anterior embryotoxon is:
A. Corneal facet B. Arcus senilis
C. Arcus juvenilis D. Peripheral thickening of Bowman’s membrane

C. Synonym of arcus juvenilis is anterior embryotoxon,while that of arcus senilis is gerontoxon

76. C 77. C 78. C 79. C 80. C



The Cornea 83

81. Laser-assisted stromal in situ keratomileusis (LASIK) is indicated in:
A. Astigmatism
B. Hypermetropia
C. Myopia
D. Following other keratorefractive procedures
E. All of the above (Parsons’ Dis.of Eye,19th ed., p. 64)

E.

82. The mechanism of action of steroid in controlling allograft reaction is:
A. By controlling keratouveitis
B. Vasoconstriction of host vessels
C. Action of local lymphoid tissue in the affected eye
D. All of the above

D.

83. Among the following laboratory tests for identification of Acanthamoeba the most suitable one is:
A. Giemsa stain B. Saboraud’ s media
C. Calcofluor white stain D. None of the above

(Ahmed: A Textbook of Oph.2nd ed., p. 86)

C.

84. The most definite diagnostic procedure for Fuchs’ endothelial dystrophy is:
A. Corneal biopsy B. Corneal topography
C. Pachymetry D. Specular microscopy

(Pavan-Langston: Man. of Ocular Diag.&Therap.5th ed. p. 116)

D. For details about Fuchs’ dystrophy, see box under Q. 62

85. Thygesons’s SPK shows all the following features except:
A. SPK unaccompanied by conjunctivitis
B. Gross impairment of corneal sensation
C. Chronic and recurrent course
D. May or may not be stained with fluorescein (Ahmed: A Textbook of Oph.2nd ed., p. 223)

B. There are two types of non-infectious keratitis- Thygeson’s SPK and Theodore’s superior limbic
keratoconjunctivitis.

• Thygeson’s SPK

— Bilateral
— Without any known cause
— SPK affects the central part
— No accompanying conjunctivitis
— Normal or slightly impaired corneal sensation

81. E 82. D 83. C 84. D 85. B
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• Theodore’s superior limbic keratoconjunctivitis

— Cause precisely not known
— May be associated with dysthyroid state
— Chronic,recurrent keratitis
— Papillary hypertrophy and hypertrophy of superior limbus

86. All the following are ocular surface disorders except:
A. Limbal type of vernal keratoconjunctivitis
B. Chemical injury
C. Stevens-Johnson syndrome
D. Contact lens-induced superior limbic keratoconjunctivitis

A. Vernal keratoconjunctivitis is not an ocular surface disorder.
• Three structures, the conjunctiva, the limbus and the cornea form the ocular surface
• Ocular surface disorders include:

— Keratoconjunctivitis sicca
— Stevens-Johnson disease
— Pterygium
— Chemical burn
— Symblepharon
— Cicatricial diseases

87. Dendritic keratitis is treated by:
A. IDU B. Acyclovir
C. Steroid D. A+B
E. A+B+C (Parsons’ Dis.of Eye,19th ed.,p.215) (PGI 03)

D.

88. Treatment of acanthamoba keratitis is by:
A. Propamidine B. Polyhexamethylene biguanide
C. Ketoconazole D. Neosporin

(Parsons’ Dis.of Eye,19th ed., p. 216) (AI 03)

B.

89. Photophthalmia is treated with:
A. Thorough irrigation B. Pad and bandage
C. Topical antibiotic D. Steroid

(Parsons’ Dis.of Eye,19th ed., p. 228) (PGI 01)

B,C. • Photophthalmia is caused by ultraviolet rays. Clinical features include burning pain, watering,
photophobia and chemosis

• Snow blindness is caused by ultraviolet rays reflected from snow surfaces and it shows similar
clinical picture as that of photophthalmia

86. A 87. D 88. B 89. B,C
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90. Colour of corneal ulcer by fluorescein staining is:
A. Yellow B. Green
C. Blue D. Violet (Kanski: Clinical Oph.,2nd ed., p.93)

B. Green colour is best seen with a slit lamp using a blue filter

91. Number of Purkinje images produced by the cornea is:
A. 1 B. 2
C. 3 D. 4

(Ahmed: A Textbook of Oph.2nd ed., p.112) (MRCOphtha. part 1 03)

B. Catoptric or Purkinje-Sanson images—there are 4 images formed from:
• Anterior surface of the cornea
• Posterior surface of the cornea
• Anterior surface of the lens
• Posterior surface of the lens. The first 3 surfaces are convex and the fourth one is convex; and, hence,

move in the same direction, while the fourth moves in opposite direction

92. The incorrect statement regarding structure of herpes simplex virus is:
A. Its size is about 150 to 200 nm
B. It has got an envelope
C. It is a single stranded RNA virus
D. Capsid shape is icosahedral

(Ahmed: A Textbook of Oph.2nd ed., p.81) (MRCOphtha.part 1 03)

C. Herpes simplex virus
• Is a DNA virus
• Double stranded
• Capsid shape is icosahedral

90. B 91. B 92. C
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The Sclera6

1. A 2. D 3. D

1. The incorrect statement regarding the anatomy of the sclera is:
A. It is thinnest just in front of the insertions of the recti
B. Posteriorly it is continuous with the dura mater of the optic nerve
C. It forms the lamina cribrosa
D. Vortex veins leave 5 to 8 mm behind the equator

(Ahmed: A Textbook of Oph.2nd ed,p.24 and
Ferris:Basic Sc.in Oph,2nd ed, p.35)

A.
• The sclera is thinnest, 0.3 mm, immediately behind the insertions of the recti
• It is thickest at the posterior pole and thinner at the equator
• The weakest spot in sclera is lamina cribrosa- sieve- like openings for the passage of the optic nerve

fibres, 3 mm medial to and slightly above the posterior pole

2. The sclera is pierced by:
A. Long and short posterior ciliary vessels and nerves
B. Vortex veins
C. Anterior ciliary vessels and nerves
D. All of the above (Ferris: Basic Sc. in Oph,2nd ed,p.35.)

D.
• The sclera is pierced posteriorly encircling the optic nerve through which the long and short posterior

vessels and nerves traverse
• The middle apertures are 4 mm behind the equator of the globe for the passage of vortex veins and

some lymphatics
• Anteriorly sclera is pierced by the anterior ciliary vessels and perivascular lymphatics

3. Clinical features of nodular episcleritis include:
A. This may be bilateral
B. It is recurrent
C. Nodule is slightly tender
D. All of the above (Ahmed: A Textbook of Oph.2nd ed,p.241)
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4. B 5. D 6. C

D. Features of episcleritis (Fig. 6.1, Plate 3)
• Two types-diffuse and nodular
• Pain of varying intensity
• Superficial episcleral plexus affected
• In nodular type, tender nodule with: free movement of conjunctiva over it
• Differential diagnosis is to be made from phlyctenular conjunctivitis, scleritis, inflamed pinguecula and

sclerosing keratitis

4. Nodular scleritis shows the features except:
A. Associated with connective tissue diseases in about 50 per cent cases
B. The nodule is more circumscribed than that of episcleritis
C. The affection is more common in women
D. It may be non-necrotizing or necrotizing (Ahmed: A Textbook of Oph.2nd ed,p.241)

B.  Scleritis is classified as anterior and posterior
• Anterior is subclassified as:

— Diffuse
— Nodular
— Necrotizing with inflammation
— Necrotizing without inflammation
Features of scleritis (Fig. 6.2, Plate 3)

• Aches or throbbing pain
• Deep scleral vessels are affected
• Colour of involved area is bluish or dusky
• In nodular type, the nodule is diffuse and fixed

5. The investigations in episcleritis and scleritis include:
A. Rheumatoid factor
B. Mantoux test
C. X-rays of chest and spine
D. All of the above (Ahmed: A Textbook of Oph.2nd ed,p.242)

D. Investigations for episcleritis and scleritis—meant for finding out possible cause:
1. Chest X-rays
2. ESR
3. Manteaux test
4. Rheumatoid factor
5. VDRL

6. Necrotizing nodular scleritis exhibits the features except:
A. Age of presentation is over 50 year
B. It is usually unilateral
C. It is always associated with rheumatoid arthritis
D. Inflammation is marked (Ahmed: A Textbook of Oph.2nd ed p.243)

C. This presents similar clinical features as those of scleritis, but in addition shows evidence of necrosis
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7. E 8. D 9. D 10. D 11. D

7. True statement regarding scleromalacia perforans is:
A. The condition is bilateral
B. It is associated with rheumatoid arthritis
C. The lesions are multiple
D. The affection is painless
E. All of the above (Ahmed: A Textbook of Oph.2nd ed p. 243)

E. Scleromalacia perforans is a rare affection, more common in elderly females with rheumatoid arthritis

8. The correctly-matched statement regarding staphyloma is:
A. Equatorial staphyloma and uncontrolled glaucoma
B. Intercalary staphyloma and detection after enucleation
C. Posterior staphyloma and high myopia
D. A+B+C (Parsons’ Dis.of Eye,19th ed.,p. 236) (TN 03)

D. Staphyloma is defined as ectasia of the sclera with incerceration of uveal tissue
• Anterior staphyloma is bulging of the pseudocomea with incerceration of uveal tissue, but not a true

staphyloma (Fig. 6.3, Plate 3)
• Different types of true staphyloma are

— Ciliary
— Intercalary
— Equatorial
— Posterior

• The various causes include high myopia, repeated scleritis, advanced glaucoma and injury

9. Pigment spots on the sclera is seen in:
A. Cysts B. Naevi
C. Following cryoapplications D. All of the above

D.

10. Dilatation of the episcleral vessels occur in:
A. Glaucoma B. Dysthyroid exophthalmos
C. Carotido-cavernous fistula D. All of the above

D.

11. Blue sclera is associated with:
A. van der Roeve syndrome B. Ehlers-Danlos syndrome
C. Marfan’s syndrome D. All of the above

(Ahmed: A Textbook of Oph.2nd ed, p.270,540,543)

D.
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12. B 13. E 14. C

12. The incorrect statement regarding brawny scleritis is:
A. It is a diffuse inflammation
B. It frequently involves part of the sclera beyond the equator
C. It appears gelatinous
D. It pits on pressure (Ahmed: A Textbook of Oph.2nd ed, p. 242)

B. Brawny scleritis
— Is bilateral
— Occurs in elderly women with rheumatoid arthritis is a very severe form of annular scleritis
— Is gelatinous in appearnce
— Pits on pressure

13. Tenonitis is characterized by:
A. Annular swelling around extrinsic muscle insertions
B. Painful
C. Slight proptosis
D. Limitation of ocular movements
E. All of the above

E. Tenonitis may be serous (chiefly rheumatic) and purulent

14. Clinical feature absent in posterior scleritis is:
A. Restriction of ocular movements
B. Proptosis
C. Chemosis
D. Severe orbital pain (Ahmed: A Textbook of Oph.2nd ed, p.242)

C. Posterior scleritis is also called sclerotenonitis

• Chemosis is present in tenonitis but not in sclerotenonitis, because in the latter there is hardly any
involvement of the anterior ocular segment
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The Uveal Tract and the Pupil7
1. The correct statement regarding iris collarette is:

A. The collarette divides the iris into two portions
B. This is the thickest region of the iris
C. This is 1.5 mm from the pupillary margin
D. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.25) (UP 99)

D. The anterior surface of the iris has two zones: ciliary and pupillary and in between the two is the
collarette or iris frill, l.5 mm from the pupillary margin. The iris is thinnest at its attachment to the
ciliary body

2. The incorrect statement regarding structure of the iris is:
A. The stroma forms the major portion
B. The anterior epithelium contains dilatator pupillae
C. Posterior pigment epithelium is heavily pigmented
D. Posterior epithelium is single-layered
E. The thinnest part of the iris is at its root

(Ahmed: A Textbook of Oph.2nd ed.,p.26) (MRCOphtha. Part I 03)

D. The iris has four layers
1. The anterior border layer—is the condensation of the stroma and pigment cells of the anterior

stroma
2. Stroma—contains the blood vessels, nerves, pigments and sphincter pupillae
3. Anterior epithelium
4. Posterior pigment epithelium having outer pigmented and inner non-pigmented layers

3. The incorrect statement regarding development of the iris is:
A. During 3rd month of intrauterine life there are two layers—inner and outer
B. The sphincter pupillae muscle develops from the mesoderm
C. The dilatator pupillae develops from the anterior epithelial layer
D. Posterior epithelium is formed from the inner layer

(Ahmed: A Textbook of Oph.2nd ed.,p.48,50)

B. • Epithelium of the iris and both sphincter and dilatator pupillae develop from the neural ectoderm
• Iris stroma develops from the mesoderm

1. D 2. D 3. B
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4. The incorrect statement regarding the ciliary muscle is:
A. It is a striated muscle
B. It forms the bulk of the ciliary body
C. It contains outer longitudinal, inner circular and some junctional oblique fibres
D. It is 6 mm broad (Ahmed: A Textbook of Oph.2nd ed. P.26)

A. Ciliary muscle is an unstriped muscle

5. The correct statement regarding the ciliary body is:
A. The ciliary processes form the most vascular region of the eye
B. The epithelium consists of two layers outer pigmented and inner non-pigmented cells
C. The inner surface shows two zones—pars plana and pars plicata
D. All of the above (Ahmed: A Textbook of Oph.2nd ed.p.26)

D.
• On sagittal section the ciliary body appears triangular having three sides—anterior, lateral and

medial.
• Its inner surface is divided into two zones—peripheral pars plana and inner pars plicata. Pars plicata

shows about 70 ridges called ciliary processes essentially made up of blood vessels
• Ciliary muscle lying on the lateral side forms the bulk of the ciliary body

6. The incorrect statement regarding arterial supply of the iris and ciliary body is:
A. The major arterial circle is formed by branches of two long posterior ciliary arteries
B. The minor arterial circle is located at the iris collarette
C. The majority of arteries in the iris run towards the pupillary margin
D. The major arterial circle gives off branches to the ciliary muscle and ciliary processes

(Ahmed: A Textbook of Oph.2nd ed.,p.28) (UP 97)

A.
• The major arterial circle or circulus arteriosus iridis major is formed by the anastomosis between

the perforating branches of the anterior ciliary and long posterior ciliary arteries and located at
the ciliary stroma

• Radial branches run from this circle towards the pupillary margin and at the iris collarette form
the minor circle or circulus arteriosus iridis minor

7. Number of short posterior ciliary arteries is:
A. 5-7 B. 10-20
C. 20-25 D. 25-30

(Ahmed: A Textbook of Oph.2nd ed.,p.28) (AMU 88)

B.
• Two arterial systems, posterior and anterior ciliary arteries, supply the uveal tract
• Posterior ciliary arteries,branches of the ophthalmic artery, supply in the following manner

— 10 to 20 short posterior ciliary arteries divide and subdivide to ultimately break up into
choriocapillaries

4. A 5. D 6. A 7. B
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— 2 long posterior ciliary, nasal and temporal, after traveling suprachoidal space reach the ciliary
muscle and anastomose with the perforating branches of the anterior ciliary arteries to form the
major arterial circle or circulus arteriosus iridis major

• Anterior ciliary arteries are branches of the muscular arteries derived from the ophthalmic artery. Their
perforating branches perforate the sclera about 5 mm away from the limbus reach the ciliary muscle

8. Vortex veins drain the:
A. Sclera B. Iris
C. Ciliary body D. Choroid
E. B +C +D (Ahmed: A Textbook of Oph.2nd ed.,p.28) (JIPMER 92)

E. Vortex veins or venae vorticosae, 4 to 7 in number, are so called because their whorled appearance.
They drain the uveal tract

9. The incorrect statement about nerve supply of the iris and ciliary body is:
A. The ciliary muscle and sphincter pupillae are supplied by the postganglionic parasympathetic fibres
B. Dilatator pupillae is supplied by sympathetic fibres
C. Parasympathetic nerve arise in Edinger-Westphal nucleus
D. The sensory supply is by the long ciliary nerve which is a purely sensory nerve

(Ferris:Basic Sc.in Oph,2nd ed.,p. 29) (SGPGI 02)

D. Long ciliary nerves contains both sensory fibres from the nasociliary branch of the ophthalmic division
of the 5th cranial as well as postganglionic sympathetic fibres and supply the dilatator pupillae

10. The incorrect statement related to the choroid is:
A. Its anterior part is thinner than its posterior one
B. All the layers are continuous with those of the ciliary body
C. Choriocapillaries nourish the outer part of the retina
D. Electronmicroscopically, Bruch’s membrane is a five-layered structure

(Ahmed: A Textbook of Oph.2nd ed.,p.27)

B. Three layers of the ciliary body, viz. ciliary muscle, ciliary processes and Bruch’ s membrane are
continuation of the choroid, while other two layers, viz. epithelium and internal limiting membrane
are continuation of those of the retina

11. Granulomatous uveitis is caused by:
A. Herpes zoster virus B. Ankylostoma duodenale
C. Toxoplasma gondii D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.246) (PGI 04)

D. Uveitis can be classified as follows:
• Aetiologic-infectious, autoimmune, systemic, idiopathic
• Pathologic-granulomatous and non-granulomatous
• Anatomical-anterior, intermediate, posterior and panuveitis
• Clinical-acute, chronic and recurrent

8. E 9. D 10. B 11. D
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• Two broad categories of endogenous uveitis are non-granulomatous and granulomatous
• Non-granulomatous uveitis is essentially a hypersensitive reaction and in the early stage affects the

anterior uvea
• Granulomatous uveitis. Aetiological classification of granulomatous uveitis is as follows:

— Bacterial-like TB, leprosy, syphilis and brucellosis
— Viral-like herpes simplex and herpes zoster
— Parasitic-like toxoplasmosis and trypanosomiasis
— Helminthic-like hookworm, cysticercosis and toxocariasis
— Mycotic
— Unknown, e.g. sympathetic ophthalmitis

12. The earliest among the following signs of an iritis is:
A. Aqueous flare
B. Ciliary congestion
C. Keratic precipitates
D. Contracted pupil

(Ahmed: A Textbook of Oph.2nd ed.,p.246) (PGI 88,2000;AI 92;UP 97)

A. Aqueous flare is an early sign detected by slit-lamp biomicroscopy
• The signs of acute iritis are:

1. Marked ciliary and conjunctival injection
2. Small keratic precipitates
3. Sometimes slightly hazy cornea
4. Turbid aqueous
5. Aqueous flare
6. Pupil-constricted, sluggishly reacting with

irregular margins
7. Posterior synechia (Fig. 7.1)

Fig. 7.1: Posterior synechia and irregular
pupil marin after pupil dilatation

13. Aqueous flare is best examined by:
A. Pen torch
B. Corneal loupe
C. Wide beam of slit lamp
D. Narrow beam of slit lamp

(Ahmed: A Textbook of Oph.2nd ed.,p.138,246) (JIPMER 92)

D. Normally aqueous humour is clear. When there are protein particles floating in the aqueous following
vasodilatation and increased permeability of the uveal vessels, they are called aqueous flare

12. A 13. D
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 14. The commonest complication in recurrent uveitis is:
A. Cataract B. Glaucoma
C. Retinal degeneration D. Phthisis bulbi
E. Hyphaema

(Ahmed: A Textbook of Oph.2nd ed.,p.249) (Karnataka 96)

B. Glaucoma may develop in active or chronic or recurrent cases.
Glaucoma is due to:
1. Inflammatory material blocking the drainage channels
2. Oedema of the iris root causing angle block
3. Seclusio pupillae (Fig. 7.2)
4. Iris bombe (Fig. 7.3) (Q. AIIMS 91; AI 94)
5. Peripheral anterior synechia
6. Hypersecretion from the ciliary body
7. Rarely rubeosis iridis

Fig. 7.2: Seclusio puillae Fig. 7.3: Iris bombe: 1. cornea; 2. iris; 3. seclusio
pupillae; 4. lens; 5. posterior chamber

15. Most diagnostic finding amongst the following signs of chronic iridocyclitis is:
A. Aqueous flare B. Fine vitreous opacities
C. Mild ciliary congestion D. Keratic precipitates

(Ahmed: A Textbook of Oph.2nd ed.,p.251)

D. In chronic iridocyclitis there are very few signs like:
— Mild ciliary congestion
— Ciliary tenderness
— Keratic precipitates

16. Iridocyclitis in a child can be caused by:
A. Toxocariasis B. Toxoplasmosis
C. Sarcoidosis D. Juvenile rheumatoid arthritis

(Pavan-Langston: Man.of Ocular Diag.&Therap.5th ed.,p.296) (UP 96)

D. The basic ocular lesion is iridocyclitis
• Iridocyclitis is chronic, of insidious onset and with minimum inflammatory signs

14. B 15. D 16. D
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17. Chronic iridocyclitis is seen in all the following except:
A. Mumps B. Juvenile rheumatoid arthritis
C. Brucellosis D. Sarcoidosis (Parsons’ Dis.of Eye,19th ed.,p.243)

A.

18. Typical cell-type present in keratic precipitates of non-granulomatous uveitis is:
A. Lymphocytes B. Polymorphonuclear leucocytes
C. Epitheloid cells D. Plasma cells

(Ahmed: A Textbook of Oph.2nd ed.,p.245)

A. The predominant inflammatory cells in
• Acute non-granulomatous- lymphocytes
• Acute purulent uveitis – polymorphs
• Chronic granulomatous uveitis - large mononuclear and epitheloid cells

19. Uveal tuberculosis is suspected when there is presence of:
A. Broad posterior synecma B. Iris nodule
C. Spreading choroiditis D. Retinal periphlebitis
E. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.245,248,253)

E. Tuberculosis may affect any part of the uveal tract-anterior or posterior
• In anterior uvea there may be granulomatous lesion- either solitary or conglomerate and exudative iritis

• In posterior uvea there may be acute or miliary and chronic-diffuse, disseminated or conglomerate

20. The correct statement regarding syphilitic choroiditis is:
A It is bilateral in 50 per cent cases
B. It commonly affects the mid-zone of the fundus
C. It may affect the posterior pole
D. It may spread to the peripheral fundus
E. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.254)

E. Syphilis may affect any part of the uveal tract
• Iritis-congenital in association with IK or acquired
• Choroiditis-bilateral; affects the mid-zone; diffuse, disseminated or peripheral
• Gumma of ciliary body-rare

21. The incorrectly-matched statement regarding following diseases and HLA associations is:
A. Behcet’s syndrome and HLA-B 51
B. Ankylosing spondylitis with uveitis and HLA-B 27
C. Vogt-Koyanagi-Harada syndrome and HLA-B 22
D. Sympathetic ophthalmitis and HLA-A 11, DR4, DW 53
E. Rheumatoid arthritis and HLA-B 27

(Pavan-Langston: Man.of Ocular Diag.&Therap.5th ed.,p.205)

17. A 18. A 19. E 20. E 21. E
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E. Human leucocyte antigens (HLA) are located on chromosome 6.
• There are 6 groups-A, B, C, D, D-related (DR) and workshop (W)
• HLA-DR 4 is found to be associated with rheumatoid arthritis

22. HLA-B 27 antigen is not associated with:
A. Acute anterior uveitis B. Reiter’s syndrome
C. Ankylosing spondylitis D. Behcet’ s syndrome

(Ahmed: A Textbook of Oph.2nd ed.,p.250,255) (PGI 88)

D. The features of following entities are as follows:
• Acute anterior uveitis

— Sudden onset of dull aching pain with radiation
— Marked ciliary and conjunctival congestion
— Keratic precipitates
— Aqueous flare
— Pupil constricted, sluggishly reacting with irregular margins
— Fine posterior synechia

• Reiter’s syndrome, see box under Q.23
• Ankylosing spondylitis see box under Q.23
• Behcet’s syndrome

— Severe iridocyclitis with hypopyon
— Superficial corneal ulcer
— Aphthous buccal ulcer
— Genital ulcer
— Arthritis
— Neurological signs

23. Anterior uveitis is found in:
A. Ankylosing spondylitis B. Inflammatory bowel disease
C. Juvenile rheumatoid arthritis D. All of the above

(Pavan-Langston: Man.of Ocular Diag.&Therap.5th ed.,p.227) (PGI 88)

D. Non-inflammatory anterior uveitides include:
1. Ankylosing spondylitis (AS)

— Chronic axial arthropathy
— Affects chiefly the lower spine and sacroiliac joints
— In 25 per cent cases there is anterior uveitis
— In 95 per cent patients with AS - HLA–B 27 positive

2. Reiter’s syndrome
— Occurs in young males
— Triad of urethritis, arthritis and conjunctivitis

3. Inflammatory bowel disease (Ulcerative colitis and Crohn disease) shows
— Three features are—iritis, colitis and arthritis
— Associated with ankylosing spondylitis and HLA–B 27

22. D 23. D
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4. Psoriasis exhibits
— Anterior uveitis similar to HLA–B 27 positive idiopathic iridocyclitis
— Associated with or without arthritis
— Essentially a skin affection showing epidermal hyperproliferation

5. Juvenile rheumatoid arthritis (JRA)
— Occurs before 16 years of age
— Three forms of presentation—basic form (Still’s disease), pauciarticular (50%) involving 4 or less

joints and polyarticular (20%)
— Bilateral chronic iridocyclitis—in 70 per cent cases
— Positive ANA testing

24. Investigations recommended for an iridocyclitis in an adult include:
A. X-ray of sacroiliac joint B. HLA typing
C. Chest X-ray D. ELISA for HIV
E. All of the above (Parsons’ Dis.of Eye,19th ed.,p.249) (PGI 03)

E. All the options are correct

25. For treating an acute uveitis, the drug which is most essential:
A. Atropine B. Antibiotic
C. Acetazolamide D. Steroid

(Ahmed: A Textbook of Oph.2nd ed.,p.250) (AIIMS 92; UP 96)

A.

26. The reason for use of atropine in treatment of iridocylitis is:
A. It puts the anterior uvea at rest
B. It relaxes the ciliary muscle spasm
C. It dilates the pupil
D. It prevents and breaks posterior synechia
E. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.250) (TN 97; AIIMS 2000)

E.

27. Drug of choice for treating iridocylitis with secondary glaucoma is:
A. Pilocarpine B. Atropine
C. Steroid D. Timolol

(Ahmed: A Textbook of Oph.2nd ed.,p.250) (AIIMS 97)

B.

24. E 25. A 26. E 27. B
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28. In acute anterior uveitis with secondary glaucoma the drug not to be used is:
A. Atropine B. Pilocarpine
C. Phenylephrine D. Epinephrine

(Ahmed: A Textbook of Oph.2nd ed.,p.250)

B.

29. Iris bombe occurs following:
A. Occlusio pupillae B. Seclusio pupillae
C. Posterior synechia D. Peripheral anterior synechia

(Ahmed: A Textbook of Oph.2nd ed.,p.248) (AIIMS 89,91;AI 94)

B. Iris bombe follows seclusio pupillae
Complications and sequelae of:

• Anterior uveitis

1. Posterior synechiae—adhesions of posterior surface of the iris with anterior lens capsule
2. Seclusio pupillae, ring or annular synechiae adherence of entire upil margin with anterior lens capsule
3. Iris bombe—forward bowing of the iris due to seclusio pupillae, causing the AC to become deeper

at the centre and shallow at the periphery
4. Peripheral anterior synechia—adhesion of iris periphery with posterior corneal suface
5. Occlusio pupillae—due to organized exudates filling the pupillary area
6. Total posterior synechia
7. Secondary glaucoma, see box under Q. 14
8. Cyclitic membrane—occurring in plastic iridocyclitis,fanwise extension exudates into the anterior

uveitis
• Posterior uveitis

1. Optic disc oedema
2. Macular oedema
3. Retinal detachment—exudative or traction

30. All the following statements regarding an exudative choroiditis are correct except:
A. An active lesion is yellowish in colour
B. Vitreous opacities are common
C. The exudates cover the blood vessels
D. Periphlebitis is uncommon
E. Occasionally there are keratic precipitates (Ahmed: A Textbook of Oph.2nd ed.,p.251)

D. Choroiditis can be classified as:
• Non-suppurative—granulomatous or exudative
• Suppurative—morphological classification of non-suppurative choroiditis

— Diffuse
— Disseminated
— Circumscribed
— Juxtapapillary

28. B 29. B 30. D
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31. The agent used in combination with pyremethamine in the treatment of toxoplasmosis is:
A. Folinic acid B. Spiramycin
C. Clindamycin D. Tetracycline

(Ahmed: A Textbook of Oph.2nd ed.,p.254,409)

A. Toxoplasmosis caused by Toxoplasma gondii is either congenital or acquired
• Congenital toxoplasmosis

— Posterior uveitis is the essential lesion in 85-90 per cent cases
— Often bilateral
— Primarily retinitic and secondarily choroiditic
— Macula affected in less than 33 per cent cases

• Acquired toxoplasmosis

— Occasional but typical lesion is focal retinochoroiditis
• Treatment of toxoplasmosis is by:
1. Pyremethamine (Daraprim)
2. Sulphadiazine
3. Clindamycin
4. Folinic acid—used with pyremethamine to guard against bone marrow depression caused due to

pyremethamine
5. Systemic steroid

32. Panuveitis involves the:
A. Iris B. Ciliary body
C. Choroid D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.245) (AMU 95)

D.

33. Sympathetic ophthalmitis is:
A. Unilateral suppurative inflammation
B. Unilateral non-suppurative inflammation
C. Bilateral non-suppurative inflammation
D. Bilateral suppurative inflammation

(Ahmed: A Textbook of Oph.2nd ed.,p.257)
(UP 93.96.97;AI 91;CAL 96;AIIMS 95,2000)

C. Sympathetic ophthalmitis
• Very severe form of uveitis due to penetrating injury mainly affecting the ciliary region
• The injured eye is called exciting eye

• The fellow normal eye involved following injury in the other eye is called sympathizing eye

• The early signs in the sympathizing eye include ciliary congestion, aqueous flare and KPs

31. A 32. D 33. C
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34. Uveitis associated with juvenile rheumatoid arthritis is most likely:
A. Acute iritis B. Chronic smoldering iritis
C. Iridocyclitis D. Generalised uveitis

(Ahmed: A Textbook of Oph.2nd ed.,p.255; Pavan-Langston:
Man.of Ocular Diag.&Therap.5th ed.p.229)

B. Juvenile rheumatoid arthritis (JRA), see box under Q.23

35. Incorrect statement about uveitis associated with juvenile rheumatoid arthritis:
A. There is usually non-granulomatous uveitis
B. The condition is asymptomatic
C. Uveitis usually precedes arthritis
D. It is associated with positive antinuclear antibodies

(Pavan-Langston: Man.of Ocular Diag.&Therap.5th ed., p.229)

C. Usually arthritis precedes uveitis by several years

36. Pars planitis shows all the following features except:
A It is insidious in onset
B. It involves the pars plana and periphery of the choroid
C. Snowbanking is the result of preretinal fibroglial membrane
D. Visual loss usually follows vitreous haemorrhage
E. There is sheathing of the veins (Ahmed: A Textbook of Oph.2nd ed.,p.252) (UP 99)

D. Visual loss in pars planitis is most commonly due to
— Cystoid macular oedema, though vitreous haemorrhage may occur
In pars planitis or intermediate uveitis there are signs like:
— Gelatinous exudates at the ora serrata and pars plana (snow bank), trabecular spaces
— Vascular sheathing

37. The most common complication of pars planitis is:
A. Secondary glaucoma
B. Macular degeneration
C. Complicated cataract
D. Retinal detachment

 (Ahmed: A Textbook of Oph.2nd ed.,p. 252)

C.

38. Diabetic iritis exhibits:
A. Rubeosis iridis
B. Exudates appearing like uncooked egg white at the papillary margin
C. Hyphaema
D. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.400)

D.

34. B 35. C 36. D 37. C 38. D
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39. The investigation always recommended in a child with bilateral, healed retinochoroiditis is for:
A. Tuberculosis B. Toxoplasmosis
C. Brain tumour D. Histoplasmosis

(Ahmed: A Textbook of Oph.2nd ed.,p.85)

B. Investigations for toxoplasmosis include:
• Sabin-Feldmann dye test
• Complement fixation test
• Haemagglutination test
• Indirect immunofluorescent assay
• Enzyme-linked immunosorbent assay (ELISA)

40. Chronic anterior uveitis is caused by the following except:
A. Heterochromic cyclitis B. Still’s disease
C. Sarcoidosis D. Toxoplasmosis

(Ahmed: A Textbook of Oph.2nd ed.,p. 255, 258)

B. Features of the following affections are as follows:
• Heterochromic cyclitis

— Age -30-40 years
— Insidious onset
— Almost asymptomatic
— Iris heterochromia
— Fine, white KPs
— May present with secondary cataract or occasionally secondary glaucoma

• Still’s disease
— A variety of juvenile rheumatoid arthritis
— Arthritis and systemic disease
— Ocular signs are rare
Sarcoidosis
— Ocular involvement in 25-50 per cent cases
— Uveitis in approximately 4 per cent cases
— Suspicious sign is presence of skin plaques or erythema nodosum
— Multiple iris nodules and other signs of granulomatous uveitis
— Sometimes associated with bilateral parotid gland enlargement
— Diagnosis based on clinical features and other investigations (see box under Q. 24)

• Toxoplasmosis, see box under Q. 31 and 39
• Posner-Schlossman syndrome, see box under Q.50

41. Syndromes with uveitis showing skin and mucous membrane lesions include:
A. Behcet’s syndrome B. Reiter’s syndrome
C. Marie-Strümpell syndrome D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.205,255)

39. B 40. B 41. A,B
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A,B.
• Behcet’s syndrome, see box under Q.22
• Reiter’s syndrome, see box under Q.23
• Marie-Strümpell syndrome—ankylosing spondylitis associated with uveitis; see box under Q.23

42. Investigation helpful in diagnosing a sarcoid uveitis is:
A. Chest X-rays B. Kveim test
C. Biopsy of the lymph glands D. All of the above
E. None of the above

(Ahmed: A Textbook of Oph.2nd ed.,p. 255 and Parsons’ Dis.of Eye,19th ed.,p.262)

D. See box under Q.40
Tests for diagnosis of sarcoidosis include:

1. Chest X-rays for detection of pulmonary signs
2. Estimation of serum lysozyme—elevated
1. Serum ACE level—raised
2. Serum electrophoresis—for detection of hyperglobulinaemia
3. Kveim test—skin of patient with sarcoidosis responds to injection of sarcoid tissue suspension by

evelopment of localized granuloma
4. Biopsy of skin, conjunctival nodule and enlarged palpebral part of lacrimal gland—non-caseating

granuloma
5. Gallium scan of head, neck and mediastinum—for increased uptake

43. Dalen-Fuchs nodules are seen in:
A. Pars planitis
B. Heterochromic cylitis
C. Sympathetic ophthalmia
D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.257) (AI 91;AIIMS 97)

C. Dalen-Fuchs nodule is a histopathological feature in which there is phagocytosis of pigment of the
iris and ciliary body by the epitheloid cells on the inner surface of Bruch’s membrane

44. Sympathetic ophthalmitis is characterized by:
A. Photophobia
B. Evidence of papillitis
C. Keratic precipitates
D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.257)
(UP 93.96.97;AI 91;PGI 97;CAL 96;AIIMS 95,2000)

D. See box under Q.33

42. D 43. C 44. D
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45. The diagnostic sign of toxoplasmic uveitis is:
A. Bilateral central retinochoroiditis
B. Presence of satellite lesions
C. Positive fluorescein antibody test at a titre less than 1: 1000
D. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p. 254, 409)

D. See box under Q.19

46. Uveitis associated with vitiligo, poliosis and deafness is most likely a case of:
A. Behcet’s syndrome B. Reiter’s syndrome
C. Vogt-Koyanagi-Harada syndrome D. Stevens-Johnson syndrome

(Ahmed: A Textbook of Oph.2nd ed.,p. 155) (AIIMS 98)

C. Vogt-Koyanagi-Harada syndrome shows:
• Bilateral granulomatous panuveitis
• Bilateral exudative retinal detachment
• Vitiligo
• Poliosis
• Neural hearing loss

47. Iridocyclitis associated with arthritis is:
A. Ankylosing spondylitis B. Juvenile rheumatoid arthritis
C. Reiter’s syndrome D. Inflammatory bowel disease
E. Psoriasis

(Pavan- Langston: Man. of Ocular Diag. & Therap. 5th ed., p.227)

B. • Ankylosing spondylitis, see box under Q .22
• Juvenile rheumatoid arthritis, see box under Q. 23
• Reiter’s syndrome, see box under Q.23
• Psoriasis see box under Q.23

48. Iritis is found in:
A. Ulcerative colitis B. Psoriasis
C. Onchocerciasis D. All of the above

(Pavan-Langston: Man.of Ocular Diag.&Therap.5th ed.,p.227)

D.

49. In Behcet’s syndrome the features present may be:
A. Hypopyon B. Acute iritis
C. Aphthous ulcer of the mucous membranes
D. Neurologic disorders E. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.255)

E. See box under Q.22

45. D 46. C 47. B 48. D 49. E
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50. In Posner-Schlossman syndrome the following features are present except:
A. Ocular tension is very high B. Ciliary congestion is minimum
C. There are small KPs D. This is a self-limiting condition
E. It is treated with steroid only (Ahmed: A Textbook of Oph.2nd ed.,p.302)

E. Glaucomatocyclitic crisis or Posner-Schlossmann syndrome
• Is a secondary glaucoma with minimal signs of uveitis
• Open trabecular spaces
• There is very high ocular tension—40 to 60 mm Hg
• Is treated with low-dose steroids and antiglaucoma agents

51. The features present in a case of heterochromic cyclitis include:
A. Stormy keratic precipitates B. White eye with no synechia
C. Minimal aqueous flare D. Diffuse iris stromal atrophy
E. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.258)

E. See box under Q.22

52. The commonest lesion present in an secondary syphilis is:
A. Iritis B. Scleritis
C. Retinitis D. Choroiditis
E. Generalised uveitis (Ahmed: A Textbook of Oph.2nd ed.,p.254)

A. Syphilis may affect any part of the uveal tract
• Two major lesions are iritis and choroiditis
• Iritis may occur in both congenital and acquired forms
• In congenital type, iritis occurs in course of IK
• In secondary syphilis, there are three varieties of iritis

— Iritis roseatea—nets of capillaries
— Iritis papulosa—highly vascular papules
— Iritis nodosa—large, yellowish red nodules

53. Tuberculous lesions prone to occur in early adult life are:
A. Central choroiditis B. Miliary tubercles in the choroid
C. Widespread choroiditis D. Circumscribed choroiditis

(Kanski: Clinical Oph.,2nd ed., p.152)

B,D.

54. All the statements related to leprotic uveitis are correct except:
A. Lepromatous form shows early involvement of the eyes
B. In tuberculous form uveitis is rare
C. It produces granulomatous uveitis
D. It may show iris pearls
E. Dapsone is the drug of choice (Ahmed: A Textbook of Oph.2nd ed.,p.406)

50. E 51. E 52. A 53. B,D        54. A
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A. Leprosy having a long incubation period of more than 20 yerars, caused by Myco leprae

• Three forms: lepromatous (nodular), tuberculoid (nerve) and intermediate (border line)
• Lepromatous type shows ocular features like:

— Corneal changes –IK, subepthelial punctate keratitis, sclerokeratitis, thickening of corneal nerves,
etc
— Scleral leproma
— Acute mixed granulomatous and nongranulomatous uveitis
— Nodules at the papillary border of the iris (iris pearls)

• Tuberculous type shows
— Facial palsy-most characteristic

• Intermediate type shows
— Signs of ocular involvement as in lepromatous type, but not so severe

55. Iridodonesis is caused by the following conditions except:
A. Buphthalmos B. Aphakia
C. Morganian cararact D. Inspissated hypermature cataract
E. Aphakia (Parsons’ Dis.of Eye,19th ed.,p.119)

C.

56. The neuro-ectodermal tumour of the uveal tract is:
A. Diktyoma B. Hamartoma
C. Leiomyoma D. Neurofibroma
E. Medulloepithelioma (Ahmed: A Textbook of Oph.2nd ed.,p.422)

D. Tumours of the uveal tract may be primary or secondary
• Primary tumours
• Epithelial—benign like adenoma or malignant like medulloepithelioma
• Neuroectodermal—e.g. neurofibroma, melanoma
• Muscular—e.g. leiomyoma
• Vascular—e.g. haemangioma
• Reticuloses

57. Malignant tumour not causing direct extension to the uvea is:
A. Carcinoma B. Meningioma
C. Malignant melanoma D. Chorionepithelioma
E. None of the above (Ahmed: A Textbook of Oph.2nd ed.,p

D.

58. Iris nodules are found in all except:
A. Iris melanoma B. Tuberous sclerosis
C. Foreign body granuloma D. Sarcoidosis
E. Syphilis (Ahmed: A Textbook of Oph.2nd ed.,p.247)

55. C 56. D 57. D 58. B
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B. Causes of iris nodules include:
• Tuberculous uveitis

— Have a predilection for the iris root
— Of grey colour, evanescent and usually not vascular
— The vessels surround and cross over the nodule
— In acute attacks Koeppe nodules are seen at the pupillary margin; disappearing within a few days

• Syphilitic uveitis
— Either at the pupillary or ciliary margin of the iris
— Yellowish red in colour and slightly vascular

• Sarcoid uveitis
— Multiple, irregular nodules in and over the iris
— Gradually increasing in size
— Vessels lie at the base and interlacing network invading the nodules

• Iris melanoma
— Nodule anywhere
— Of black colour
— Avascular in early stage

• Foreign body granuloma
— Located anywhere
— Reddish
— Very vascular

59. Malignant melanoma of choroid causes metastasis because the tumour is:
A. Least vascular B. Highly malignant
C. Very vascular D. Free of lymphatics

(Parsons’ Dis.of Eye,19th ed.,p. 393) (JIPMER 91)

C.

60. All the following are the diagnostic tests for malignant melanoma of the choroid except:
A. Biopsy
B. Transillumination
C. Retroillumination
D. Radio active phosphorus uptake
E. Melanin tests on subretinal fluid (Ahmed: A Textbook of Oph.2nd ed.,p.424)

A. Diagnostic methods for malignant melanoma of choroid:
1. Radio-active phosphorus-by IV, taken up by the tumour
2. Fluorescence angiography
3. B-scan ultrasonography
4. Magnetic resonance imaging
5. Colour Doppler imaging
6. Examination of aqueous humour for evidence of increased lactic dehydrogenase activity,

biopsy is not recommended

59. C 60. A
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61. Uveitis with iris atrophy is seen in:
A. Herpes zoster B. Herpes simplex
C. Leprosy D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.)

D.

62. Rubeosis iridis is caused by:
A. Eales’ disease B. Central retinal vein thrombosis
C. Diabetes D. Uveal melanoma
E. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p. 260) (PG1 99;AI 01;SGPGI 03)

E. Rubeosis iridis is the new vessel formation on the anterior surface of the iris, particularly at its root
and angle of the anterior chamber

• It may develop neovascular glaucoma
• Treatment is ineffective, but panretinal photocoagulation may be tried

63. The following lesions of the iris are pigmented except:
A. Anterior staphyloma B. Ectropion uvea
C. Sarcoid nodules D. Naevus
E. Juvenile xanthogranuloma (Ahmed: A Textbook of Oph.2nd ed.,p.)

C.

64. Choroideremia is characterized by:
A. It is bilateral B. It is more common in males
C. It starts with night blindness D. It is transmitted as a sex-linked recessive trait
E. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p 337)

E.

65. Iridoschisis is due to:
A. Injury B. Senile atrophy
C. Use of miotic C. Closed-angle glucoma
D. Long-continued iridocyclitis (Ahmed: A Textbook of Oph.2nd ed.,p.261)

B. Iridoschisis is the localized cleavage of the iris stroma into anterior and posterior halves

66. The change in the pigment epithelium of the iris of a diabetic subject is:
A. Oedema B. Vesiculation
C. Fragmentation D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.400)

D. These are caused by abnormally high absorption of glycogen in pigment epithelial cells

61. D 62. E 63. C 64. E 65. B 66. D
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67. Haemangioma of the choroid is most usually associated with:
A. Angiomatosis retinae B. Coats’ disease
C. Sturge-Weber syndrome D. Bourneville’s syndrome
E. Wyburn-Mason syndrome (Ahmed: A Textbook of Oph.2nd ed.,p.351-53)

C.
• Sturge-Weber syndrome

— Also called encephalo-trigeminal angiomatosis

— Three groups of haemangioma-intracranial, facial and choroidal
— Most characteristic is naevus flammeus on the face on the same side of intracranial haemangioma
— Sometimes buphthalmos
— Systemic features like epileptic fits

• Coats’ disease
— Lesions are located at the macular region
— Yellowish-grey massive retinal exudates
— Haemorrhages, glistening spots
— Vascular anormalities

• Bourneville’s syndrome
— Adenoma sebaceum

— Single or multiple, whitish tumour in the retina and optic nerve
— Other tumours may be seen in heart, kidneys, etc

• Angiomatosis retinae
— Also called von Hippel-Lindau disease or cerebro-retinal angiomatosis

— Angiomatosis of retina and cerebellum
— Haemangiomatous cysts found also in kidneys, adrenals, pancreas, etc

• Wyburn-Mason syndrome
— Arteriovenous malformations in the cortex, retina
— facial angioma

68. The true statement regarding malignant melanoma of the iris is:
A. Most of them originate from pre-existing naevus
B. They constitute about 5 per cent of all uveal melanomas
C. They are usually found in the pupillary zone of the iris
D. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.423)

D.

69. The wrong statement regarding benign melanoma of the choroid is:
A. It may present in the fifth decade
B. It is rarely bilateral
C. Usually there is no genetic inheritance
D. It is more commonly found in white races
E. It is commonly multifocal in origin (Ahmed: A Textbook of Oph.2nd ed.,p.423)

E.

67. C 68. D 69. E
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70. The wrong statement regarding malignant melanoma of choroid is:
A. Mixed cell melanoma is the commonest type
B. Spindle cell type has the best prognosis
C. Epitheloid cell tumours constitute 3 per cent of all choroidal melanomas
D. Increased reticulin-content is indicative of better prognosis for survival
E. In B-scan ultrasonography there are strong internal echoes within the boundaries of tumour

(Ahmed: A Textbook of Oph.2nd ed.,p.423)

D. Malignant melanoma (MM) of the choroid:
• MM of choroid—85 per cent of all malignancies of the uveal tract (Q. AIIMS 93)
• May be Schwannian (ectodermal) or stromal (mesodermal)
• Schwannian-MM is twice more common than stromal
• Three cellular types:

— Spindle A
— Spindle B
— Mixed
— Epitheloid

• Diagnosis

1. Clinical features
— Usually unilateral, in elderly, more common in whites, no external signs except occasionally

prominent episcleral vessels
— Four stages—quiescent stage, stage of glaucoma, stage of extraocular extension and metastasis
— Single tumour
— Associated non-rhegmatogenous retinal detachment
— Methods of examination include ophthalmoscopy, transillumination, visual field and tonometry

2. Special examinations include:
— IV radioactive phosphorus—because of high mitotic activity the tumour takes it up
—  Fundus fluorescein angiography
— A-scan and B-scan ultrasonography—extremely valuable
— Colour-coded Doppler imaging
— Examination of aqueous humour—to find out increased lactic dehydrogenase activity
• Differential diagnosis:

1. Rhegmatogenous retinal detchment
2. Choroidal detachment
3. Choroidal haemorrhage
4. Benign melanoma of choroid
5. Disciform macular degeneration
6. Choroidal tuberculosis
7. Choroidal angioma

70. D
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71. All the following statements regarding an iris naevus are true except:
A. There may be associated heterochromia
B. There is increased number of melanocytes
C. It is usually seen on the anterior surface of the iris
D. It is not histopathologically similar to an iris freckle
E. It has high malignancy potential (Ahmed: A Textbook of Oph.2nd ed.,p.423)

E.

72. Typical coloboma of the iris occurs in the:
A. Upper part
B. Lower part
C. Nasal part
D. Temporal part

(Ahmed: A Textbook of Oph.2nd ed.,p.508)

B. Typical iris coloboma occurs due to defect in the closure of foetal fissure

73. The correct statements regarding choroidal detachment are:
A. This may occur following an intraocular operation
B. The detached choroid is seen through the pupil as a dark mass
C. The anterior chamber becomes shallow
D. Ocular tension is lowered
E. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.478)

E.

74. The average diameter of a pupil is:
A. 1-2 mm B. 2-4 mm
C. 4-5 mm. D. 5-6 mm

(Ahmed: A Textbook of Oph.2nd ed.,p.130)t

B.

75. True statement related to pupillary pathways is:
A. Afferent parasymoathetic fibres partially decussate in Edinger-Westphal nucleus
B. Efferent parasympathetic fibres after leaving EW nucleus travel via lower division of 3rd cranial

nerve
C. Sympathetic fibres relay in the superior cervical ganglion
D. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.74) (PGI 01)

71. E 72. B 73. E 74. B 75. D
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D. See Fig. 7.4

Fig. 7.4: The path of light reflex. 1. ciliary ganglion;
2. accessory ciliary ganglion; 3. optic chiasma; 4. path of
convergence reflex; 5. oculomotor nerve; 6. optic tract;
7. lateral geniculate body;  8. Edinger-Westphal nucleus;
9. pretectal nucleus

76. Small pupil is caused by:
A. Iritis B. Argyll Robertson pupil
C. Horner’s syndrome D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.172,247,268)

D.
• Small and contracted pupil in iritis is due to three reasons:

1. Effects of toxin on the nerve endings, sphincter being more compact the pupil constriction
2. Engorged radial and sinuous iris vessels
3. Oedema and infiltration of iris stroma

• Argyll Robertson pupil
— Small, irregular, unequal pupils
— Light reaction lost
— Normal near reaction

• Horner’s syndrome
— Slight ptosis
— Enophthalmos
— Smaller pupil
— Reduced sweating
— Pupil dilates less with cocaine

76. D
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77. Dilated pupil is caused by the following except:
A. Adie’s pupil B. Obstruction of the central retinal artery
C. Horner’s syndrome D. Brain stem tumour

(Ahmed: A Textbook of Oph.2nd ed.,p.268,394)

C. Pupil is small in Horner’s syndrome
• Adie’s pupil

— Also called tonic or myotonic pupil
— Usually unilateral
— Common in young women
— Affected pupil is larger than its fellow, sluggishly reacting to light and tonic constriction on near

stimulation
— Associated with absent tendon reflexes in lower limb

• Brainstem tumour
— Brain stem consists of midbrain, pons and medulla
— Fixed and dilated pupils–due to affection of Edinger-Westphal nuclei
— Nystagmus
— Raised intracranial pressure in advanced stage

78. All the following are features of Adie’s pupil except:
A. It is usually unilateral
B. The affected pupil is smaller than its fellow
C. It sluggishly reacts to light
D. It is usually unilateral

(Ahmed: A Textbook of Oph.2nd ed.,p.268) (UP 96)

B. See box under Q.77

79. An irregular pupil is due to:
A. Essential atrophy of the iris B. Adherent leucoma
C. Iridodialysis D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.268)

D. Causes of irregular pupil include:
1. Posterior synechia
2. Peripheral or sector iridectomy
3. Iris prolapse
4. Iridodialysis
5. Coloboma of the iris
6. Adherent leucoma
7. Essential atrophy of iris

80. White pupil is caused by:
A. Retinal dysplasia B. Coloboma of the choroid
C. Retrolental fibroplasia D. Exudative retinochoroiditis
E. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.266) (AI 92; AMU 95)

77. C 78. B 79. D 80. E
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E. Causes of white pupil include
1. Retinoblastoma (Fig. 7.5)
2. Cataract
3. Endophthalmitis
4. Coats’ disease
5. Retrolental fibroplasia
6. Persistent hyperplastic primary vitreous
7. Toxocara canis granulomatosis
8. Retinal detachment
9. Retinal dysplasia
10. Exudative chorioretinitis

Fig. 7.5: White reflex at the right pupil

81. One of the following which is not an anomaly of the pupil is:
A. Anisocoria B. Iridodiastasis
C. Corectopia D. Dyscoria
E. Polycoria (Ahmed: A Textbook of Oph.2nd ed.,p.565)

B. Iridodiastasis is a coloboma of the iris limited to its root

82. Hutchinson’s pupil is:
A. A contracted pupil
B. Associated with a syphilitic lesion
C. Dilated pupil but reacting to light
D. Dilated pupil, fixed to light occurring after a concussion injury to the brain

(Parsons’ Dis.of Eye,19th ed.,p.556) (TN 89;UP 94)

D.
• This is seen after a severe brain injury causing haemorrhage and loss of consciousness
• The intracranial pressure rises and the pupil dilates and does not react to light
• Following further rise of inracranial pressure, the fellow eye shows the similar feature

83. Argyll Robertson pupil is caused by lesion in the:
A. Cerebral cortex B. Ciliary ganglion
C. Optic tract D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.269)

D. Argyll Robertson pupil, See box under Q.76

81. B 82. D 83. D
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84. Pupillary light reflex is not involved if the site of lesion is in the:
A. Optic nerve B. Edinger-Westphal nucleus
C. A+ B D. Lateral geniculate body

(Ahmed: A Textbook of Oph.2nd ed.,p.73) (UP 97)

D. See box under Q.76
• Parasympathetic pupillary pathways
• Afferent

— Starts in retinal photoreceptors → retina → optic nerve → partially decussate in optic chiasma →
run along the visual fibres to reach posterior third of the optic tract → leave the optic tract-brachium
of the superior colliculus → pass into midbrain to reach the prectectal nucleus → partially cross
to reach Edinger-Westphal nucleus

• Efferent

— Edinger-Westphal nucleus → oculomotor nerve → lower division → nerve to inferior oblique →
ciliary ganglion → sphincter pupillae

• Sympathetic pupillary pathways
• Preganglionic neuron

— Leaves the spinal cord by C8 to T2 → sympathetic chain → superior cervical ganglion (relay)
• Postganglionic neuron

— Fibres run along internal carotid artery (carotid plexus) → enter cranium-cavernous sinus → pass
over trigeminal or Gasserian ganglion → along trigeminal and then nasociliary nerves → long
ciliary nerves → ciliary ganglion → reach dilatator pupillae

85. Anisocoria is caused by:
A. Iritis
B. Glaucoma
C. Horner’s syndrome
D. Pontine lesion
E. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.266)

E. Anisocoria means unequal pupils. It may be physiological or pathological

The causes of pathological anisocoria include:
1. Iridocyclitis
2. Acute congestive glaucoma
3. Oculomotor nerve palsy
4. Optic neuritis
5. Use of mydriatic
6. Use of miotic
7. Injury to sphincter pupillae
8. Argyll Robertson pupil
9. Adie’s pupil

10. Essential iris atrophy

84. D 85. E
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86. Ill-sustained pupillary reaction is seen in:
A. Primary open-angle glaucoma B. Optic neuritis
C. Iritis D. Papilloedema

(Ahmed: A Textbook of Oph.2nd ed.,p.355)

B.

87. Pin-point pupil is caused by:
A. Organophosphorus poisoining B. Alcohol
C. Barbiturates D. Pontine haemorrhage

(Parsons’ Dis.of Eye,19th ed.p.540) (PGI 97)

D.

88. Wernicke’s pupil seen in lesion of:
A. Optic chiasma
B. Lateral geniculate body
C. Occipital cortex
D. Optic tract

(Ahmed: A Textbook of Oph.2nd ed.,p.265; Parsons’ Dis.of Eye,19th ed.p.120) (AI 02)

D.

89. Hippus is found in:
A. Optic atrophy B. Papilloedema
C. Optic neuritis D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.265; Parsons’ Dis.of Eye,19th ed.p.37)

C.
• Hippus is excessive constriction and dilatation of the pupil.This is due to defective conductivity in

the afferent path of the light reflex usually in the optic nerve as in optic neuritis
• On flashing a light there is a latent period followed by constriction having 3 phases—primary, secondary

and tertiary
• On withdrawl of light—second latent period is followed by dilataion having 3 phases—small primary,

fast secondary and slow tertiary

90. The reflex which is related to visual cortex is:
A. Accommodation
B. Consensual
C. Pupillary
D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.64,73; Parsons’ Dis.of Eye,19th ed.p.33,120) (Kol 03)

86. B 87. D 88. D 89. C 90. A
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A.
• Accommodation reflex:

— Parasympathetic supply is the main effector
— Peripheral cell-station is the ciliary and perhaps also accessory ciliary ganglion
— Accommodation centre is located in or near Brodmann’s area 22 in the cerebral cortex

• Consensual pupillary reaction: When light falls on pupil on one side it constricts (direct reaction) as
well the pupil on the other side also constricts (indirect or consensual reaction)

• Pupillary reflex: There are two pathways—parasysmpathetic and sympathetic.
Parasympathetic pathway

— Afferent: Retinal photoreceptors → through retina- optic nerve → partially decussate in optic
chiasma → run along with visual fibres → optic tract → leave optic tract → superior colliculus →
pass to midbrain to reach pretectal nucleus → partially cross to reach Edinger-Westphal nucleus

— Efferent: Edinger-Westphal nucleus → 3rd cranial nerve → nerve to inferior oblique → short root
of ciliary ganglion → sphincter pupillae

Sympathetic pathway

— Central neuron: Posterior hypothalamus
— Preganglionic neuron: Leaves the spinal cord by ventral roots of C8 to T2 to reach superior cervical

ganglion-relay
— Postganglionic neuron: Postganglionic fibres enter skull → cavernous sinus → pass over Gasserian

ganglion → along ophthalmic nerve → long ciliary nerve → sympathetic root of ciliary ganglion
→ short ciliary nerve → dilatator pupillae

• For details, see illustration under Q. 75
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The Crystalline Lens8

1. A 2. D

1. The crystalline lens develops from the:
A. Surface ectoderm
B. Mesoderm
C. Neuro ectoderm
D. All of the above

(Ahmed: A Textbook of Oph.2nd ed., p.49; Ferris:Basic Sc.in Oph,2nd ed, p.3)
(TN 91;Kerala 94 UP 94,97)

A. Surface ectoderm is the primordial for the crystalline lens (See Fig. 8.1)

Fig. 8.1: Development of human eye. 1. pigment layer of reina; 2. nervous layer of retina; 3. lens pit; 4. neural ectoderm;
5. optic cup; 6. surface ectoderm; 7. lens; 8. mesoderm; 9. developing anterior surface of eyelids and cornea

2. The correct statement regarding development of the lens is:
A. Lens develops from the surface ectoderm
B. Cells from posterior part of lens vesicle lengthen to form primary lens fibres
C. Secondary lens fibres form from the anterior part of lens vesicle
D. All of the above

(Ahmed: A Textbook of Oph.2nd ed., p.49 ; Ferris:Basic Sc.in Oph,2nd ed, p.31)
(TN 91;Kerala 94; UP 94, 97)
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3. A 4. B 5. D

D. The sequence of events in lens development are as follows:
• Lens vesicle develops from the lens pit and is attached to surface ectoderm
• Separation of lens vesicle from surface ectoderm
• Primary lens fibres start developing from the posterior subcapsular epithelium of lens vesicle
• These fibres obliterate the lumen of the vesicle
• Then secondary lens fibres begin to form from the anterior capsule
• When the opposing fibres meet along the lines, Y sutures-anterior upright Y and posterior inverted

Y, are seen
The important phases of lens development are as follows (Ida Mann):

• Lens plate-2 weeks
• Lens vesicle-4 weeks
• Primary lens fibres, beginning- 5 weeks
• Secondary lens fibres, beginning-7 weeks
• Y-sutures recognizable-8½ weeks
• Retrogression of vascular capsule, complete - at or before birth
• Lens capsule- 3 months

3. The incorrect statement regarding the structure of the lens is:
A. The anterior suture is inverted Y-shaped
B. The cortex around the adult nucleus cortex consists of new nucleated fibres
C. The greatest mitotic activity is seen at the equator
D. Lens bow is caused by anterior migration of lens nuclei

(Ahmed: A Textbook of Oph.2nd ed., p.49 ; Ferris:Basic Sc.in Oph,2nd ed, p.31)

A. See box under Q.2

4. The lens capsule is thinnest at the:
A. Anterior pole B. Posterior pole
C. Equator D. Superior pole

(Ahmed: A Textbook of Oph.2nd ed., p.29) (AIIMS 87)

B. The lens capsule continues to form throughout life:
• It is thickest at the equator
• It is thinnest at the posterior pole

5. The lens shows the following anatomical features except:
A. The equatorial diameter is 9 mm
B. There is no posterior epithelium
C. The lens continues to grow throughout life
D. The foetal nucleus is the innermost nucleus

(Ferris:Basic Sc.in Oph,2nd ed, p.31) (J & K 01; KERALA 03)

D. Embryonic nucleus is the innermost surrounded by foetal and then adult nucleus (Fig. 8.2, Plate 4)



The Crystalline Lens 119

6. D 7. C 8. B

6. The correct statement regarding biochemistry of the lens is:
A. Lens proteins constitute 34 per cent
B. Sodium and chloride are present mainly in the fluid surrounding the lens fibres
C. Potassium is present within the lens fibres
D. All of the above (Ahmed: A Textbook of Oph.2nd ed., p.61)

D. Chemical composition of crystalline lens
• Water-65 per cent
• Proteins-34 per cent

— Major: Soluble (85%) and insoluble (l5%)
— Minor: Includes nucleoprotein,phosphoprotein and mucoprotein

• Salts
• Lipids
• Ascorbic acid
• Glutathione

7. The major ATP-producing metabolic pathway is:
A. Hexose monophosphate shunt B. Krebs’ citric acid cycle
C. Glycolytic pathway D. Sorbitol pathway

(Ahmed: A Textbook of Oph.2nd ed., p.62)

C. Four metabolic pathways:
1. Anaerobic glycosis-85 per cent

— Phosphorylation of glucose by ATP to form glucose-6-phosphate
— Through various steps to pyruvic acid-oxidized
— Then reduced to lactic acid

2. Hexose monophosphate pathway
— Glucose is phosphorylated → oxidized
— Oxidative decarboxylation
— Carbon dioxide produced

3. Krebs’ citric acid cycle
— Some pyruvic acid enters this cycle

4. Sorbitol pathway

— If glucose is excessive it is converted into sorbitol with the help of enzyme, aldose reductase and
then to fructose

8. The enzyme responsible for conversion of glucose to sorbitol is:
A. Glucose 6-phosphate dehydrogenase
B. Aldose reductase
C. Sorbitol dehydrogenase
D. Glucokinase (Ahmed: A Textbook of Oph.2nd ed., p.62)

B. See box under Q.7
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9. C 10. B 11. C 12. E 13. D

9. The incorrect statement about glutathione is:
A. It helps in maintenance of transpareny of the lens
B. It causes detoxification of free radicals
C. Mostly it is in oxidized form
D. It is reduced in cataract (Ferris:Basic Sc.in Oph,2nd ed, p.320)

C. Glutathione is present in high concentration in the lens and about 93 per cent in its reduced form
It is vital for maintenance of transpareny of the lens

10. The ATP in the lens is provided by:
A. Protein synthesis
B. Glycolysis
C. Transport of ions
D. All of the above

(Ferris:Basic Sc.in Oph,2nd ed, p.318)

B.

11. The lens derives its nutrition from:
A. Sclera
B. Ciliary body
C. Aqueous humour
D. Vitreous humour

(Parsons’ Dis.of Eye,19th ed.,p.21) (PGI 86;AI 88)

C.

12. The probable aetiology of developmental cataract is:
A. Chromosomal aberrations
B. Inborn error of metabolism
C. Prematurity
D. Intrauterine inflammation
E. All of the above (Ahmed: A Textbook of Oph.2nd ed., p.27I) (PGI 87)

E.

13. Of the following types of developmental cataract, the commonest one is:
A. Embryonal nuclear
B. Zonular
C. Coronary
D. Blue-dot

(Ahmed: A Textbook of Oph.2nd ed., p.271) (AIIMS 91; PGI 98)
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D. The different types of developmental cataract are (Fig. 8.3)

Fig. 8.3: Types of developmental cataract 1. posterior polar;
2. posterior capsular; 3. zonular; 4. coronary; 5. nuclear;
6. subcapsular

1. Anterior axial embryonic
— Small white dots near anterior Y–suture
— Usually bilateral and stationary

2. Sutural or stellate
— Fine white spots near one or both Y–sutures
— Bilateral and stationary

3. Zonular or lamellar
— Comprises 50 per cent of all developmental cataracts
— Concentric zones of fine white opacities around the nucleus
— Projections from surface of opacity called riders are present
— May be prenatal when the diameter of the opacity is less than 5.75 mm (the equatorial diameter
of the neonatal lens) or postnatal when the diameter is more than 5.75 mm

4. Coronary
— Name is derived from corona meaning club-shaped
— Peripheral opacities
— Stationary

5. Floriform
— Also called axial or coralliform cataract

— Regions of anterior and posterior foetal sutures are affected
6. Punctate or blue-dot

— Fine, round, bluish opacities
— Involves throughout the cortex
— Rarely causes visual impairment

7. Central pulverulent or embryonic nuclear
— Also called Coppock cataract

— Localized in the area of embryonic nucleus
— Discrete white dots
— Stationary
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8. Anterior polar
— Two types-congenital and postnatal
— Postnatal type follows perforation of a corneal ulcer
— Occasionally it may project into the anterior chamber, called anterior pyramidal catarac

9. Posterior polar
— Localized saucer-shaped opacity at the posterior pole
— Prominent visual disturbance

10. Mittendorft’s dots with persistent hyaloid artery
— 1 mm opacity at the posterior pole
— Thread or corkscrew-shaped threads seen attached to the hyaloid face

14. The commonest cause of total lental opacity in a child is seen in:
A. Rubella B. Congenital syphilis
C. Rubeola D. Toxoplasmosis

(Kanski: Clinical Oph.,2nd ed., p.237) (PGI 88)

A.

15. Cataract which is not developmental is:
A. Coronary B. Floriform
C. Blue-dot D. Cupuliform
E. Discoid (Ahmed: A Textbook of Oph.2nd ed., p.273)

D. Cupuliform cataract is a type of incipient senile cortical cataract

16. The correct description of zonular cataract is:
A. Opacities involving the equatorial region
B. Lamellar opacities surrounding the clear nucleus
C. Combined nuclear and perinuclear opacities
D. Deep nuclear opacities
E. Two separate opacities, one cortical and another subcortical

(Ahmed: A Textbook of Oph.2nd ed., p.271) (PGI 98)

B. See box under Q.13

17. Zonular cataract may be associated with all except:
A. Rickets
B. Dental anomalies
C. Diabetes
D. Malnutrition in intrauterine life

(Parsons’ Dis.of Eye,19th ed.,p. 283) (PGI 93)

C.

14. A 15. D 16. B 17. C
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18. The correct description of reduplicated cataract is:
A. It is a projecting anterior polar cataract
B. It is combined anterior capsular and anterior cortical cataract
C. It is made up of anterior capsular opacity and subcapsular opacity
D. It is made up of anterior capsular opacity and subcapsular opacity with a clear zone in between

the two
(Ahmed: A Textbook of Oph.2nd ed., p.272)

D. There may be growth of subcapsular epithelium between the anterior capsular and antenor cortical
cataract, imprint, and two together form reduplicated cataract

19. Total lental opacity in a child is best treated by:
A. Discission + Aspiration
B. Discission + Iridectomy
C. Optical iridectomy
D. Extracapsular cataract extraction

(Ahmed: A Textbook of Oph.2nd ed., p.272) (UP 98; PGI 97,04)

A. Different methods of treatment of developmental cataract include:
1 Discission
2 Aspiration
3 Limbal-based irrigation + Aspiration
4 Pars plana lensectomy

Best time for mangement according to most ophthalmologists is before two months of age

20. The senile changes in a lens include the following except:
A. Decreased soluble proteins B. Increased albuminoid
C. Decreased glutathione D. Increased potassium content

(Ahmed: A Textbook of Oph.2nd ed., p.61)

D.
• Potassium is found within the lens fibre and sodium in the fluid surrounding it
• Potassium content decreases as the lens ages
• There are 2 groups of major protein—soluble (85%) and insoluble (albuminoid) (15%)
• Soluble proteins are again subdivided into 3 subgroups—alpha, beta and gamma
• Amount of beta crystalline is double that of alpha crystalline
• In an ageing lens alpha crystalline transforms into aluminoid
• Glutathione is decreased in senility and cataract

21. Development of lental opacity is associated with the following changes except:
A. Increased total water content in the early stage
B. Increased total lens protein
C. Loss of potassium
D. Increased calcium content (Ahmed: A Textbook of Oph.2nd ed., p.273)

18. D 19. A 20. D 21. B



124 Ophthalmology Buster

B. Physiochemical changes in senile cataract are:
• Relative increase of water content in early and gradual decrease in advanced stage
• Depletion of soluble protein

22. Water-cleft is present in:
A. Mature cortical cataract
B. Immature cortical cataract
C. Incipient cortical cataract
D. Nuclear cataract

(Ahmed: A Textbook of Oph.2nd ed., p.273)

B.

23. Myopia in nuclear sclerosis is due to:
A. Increased lens curvature B. Increased refractive index of the nucleus
C. A + B D. None of the above

(Ahmed: A Textbook of Oph.2nd ed., p.274)

B.

24. Second sight phenomenon is seen in:
A. Nuclear cataract B. Cortical cataract
C. Iridocyclitis D. None of the above

(Parsons’ Dis.of Eye,19th ed.,p. 275) (TN 03)

A. There is progressive myopia in senile nuclear cataract and, hence, a previously presbyopic patient now
does not need glasses for reading

25. Cataract may be found in:
A. Hypoparathyroidism
B. Myotonic dystrophy
C. Naphthalene
D. All of the above (Kanski: Clinical Oph.,2nd ed., p.234) (PGI 88;KOL 03)

D.

26. Pathomechanism of diabetic cataract is:
A. Glycation B. Carbomylation
C. Increased oxidative damage D. All of the above

(Parsons’ Dis.of Eye,19th ed.,p.280) (UP 01)

D.

22. B 23. B 24. A 25. D 26. D
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27. The type of transient refractive error present in diabetes with hyperglycaemia is:
A. Hypermetropia B. Myopia
C. Myopic astigmatism D. None of the above

(Ahmed: A Textbook of Oph.2nd ed., p.120) (AIIMS 92)

B. Sudden, bilateral myopia is found in hyperglycaemia

28. Diabetic cataract commonly appears as:
A. Rosette-shaped B. Breadcrumb
C. Snowflake D. Sunflower

(Ahmed: A Textbook of Oph.2nd ed., p.275)

C.

29. Cataract associated with galactosaemia is:
A. Anterior subcapsular B. Posterior subcapsular
C. Diffuse D. A+B

(Ahmed: A Textbook of Oph.2nd ed., p. 401; Parsons’
Dis.of Eye,19th ed.,p.281) (AIIMS 80,85)

D.
• Usually at first there is anterior and posterior subcapsular lamellar opacity

Galactosaemia is an inborn error of metabolism and is due to transfer deficiency;it occurs in infancy
with bilateral cataract accompanied with mental retardation and hepatosplenomegaly

• Normally, galactose is at first converted into:
— Galactose-1-phosphate
— Which subsequently with the help of uridine diphosphate (UDP) transforms into UDP-galactose

and finally into glucose-1-phosphate.

30. Elschnig’s pearls represent:
A. Exfoliation of the lens capsule
B. Congenital nuclear cataract
C. Water-clefts
D. Proliferated lens epithelium following an extracapsular extraction
E. Proliferated capsular remnants following an extracapsular extraction

(Ahmed: A Textbook of Oph.2nd ed., p.276)

D. After-cataract. There are three varieties
1. There may be only posterior capsule remnant
2. There is adhesion of the remnant of the anterior capsule with the posterior capsule with some cortical

matter accumulated in between these two-forming a dense ring at the equatorial region behind the
iris, called Soemmerring’s ring

3. There is proliferation of subcapsular cells forming balloon-like cells sometimes projecting into the
anterior chamber, called Elschnig’s pearls

27. B 28. C 29. D 30. D
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31. The correct description of Soemmerring’s ring is:
A. It is a developmental anomaly
B. It occurs after a blunt injury
C. It occurs following an intraocular foreign body
D. It is a ring-like after-cataract following discission
E. None of the above

(Ahmed: A Textbook of Oph.2nd ed., p.276) (AIIMS 94)

D. See box under Q.30

32. The true description of Morgagnian cataract is:
A. Shrunken lens and wrinkled capsule
B. Hypermature cataract with pultaceous broken nucleus
C. Hypermature cataract with liquefied cortex and nucleus falling down to the bottom of the capsule
D. None of the above

(Ahmed: A Textbook of Oph.2nd ed., p.273)

C. Senile cataract is either cortical or nuclear.Cortical cataract has four stages—incipient, intumescent,
mature and hypermature. There is never any hypermaturity of nuclear cataract

• There are two types of hypermature cortical cataract:
— Inspissated in which there is loss of water resulting in shrunken lens, deep anterior chamber,

iridodonesis and tendency for subluxation
— Morgagnian hypermaturity-loss of water at the mature stage ceases, there is disintegration of

opaque lens matter causing milky white fluid and moving of the brown nucleus to the bottom and
shallow anterior chamber

33. Snowflake cataract is seen in:
A. Diabetes mellitus B. Galactosaemia
C. Rubella D. Trauma

(Ahmed: A Textbook of Oph.2nd ed., p.275; Parsons’ Dis.of Eye,
19th ed.,p.281) (AIIMS 86,95,96;AI 88,91)

A. True diabetic cataract is rare:
• Occurs in young diabetic with diabetic coma
• Gross disturbance of water level in the body
• At first appearing as small fluid vacuoles under the anterior and posterior lens capsule,then causing

diffuse opacity; the process at this stage is reversible

• Then there is dense whie subcapsular opacities in both anterior and posterior cortex, called snowflake
cataract

34. Oil droplet cataract is seen in:
A. Diabetes mellitus B. Down’s syndrome
C. Myotonic dystrophy D. Galactosaemia
E. Rubella (Kanski: Clinical Oph.,2nd ed.,p.235) (Kerala 90)

31. D 32. C 33. A 34. D
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D. Seen in galactosaemia, the oil droplet appearance is due to increased birefringence of the deep cortex
and the nucleus

35. Rosette cataract is seen in:
A. Trauma B. Radiation therapy
C. Galactosaemia D. Myotonic dystrophy

(Ahmed: A Textbook of Oph.2nd ed., p.274) (PGI 86, 2000; AI 88; Manipal 01)

A. This follows a concussion injury

36. Sunflower cataract is a characteristic feature of:
A. Argyrosis B. Siderosis
C. Chalcosis D. All of the above
E. None of the above

(Kanski: Clinical Oph.,2nd ed.,p.236) (AIIMS 86, 95; UP 93;AI 97)

C.

37. Steroid-induced cataract shows:
A. Diffuse opacities B. Nuclear opacity
C. Anterior cortical opacity D. Posterior subcapsular opacity
E. Paracentral posterior subcapsular opacity (Ahmed: A Textbook of Oph.2nd ed., p.276) (AI 96)

D. Steroid-induced cataract:
• Causes posterior subcapsular opacity
• Dose-dependent
• Occurs after about 1 year of therapy

38. The causes of lenticular dislocation in a child may be:
A. Marfan’s syndrome
B. Marchesani’s syndrome
C. Homocystinuria
D. All of the above
E. None of the above

(Ahmed: A Textbook of Oph.2nd ed., p.270,542) (Kerala 94; PGI 98; AI 93; SGPGI 03; KOL 03)

D. Causes of lens dislocation include:
• Marfan’s syndrome showing arachnodactyly, mental retardation, skeletal and cardiac defects along

with bilateral and symmetrical, usually upward displacement of the lens
• Marchesani or Weil-Marchesani syndrome, also called inverse Marfan’s syndrome showing

brachydactyly, short stature, mental retardation, along with spherophakia and ectopia lentis
• Homocystinuria also shows ectopia lentis; is to be differentiated from Marfan’s syndrome in which

urinary nitroprusside reaction is normal but not in homocystinuria
• Ehlers-Danlos syndrome showing hyperelasticity of the skin, hyperlaxity and hypermotility of joints

associated with ectopia lentis, angioid streaks, etc

35. A 36. C 37. D 38. D
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39. Suggested treatment for secondary glaucoma following intumescent cataract is:
A. Medical treatment for control of high IOP
B. Lens extraction
C. Paracentesis
D. A+B (Ahmed: A Textbook of Oph.2nd ed., p.303)

D. Treatment is reduction of IOP followed by lens extraction

40. Probably the best method for correction of aphakia is:
A. Conventional glasses
B. Contact lens
C. Intraocular lens
D. Epikeratophakia

(Ahmed: A Textbook of Oph.2nd ed., p.271) (AIIMS 92;AI 96,98)

C.

41. Toxic cataract may follow intake of:
A. Antimitotic agents
B. Chlopromazine
C. Steroids
D. All of the above

(Ahmed: A Textbook of Oph.2nd ed., p.276)

D.

42. Christmas tree cataract is seen in:
A. Diabetes mellitus
B. Myotonic dystrophy
C. Injury to the lens
D. Wilson’s disease

(Kanski: Clinical Oph.,2nd ed.,p.238) (UP 99; PGI 99)

B. In myotonic dystrophy slit lamp examination reveals iridescent dots in both anterior and posterior
lens cortex, accompanied with or without posterior subcapsular stellate opacities (christmas tree
cataract)

43. Pseudoexfoliation syndrome shows:
A. Bilateral affection in 50 per cent cases
B. Deposition of amorphous material on posterior surface of the cornea, angle of the anterior chamber,

zonules and anterior lens surface
C. Glaucoma capsulare
D. All of the above (Kanski: Clinical Oph.,2nd ed.,p.219)

D.

39. D 40. C 41. D 42. B 43. D
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44. Microphakia is seen in:
A. Marfan’s syndrome B. Weill-Marchesani syndrome
C. Lowe’s syndrome D. Miller’s syndrome

(Ahmed: A Textbook of Oph.2nd ed., p.270;
Kanski: Clinical Oph.,2nd ed.,p.258)

C. See box under Q.45

45. Microspherophakia is seen in:
A. Marfan’s syndrome B. Weill-Marchesani syndrome
C. Hypolysinaemia D. All of the above

(Ahmed: A Textbook of Oph.2nd ed., p.270;
Kanski: Clinical Oph.,2nd ed.,p.258)

D.
• Microphakia and spherophakia

— Due to defective zonule, a developmental arrest occurring between 5 and 6th month of intrauterine
life

— Bilateral affection
— Associated with high myopia. Other ocular anomalies like ectopia lentis and megalocornea
— Lens is small and spherical
— Use of a miotic induces a rise of IOP, inverse glaucoma

46. Anterior polar cataract may develop following:
A. Penetrating injury B. Radiation
C. Diabetes mellitus D. Steroid therapy

(Kanski: Clinical Oph.,2nd ed.,p.239)

A.

47. Laser used for capsulotomy is:
A. Carbon dioxide B. Nd: YAG
C. Excimer D. Diode

(Kanski: Clinical Oph.,2nd ed.,p.253)
(AIIMS 91,92;UP 98,2000;J & K 01)

B.

48. Polychromatic lustre is seen in:
A. Cupuliform cataract B. Complicated cataract
C. Post-radiation cataract D. Syndermatotic cataract

(Ahmed: A Textbook of Oph.2nd ed., p.275)
(PGI 80; Delhi 92;AIIMS 96;AI 04)

44. C 45. D 46. A 47. B 48. B
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B. Complicated cataract-two types, anterior and posterior

• Follows disturbed nutrition of the lens following:
— Inflammatory conditions like keratitis, scleritis and uveitis
— Degenerative conditions like high myopia, old retinal detachment, pigmentary retinal dystrophy

and heterochromic cyclitis
— Diseases of the other parts of the eye
— The term also includes those following systemic diseases

49. Spherical protrusion of the lens is called:
A. Lenticonus B. Lentiglobus
C. Spherophakia D. Ectopia lentis

(Ahmed: A Textbook of Oph.2nd ed., p.270)

B.
• Lenticonus

— Conical protrusion of the lens
— Either posterior or anterior,posterior type more common
— Retinoscopy shows oil globule appearance
— Slit lamp examination-diagnostic

• Lentiglobus
— Spherical protrusion of the posterior surface of the lens

• Ectopia lentis
— Partial displacement of the lens
— Usually in up and in direction due to zonule defect in the lower part
— Bilateral and symmetrical
— Often associated with arachnodactyly or homocystinuria
— Constitutes the hallmark of Marfan’s syndrome

50. Anterior lenticonus is associated with:
A. Alport’s syndrome B. Down’s syndrome
C. Lowe’s syndrome D. All of the above

(Ahmed: A Textbook of Oph.2nd ed., p.537,542) (AI 96)

A.
• Alport’s syndrome showing:

— Anterior lenticonus
— Acute haemorrhagic nephropathy
— Deafness

• Down’s syndrome showing:
— Narrow palpebral fissure with downward and inward obliquity
— Epicanthus
— Keratoconus
— Cataract
— Mental retardation

49. B 50. A
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— Stunted growth
— Mongoloid facies

• Lowe’s syndrome showing:
— Developmental cataract
— Developmental glaucoma
— Renal rickets
— Aminoaciduria

51. True statement regarding Vossius’ ring is:
A. It is a ring round the optic nerve
B. It follows a concussion injury
C. It is due impression of the constricted pupil over the anterior lens capsule
D. B + C

(Ahmed: A Textbook of Oph.2nd ed., p.274) (AI 93, 96;AIIMS 91,94;Karnataka 01)

D. Vossius’ ring is a ring of pigmented opacity over the anterior lens capsule due to impact and
impression of the constricted pupil

51. D
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The Vitreous Humour9

1. D 2. C 3. C

1. The primary vitreous is derived from the:
A. Ectoderm
B. Mesoderm
C. Partly from ectoderm and partly from mesoderm
D. A + B + C (Ahmed: A Textbook of Oph.2nd ed.,p.48)

D. Development of vitreous. This develops from both ectoderm and mesoderm. There are three stages—
• Primary or hyaloid-3 to 6 weeks

— Hyaloid artery enters
• Secondary-6 to 10 weeks

— Secondary vitreous is avascular
— Secreted from the inner layers of optic cup
— Surrounds the primary vitreous
— Remnants of primary vitreous encircling the hyaloid artery persisting as hyaloid canal

• Tertiary-10 weeks onwards
— Secreted by the ciliary epithelium

2. The secondary vitreous is derived mostly from the:
A. Mesoderm B. Surface ectoderm
C. Neuro-ectoderm D. A + B

(Ahmed: A Textbook of Oph.2nd ed.,p.48)

C.

3. The tertiary vitreous corresponds to the:
A. Hyaloideo-capsular ligament
B. Egger’s line
C. Zonule of Zinn
D. Anterior hyaloid membrane (Ahmed: A Textbook of Oph.2nd ed.,p.48)

C. Zonule of Zinn is formed following secretion from the ciliary epithelium appearing as fibrils
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4. C 5. D 6. E 7. A

4. The strongest attachment of the vitreous humour is to the:
A. Optic disc region B. Macula
C. Ora serrata D. Posterior lens capsule
E. Zonule of Zinn (Ahmed: A Textbook of Oph.2nd ed.,p. 31)

C.

5. True statement regarding biochemistry of vitreous humour is:
A. Sodium and potassium concentrations in vitreous and aqueous are almost same
B. Hyaluronan is the major glycoaminoglycan
C. Ascorbic acid is about 10 times higher than plasma
D. All of the above (Ferris: Basic Sc.in Oph,2nd ed.,p.331)

D.

6. The vitreous is made up of:
A. Soluble proteins B. Collagen
C. Hyaluronic acid D. Ascorbic acid
E. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.30)

E. Structure of vitreous humour
• Water-99 per cent
• Collagen-main structural basis
• Hyaluronic acid
• Soluble proteins

Vitreous cells are called hyalocytes

Volume of the vitreous humour is 4 ml (Q. J&K 01)

7. In persistent hyperplastic primary vitreous, humour the features are present except:
A. It occurs in normal eye
B. There is dehiscence in the posterior lens capsule
C. It may reveal anomalous lens vessels
D. Secondary cataract may follow
E. The affection is unilateral (Ahmed: A Textbook of Oph.2nd ed.,p.281)

A. PHPV is due to persistence of primary vitreous which normally regresses. It is characterized by:
• Microphthalmos
• Presence of hyaloid artery
• May present white reflex at the pupil
• Final picture is that of cataract, retinal detachment and glaucoma
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8. D 9. D

8. Vitreous haemorrhage is not seen in:
A. Eales’ disease
B. Central retinal vein thrombosis
C. Hypertension
D. Retinal degeneration

(Ahmed: A Textbook of Oph.2nd ed.,p.279) (PGI 90;JIPMER 95; Kerala 96)

D. Causes of vitreous haemorrhage
• Diabetic retinopathy
• Hypertensive retinopathy
• Central retinal vein thrombosis
• Eales’ disease
• Retinal detachment
• Proliferative retinopathy
• Active chorioretinitis
• Injury

9. Diagnosis of vitreous haemorrhage is based on:
A. Blurring of fundal glow B. Reduced visual acuity
C. B-scan ultrasonography D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.279)

D. Clinical features. Small haemorrhages can be seen and they do not blurr red fundal glow, while in a
large one there is absence of red fundal glow

• Visual acuity is reduced
• Diagnosis is aided by B-scan ultrasonography (Figs 9.1A and B)

Fig. 9.1A: USG of normal vitreous Fig. 9.1B: B-scan USG in vitreous haemorrhage
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10. B 11. E 12. D

10. Snowball opacity in the vitreous is seen in:
A. Posterior uveitis B. Sarcoidosis
C. Toxoplasmosis D. None of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.247) (PGI 03)

B. Vitreous opacities (Fig. 9.2) may be
• Fine
• Coarse
• Stringy
• Snowball

Fig. 9.2: Ultrasonography in vitreous opacity

11. The wrong statement regarding asteroid hyalopathy is:
A. It is usually unilateral
B. It is seen in elderly males
C. It consists of small yellowish white opacities
D. The opacities are not freely mobile
E. It usually causes visual impairment (Ahmed: A Textbook of Oph.2nd ed.,p.279)

E. Pathologically there are rounded accumulation of calcium soaps

12. Synchisis scintillans shows:
A. Degenerate vitreous B. Opacities made up of cholesterol
C. No visual impairment D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.279)

D. Synchisis scintillans
• Usually bilateral
• Occur in degenerate eyes
• Pathologically, there are deposits of cholesterol crystals
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13. Fluidity of vitreous is caused by:
A. High myopia B. Pars planitis
C. Injury D. Senility
E. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.277)

E. Fluidity of vitreous, also called syneresis is commonest degenerative change

14. The true statement regarding posterior vitreous detachment is:
A. Vitreous liquefaction is an important predisposing factor
B. Vitreous is separated from internal limiting membrane
C. May or may be associated with retinal detachment
D. All of the above  (Ahmed: A Textbook of Oph.2nd ed.,p.280)

D. Posterior vitreous detachment
— Symptoms include photopsia, floaters and distorted vision
— Examined with binocular indirect ophthalmoscope with scleral depressor
— B-scan ultrasonography is very helpful in diagnosis
— No treatment is needed if not associated with RD

15. Proliferative vitreoretinopathy is not seen in:
A. Proliferative diabetic retinopathy
B. Retinopathy in toxaemia of pregnancy
C. Sickle cell anaemia
D. Intraocular foreign body

(Pavan-Langston: Man.of Ocular Diag.&Therap.5th ed.,p.190)

B.

16. Pars plana vitrectomy is not indicated in:
A. Proliferative votreoretinopathy
B. Non-resolving vitreous haemorrhage
C. Subluxated lens
D. Proliferative diabetic retinopathy

(Pavan-Langston: Man.of Ocular Diag. & Therap.5th ed.,p.191)

C. Vitrectomy
• Indications include

— Non-resolving vitreous haemorrhage as in diabetic haemorrhage
— Giant retinal tears
— Traction retinal haemorrhage affecting the macula
— Macular hole
— Proliferative vitreoretinopathy
— Vitreous touch with corneal oedema

13. E 14. D 15. B 16. C
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Glaucomas10
1. The average axial depth of the anterior chamber is:

A. 2-2.5 mm B. 3-3.5 mm
C. Less than 2 mm D. More than 3.5 mm

(Ahmed: A Textbook of Oph.2nd ed.,p.31) (AI 92; TN 04;Kol 04)

B. Anterior chamber is the space bounded in front by the posterior surface of the cornea, behind by the
anterior surface of the iris and the lens exposed in the pupillary aperture and peripherally the apex
is formed by the anteriormost part of the ciliary body (Fig. 10.1).

Fig. 10.1: Angle of the anterior chamber (diagrammatic). 1. cornea; 2. crystalline lens; 3. iris; 4. trabecular meshwork;
5. Schlemm’s canal; 6. zonule of Zinn; 7. ciliary body; 8. ciliary muscle; 9. sclera

2. All statements regarding the trabecular meshwork are correct except:
A. This consists of multi-layered sieve-like structures
B. Schwalbe’s line forms its anterior boundary
C. The intertrabecular spaces become progressively wider as Schlemm’s canal is approached
D. This is made up of two components: uveal and corneo-scleral
E. Numerous pinocytic vesicles are seen in the endothelial meshwork

(Ahmed: A Textbook of Oph.2nd ed.,p.32) (MRCOphtha.part 1 03)

E.

1. B 2. E
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3. The correct statement regarding canal of Schlemm’s is:
A. It is a circular venous channel underneath the scleral furrow
B. In most of its course the lumen is single
C. The nuclei of endothelium lining the sinus project inward towards the lumen
D. 25-35 collector channels leave the sinus at irregular intervals
E. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.32) (AMU 87)

E.

4. The correct statement regarding aqueous humour is:
A. Aqueous humour occupies both anterior and posterior chambers
B. Its formation is dependent on intraocular pressure
C. The rate of formation is 2-3 microlitres/minute
D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.55) (PGI 02; MRCOphtha.part 1 03)

D. Composition of aqueous humour
• 99.69 per cent water
• Solids
Diffusible crystalloids

– Positively-charged electrolytes
– Negatively-charged electrolytes
– Non-elctrolytes-glucose, urea, lactic acid and pyruvate
Non-diffusible colloids

– Proteins, immune bodies and enzymes

5. The chief mechanism of formation of aqueous humour is:
A. Secretion B. Diffusion
C. Ultrafiltration D. B + C

(Ahmed: A Textbook of Oph.2nd ed.,p.55)

A. Approximately 80 per cent is formed by secretion

6. The structures normally seen in gonioscopy are:
A. Scleral spur B. Schwalbe’s line
C. Trabecular meshwork D. Iris processes
E. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.286) (UP 95)

E. Gonioscopy is the examination of the structures in the angle of anterior chamber with the help of a
goniolens
• There are two types of gonioscopy-direct and indirect; the indirect gonioscopy is also called slit lamp

gonioscopy

• In slit lamp gonioscopy, gonioprism like Goldmann’s three-mirror is used

3. E 4. D 5. A 6. E
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• Main features of gonioscopy in a normal angle postero-anteriorly (Fig. 10.2) are:
1. Anterior surface of the iris
2. Anteromedial surface of the ciliary body
3. Scleral spur—white line marking the termination of the trabeculae
4. Trabeculae covering the canal of Schlemm
5. Schwalbe’s ring—white line indicating the splitting up of Descemet’s membrane
6. Posterior surface of the cornea

Fig. 10.2: Anatomic (left) and gonioscopic (right) views of normal angle of anterior chamber. 1.  cornea; 2. sclera;
3. anterior chamber; 4. iris; 5. ciliary body; 6. ciliary process; 7. angle of anterior chamber; 8. pupil; 9. Schlemm’s canal;
10. Schwalbe’s line; 11. scleral spur; 12. iris process; 13. trabecular meshwork; 14. trabecular pigment band

7. The factor not causing a shallow anterior chamber is:
A. Increased antero-posterior length of the globe
B. Continuous growth of the crystalline lens
C. High hypermetropia
D. Pupil dilatation (Ahmed: A Textbook of Oph.2nd ed.,p.294)

A. Decreased antero-posterior length of the globe found in high hypermetropia and continuous growth
of the lens cause shallowing of the anterior chamber

8. Normal ocular tension using applanation tonometer is approximately:
A. 8-10 mm Hg B. 10-15 mm Hg
C. 15-21 mm Hg D. 22-25 mm Hg

(Parsons’ Dis.of Eye,19th ed.,p.125) (AI 88; Rajasthan 01)

C.

9. Decreased scleral rigidity is seen in:
A. High myopia
B. During water-drinking test
C. Dysthyroid exophthalmos
D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.265; Kanski: Clinical Oph.,2nd ed., p.182)

D.

7. A 8. C 9. D
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10. Increased scleral rigidity is seen in:
A. High hypermetropia B. Long-standing glaucoma
C. A + B D. None of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.285 and Kanski: Clinical Oph.,2nd ed., p.182)

C. Scleral rigidity is the resistance to stretch. The sclera:
– can be determined by using two different weights in Schiötz tonometer, say 5.5 gm and 10 gm
– if tonometric reading is persistently higher with 10 gm weight than with 5.5 gm weight then the

rigidity is higher than normal

11. The average diurnal variation of ocular tension in normal eyes is:
A. 1 - 2 mm B. 2 - 3 mm
C. 3 - 4 mm D. 5 - 6 mm (Ahmed: A Textbook of Oph.2nd ed.,p.57)

C. Normal IOP is highest in the early morning and lowest in the evening

12. Tonometer suitable to record tension in the presence of corneal oedema is:
A. Schiötz B. Hand-held applanation
C. Goldmann’s applanation D. MacKay-Marg electronic
E. Air puff non-contact applanation (Ahmed: A Textbook of Oph.2nd ed.,p.282)

D. Tonometers (Fig. 10.3)
• Impression-Schiötz, MacKay-Marg
• Applanation

– Contact–typically Goldmann
– Non-contact

Hand-held

Air-puff

• Tono-pen

Fig. 10.3: Different types of tonometers

10. C 11. C 12. D
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13. The incorrect statement regarding non-contact applanation tonometer is:
A. It shows a wider variation of readings
B. It does not require surface anaesthetics
C. It is more perfect than Goldmann’s applanation tonometer
D. The cornea is flattened by the burst of air (Ahmed: A Textbook of Oph.2nd ed.,p.284)

C.

14. The false statements related to the blind spot are:
A. The term is assigned to the optic disc
B. It is not an absolute scotoma
C. It is 18 degree temporal to the fixation point
D. It is 7.5 degrees vertically and 5 degrees horizontally

(Ahmed: A Textbook of Oph.2nd ed.,p.139) (Kol 02)

B, D

Figs 10.4A to C: (A) Arc perimeter (B) Bjerrum screen (C) Automated perimeter

Central field (30 degree around the fixation point) can be examined by:
1. Confrontation test
2. Amsler’s grid
3. Bjerrum’s screen or campimeter  (Fig. 10.4B) (Q.AIIMS 83;Delhi 93)

4. Goldmann’s perimeter
5. Automated perimeter
Peripheral field can be examined by:
1.  Manual perimeter (Fig. 10.4A)
2. Automated perimeter (Fig. 10.4C)

15. The approximate percentage of bilaterality in buphthalmos is:
A. 10 per cent B. 25 per cent
C. 50 per cent D. 75 per cent (Kanski: Clinical Oph.,2nd ed., p. 223) (AIIMS 86)

D.

13. C 14. B, D 15. D
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16. About two-third of cases of buphthalmos can be diagnosed by the age of:
A. 6 months B. 1 year
C. 2 years D. 3 years (Kanski: Clinical Oph.,2nd ed., p.223)

D.

17. The sign absent in buphthalmos is:
A. Epiphora B. Corneal oedema
C. Enlarged corneal diameter D. Shallow anterior chamber
E. Glaucomatous cupping

(Ahmed: A Textbook of Oph.2nd ed.,p.301) (AIIMS 86,01; Kerala 99; AI 01; PGI 98, 04;TN 03)

D. Congenital glaucoma or buphthalmos
• Aetiology

– May be genetic or non-genetic; in genetic the inheritance is autosomal recessive
– Obstruction of aqueous outflow due to abnormal tissue in the angle of the anterior chamber

• Clinical features

– The early sign is watering from the eyes and corneal oedema
– Other signs include progressive corneal enlargement and deepening of the anterior chamber
– Late signs include glaucomatous cupping, gross corneal

oedema, iridodonesis and subluxation of the lens
• Differential diagnosis. Buphthalmos is to be differentiated from:

1. Birth trauma
2. Megalocornea
3. Keratitis
4. Retinoblastoma with secondary glaucoma
5. Metabolic diseases affecting the cornea

• Treatment

– Essentially surgical-goniotomy, if the corneal diameter does not exceed 14 mm

18. The differential diagnosis of buphthalmos includes:
A. Megalocornea B. Hurler’s syndrome
C. Birth trauma D. Congenital hereditary endothelial dystrophy
E. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.301)

E. See box under Q.17

19. The syndrome not associated with developmental glaucoma is:
A. Sturge-Weber B. von Recklinghausen
C. Bourneville D. Marfan
E. Rieger

C.

Fig. 10.5: Buphthalmos
(photo: RN Sen ECRC, Kolkata)

16. D 17. D 18. E 19. C
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20. The surgical procedure of choice in buphthalmos is:
A. lridencleisis B. Trephining
C. Goniotomy D. Trabeculectomy

(Ahmed: A Textbook of Oph.2nd ed.,p.301) (AIIMS 03)

C.

21. Coloured haloes are seen in:
A. Corneal oedema due to acute congestive glaucoma
B. Prolonged steroid therapy
C. Cataract
D. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.295) (AI 89; AIIMS 89;)

A.

22. The possible site of obstruction in open-angle glaucoma is at:
A. Canal of Schlemm
B. Juxtacanicular trabecular meshwork
C. Scleral spur
D. Episcleral veins (Kanski: Clinical Oph.,2nd ed., p.191)

B.

23. Associated with primary open-angle glaucoma are the following conditions except:
A. Pseudoexfoliation of the lens
B. High myopia
C. Diabetes mellitus
D. Macular dystrophy
E. Central retinal vein thrombosis (Kanski: Clinical Oph.,2nd ed., p.196) (AI 93)

D. Conditions associated with primary open-angle glaucoma
• High myopia
• Central retinal vein thrombosis
• Pseudoexfoliation of the lens
• Krukenberg’s spindle
• Diabetes mellitus

24. The false statement regarding glaucomatous cupping is:
A. The retinal vessels are displaced towards the disc margin
B. The cup configuration is smaller than the area of pallor
C. The cupping starts in the lower temporal quadrant
D. Splinter haemorrhages are present near the disc margin
E. Saucerization is seen (Ahmed: A Textbook of Oph.2nd ed.,p.290)

20. C 21. A 22. B 23. D 24. B
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B. Glaucomatous cupping (Fig. 10.6, Plate 5) is assessed under the following headings:
1. Cup diameter and extent
2. Cup asymmetry
3. Colour
4. Depth of the cup
5. Displacement of vessels
6. Pulsation of retinal arteries
7. Disc haemorrhages
8. Retinal nerve fibre layer
9. Computerized analysis of optic nerve-head and retinal nerve fibre layer

25. Of the following field changes in primary open-angle glaucoma the most characteristic is:
A. Enlargement of the blind spot B. Altitudinal defect
C. Nerve-fibre bundle defect D. Concentric contraction

(Ahmed: A Textbook of Oph.2nd ed.,p.292) (DNB 04)

C.

26. Of the following field changes in primary open-angle glaucoma the earliest one is:
A. Arcuate scotoma B. Nasal step
C. Isolated paracentral scotomas D. Ring scotoma

(Ahmed: A Textbook of Oph.2nd ed.,p.292) (AIIMS 97)

C.

27. Roenne’s step usually occurs in:
A. Lower nasal quadrant B. Upper nasal quadrant
C. Lower temporal quadrant D. Upper temporal quadrant

(Ahmed: A Textbook of Oph.2nd ed.,p.292)

B. Visual field defects in POAG (Figs 10.7A and B) include:
1. Baring of the blind spot
2. Enlargement of the blind spot
3. Bjerrum scotoma
4. Arcuate scotoma or nerve fibre scotoma
5. Roenne’s nasal step

28. In most cases of primary open-angle glaucoma all the following are true statements except:
A. The obstruction to aqueous outflow is at the trabecular meshwork bordering Schlemm’s canal
B. The age of presentation is between 50 and 60 years
C. The most characteristic visual field change is an enlarged blind spot
D. The earliest visual field change is circumscribed paracentral field defect

(Ahmed: A Textbook of Oph.2nd ed.,p.292)

25. C 26. C 27. B 28. C
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C. Primary open angle glaucoma (POAG)
• Epidemiology

– More in males
– Age usually above 40 years
– Bilateral in 70-75 per cent cases
– Genetically-transmitted disorder in about 13-25 per cent cases

• Risk factors-see box under Q.23
• Aetiology-see box under Q.22
• Clinical features

– Generally asymptomatic
– Non-specfic features like aches about the eyes, mild headaches, frequent change of presbyopic

glasses
• Diagnosis is based on

1. Ophthalmoscopic examination-see box under Q.24
2. Visual field changes-see box under Q.27
3. Provocative tests-see box under Q.30

29. Earliest manifestation of POAG is:
A. Scotoma in Bjerrum’s area B. Seidel’s scotoma
C. Arcuate scotoma D. Nasal step

(Parsons’ Dis.of Eye,19th ed.,p.301 ) (PGI 97;AIIMS 97)

A. In the early stage visual field change is seen in Bjerrum’s area, 18-25o from the fixation point

29. A

Fig. 10.7A: Visual field changes in POAG seen by
Bjerrum screen 1. baring of blind spot; 2. Seidel’s
scotoma; 3. Bjerrum scotoma; 4. Bjerrum scotoma and
Roenne’s nasal step; 5. nasal step connected to Bjerrum
scotoma; 6. final step showing remnant of central field

Fig. 10.7B: Printout showing superior arcuate scotoma in POAG
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30. In diagnosing a case of adult primary glaucoma a provocative test is:
A. Not consistently useful
B. Useful only in predicting visual loss
C. Useful for predicting glaucomatous damage
D. Useful in predicting glaucomatous visual field change

(Ahmed: A Textbook of Oph.2nd ed.,p. 287)

A. Provocative tests in POAG include:
• Water-drinking
• Bulbar pressure
• Caffeine
• Vasculat
• Corticosteroid responsiveness

31. The drug contraindicated in treatment of primary open-angle glaucoma:
A. Timolol B. Laevobunolol
C. Betaxolol D. Epinephrine
E. Atropine (Ahmed: A Textbook of Oph.2nd ed.,p.298) (AI 88,91;PGI 88)

E. Antiglaucoma drugs. They are as follows:
• Miotics—include pilocarpine, physostigmine, methacholine, demecarium and carbachol
• Adrenergic stimulators—like epinephrine, dipivefrine and brimonidine
• Beta-blockers—include timolol, betaxolol, laevobunolol and carteolol
• Carbonic anhydrase inhibitors—typically acetazolamide
• Prostaglandin analogues—like latanoprost and bimatoprost
• Hyperosmotic agents—include oral glycerol, IV mannitol, urea, ascorbate

32. The drug preferred in treatment of primary open-angle glaucoma in a young myopic patient is:
A. Pilocarpine B. Timolol
C. Epinephrine D. Betaxolol

(Parsons’ Dis.of Eye,19th ed.,p.305 ) (DELHI 96; UPSC 04)

B.

33. Pilocarpine starts acting:
A. 15 minutes after instillation B. ½ hour after instillation
C. 1 hour after instillation D. 2 hours after instillation

(Ahmed: A Textbook of Oph.2nd ed.,p.298)

A. 2 per cent pilocarpine produces miosis within 15 minutes and effect lasts for approximately 4-8 hours

30. A 31. E 32. B 33. A
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34. The most frequently-encountered hazard after long-term pilocarpine instillation is:
A. Cataract B. Iris cyst
C. Allergy D. Visual blur (Ahmed: A Textbook of Oph.2nd ed.,p.299)

D.

35. Epinephrine used in the treatment of primary open-angle glaucoma causes:
A. Reduction of aqueous secretion
B. Reduction of aqueous outflow only
C. Increased aqueous outflow only
D. A + B
E. A + C (Ahmed: A Textbook of Oph.2nd ed.,p.299)

E. Adrenergic stimulators used as antiglaucoma agents:
• Epinephrine hydrochloride, borate or bitartrate
• Dipivefrine
• Brimonidine tartrate
Beta adrenergic inhibitors or beta-blockers used as antiglaucoma agents:
• Timolol maleate
• Betaxolol hydrochloride
• Carteolol hydrochloride
• Laevobunolol hydrochloride

36. The mechanism of action of acetazolamide is due to:
A. Increased potassium filtration
B. Decreased sodium filtration
C. Osmotic gradient in aqueous humour
D. Interference with the reversible reactions producing bicarbonate

(Ahmed: A Textbook of Oph.2nd ed., p. 100)

D. • Carbonic anhydrase is the enzyme present in ciliary epithelium, corneal endothelium, lens and
retina; catalyzes reaction between carbon dioxide and water to form carbonic acid

• Carbonic anhydrase inhibitor (CAI) like acetazolamide inhibits this enzyme
• CAI deceases the rate of secretion of aqueous humour by 40-50 per cent
• Action lasts for 3 to 5 days

37. Acetazolamide is not valuable in:
A. Closed-angle glaucoma B. Secondary glaucoma due to uveitis
C. Neovascular glaucoma D. Lens-induced glaucoma

(Ahmed: A Textbook of Oph.2nd ed.,p.303,304)

C.

34. D 35. E 36. D 37. C
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38. The commonest side-effect of acetazolamide is:
A. Tremor B. Numbness and tingling of fingers and toes
C. Renal colic D. Gastrointestinal disorder
E. Nausea (Ahmed: A Textbook of Oph.2nd ed.,p.100)

B.

39. All the following are precipitating factors for closed-angle glaucoma except:
A. Prone position B. Supine position
C. Cycloplegic D. Presence of darkness
E. Emotional stress

B.

40. Primary angle closure glaucoma (PACG) is the most common with AC depth less than:
A. 3 mm B. 2.5 mm
C. 2 mm D. 1.5 mm

(Ahmed: A Textbook of Oph.2nd ed.,p.294)

D.

41. Acute congestive glaucoma is differentiated from acute iridocyclitis by:
A. Keratic precipitates B. Ocular tension
C. Size and shape of the pupil D. Depth of the anterior chamber
E. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.301)

E.

42. Factor determining the depth of anterior chamber and angle is:
A. Axial high hypermetropia B. Continuous growth of crystalline lens
C. Relative pupillary block D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.294)

D.

43. Correct statement about primary angle closure glaucoma is:
A. Shallow anterior chamber B. High hypermetropia
C. Narrow angle D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.) (Kol. 03,04)

38. B 39. B 40. D 41. E 42. D 43. D
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D. Primary angle closure glaucoma (PACG)
• There are 3 phases

– Intermittent
– Acute
– Chronic

• Intermittent stage

– Caused by rapid rise of ocular tension which is not high enough to produce acute attack
– Symptoms include headaches, haloes and haze
– Gonioscopy reveals closed angle during the attack but open angle after its subsidence

• Acute congestive glaucoma

– Symptoms include usually severe pain, coloured haloes, loss of vision accompanied by nausea,
vomiting, etc

– Signs in typical case are:
1. Lid swelling
2. Conjunctiva-dusky red and chemotic
3. Ciliary congestion
4. Cornea-hazy, insensitive, may show bullae or vesicles
5. Anterior chamber–very shallow
6. Angle closure-always present
7. Pupil-dilated, vertically oval and fixed to light
8. Ocular tension-very high to be assessed digitally
9. Visual acuity-greatly reduced

10. Single attack occasionally leads to total loss of vision called glaucoma fulminans

• Chronic angle closure

– May follow unrelieved attack of acute congestive glaucoma, intermittent angle closure and
creeping angle closure

– Signs in chronic angle closure following unrelieved attack of acute congestive glaucoma are
those of acute but severity is always less

– Those following intermittent attacks signs are minimal, but tonography reveals decreased
aqueous outflow

– In creeping angle closure, there is asymptomatic angle closure in shallow AC and narrow angle
of AC

• Treatment of acute congestive glaucoma

– Medical treatment, only prelude to surgery, consists of frequent instillations of 2 per cent
pilocarpine, 500 mg acetazolamide initially and then 250 mg twice or thrice daily and sometimes
oral hyperosmotic agents like glycerol

– A filtering operation is essential when gonioscopy reveals more than one-third of the angle is
closed

– A peripheral iridectomy is advocated in non-congestive phase and in the fellow eye

44. In acute congestive glaucoma the pupil is:
A. Large and circular B. Large, oval and long axis horizontal
C. Large, oval and long axis vertical D. Large and eccentric

(Ahmed: A Textbook of Oph.2nd ed.,p.296)

C.

44. C
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45. Direct visualization of the angle of the anterior chamber is possible with:
A. Allen- Thorpe lens B. Goldmann’s lens
C. Koeppe’s lens D. Zeiss’ lens (Ahmed: A Textbook of Oph.2nd ed.,p.285)

C.

46. The drugs used in treatment of closed-angle glaucoma include the following except:
A. Pilocarpine B. Thymoxamine
C. Neutral adrenaline D. Eserine (Ahmed: A Textbook of Oph.2nd ed.,p.298)

C.

47. The osmotic agent not used in glaucoma is:
A. Urea B. Frusemide
C. Ascorbate D. Glycerol (Ahmed: A Textbook of Oph.2nd ed.,p.101)

B.

48. In acute congestive glaucoma the best treatment in the fellow eye is:
A. Filtering operation
B. Peripheral iridectomy
C. Laser iridectomy
D. Pilocarpine
E. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.298) (PGI 93;AIIMS 96; AI 88,98;UP 98,01)

C.

49. Peripheral iridectomy is best indicated in:
A. Acute congestive glaucoma
B. Chronic congestive glaucoma
C. Prodromal stage of closed-angle glaucoma
D. Epidemic dropsy glaucoma (Ahmed: A Textbook of Oph.2nd ed.,p. 300)

C.

50. The condition causing secondary closed-angle glaucoma without pupil block is:
A. Steroid-induced
B. Following injury
C. Epithelial ingrowth into the anterior chamber
D. Essential iris atrophy (Ahmed: A Textbook of Oph.2nd ed.,p.303)

45. C 46. C 47. B 48. C 49. C 50. D
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D. Causes of secondary closed angle glaucoma
• Pushing angle closure

– With pupillary block
1. Phacomorphic –acute secondary closed angle glaucoma due to intumesecence of the lens
2. Subluxated lens
3. Aphakia
4. Seclusio pupillae

– Without pupillary block
1. Intraocular tumours
2. Malignant glaucoma
3. Vitreous herniation in aphakia
4. Essential atrophy of the iris

• Pulling angle closure-due to contraction of:
1. Inflammatory particles
2. Fibrovascular membrane
3. Endothelial membrane
4. Developmental bands in the angle

51. Direct visualization of the angle of the anterior chamber is possible with:
A. Allen- Thorpe lens
B. Goldmann’s lens
C. Koeppe’s lens
D. Zeiss’ lens (Ahmed: A Textbook of Oph.2nd ed.,p. 303)

C.

52. All the following glaucomas are secondary open-angle except:
A. Due to epithelial downgrowth
B. Ghost-cell glaucoma
C. Phacomorphic glaucoma
D. Steroid-induced glaucoma (Ahmed: A Textbook of Oph.2nd ed.,p.303)

C. Causes of secondary open angle glaucoma:
• Pretrabecular block

1. Inflammatory membrane
2. Fibrovascular membrane
3. Endothelial membrane
4. Fibrous downgrowth
5. Epithelial downgrowth

• Trabecular block

1. Red blood cells
2. Pigments
3. Ghost cells
4. Enzymes

51. C 52. C
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5. Macrophages
6. Steroid-induced
7. Viscoelastic
8. Trabecular meshwork swelling
9. Tumour cells

• Post-trabecular block- causing elevated episcleral venous pressure
1. Retrobulbar tumour
2. Carotido-cavernous fistula
3. Sturge-Weber syndrome

53. The true statement related to phacolytic glaucoma is:
A. This follows intumescent cortical cataract
B. There is blockage of the trabecular meshwork by the lens matter
C. There is blockage of the trabecular meshwork by macrophages containing the lens matter
D. There is blockage of the trabecular meshwork by RBCs

(Ahmed: A Textbook of Oph.2nd ed.,p.303)

C. There are 5 types of lens-induced glaucomas:
• Phacolytic or lens-protein
• Lens-particle
• Phacomorphic
• Lens-displacement
• Lens-induced uveitis with glaucoma

54. Feature absent in phacomorphic glaucoma is:
A. Unilaterality B. Advanced cataract
C. Signs of uveitis D. Asymmetric central shallowing of the anterior chamber

(Ahmed: A Textbook of Oph.2nd ed.,p.304)

C.

55. Ocular risk factor in normal-tension glaucoma is:
A. Myopia B. Optic disc haemorrhage
C. Peripapillary crescent D. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.307)

D. There are two groups of risk factors-ocular and systemic:
• Ocular-include myopia, disc haemorrhage and peripapillary defects
• Systemic-like vasospasm in migraine

56. The most significant of the following tests in low-tension glaucoma is:
A. Ophthalmoscopy B. Tonography
C. Provocative tests D. Scleral rigidity

(Ahmed: A Textbook of Oph.2nd ed.,p.307)

53. C 54. C 55. D 56. B
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B. Clinical features of low-tension (normal-tension) glaucoma
• Intraocular pressure consistently below 21 mm Hg
• Progressive visual field defect
• Glaucomatous cupping
• Open angle
Treatment is that of POAG

57. Neovascular glaucoma occurs in:
A. Central retinal vein thrombosis B. Diabetes mellitus
C. Hypertension D. A + B
E. A+B+C (Ahmed: A Textbook of Oph.2nd ed.,p.304) (PG1 90)

D. • Clinical features of neovascular glaucoma-three stages
– Stage of preglaucoma-rubeosis iridis
– Secondary open-angle glaucoma
– Secondary synechial closed-angle glaucoma

• Treatment-difficult
– Early stage-PRP, panretinal cryotherapy, goniophotocoagulation
– Late stage- PRP, filtration, valve, 5 FU
– End stage-cyclocryotherapy or cyclodiathermy, retrobulbar alcohol

58. The true statements related to pigmentary glaucoma include:
A. It occurs in young myopes
B. It is associated with Krukenberg spindle
C. The degree of pigment deposition in the angle is proportional to the colour of the iris
D. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.306)

D.

59. Most cases of traumatic glaucomas are caused by:
A. Angle block B. Angle recession
C. Haemorrhage D. Subuxation of the lens

(Ahmed: A Textbook of Oph.2nd ed.,p.304)

B. Glaucomas following injury to the eye may be
Early-onset-following:
• Haemorrhage
• Contusion
• Trabecular disruption
Late-onset- includes:
• Angle-recession
• Ghost-cell
• Lens-induced
• Due to epithelial downgrowth

57. D 58. D 59. B
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60. The most useful gonioscopic sign in angle-recession glaucoma is:
A. Segmental disruption of iris processes
B. Greater space between the iris root and the scleral spur
C. Greater space between Schwalbe’s line and trabecular meshwork
D. Pigmentation of trabecular meshwork (Ahmed: A Textbook of Oph.2nd ed.,p.304)

B.

61. Glaucoma capsulare follows:
A. Extracapsular extraction of the lens
B. Curette evacuation
C. A + B
D. Exfoliation of the superficial layers of the lens capsule (Ahmed: A Textbook of Oph.2nd ed.,p.306)

D.

62. The correct statement regarding malignant glaucoma is:
A. This may occur in the presence of narrow angle
B. Lens extraction may be indicated to relieve the condition
C. The condition may be prevented by preoperative IV mannitol
D. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.305)

D.

63. Correct surgical procedure in secondary glaucoma following hypermature Morgagnian cortical
cataract is:
A. Paracentesis B. Glaucoma-iridectomy
C. Lens extraction D. Paracentesis followed by lens extraction later

(Ahmed: A Textbook of Oph.2nd ed.,p.304)

D.

64. The advantage of timolol is:
A. No accommodative spasm B. A few systemic side-effects
C. No effect on pupil D. Increased aqueous outflow
E. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.300)

E.

65. All the following antiglaucoma agents are beta-blockers except:
A. Carteolol B. Laevobunolol
C. Brimonidine D. Metipranolol (Ahmed: A Textbook of Oph.2nd ed.,p.299)

C. Brimonidine tartrate is an adrenergic stimulator

60. B 61. D 62. D 63. D 64. E 65. C
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66. Tonography is useful in:
A. Determination of the facility of aqueous outflow
B. Evaluation of low-tension glaucoma
C. Post-operative evaluation
D. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.288)

D.

67. 90-days glaucoma is:
A. Steroid-induced glaucoma B. Neovascular glaucoma
C. Thrombotic glaucoma D. Glaucoma following central retinal artery occlusion

(Ahmed: A Textbook of Oph.2nd ed.,p.288) (DELHI 92)

C. Thrombotic glaucoma:
• Occurs about 90 days after CRVT in 20 per cent cases
• Characterized by intense pain, very high IOP, hazy cornea, absolute visual loss and neovascularization

of the iris and angle of AC

68. Latanoprost in glaucoma primarily acts by:
A. Decreasing formation of aqueous humour
B. Increasing uveoscleral flow
C. Releasing pupillary block
D. Increasing trabecular outflow (Ahmed: A Textbook of Oph.2nd ed.,p.300) (AI 04)

B.

66. D 67. C 68. B
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The Retina11
1. The correct statement regarding the anatomy of the retina is:

A. It consists of three neurons
B. The outer plexiform layer is the transmissive region
C. Tightly-packed cones are seen at the fovea
D. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p. 34)

D. There are three neurons and they are as follows:
• First neuron-starts at the bipolar cells
• Second neuron- starts at the ganglion cells
• Third neuron- starts at the lateral geniculate body

2. The incorrect statement regarding the anatomy of the retina is:
A. Retina has ten layers
B. Rods and cones form the outermost layer of the neural retina
C. Inner nuclear layer contains bipolar, horizontal and amacrine cell bodies
D. Outer plexiform layer contains amacrine cells and bipolar cells

(Ahmed: A Textbook of Oph.2nd ed.,p.34; Ferris:Basic Sc.in Oph,2nd ed.,p.38)

D. Bipolar cells, amacrine cells, horizontal cells and nuclei of Müller’s fibres are present in the inner
nuclear layer
Retina has ten layers and outside inwards they are as follows:
1. Pigment epithelium
2. Layer of rods and cones
3. External limiting membrane
4. Outer nuclear layer
5. Outer plexiform layer
6. Inner nuclear layer
7. Inner plexiform layer
8. Ganglion cell layer
9. Nerve fibre layer
10. Internal limiting membrane

1. D 2. D
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3. All the following are purely conducting elements in the retina except:
A. Ganglion cell layer B. Nerve fibre layer
C. Inner nuclear layer D. Internal limiting membrane

(Ahmed: A Textbook of Oph.2nd ed.,p.34,36)

C. • Inner nuclear layer contains both conducting elements and association elements
• Bipolar cells are the conducting elements
• Association elements are:

– Müller’s fibres -main supporting elements, nuclei in the inner nuclear layer, fibres in the inner
plexiform layer, extend through the nerve fibre layer to form the internal limiting membrane

– Amacrine cells- laterally-communicating
– Horizontal cells- connect cone of one part with rods and cones of neighbouring part

4. The incorrect measurement related to the retina is:
A. The optic disc is 1.5 mm in diameter
B. The macula lutea is 3 mm away from the temporal border of the disc
C. All the layers of the retina terminate at the optic disc
D. The number of ganglion cells in the retina and nerve fibres in the optic nerve are approximately

equal (Ahmed: A Textbook of Oph.2nd ed.,p. 34)

C. All the layers except the nerve fibre layer terminate at the optic disc

5. The incorrect statement related to the retinal photoreceptors is:
A. The rods are maximal at the periphery
B. Phagosomes are discarded rod-discs engulfed by the pigment epithelium
C. At the fovea there are only cones
D. B + C  (Ahmed: A Textbook of Oph.2nd ed.,p.3,b)

3. C 4. C 5. A

Fig. 11.1: Structure of the retina. 1. pigment epithelium; 2. layer of rods and cones; 3. external
limiting membrane; 4. outer nuclear layer; 5. outer plexiform layer; 6. inner nuclear layer; 7. inner
plexiform layer; 8. ganglion cell layer; 9. nerve fibre layer; 10. internal limiting membrane
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A. There are approximately 1.20 million rods and 6.5 million cones. At the periphery, rods decrease in
number: approximately 30,000/mm2. Rods have maximum density at the perifoveal region

6. All the following are correct statements for fovea centralis except:
A. The diameter of the fovea is 1.5 mm
B. The floor contains only the retinal photoreceptors
C. The diameter of the foveal avascular zone is approximately 500 millimicron
D. The density of cones is maximal at the foveola

(Ahmed: A Textbook of Oph.2nd ed.,p.34)

D. The fovea centralis is the central depressed area of the macula lutea and it emits foveal reflex.
The floor of the fovea is called foveola. The density of the cones is maximal at the foveola,
150,000/mm2 (Q. MRCOphtha.part 1 03) (Fig. 11.2, Plate 6)

7. The retina is thickest:
A. Near the optic disc
B. At the posterior pole
C. At the equator
D. At the ora serrata

(Ahmed: A Textbook of Oph.2nd ed.,p.33)

A. Retinal thickness is as follows:
• At the macula- 0.5 mm
• At the equator - 0.2 mm
• At the ora serrata- 0.1 mm

8. The second neuron linking the retina with the occipital cortex starts at the:
A. Rods and cones
B. Inner nuclear layer
C. Outer nuclear layer
D. Ganglion cells

(Ahmed: A Textbook of Oph.2nd ed.,p.37) (SGPGI 03)

D. There are three neurons, see box under Q.1

9. The part of the optic disc margin showing the thickest nerve fibre layer is:
A. Upper B. Lower
C. Nasal D. Temporal

(Ahmed: A Textbook of Oph.2nd ed.,p 37)

D. • The nerve fibre layer is thinnest in the zone of papillomacular bundle
• Temporal quadrants are thinner than nasal quadrants

6. D 7. A 8. D 9. D

Name
Inserted Text
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10. The incorrect statement regarding retinal pigment epithelium (RPE) is:
A. It has an apical membrane which surround the outer segments of the photoreceptors
B. The process of disc shedding, phagocytosis and formation of phagolysosomes is complete within

one hour of exposure to light
C. The assembly of the discs present in the outer segments of the photoreceptors is initiated within

1 hour of exposure to light and continues throughout the light period
D. It has a significant role in the maintenance of blood-retinal barrier

(Ahmed: A Textbook of Oph.2nd ed.,p.63)

B. These three processes are complete within 5 minutes of exposure to light

11. Müller’s fibres are located in the:
A. Inner nuclear layer B. Inner plexiform layer
C. Ganglion cell layer D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.37)

D. Müller’s fibres having the capacity of glycogen storage and synthesis extend throughout the retina
except at the fovea. Internal limiting membrane is formed by the terminal expansion of these fibres

12. The correct description of Henle’s fibre layer is:
A. It is the outer plexiform layer located at the macula
B. It is the inner plexiform layer located at the macula
C. It consists of the nerve fibres at the macular region
D. It is the synaptic interconnection of the photoreceptors with bipolar cells occurring in the outer

plexiform layer (Ahmed: A Textbook of Oph.2nd ed.,p.565)

A. Henle’s nerve fibre layer is delicate and loosely-arranged nerve fibre layer at the macular region

13. The central retinal artery (CRA) does not supply:
A. Inner two-thirds of the retina B. Intraocular part of the optic nerve
C. Pial network of the optic nerve D. B + C (Ahmed: A Textbook of Oph.2nd ed.,p.37,39)

D. Dual arterial supply of the retina is from
1. Mainly central retinal artery-through 4 branches evenly supplying 4 quadrants of the retina,

extending between internal limiting membrane and inner nuclear layer
2. Choriocapillaris-supplying pigment epithelium, layer of rods and cones and outer nuclear layer.

Outer plexiform layer is partly supplied by central retinal artery and partly by choriocapillaris.

Arterial supply of the intraocular part of optic nerve is by
1. Ciliary circulation- pial network by circle of Zinn-Haller, derived from cilioretinal artery
2. Retinal circulation via central retinal artery and central artery of optic nerve

10. B 11. D 12. A 13. D



160 Ophthalmology Buster

14. The magnification of the fundus oculi by direct ophthalmoscopy in case of emmetropia is:
A. 5 times B. 10 times
C. 15 times D. 20 times

(Ahmed: A Textbook of Oph.2nd ed.,p 133) (JIPMER 91; AIIMS 97)

C. • Magnification is 15 times
• Image is virtual and erect

15. The peripheral part of the ocular fundus is best examined by:
A. Direct ophthalmoscopy
B. Indirect ophthalmoscopy
C. Indirect ophthalmoscopy + Scleral indentation
D. Slit-lamp biomicroscopy

(Ahmed: A Textbook of Oph.2nd ed.,p.133)(UP 93;Delhi 96;AIIMS 96; PGI 88,93,97,2000)

C. • Indirect ophthalmoscopy is the best method of examination of periphery of retina
• Magnification is 5 times
• Image seen is inverted and real

16. The principle of monocular ophthalmoscopy was first described by:
A. Gullstrand B. Helmholtz
C. Trantas D. Koeppe

B.

17. Slit-lamp biomicroscopy of fundus oculi is done with help of:
A. Hruby’s lens B. Goldmann’s lens
C. Volk’s lens D. El Bayadi’s lens
E. All of the above  (Ahmed: A Textbook of Oph.2nd ed.,p 138)

E. • Hruby’s lens -58 D planoconcave lens
• Goldmann’s 3-mirror fundus contact lens is a planoconcave lens
• El Bayadi’s lens is + 60 D lens.
• + 78 D and + 90 D non-contact Volk’s lenses

18. The incorrect statement regarding fundus fluorescein angiography (FFA) is:
A. Sodium fluorescein is injected into antecubital vein
B. Sodium fluorescein is 25 per cent protein-bound in the vascular system
C. The optic disc exhibits autofluorescence
D. The fovea appears dark
E. B + C (Ahmed: A Textbook of Oph.2nd ed.,p.521) (Kerala 90,97)

E. Sodium fluorescein is 70 per cent protein-bound. The optic disc does not show fluorescence

14. C 15. C 16. B 17. E 18. E
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19. FFA is the investigation of choice in:
A. Rhegmatogenous retinal detachment
B. Retinoschisis
C. Central serous retinopathy
D. Posterior vitreous detachment

(Ahmed: A Textbook of Oph.2nd ed.,p.280,317,347; Parsons’ Dis.of Eye,19th ed.,p.345) (AI 92)

C. • Retinoschisis
– There is splitting of the retina at the level of outer plexiform layer
– Differentiated from RD by presence of immobility and transparency of the inner layers

• Central serous retinopathy, see box under Q.50
• Posterior vitreous detachment, see under Vitreous Humour

20. All the following statements regarding ERG are correct except:
A. A-wave of ERG is generated by the rods and cones
B. B-wave of ERG is generated by Müller’s fibres
C. ERG is normal in total retinal detachment
D. ERG helps in diagnosis of Stargadt’s disease

(Ahmed: A Textbook of Oph.2nd ed.,p.312,339) (JIPMER 93)

C. Extinguished type of ERG is seen (See Fig. 11.3)

Fig. 11.3: Normal electroretinogram

21. ERG helps in all except:
A. Distinction between retinal and optic nerve disease
B. Distinction between localised and diffuse retinal disease
C. Distinction between macular and optic nerve disease
D. Distinction between disease involving choroidal and central retinal artery

(Ferris:Basic Sc.in Oph,2nd ed.,p.379) (AP 88)

C. • ERG is normal in macular affection
• A wave is not affected in central retinal artery affection
• Both A and B waves are affected in choroidal disease
• ERG can distinguish between retinal and optic nerve diseases

19. C 20. C 21. C
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22. The incorrect statement related to electro-oculogram (EOG) is:
A. It measures corneo-retinal standing potential
B. It is measured at first in light adaptation and subsequently in dark adaptation
C. It indicates retinal pigment epithelial activity
D. It is normal in Oguchi’s disease (Ahmed: A Textbook of Oph.2nd ed.,p.312)

B. This is done at first in dark and then in light adaptation

23. Visual-evoked response (VER) indicates the state of the:
A. Whole of the retina
B. Optic nerve
C. Rods and cones
D. Foveal region (Ahmed: A Textbook of Oph.2nd ed.,p. 313)

Fig. 11.4: Visual-evoked response

D. VER is the EEG recorded at the occipital cortex. The visual cortex represents the central 20 degree
retina and is indicated in assessment of foveal function in the presence of hazy media and normal
visual pathways (Fig. 11.4)

24. The test employed to differentiate unilateral visual loss following retinal and optic nerve disease is:
A. Amsler’s grid
B. Photostress test
C. Maddox’s rod
D. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p. 316)

B.

25. Amsler grid is used in detection of:
A. Refractive error
B. Macular disease
C. Retinal detachment
D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p. 316;Parsons’ Dis.of Eye,19th ed.,p.145)

(PGI 96,2000)

22. B 23. D 24. B 25. B
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B. • Amsler’s grid (Fig. 11.5)
• The patient fixates at the central dot of a chart held at 33 cm, each eye being tested separately is a

rapid screening procedure for detection of macular affections like central serous retinopathy, age-
related macular degeneration and macular hole

26. Dilatation of the retinal veins occurs in all the conditions except:
A. Senile involutionary sclerosis B. Papilloedema
C. Malignant hypertension D. Eales’ disease

(Ahmed: A Textbook of Oph.2nd ed.,p327, 339, 341, 358)

C.

27. Sheathing of the retinal vessels occurs in:
A. Eales’ disease B. Coats’ disease
C. Multiple sclerosis D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.326,327,351)

D. There are two types of sheathing
• Parallel -opaque lines appear at the sides of the vessels
• Pipe stem- the entire vessel appears opaque

28. The shape of subhyaloid (preretinal) haemorrhage is:
A. Round
B. At first round and then turns hemispherical
C. Triangular
D. Flame-shaped

(Ahmed: A Textbook of Oph.2nd ed.,p.319)

B. Subhyaloid haemorrhage (Fig. 11.6, Plate 6)
• It is located between the choroid and retinal pigment epithelium
• Due to gravity it takes a hemispherical shape with a straight upper margin having serum in the

upper part and RBCs settling down

26. C 27. D 28. B

Fig. 11.5: Amsler’s grid
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29. The incorrectly-matched statement regarding retinal haemorrhages is:
A. Radial, stellate haemorrhages and deeper layers
B. Dot haemorrhages and deeper layers
C. Blot haemorrhages and deeper layers
D. Striated haemorrhages and nerve fibre layer (Ahmed: A Textbook of Oph.2nd ed.,p.318)

A. • When haemorrhage occurs in the central region it appears radial and stellate
• Both dot and blot shapes are indicative of haemorrhages in the deeper layers

30. Retinal haemorrhages associated with dilated veins occur in:
A. Central retinal vein thrombosis B. Leukaemia
C. Macroglobulinaemia D. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.323,346)

D. •  Central retinal vein thrombosis (Fig. 11.7, Plate 6)
– Widespread, numerous haemorrhages of all sizes and shapes, at all depths
– In early stage-moderately dilated retinal veins
– In advanced stage-enormously dilated and tortuous retinal veins

• Leukaemia
– Retinal haemorrhages particularly at the peripheral region
– Of different sizes and shapes
– Venous dilatation may be present

• Macroglobulinaemia
– There are 2 groups of dysproteinaemia—macroglobulinaemia and cryoglobulinaemia
– Both retinal haemorhages and venous dilatation are seen

31. Retinal haemorrhages with pale centre are called:
A. Elschnig’s spots B. Fuchs’ spots
C. Roth’s spots D. Bitot’s spots

(Ahmed: A Textbook of Oph.2nd ed.,p.. 115,346,417,563)

C. • Roth’s spots are white-centred haemorrhages seen in leukaemia
• Fuchs’ spot is the pigment scar at the macula in myopia
• Elschnig’s spots are atrophic yellow spots with focal hyperpigmentation seen in condition like

hypertensive retinopathy
• Bitot’s spots are found in vitamin A deficiency.

32. Soft exudates are the result of:
A. Swelling of the retinal nerve fibre layer
B. Extravasation of fibrin-rich fluid
C. Phagocytosis of degenerated retinal tissue
D. Accumulation of axoplasmic debris in the retinal nerve fibre layer

 (Ahmed: A Textbook of Oph.2nd ed.,p.3J9)

D.

29. A 30. D 31. C 32. D
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33. Cotton-wool exudates are seen in all conditions except:
A. Malignant hypertension B. Toxaemia of pregnancy
C. Coats’ disease D. Severe anaemia

 (Ahmed: A Textbook of Oph.2nd ed.,p.3J9)

C. In Coats’ disease, there are massive hard exudates containing cholesterol
• Causes of soft or cotton-wool exudates include:
• Retinopathy of malignant hypertension
• Severe anaemia
• Dysproteinaemia
• Collagen diseases

34. Hard exudates are found in:
A. Disciform macular degeneration B. Coats’ disease
C. Severe anaemia D. A + B  (Ahmed: A Textbook of Oph.2nd ed.,p. 3J9)

D. Both disciform degeneration and Coats’ disease exhibit hard exudates
Causes of hard exudates include:
1 Diabetic retinopathy
2 Hypertensive retinopathy
3 Disciform degeneration
4 Coats’ disease
5 Doyne’s honeycomb choroiditis
6 Circinate degeneration

35. Differentiation between hard and cotton-wool exudates is based on:
A. Colour B. Size
C. Margins D. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.320)

D. Hard exudates (Fig. 11.8, Plate 7) are:
• Of yellowish white colour
• Of pin-point to large size
• Deep with sharply-defined margins
Soft exudates are (Fig. 11.9, Plate 7)
• White
• Of small size
• Superficial with feathery edges

36. Resuscitation time of the human retina following retinal ischaemia is:
A. ½ hour B. 1 hour
C. 1-2 hours D. More than 2 hours (Ahmed: A Textbook of Oph.2nd ed.,p.32I)

C. All attempts should be made to revive the retinal circulation by increasing retinal perfusion and
dislodging the embolus

33. C 34. D 35. D 36. C
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37. The correct statement regarding features of occlusion of the central artery is:
A. Milky white retina B. Marked narrowing of all retinal arterioles
C. Cherry red macula D. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.32I)

D. Milky white retina occurs within 2-3 hours of complete retinal artery occlusion due to cloudy swelling
of the ganglion cells. The choroid is seen through the thin fovea, Hence, the fovea appears bright
red in the milky white background, cherry red macula

38. Cattle-track appearance is seen in:
A. Complete obstruction of the central retinal artery
B. Incomplete obstruction of the central retinal artery
C. Coats’ disease
D. Sickle-cell disease (Ahmed: A Textbook of Oph.2nd ed.,p.,p. 321)

B. In complete central retinal artery obstruction (CRAO) there is no arterial pulsation. But in incomplete
CRAO there is arterial pulsation when gentle pressure is applied over the eyeball causing this
appearance.

39. In complete central retinal vein thrombosis the feature absent is:
A. Visual acuity usually more than 6/60
B. Marked dilatation and tortuosity of the retinal veins
C. Oedematous and hyperaemic optic disc
D. Gross retinal haemorrhages  (Ahmed: A Textbook of Oph.2nd ed.,p.323)

A. In complete CRVT visual acuity may come down to finger counting (Figs 11.10, Plate 7 and 11.11,
Plate 8)

40. Factor not associated with CRVT is:
A. Idiopathic thrombocytopenia
B. Polycythaemia
C. Glaucoma
D. Diabetes mellitus (Ahmed: A Textbook of Oph.2nd ed.,p.322)

A. Causes of CRVT include:
• Those causing gradual constriction of venous blood flow-most common

– Occurs at lamina cribrosa and arteriovenous crossings
• Stagnation of retinal circulation as in

– Hypertension
– Diabetes mellitus
– Polycythaemia

• Primary venous disease, like
– Eales’ disease

37. D 38. B 39. A 40. A
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41. The incorrect statement regarding venous stasis retinopathy is:
A. Retinal veins and arteries are dilated
B. There are deep retinal haemorrhages
C. Cotton wool exudates are commonly present
D. There is no marked disc-oedema

(Ahmed: A Textbook of Oph.2nd ed.,p.324)

D. Also called non-ischaemic CRVT, venous stasis retinopathy is a variant of classic CRVT

42. The true statement regarding circinate retinopathy is:
A. This exhibits a girdle of bright white patches
B. Central vision is much reduced
C. The macula shows yellowish white areas
D. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.332)

D. Circinate retinopathy is a widespread degeneration of macular and perimacular region

43. Visible retinal arterial pulsation is seen in:
A. Aortic regurgitation B. Orbital tumours
C. Dysthyroid exophthalmos D. All of the above  (Ahmed: A Textbook of Oph.2nd ed.,p.58)

D. Retinal pulsation may be:
• Arterial

– Expansile-due to rhythmic variation of pressure within the artery, caused due to fall in BP and
rise of IOP

– Serpentine-rhythmic side-to-side movement of the part of an artery at each heart beat
• Venous-seen in the disc region
• Capillary

44. Retinal manifestations of malignant hypertension are as follows except:
A. There are multiple haemorrhages
B. Cotton-wool exudates are common
C. Papilloedema is frequently seen
D. The arteries are dilated

 (Ahmed: A Textbook of Oph.2nd ed.,p.341)

D.

45. The features of background (simple) diabetic retinopathy include:
A. Microaneurysms B. Haemorrhages
C. Hard exudates D. Retinal oedema
E. All of the above  (Ahmed: A Textbook of Oph.2nd ed.,p.343)

41. D 42. D 43. D 44. D 45. E
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E. In background diabetic retinopathy (Fig. 11.12, Plate 8):
• The first equivocal sign is the presence of capillary microaneurysms most commonly at the

posterior pole, better visualised by FFA
• Dot and blot and/or sponge mark retinal haemorrhages
• Hard exudates

46. The correct statement regarding diabetic maculopathy is:
A. This is the commonest cause of visual loss in diabetes
B. Diffuse leakage seen in FFA is a sign of poor visual prognosis
C. There are four types
D. All of the above  (Ahmed: A Textbook of Oph.2nd ed.,p.344)

D. Four types of diabetic maculopathy are focal exudative macular oedema, diffuse macular oedema,
ischaemic and mixed

47. The correct statement regarding indications of laser photocoagulation in diabetic retinopathy is:
A. In clinically significant macular oedema focal laser is advocated
B. Panretinal photocoagulation is needed for proliferative type
C. Grid laser is indicated where there is widespread diffuse areas of leakage
D. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.344)

D.

48. Eales’ disease shows the following features except: (Fig. 11.13, Plate 8)
A. This occurs in adult healthy males
B. The affection is usually unilateral
C. There are two types—central and peripheral
D. This involves the central retinal vein
E. It causes recurrent vitreous and retinal haemorrhages

 (Ahmed: A Textbook of Oph.2nd ed.,p.326) (AI 94; JIPMER 95)

B. • The affection tends to occur in the other eye usually within 5 years of onset
• Onset is characterised by sudden visual loss due to vitreous haemorrhage
• The peripheral form is more common

49. Macular haemorrhage may be caused by:
A. High myopia
B. Angioid streaks
C. Disciform macular degeneration
D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.115,331,332)

46. D 47. D 48. B 49. D
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D. • Macular haemorrhage may be seen in high myopia as a complication
• Angioid streaks cause break in Bruch’s membrane and subsequently choroidal fibrovascular

growth
• Bleeding from the choroidal neovessels may be found in disciform macular degeneration

50. Central serous retinopathy is characterized by the following except:
A. This is usually bilateral
B. It usually affects males
C. Vision is not grossly disturbed
D. The condition is recurrent
E. Fluorescein angiography shows dye leaks  (Ahmed: A Textbook of Oph.2nd ed.,p.317)

A. • Aetiology precisely not known, more common in young healthy males
• More often unilateral
• Usually the patient complains of micropsia due to separation of retinal elements
• Visual acuity is slightly depressed; greyish, circumscribed area with distorted or absent foveal

reflex (Fig. 11.14, Plate 9)
• Slit lamp examination with Hruby or Volk lens reveals peripheral bulging and central depression
• FFA is diagnostic-venous phase in FFA shows a smoke stack appearance
• Recurrences are common
• Treatment: The affection is self-limiting.Argon laser therapy is recommended if the process persists

for 3-4 months

51. Cystoid macular oedema is caused by:
A. Pars planitis B. Ocular hypotony
C. Irvine-Gass syndrome D. Branch vein thrombosis
E. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.318) (UP 99)

E. Cystoid macular oedema is the result of fluid deposition around the foveola following leakage from
the perifoveal capillaries
• Causes of cystoid macular oedema include:

1. Aphakia
2. Pseudophakia
3. Eales’ disease
4. Pars planitis
5. Ocular hypotony
6. Retinal branch vein thrombosis
7. Vitreous loss
8. Irvine-Gass syndrome- occurs in aphakia with vitreous adherent with wound edges.

52. Berlin’s oedema occurs due to:
A. Retinoblastoma B. Penetrating injury
C. Blunt injury D. None of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.432) (UP 03; AIIMS 96)

50. A 51. E 52. C
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C. Berlin’s oedema or commotio retinae:
• Follows severe concussion injury
• There is retinal oedema especially affecting the macula
• Vision is reduced
• Steroids help to resolve the process and end-result is full recovery of vision

53. Macular star is due to:
A. Eales’ disease B. Papilloedema
C. Hypertensive retinopathy D. All of the above (Parsons’ Dis.of Eye,19th ed.,p. 325)

D. Hard exudates deposited in the macular area appear as star-shaped because of radiating nerve fibre
in this location. (Fig. 11.15, Plate 9)

54. Diagnosis of macular hole is based on:
A. Loss of central vision less than 6/60
B. Ophthalmoscopy
C. Slit-lamp biomicroscopy with fundus contact/non-contact lens
D. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.333)

D. See Figure 11.16, Plate 10

55. Macular pigmentation is caused by:
A. Doyne’s honeycomb choroiditis B. Diabetes mellitus
C. Heredomacular dystrophies D. All of the above

D.

56. The following are the causes of cherry-red macula except:
A. Retinal angiomatosis B. Tay-Sachs disease
C. Niemann-Pick disease D. Batten-Mayou disease

(Ahmed: A Textbook of Oph.2nd ed.,p.338) (AI 94;UP 96,2000;AIIMS 97; MANIPAL 01,02)

A. Tay-Sachs disease
– A gangliosidosis
– Shows bilateral cherry-red maculae
– Apathy
– Hypotonia

• Niemann-Pick disease
– A sphingomyelin lipidosis
– Shows bilateral cherry-red maculae
– Hepatosplenomegaly

• Batten-Mayou disease
– Delayed or juvenile variety of Tay-Sachs disease

53. D 54. D 55. D 56. A
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57. Macular cyst may be due to:
A. Injury B. Uveitis
C. Cysticercosis D. A+B+C
E. Toxoplasmosis

D. See Figure 11.17, Plate 10

58. Bull’s eye macula is caused by:
A. Long-term use of chloroquine
B. Cone-rod dystrophy
C. Pigmentary retinal dystrophy
D. A + B (Ahmed: A Textbook of Oph.2nd ed.,p.333,336) (AIIMS 92,93)

D. Bull’s eye maculopathy is characterized by irregular hyperpigmentation surrounded by zone of
hypopigmentation
• Pigmentation in pigmentary dystrophy of the retina is typically bone corpuscle like and occupies

the equatorial zone

59. Macular pucker is caused by:
A. After retinal detachment surgery
B. After photocoagulation
C. Posterior vitreous detachment
D. All of the above (Pavan-Langston: Man.of Ocular Diag.&Therap.5th ed.,p.l83)

D. Also called cellophane retinopathy this is an acquired idiopathic preretinal fibrosis causing wrinkling
of retinal surface

60. Sea-fan neovascularization is commonly seen in:
A. Non-prolferative sickle-cell retinopathy, stage 1

B. Non-prolferative sickle-cell retinopathy, stage 2

C. Non-prolferative sickle-cell retinopathy, stage 3

D. Prolferative sickle-cell retinopathy (Ahmed: A Textbook of Oph.2nd ed.,p.346 and 2,p.332)

C. Retinal changes in sickle-cell retinopathy—non-proliferative or proliferative
• Non-proliferative type—5 stages, sea-fan retinopathy occurs in stage III

61. The wrong statement regarding retrolental fibroplasia is:
A. The safety limit of oxygen concentration for its prevention is between 30 and 40 per cent
B. The birth weight of the infant is less than 2000 gm
C. The affection is unilateral
D. It may present as pseudoglioma

(Ahmed: A Textbook of Oph.2nd ed.,p.267) (PGI 86,97; Kerala 87)

57. D 58. D 59. D 60. C 61. B
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B. Retrolental fibroplasia or retinopathy of prematurity (ROP) occurs in premature infants of low
birth
weight less than 1500 gm. Following excess oxygen therapy there is vasoproliferation usually
involving the temporal retina
ROP has 5 stages:
• Stage 1- demarcation line
• Stage II- ridge
• Stage III- ridge with extraretinal fibrovascular proliferation
• Stage IV- subtotal retinal detachment
• Stage V- total retinal detachment
Oxygen concentration of 30 per cent appears to be safe

62. Leber’s miliary aneurysms are found in:
A. Eales’disease B. Leber’s disease
C. Coats’ disease D. Diabetic retinopathy

(Ahmed: A Textbook of Oph.2nd ed.,p.351)

C.

63. Lattice degeneration occurs in the:
A. Superonasal quadrant B. Inferonasal quadrant
C. Superotemporal quadrant D. Inferotemporal quadrant
E. Anterior to the equator  (Ahmed: A Textbook of Oph.2nd ed.,p.329.)

D. There are several degenerations in the peripheral part of the normal fundus and these include:
• Cystoid degeneration

— Universally present in eyes of all adult people
— Red dots encircled by greyish-white area particularly in the outer half

• Senile retinoschisis
— Separation of the retinal layers
— Bilateral
— Symmetrical
— Common after 40

• Chorioretinal degeneration
— Usually associated with cystoid degeneration
— Seen in about 70 per cent normal eyes after 40

• Lattice degeneration
— Present in 6-8 per cent normal eyes
— Mostly seen in lower temporal quadrant near ora serrata
— Fine interconnecting white lines at or anterior to the equator
— When present in upper temporal quadrant,then it is associated with tears

• White- with-pressure(WWP)
— Isolated
— Oblong

62. C 63. D
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— White iridescent patches
— Mostly on the temporal side
— Appear white when pressure is applied by a scleral depressor

• White-without-pressure(WWOP)
— The picture is same as that of WWP but without application of any pressure

• Pavingstone or cobblestone degeneration
— Also called chorioretinal atrophy

— Mostly near ora serrata in the lower temporal part
— Thinning of the affected area
—  If multiple tears,there is chance of retinal deatachment

64. True statement regarding pavingstone degeneration is:
A. It is present near ora serrata in the lower outer quadrant
B. It is due to focal chorioretinal atrophy
C. Discrete yellow-white areas in the retina are visible
D. The condition predisposes to retinal breaks
E. All of the above  (Ahmed: A Textbook of Oph.2nd ed.,p.329)

E. For details see box under Q.63

65. A single white lesion is not due to:
A. Retinoblastoma B. Retinoschisis
C. Tuberous sclerosis D. Dyktyoma

(Ahmed: A Textbook of Oph.2nd ed.,p.329,351,423,426)

B. • Retinoblastoma
— Usually below 3 years of age
— Commonest presentation is white reflex at the pupil
— Four stages—intraocular growth and extension, secondary glaucoma, extraocular extension

and metastasis
• Retinoschisis, see box under Q.63
Tuberous sclerosis

— Belongs to phakomatoses
— Adenoma sebaceum
— Multiple or single, whitish tumours in retina and optic nerve
— Other tumours in kidneys, thyroid gland, etc

• Dyktyoma (embryonal medulloepithelioma)
— Rare, congenital malignant tumour of the ciliary body
— Unilateral

66. Of the following lesions the single flat, pigmented one is:
A. Foster-Fuchs spot
B. Retinal detachment
C. Malignant melanoma of the choroid
D. Choroidal haemorrhage (Parsons’ Dis.of Eye,19th ed.,p. 266)

64. E 65. B 66. A
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A. Foeter-Fuchs spot is present as complication of degenerative myopia in which there is a black spot
at the fovea due to choroidal thrombosis (Fig. 11.18, Plate 11)

67. The lesion not causing diffusely-spread pigmentary changes in the retina is:
A. Pigmentary dystrophy of the retina
B. Syphilitic chorioretinitis
C. Phenothiazone retinopathy
D. Congenital melanosis
E. Chloroquine retinopathy (Ahmed: A Textbook of Oph.2nd ed.,p.254,333,334)

D. Pigmentary dystrophy of the retina showing the following features
– Night blindness
– Ophthalmoscopically-attenuation of retinal arterioles, bone corpuscle-like jet black pigments

(in the early stage-in the equatorial region and later spreading centripetally and centrifugally),
and waxy pallor of the optic disc (Fig. 11.19, Plate 11)

– Ring scotoma
• Syphilitic chorioretinitis showing multifocal choroidal lesions and vitreous floaters
• Congenital melanosis
• Chloroquine retinopathy- typically causes bull’s eye maculopathy

68. Pigmentary retinal dystrophy all the following signs except:
A. Waxy pallor of optic disc B. Bone corpuscle-like pigment distribution
C. Retinal haemorrhage D. Attenuation of retinal vessels

(Ahmed: A Textbook of Oph.2nd ed.,p.334) (AI 92;PGI 2000)

C. See box under Q.67

69. The commonest intraocular tumour in a child is:
A. Teratoma B. Neuroblastoma
C. Retinoblastoma D. Astrocytoma

(Ahmed: A Textbook of Oph.2nd ed.,p.426) (AP 88)

C. Retinoblastoma
• Incidence—10 to 50 per 100,000
• Age at presentation-below 3 years
• Laterality-mostly unilateral, 20-30 per cent bilateral
• 25-30 per cent bilateral, genetic) and 10-20 per cent unilateral, non-genetic
• Presenting features

– White reflex at the pupil-commonest
– Proptosis
– Squint
– Dilated pupil
– Painful red eye
– Spontaneous hyphaema

67. D 68. C 69. C
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• Clinical features—4 stages
Stage 1-intraocular growth and extension
Stage 2-secondary glaucoma
Stage 3-extraocular extension
Stage 4- metastasis

• Pathology-the characteristics are:
– Intensely cellular tumour
– Pseudorosettes-the perivascular surviving cells become multilayered
– Rosettes-formed by elongated cells arranged radially to an apparently empty lumen

• Diagnostic workup consists of:
1. Direct and indirect ophthalmoscopy after proper sedation/anaesthesia and full mydriasis
2. X-rays of the orbit and skull
3. CT for better evaluation than X-rays
4. MRI for detection of spread of retinoblastoma
5. Aqueous lactic dehydrogenase level-grossly increased

• Treatment:

– Enucleation –in moderately advanced or far-advanced cases
– Photocoagulation or diathermy- not dependable, may be of some use in a localized tumour
– In bilateral cases-either enucleation of the far-advanced tumour or cobalt 60 discs
– Chemotherapy combined with radiation-in selected bilateral cases
– Triethylene melamine, 0.1 mg/kg body in metastasis

70. Commonest presenting sign in retinoblastoma is:
A. White reflex at the pupil B. Proptosis
C. Dilated pupil D. Squint (Ahmed: A Textbook of Oph.2nd ed.,p.426) (TN 02)

A.

71. Retinoblastoma is bilateral in:
A. 5-10 per cent B. 10-15 per cent
C. 15-20 per cent D. 20-30 per cent

(Ahmed: A Textbook of Oph.2nd ed.,p.426) (JIPMER 80;UPSC 86)

D.

72. All the following are true statement regarding retinoblastoma except:
A. Autosomal dominant inheritance
B. 10-20 per cent cases are unilateral and non-genetic
C. Evisceration is the treatment
D. Radium and cobalt 60 may be indicated in bilateral cases

(Ahmed: A Textbook of Oph.2nd ed.,p.426)

(PGI 83;AIIMS 92,99;UP 93;SGPGI 02;KOL 02; MRCOphtha.part 1 03)

C.

70. A 71. D 72. C
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73. Retinoblastoma differs from pseudoglioma in:
A. Intraocular pressure B. Inheritance
C. History D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.426) (AI 95)

D.

74. X-ray in a case of retinoblastoma usually shows:
A. Intraorbital calcification B. Intracerebral calcification
C. Widening of optic foramen D. Multiple cranial deposits

(Ahmed: A Textbook of Oph.2nd ed.,p.426) (AIIMS 99)

B.

75. Treatment of retinoblastoma is by all the following except:
A. Enucleation B. Radiotherapy
C. Chemotherapy D. Evisceration

(Ahmed: A Textbook of Oph.2nd ed.,p.426) (AMU 95;AI 03;PGI 03,04)

D.

76. Tissue to be sent for microscopic examination after enucleation is:
A. Sclera B. Vortex vein
C. Optic nerve D. All of the above

(Parsons’ Dis.of Eye,19th ed.,p.400) (KERALA 04)

C. At least 10 mm of the optic nerve is sectioned and sent for histopathological examination

77. Localized pallor of the ocular fundus occurs in:
A. Opaque nerve fibres B. Albinism
C. Choroideremia D. Coloboma (Ahmed: A Textbook of Oph.2nd ed.,p 314)

A,D.
• Opaque nerve fibres-white glistening patches with striated edges
• Choroideremia-rare condition, presents with night blindness, starts in young age, complete

disappearance of retina and choroid in the affected area
• Coloboma- an oval defect with convexity towards the optic disc

78. Generalised pallor of the ocular fundus does not occur in:
A. Coats’ disease B. Retinal dystrophies
C. Severe anaemia D. Choroideremia
E. Lipidoses (Ahmed: A Textbook of Oph.2nd ed.,p.314)

73. D 74. B 75. D 76. C 77. A, D      78. A, B



The Retina 177

A,B.
• Retinal dystrophies, see box under Q.96
• Choroideremia, see box under Q.67
• Lipidoses
• Coats’ disease

– Usually unilateral
– Occurs in young age
– Yellowish-white, massive hard exudates
– Retinal haemorrhages
– Glistening spots
– Vascular abnormalities like coilings, tufts, tortuosities, etc

79. Retinitis proliferans is caused by:
A. Eales’ disease B. Diabetes mellitus
C. Trauma D. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p 318.)

D.

80. The correct description of retinal detachment is:
A. Separation of the retina from the choroid
B. Separation of sensory retina from the pigment epithelium
C. Break through the outer nuclear layer
D. Break through the inner nuclear layer
E. Separation of the layers of the retina from the intemallimiting membrane

 (Ahmed: A Textbook of Oph.2nd ed.,p.347)

B. Retinal detachment (RD) is separation of pigment layer from rest of the layers, representing a cleavage
between the two primitive retinal layers (Fig. 11.20, Plate 11)
• Rhegmatogenous retinal detachment

– A retinal detachment is called rhegmatogenous when it is due to a break
– It may be traumatic and spontaneous
– Important predisposing factors include degenerative conditions in the retina and vitreous,

myopia and aphakia
– Patient complains of flashes of light, flickers and floaters
– More often unilateral
– Ophthalmoscopy in a recent case reveals convex contour, corrugate grayish colour and darker

blood vessels in the detached area with folds, accompanied by retinal break(s)
– Oscillating folds of detached retina with movement of the eye
– Diagnostic measures include direct and binocular indirect ophthalmoscopy, particularly the latter

and slit-lamp ophthalmoscopy
– More common in the temporal sector
Treatment – principles are sealing of the break(s), relief of vitreous traction,approximation of

detached part of the retina with the choroid and vice versa

79. D 80. B
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81. Spontaneous rhegmatogenous retinal detachment is common in:
A. Hypermetropia B. Myopia
C. Aphakia D. B+C (Ahmed: A Textbook of Oph.2nd ed.,p 348)

D. There are two types of rhegmatogenous RD : spontaneous and traumatic
• In sponataneous type, myopia, aphakia and syneresis of the vitreous occurring in advanced age are

important predisposing factors.

82. The factors associated with myopia predisposing to retinal detachment include:
A. Diffuse chorioretinal atrophy B. Syneresis of vitreous
C. Cataract extraction D. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p 348)

D.

83. All the following are early signs of rhegmatogenous retinal detachment except:
A. Greyish colour of the detached area
B. Smooth retinal surface
C. Darker retinal blood vessels in the affected region
D. Free undulations of vdetached retina (Ahmed: A Textbook of Oph.2nd ed.,p.347)

B. The surface is smooth in exudative retinal detachment
See box under Q. 80

84. The most characteristic finding of an exudative retinal detachment is:
A. Convex configuration
B. Shifting subretinal fluid
C. Absence of a retinal break
D. Sudden onset and rapid progress of visual field defect (Ahmed: A Textbook of Oph.2nd ed.,p. 350)

B. Causes include hypertension, toxaemia of pregnancy, posterior scleritis, choroidal tumours and uveal
effusion syndrome
• Ophthalmoscopy reveals:

– Convex, deep and extensive detachment
– Freely mobile retina
– Shifting subretinal fluid

85.  Exudative retinal detachment is caused by:
A. Injury B. Toxaemia of pregnancy
C. Diabetic retinopathy D. Myopia (Ahmed: A Textbook of Oph.2nd ed.,p. 350)

B.

81. D 82. D 83. B 84. B 85. B
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86. A tractional retinal detachment is caused by:
A. Proliferative diabetic retinopathy
B. Proliferative vitreoretinopathy
C. Vitreous loss after cataract extraction
D. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p. 350)

D.

87. Subretinal fluid (SRF) drainage is indicated in:
A. Retinal detachment with inferior tear
B. The detached retina showing sufficient mobility
C. Immobile retina
D. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.492.)

D. SRF drainage is also indicated in long-standing RD, RD with raised lOP and inadequate localisation
of tear

88. Retinal microaneurysms are caused by:
A. Eales’disease B. Central retinal vein thtombosis
C. Diabetes mellitus D. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.319)

D. • Retinal microaneurysms are found in:
1. Diabetic retinopathy
2. Hypertensive retinopathy
3. Eales’ disease
4. Retinal vein thrombosis

They are better displayed by fundus fluorescein angiography

89. Blurring of the optic disc margin occurs in:
A. Papillitis B. Simple optic atrophy
C. Toxic amblyopia D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.356)

A.

90. The senile changes in the retina include:
A. Partial proliferation of retinal pigment epithelium
B. Rounding of pigment granules
C. Involutionary sclerosis of retinal vessels
D. All of the above  (Ahmed: A Textbook of Oph.2nd ed.,p..328)

D.

86. D 87. D 88. D 89. A 90. D
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91. AIl the following are peripheral retinal degenerations in normal fundus except:
A. Cystoid degeneration B. Pavingstone degeneration
C. White-with-pressure D. Snow banks

(Ahmed: A Textbook of Oph.2nd ed.,p.328 ; Parsons’ Dis.of Eye,19th ed.,p. 246)

D. Snow banks are gelatinous exudates near the ora serrata seen in intermediate uveitis

92. Angioid streaks:
A. Are abnormal blood vessels
B. Occur due to defects in Bruch’s membrane
C. Are seen to be associated with diabetes
D. Are breaks in the choriocapillaries (Ahmed: A Textbook of Oph.2nd ed.,p.331)

B. Angioid streaks are so called because of their resemblance to the blood vessels

93. Following statements regarding dry age-related macular degeneration are correct except:
A. The condition is bilateral
B. The fovea is initially surrounded by a fine pigment ring
C. The pigment epithelium shows degenerative changes
D. There is subretinal haemorrhage
E. Darker retinal blood vessels in the affected region (Ahmed: A Textbook of Oph.2nd ed.,p.33J)

D . There are two types of age-related macular degeneration (Fig. 11.21, Plate 12)
Dry, non-exudative or senile macular degeneration
Wet, exudative or disciform degeneration. Choroidal neovascularization and subsequently bleeding
occurs in disciform degeneration

94. The correct statement regarding Hollenhorst plaque is:
A. They are calcium deposits
B. They occur in the vein walls
C. They represent arteriosclerosis
D. They are derived from atheromatous plaques
E. Darker retinal blood vessels in the affected region (Ahmed: A Textbook of Oph.2nd ed.,p.564)

D.

95. The incidence of aphakic retinal detachment is approximately:
A. 1-5 per cent B. 6 per cent
C. 8 per cent D. Darker retinal blood vessels in the affected region

(Ahmed: A Textbook of Oph.2nd ed.,p.348)

A. Its incidence is a little more after intracapsular (2-5 %) than extracapsular (0-1.4%) cataract extraction.

91. D 92. B 93. D 94. D 95. A
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96. Retinal dystrophies include all the following except:
A. Sex-linked juvenile retinoschisis
B. Snail-track degeneration
C. Stargadt’s disease
D. Best’s disease
E. Ora pearls (Ahmed: A Textbook of Oph.2nd ed.,p.334)

E. Ora pearls are bright, glistening white located in the dentate processes of ora serrata and it is a
developmental variation.
• Retinal dystrophies can be classified as
Pigmentary

• Typical
• Atypical
Cone-rod

Vitreoretinal like
• Goldmann-Fabre
• Sex-linked juvenile retinoschisis

97. Progressive disappearance of choriocapillaries, RPE and outer retinal layers is present in:
A. Disciform macular degeneration
B. Harada’s disease
C. Central areolar choroidal atrophy
D. All of the above (Parsons’ Dis.of Eye,19th ed,p.355)

C. Central areolar choroidal atrophy affects the central part of the retina causing loss of central vision
and characterized by yellowish-white area of chorioretinal atrophy

98. Photodynamic therapy is advised in:
A. Cataract B. Glaucoma
C. Uveitis D. Wet age-related macular degeneration

(Ahmed: A Textbook of Oph.2nd ed.,p.332) (AI 04)

D. Photodynamic therapy using low-energy non-thermal diode laser with a photosensitive dye,
verteporphin, has been recommended for treating subretinal neovascularization

99. Gunn sign and Salus sign are present in:
A. Hypertensive retinopathy
B. Retinopathy in toxaemia of pregnancy
C. Diabetic retinopathy
D. Retinopathy of prematurity (Ahmed: A Textbook of Oph.2nd ed.,p.339,564) (DNB O4)

A. • Gunn sign-apparent compression of the vein by the artery at the arterio-venous crossing
• Salus sign-deflection of the veins out of their normal course

96. E 97. C 98. D 99. A
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100. Best diagnostic test for Best’s disease is:
A. Dark adaptation
B. Electroretinography
C. Electro oculography
D. Electroencephalography

(Ahmed: A Textbook of Oph.2nd ed.,p.339; Kanski: Clinical Oph.,2nd ed., p.376) (JIPMER 02)

C. Best’s disease is also called vitelliform macular dystrophy; both ERG and EOG are subnormal
• Macular dystrophies:

– Are always bilateral
– Both onset and progress are slow
– Of heredofamilial nature
– May or may not be associated with CNS involvement
– Those with CNS involvement are cerebromacular (infantile, late infantile, juvenile)
– Those without CNS involvement are congenital (Best’s disease), infantile, juvenile (Stargadt ‘s

disease), adult, presenile and senile

101. Developmental anomalies of the retina include:
A. Crescent B. Opaque nerve fibres
C. Pseudoneuritis D. A+B
E. A+B+C (Ahmed: A Textbook of Oph.2nd ed.,p.314)

E. Developmental anomalies include:
• Coloboma

– Occurs due to defective closure of the embryonic cleft downwards and slightly inwards
– Characterized by oval defect with convexity toward the optic disc, white with pigmentation

at the margins
– May involve the macula

•  Opaque or medullated nerve fibres

– White glistening patches with striated edges usually continuous with optic disc
– Due to myelination reaching the retina, which normally stops at the lamina cribrosa within few

months after birth (Fig. 11.22, Plate 12)
• Crescent

– White semilunar area at the optic disc margin
• Cilioretinal artery

– Branch of posterior ciliary or circle of Zinn
– Arises from the outer border of the optic disc and runs toward the macular area

• Pseudoneuritis

– Usually bilateral
– Hazy disc margin
– Tortuosity of blood vessels
– Common in hypermetropia with astigmatism

• Anomalies of pigmentation

100. C 101. E
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Diseases of the
Visual Pathways12

1. C

1. Second-order neuron in the visual pathway is:
A. Rods and cones B. Bipolar cells
C. Ganglion cells D. Lateral geniculate body

(Ahmed: A Textbook of Oph.2nd ed.,p.38;

Ferris:Basic Sc.in Oph,2nd ed.,p.43) (SGPGI 03)

C. There are 3 neurons:
• First neuron-bipolar cells in the retina
• Second neuron-ganglion cells in the retina
• Third neuron -axons of lateral geniculate body

Parts of visual pathways

Fig. 12.1: Anatomy of the visual pathways. 1. retina; 2. optic nerve; 3. optic
chiasma; 4. optic tract; 5. lateral geniculate body; 6. optic radiations and
7. visual cortex

1. Optic nerve
• Three characteristics—clothed by pia, arachnoid and dura; no sheaths and cells of Schwann;and

no neuroglia in the interstices
• Four parts—intraocular or optic disc-1.5 mm; intraorbital- 25 mm; intracanalicular- 4 to 10 mm and

intracranial- 10 to 23 mm
2. Optic chiasma

• Usually lies over diaphragma sellae and below the floor of the third ventricle
• Closely related to the pituitary gland
• Laterally related to the internal carotid artery and cavernous sinus
• Nasal fibres decussate
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2. A 3. C 4. D 5. E

3. Optic tract
• Sweeps round the cerebral peduncle
• Divides into large lateral and small medial parts

4. Lateral geniculate body
• Has two nuclei-dorsal and ventral

5. Optic radiations
• Pass forward and laterally
• Terminates into fourth layer of the ipsilateral visual cortex

6. Visual cortex
• Also called striate cortex, primary visual area 17 of Brodmann

• Characterized by white lines of Gennari

• Situated chiefly in the inner side of the occipital lobe

2. Anterior knee of Wilbrand is the:
A. Anterior extension of the inferonasal chiasmal fibres crossing into opposite optic nerve
B. Anterior extension of the superonasal chiasmal fibres crossing into opposite optic nerve
C. Anterior extension of the optic radiation
D. Posterior extension of the superonasal fibres to the opposite optic tract

(Kanski: Clinical Oph.,2nd ed., p.459)

A.

3. Meyer’s loop is situated in the:
A. Optic chiasma B. Optic tract
C. Optic radiation D. Temporal lobe

(Pavan-Langston: Man.of Ocular Diag.&Therap.5th ed.,p.370)

C. Meyer’s loop is the most antero-inferior fibres of the optic radiation, sweeps anteriorly toward the
pole of the temporal lobe

4. The arteries supplying the optic nerve include all the following except:
A. Central retinal artery B. Anterior cerebral artery
C. Posterior ciliary arteries D. Posterior cerebral artery

(Ahmed: A Textbook of Oph.2nd ed.,p.39)

D.

5. The correct statement related to the optic nerve is:
A. This contains one million fibres B. Its intraorbital portion is 30 mm
C. It is surrounded by the muscle cone D. The ciliary ganglion lines lateral to it
E. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.39)

E.
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6. A 7. A 8. E 9. E

6. The incorrect statement regarding the optic chiasma is:
A. This lies anterior to the sella turcica in most cases
B. There is decussation of the nasal fibres
C. The lower nasal fibres loop forward into the opposite optic nerve
D. It is related to the internal carotid artery in its lateral side
E. It is supplied by both internal carotid and anterior cerebral arteries

(Ahmed: A Textbook of Oph.2nd ed.,p.41)

A.

7. The arrangements of the fibres in the optic tract are as follows except:
A. Afferent pupillary fibres leave it just anterior to the lateral geniculate body
B. Those of the upper retinal quadrant are situated medially.
C. Those of the lower retinal quadrant are situated laterally
D. Those from the peripheral retina occupy the central region
E. Macular fibres lie laterally

(Ahmed: A Textbook of Oph.2nd ed.,p.42)

A.

8. The correct statement regarding the visual cortex is:
A. This occupies the medial aspect of the occipital cortex
B. Stria of Gennari is characteristically present
C. The macula is represented posteriorly
D. There are six layers
E. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.43)

E.

9. Optic neuritis is caused by:
A. Nutritional deficiency B. Pernicious anaemia
C. Diabetes mellitus D. Multiple sclerosis
E. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.355; Pavan-Langston:

Man.of Ocular Diag.&Therap.5th ed.,p.383) (AI 93;PGI 2000)

E. Optic neuritis is classified as:
• Papillitis—involvement of the optic disc
• Retrobular neuritis—inflammation of the part of the optic nerve beyond the eyeball
• Neuroretinitis—spreading inflammation from the disc towards the retina
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10. D 11. C 12. E

10. The characteristic features of acute retrobulbar neuritis include all of the following except:
A. Loss of vision
B. Pain in the eye especially on movement of the eyeball
C. The pupil reaction is sluggish
D. The disc margin is blurred

(Ahmed: A Textbook of Oph.2nd ed.,p.356; Pavan-Langston:

Man.of Ocular Diag.&Therap.5th ed.,p.383) (AIIMS 88;BHU 02)

D. Acute retrobulbar neuritis
Clinical features

• Oten unilateral
• Pain in and behind the eyeball is more often the presenting symptom
• Lack of sustained constriction to light-almost pathognomonic
• Rapid loss of vision
• Normal fundus unless the lesion is in the neighbourhood of lamina cribrosa; in the latter optic-

disc oedema better exhibited by FFA
• VER-more than 120 m. seconds (normal VER is 100 m. seconds)
Treatment

• Treatment of the cause
• Parenteral or retrobulbar steroids, vitamin B12, etc

11. Diagnosis of optic neuritis based on perimetry is clinched by the presence of:
A. Peripheral scotoma B. Centrocaecal scotoma
C. Central scotoma D. Arcuate scotoma

(Pavan-Langston: Man.of Ocular Diag.&Therap.5th ed.,p.383)

C.

12. The causes of papilloedema include:
A. Intracranial tumours B. Benign intracranial hypertension
C. Venous thrombosis D. Malignant hypertension
E. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.357; Parsons’ Dis.of Eye,19th ed.,p.368)

(AI 93;JIPMER 93,95;AIIMS 96;KOL 02)

E. Papilloedema or optic disc oedema
Causes

Passive oedema with raised intracranial pressure
• Intracranial tumours
• Benign intracranial hypertension
• Hydrocephalus
• Subarachnoid haemorrhage
Passive oedema without raised intracranial pressure
• Malignant hypertension
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13. E 14. B

Space-occupying lesions in the orbit
Optic neuritis
Posterior uveitis
Histologic features:

• In optic disc: oedema,forward prtrusion of lamina cribrosaobliteration of the physiologic cup
• Retinal nerve fibre layer: oedema, infiltration, degeneration, phagocytosis and replacement fibrosis
• Retinal blood vessels: distended and often haemorrhages
Clinical features:

• Visual acuity remains unimpaired for a long time
• Sometimes episodes of transient visual loss
• Enlarged blind spot
• Relative scotoma, first to green and red
Ophthalmoscopic signs include:
• Blurring of the disc margins-the first sign
• Hyperaemia of the disc
• Filling in of the physiologic cup
• Venous dilatation and tortuosity
• Exudates in and around the disc
• Multiple retinal haemorrhages
• Macular oedema,star or fan
Differential diagnosis:

• Papillitis
• Pseudopapilloedema

13. The ophthalmoscopic features of papilloedema include:
A. Blurring of the disc margin starts at the upper and lower margins
B. Congested and dilated retinal veins
C. Numerous haemorrhages on the disc and the retina
D. Macular stars
E. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.352)

(AI 93;JIPMER 93,95;AIIMS 92, 96;KOL 02)

E. (Fig. 12.2, Plate 13)

14. Bilateral papilloedema with normal CT scan is seen in:
A. Malignant hypertension
B. Benign intracranial hypertension
C. Brain tumour
D. None of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.361) (AI 03)
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B. Benign intracranial hypertension shows the following features:
• Signs of raised intracranial pressure
• Absence of localizing neurologic signs
• Inability to detect causes of raised intracranial pressure
• Normal CT scan and MRI

15. Anterior ischaemic optic neuropathy occurs in:
A. Giant cell arteritis B. Polyarteritis nodosa
C. Atherosclerosis D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.362)

D.

16. The correct statement regarding anterior ischaemic neuropathy is:
A. This follows interference to the posteior ciliary artery
B. It produces an altitudinal field defect
C. Disc-oedema is present
D. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.362)

D. Clinical features of anterior optic neuropathy
• Transient or sudden and complete visual loss
• Variable disc-oedema
• Peripapillary haemorrhages
• Two major types-arteriosclerotic and arteritic
• Optic atrophy after 1-2 months

17. The characteristic features of neuroretinitis include:
A. Optic disc oedema B. Hyperaemia involving the disc
C. Retinal haemorrhages D. Macular star
E. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.356)

E.

18. Toxic optic neuropathy is caused by:
A. Methyl alcohol B. Oral contraceptives
C. Ethambutol D. All of the above

(Parsons’ Dis.of Eye,19th ed.,p. 383)

D. Toxic optic neuropathy, previously called toxic amblyopia is caused by number of agents including
tobacco, ethyl alcohol, methyl alcohol, arsenic, lead, quinine, chloroquine, and ethambutol

15. D 16. D 17. E 18. D
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19. Simple optic atrophy is due to all of the following except:
A. Tobacco amblyopia B. Multiple sclerosis
C. Giant cell arteritis D. Optic neuritis

(Ahmed: A Textbook of Oph.2nd ed.,p.359)

D. Optic atrophy
Classification based on ophthalmoscopy

• Simple
• Consecutive-following retinal and choroidal affection
• Glaucomatous
• Vascular
• Postneuritic

Pathologically optic atrophy may be:
1. Ascending
2. Descending or retrograde
3. Cavernous –destruction of nerve fibres unaccompanied by neuroglial proliferation as in glaucomatous

atrophy
Diagnosis depends on three major features:

1. Pallor of the optic disc
2. Loss of visual acuity
3. Defect in visual field

20. Of the following are the ophthalmoscopic features of simple atrophy except:
A. White colour of the disc
B. Absence of stippling of the lamina cribrosa
C. Attenuation of the retinal arterioles
D. The disc margin is sharply defined
E. The surrounding retina is normal (Ahmed: A Textbook of Oph.2nd ed.,p.359)

E. (Fig. 12.3, Plate 13)

21. Consecutive optic atrophy follows all of the following except:
A. Pigmentary dystrophy of the retina
B. Optic neuritis
C. Retinochoroiditis
D. Papilloedema

(Ahmed: A Textbook of Oph.2nd ed.,p.361)

B,D.
• Consecutive optic atrophy is synonymous with ascending or retinitic atrophy

The optic disc looks waxy yellow and vessels are attenuated
• Optic atrophy occurring after optic neuririts or papilloedema is called postneuritic optic atrophy

(Fig. 12.4, Plate 14)

19. D 20. E 21. B,D
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22. The clinical features of the optic tract lesion include:
A. Homonymous hemianopia B. Incongruity of the field defect
C. Optic atrophy D. Wernicke’s hemianopic pupil
E. All of the above (Parsons’ Dis.of Eye,19th ed.)

E.

23. Hemianopia means:
A. Loss of visual field totally B. Loss of half of the visual field
C. Partial loss of visual field D. Any of the above

(Ahmed: A Textbook of Oph.2nd ed.,

p.142;Parsons’ Dis.of Eye,19th ed.,p.526)

B. Blindness of one-half of the visual field is called hemianopia. The commonest type is homonymous
hemianopia
Hemianopia is classified as under:
Unilateral

• Temporal
• Nasal
• Superior altitudinal
• Inferior altitudinal
Bilateral

• Homonymous
• Heteronymous-bitemporal and binasal

24. Bitemporal hemianopia is seen in:
A.  Suprasellar meningiomata
B. Craniopharyngiomata
C. Aneurysm of the circle of Willis
D. All of the above (Parsons’ Dis.of Eye,19th ed.p..526) (AI 93;AIIMS 93)

D. Bitemporal hemianopia is due to a sagittal lesion of the optic chiasma (Fig. 12.5)

Fig. 12.5: Bitemporal hemianopia

22. E 23. B 24. D
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25. Homonymous hemianopia occurs in the lesions of:
A. Optic chiasma to occipital lobe
B. Lateral geniculate body to occipital lobe
C. Optic chiasma to lateral geniculate body
D. Optic nerve to optic chiasma (Parsons’ Dis.of Eye,19th ed.p.526) (PGI 97)

A.

26. Right homonymous hemianopia is seen in lesion of:
A. Right optic tract B. Left optic tract
C. A + B D. Optic chiasma

(Parsons’ Dis.of Eye,19th ed.p.526)

A. See Fig. 12.6

Fig. 12.6: Homonymous hemianopia

27. Among the following causes of homonymous hemianopia the rarest one is:
A. Lesions of the occipital lobe
B. Lesions of the frontal lobe
C. Lesion of the optic tract
D. Lesion of the lateral geniculate body (Parsons’ Dis.of Eye,19th ed.p.526)

D.

28. Congruous hemianopia is a feature of:
A. Suprageniculate lesions B. Intrageniculate lesions
C. A + B D. None of the above

(Parsons’ Dis.of Eye,19th ed.,p.526)

A.

29. Binasal hemianopia is caused by:
A. Atherroma of carotid arteries
B. Aneurysm of the posterior communicating arteries
C. Both of the above
D. None of the above (Parsons’ Dis.of Eye,19th ed.,p.529)

25. A 26. A 27. D 28. A 29. C
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C. Binasal hemianopia is very rare
• Needs two lesions, one on each side of the chiasma
• Only the temporal halves of the chiasma are affected
• Other causes include distension of the 3rd ventricle

30. Enlarged blind spot occurs in:
A. Macular oedema B. Papilloedema
C. Papillitis D. Retinal detachment

(Ahmed: A Textbook of Oph.2nd ed.,p.141) (JIPMER 93)

B. Causes of enlarged blind spot include:
• Papilloedema
• POAG
• High myopia with temporal crscent
• Medullated nerve fibres
• Juxtapapillary choroiditis
• Drusen of the optic nerve-head

31. Centrocaecal scotoma is seen in:
A. Papillitis
B. Central retinal vein thrombosis
C. Central retinal artery thrombosis
D. Papilloedema

(Ahmed: A Textbook of Oph.2nd ed.,p.143,292 and 335) (JIPMER 91)

A. Centrocaecal scotoma occurs in papillitis (Fig. 12.7A)

Fig. 12.7A: Centrocaecal scotoma Fig. 12.7B: Central scotoma

Scotoma is an area of depressed vision within the visual field. Types of scotomata are as follows:
1. Central—at the fixation point (Fig. 12.7B)
2. Paracentral—adjacent to the fixation point
3. Pericentral—surrounding the fixation point
4. Paracaecal—near the blind spot
5. Pericaecal—surrounding the blind spot
6. Centrocaecal—in between fixation point and blind

30. B 31. C
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7. Ring or annular—as in pigmentary retinal dystrophy
8. Arcuate or Bjerrum scotoma—the nerve fibre bundle defect, in POAG
9. Positive—seen by the patient

10. Negative—detected by the observer
11. Relative—defective appreciation of colour

32. Crossed quadrantanopia is caused due to lesion in the:
A. Optic chiasma B. Optic tract
C. Lateral geniculate body D. Occipital cortex

(Ahmed: A Textbook of Oph.2nd ed.,p.143) (AIIMS 92)

A. Quadrantanopia is the sector-shaped field defect limited by horizontal and vertical radii (Fig. 12.8)

Fig. 12.8: Superior quadrantanopia

33. Ring scotoma occurs in:
A. Retinochoroiditis
B. Pigmentary dystrophy of the retina
C. Choroidal atrophy
D. All of the above

(Parsons’ Dis.of Eye,19th ed.,p.343) (AI 93; AIIMS 97)

B.

34. Scintillating scotomata can be seen in:
A. Herpes zoster ophthalmicus B. Migraine
C. Trigeminal neuralgia D. Temporal arteritis

(Ahmed: A Textbook of Oph.2nd ed.,p.364)

B. Scintillating scotoma are brilliant–coloured shimmering spectral light expanding towards the
periphery and finally fading into whirling confusion of light

32. A 33. B 34. B
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35. Spiral field defects are seen in:
A. Strabismic amblyopia B. Hysterical amblyopia
C. Anisometropic amblyopia (Parsons’ Dis.of Eye,19th ed.,p.151)

B.

36. Macular sparing occurs in lesions of the:
A. Optic nerver B. Optic chiasma
C. Optic tract D. Occipital lobe

(Parsons’ Dis.of Eye,19th ed.,p.528) (JIPMER 03)

D.

37. The incorrect statement regarding cortical and subcortical lesions is:
A. Macular sparing occurs
B. The fields are incongruous with heterogeneous density
C. Ophthalmoscopically the fundi are normal
D. Sparing of the pupillary pathways (Parsons’ Dis.of Eye,19th ed.,p.527)

B.

38. Amaurosis fugax can occur in the following conditions except:
A. Tachycardia
B. Embolus from carotid artery
C. Atherosclerosis of carotid artery or aorta
D. Intraorbital tumour compressing the optic nerve (Ahmed: A Textbook of Oph.2nd ed.,p.363;

Parsons’ Dis.of Eye,19th ed.,p.539)

A. Amaurosis fugax is transient loss of vision and may occur in several conditions like
1. Papilloedema
2. Migraine
3. Impending central retinal vein thrombosis
4. Atherosclerotic occlusive vascular disease
5. Blood dyscrasias
6. Anaemia
7. Postural hypotension
8. Giant cell arteritis
9. Ischaemic optic neuropathy

39. Night vision is a function of:
A. Cones B. Rods and cones
C. Rods D. None of the above (Parsons’ Dis.of Eye,19th ed.,p.22)

C.

35. B 36. D 37. B 38. A 39. C
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40. Night blindness is caused by:
A. Vitamin A deficiency
B. Choroideremia
C. Pigmentary dystrophy of the retina
D. Gyrate atrophy
E. All of the above

(Parsons’ Dis.of Eye,19th ed.,p.149)

(AI 91;Kerala 94; Rajasthan 01;SGPGI 02)

E. Other causes of night blindness are:
1. High myopia
2. Primary open-angle glaucoma
3. Cirrhosis of liver
4. Oguchi’s disease

41. Colour vision is due to:
A. Rods B. Cones
C. Bipolar cells D. Ganglion cells

(Ahmed: A Textbook of Oph.2nd ed.,p 35.) (Kerala 94)

B.

42. Normal colour vision is:
A. Monochromatic B. Dichromatic
C. Trichromatic D. Any of the above

(Ahmed: A Textbook of Oph.2nd ed.,

p.71 and Parsons’ Dis.of Eye,19th ed.p.24)

C.
• A normal subject is a trichromat
• There are three primary colours—red, green and blue
• Those who need two primary colours to match the spectrum are dichromats
• Those who need one primary colour is monochromats

43. Colour blindness is mostly:
A. Deuteranomaly
B. Protanomaly
C. Protanopia
D. Deuteranopia

(Ahmed: A Textbook of Oph.2nd ed.,p.71 and Pavan-Langston: Man.of Ocular

Diag.&Therap.5th ed.,p.310) (KOL 95; AI 02; AIIMS 02)

40. E 41. B 42. C 43. A
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A. Colour deficiency is most often developmental and rarely acquired-blue blindness
Classification of developmental colour deficiency
Anomalous trichromats

• Protanomalous- 1 to 1.5 per cent
• Deuteranomalous- 2 to 4 per cent
• Tritanomalous- 0.0001 per cent
Dichromats

• Protanopia-red-blind, 1 per cent
• Deuteranopia-green-blind, 1.4 per cent
• Tritanopia-0.0001 per cent
• Tetranopia
Monochromats-very rare

44. Colour blindness is most commonly tested by:
A. Ishihara charts B. Edridge-Green lantern
C. Anomaloscope D. All of the above

(Parsons’ Dis.of Eye,19th ed.,p.149) (SGPGI 02)

A. (Fig. 12.9, Plate 14)

45. Congenital colour blindness is usually due to:
A. Sex-linked inheritance B. Dominant inheritance
C. Recessive inheritance D. All of the above

(Parsons’ Dis.of Eye,19th ed.p.149)

A.

46. Acquired colour vision defect follows:
A. Retrobulbar neuritis B. Primary open-angle glaucoma
C. Age-related macular degeneration D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.364)

D. Colour blindness may be congenital or acquired; they may be partial or total
Acquired colour vision defect may occur in:
• Optic neuritis
• Age-related macular degeneration
• Glaucoma
• Myopia

47. Coloured vision (chromatopsia) is seen after intake of:
A. Metronidazole B. Digitalis
C. Griseofulvine D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.364)

D.

44. A 45. A 46. D 47. D
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48. Green colour is defective in:
A. Tritanopia B. Deuteranopia
C. Protanopia D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.71)

B. Colour deficiency is classified as:
Developmental

Anomalous trichromats—protanomalous protanomalous, deuteranomalous and tritanomalous
• Dichromats—protanopia, deuteranopia, tritanopia and tetranopia
• Monochromats—very rare

Acquired

Blue blindness

49. Erythropsia may occur in:
A. Retinal haemorrhage B. Vitreous haemorrhage
C. Post-cataract extraction D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.364)

D.

50. Word blindness (dyslexia) commonly found in:
A. Cerebral tumor B. Cerebral injury
C. Cerebrovascular accident D. All of the above

(Parsons’ Dis. of Eye,19th ed. P.150)

C.
• Occurs in cerebrovascular accident as a part of aphasia (disturbance of speech)
• Not so uncommonly congenital

51. Migraine is attributed to vasomotor changes in the brain which are:
A. Vasoconstriction first followed by vasoconstriction
B. Vasoconstriction
C. Vasodilatation
D. None of the above (Parsons’ Dis.of Eye,19th ed.,p.541)

A.

52. Lower quadrantanopia is produced by early stage of:
A. Parietal lobe tumour B. Temporal lobe tumour
C. A + B D. None of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.146,393)

48. B 49. D 50. C 51. A 52. A
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A.
• In parietal lobe tumour the characteristic field defect is homonymous hemianopia of the opposite side

of the lesion; but in the early stage there is homonymous inferior quadrantanopia
• In temporal lobe tumour because of involvement of Meyer’s loop there is homonymous superior defect

53. Bilateral amaurosis seen in:
A. Acute nephritis B. Chronic renal disease
C. A + B D. Methanol poisoning

(Parsons’ Dis.of Eye,19th ed.p.148)

C.
• Amaurosis is sudden, bilateral and complete
• Visual acuity improves in 10-16 hours

54. Uhthoff’s sign is present in:
A. Diabetic retinopathy
B. Optic neuritis due to demyelinating disease
C. Diabetes insipidus
D. Craniopharyngioma (Kanski: Clinical Oph.,2nd ed., p.442)

B. Uhthoff’s sign is present in optic neuritis following a demyelinating disease in there is visual
impairment accompanied by fever

55. Gaze-evoked amaurosis is pathognomonic sign of:
A.  Ocular disease B. Orbital disease
C.  General disease D.  Toxic disease

(Parsons’ Dis.of Eye,19th ed.p.149)

B. This occurs in conditions like optic nerve sheath meningioma

56. Cortical blindness is characterized by the following features except:
A. Blindness of both eyes
B. Normal direct pupillary reflex in both eyes
C. Normal consensual pupillary reflex in both eyes
D. Absent direct and consensual pupillary reflex in both eyes

(Ahmed: A Textbook of Oph.2nd ed.,p.537) (AIIMS 2000)

D. Also called Anton’s syndrome, this is due to bilateral occipital cortical lesions

53. C 54. B 55. B 56. D
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Optics and Errors
of Refraction13

1. D 2. D 3. A 4. A

1. The visible rays extends between:
A. 300 nm and 550 nm B. 350 mm and 600 nm
C. 400 nm and 650 nm D. 397 nm and 723 nm

(Ahmed: A Textbook of Oph.2nd ed.,p.69; Parsons’ Dis.of Eye,19th ed.,p.41)

D.
• One millimicromillimetre is equal to one nanometer (nm). i.e. 10–9

• Red, orange, yellow, green, blue, indigo and violet colours constitute the visible spectrum. Beyond
the red end are infrared or heat rays, while beyond the violet end are ultraviolet rays capable of causing
chemical reaction

• Ocular media uniformly allows visible rays
• Ordinary spectacles glasses absorb rays beyond 350 nm
• The cornea absorbs rays beyond 350 nm
• Normal crystalline lens usually absorbs UV rays between 400 and 350 nm
• In aphakic or pseudophakic eyes with an IOL but without an UV-absorbing filter UV radiation is seen

as blue or violet colour

2. Cornea absorbs rays shorter than:
A. 400 nm B. 350 nm
C. 200 nm D. 295 nm (Ahmed: A Textbook of Oph.2nd ed.,p.69)

D.

3. Lens absorbs rays shorter than:
A. 350 nm B. 550 nm
C. 600 nm D. 500 nm

(Ahmed: A Textbook of Oph.2nd ed.,p.69; Parsons’ Dis.of Eye,19th ed.,p.41)

A.

4. Unit of light emitted from the surface is:
A. Lambert B. Lumen
C. Foot candle D. None of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.69) (SRMC 02)
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5. A 6. A 7. B 8. D

A.
• Lumen-unit of luminous flux
• Foot candle-one lumen per square foot
• Lambert- one lumen per square cm

5. Angle alpha is the angle between the:
A. Visual axis and optic axis
B. Pupillary axis and optic axis
C. Centre of rotation of the eyeball and line of fixation
D. None of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.367) (AI 88)

A.
• Angle alpha is the angle formed between optic axis and visual axis
• Angle kappa is the angle between visual axis and central papillary line

— Normally it is zero
— When the visual axis is nasal to the centre of the pupil, there is positive angle kappa, while if this

is temporal it causes negative angle kappa

6. Angle kappa is the angle between the:
A. Optic axis and visual axis
B. Optic axis and the line connecting the centre of rotation with the object of fixation
C. Optic and pupillary axis
D. None of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.367) (AI 88)

A. See box under Q.5

7. Angle gamma is the angle formed between the:
A. Optic axis and visual axis
B. Optic axis and fixation axis
C. Optic axis and centre of rotation of eyeball
D. None of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.367)

B. Fixation axis is the line connecting centre of rotation with the object of fixation

8. Total dioptric power of the eye is:
A. 20 D B. 30 D
C. 43 D D. 58 D

(Parsons’ Dis.of Eye,19th ed.,p.53) (AI 97; Kol 99)

D.
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9. C 10. A 11. A

9. Power of the reduced eye is:
A. 50 D B. 55.5 D
C. 58.6 D D. 60 D

(Ahmed: A Textbook of Oph.2nd ed.,p.111; Parsons’ Dis.of Eye,19th ed.,p.53) (TN 99)

C.

Fig. 13.1: Reduced eye showing 2 principal points (F) and nodal
point(N)

Reduced or schematic eye (Fig. 13.1) has the following features:
• Ideal spherical surface of + 58 D
• Radius of curvature: 5.73 mm
• Nodal point: 7.08 mm behind the posterior corneal surface
• Anterior focal distance: 17.03 mm
• Posterior focal distance: 22.78 mm

10. Maximum refraction occurs in the:
A. Anterior surface of the cornea
B. Posterior surface of the cornea
C. Anterior surface of the lens
D. Posterior surface of the lens (Parsons’ Dis.of Eye,19th ed.,p.52) (Kerala 94; PGI 02)

A.

11. The incorrect statement regarding a prism is:
A. The base is on the same side of the refractive angle
B. Prism power is measured in prism dioptres
C. The image is displaced toward the apex
D. The deviation is proportional to the angle of incidence
E. It is used for both diagnostic and therapeutic purposes

(Ahmed: A Textbook of Oph.2nd ed.,p.108)

A.
• Portion of refractive medium bounded by two plane refractive surfaces at an angle to each other
• A prism (Fig. 13.2) is used for:

— Diagnostic purposes, e.g. use in Maddox rod
— Therapeutic purposes, e.g. for improvement of fusional reserve
— Incorporation in instruments like keratometer, applanation tonometer and ophthalmoscope
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12. C 13. A 14. C 15. C

Fig. 13.2: ABC, the prism; A. angle of the prism; BAC. the base; I. the incident ray; R. the refracted ray

12. Prism dioptre is a unit indicating the strength of the prism producing a linear displacement of:
A. 1 metre of an object situated 1 cm away
B. 1 mm of an object situated 1 cm away
C. 1 cm of an object situated 1 metre away
D. None of the above (Ahmed: A Textbook of Oph.2nd ed.,p.109)

C.

13. The objects seen through a prism:
A. Appear displaced towards the apex of the prism
B. Appear displaced towards the side of the prism
C. Appear displaced towards the base of the prism
D. None of the above (Ahmed: A Textbook of Oph.2nd ed.,p.109)

A.

14. If the object is further away from principal focus of biconvex lens the image formed is:
A. Erect, real and small B. Erect, virtual and large
C. Inverted, real and small D. Inverted, virtual and large

(Ahmed: A Textbook of Oph.2nd ed.,p.105)

C. Real image is that can be seen on a screen, while the one that can not be seen is virtual image

15. Image of any object formed by a biconcave lens:
A. Virtual, inverted and small B. Real, inverted and large
C. Virtual, erect and small D. Real, erect and large

(Ahmed: A Textbook of Oph.2nd ed.,p.69; Parsons’ Dis.of Eye,19th ed.,p.41)

C.



Optics and Errors of Refraction 203

16. A 17. B 18. A 19. B

16. The anterior focal length of the eye is:
A. 12 mm B. 15 mm
C. 17 mm D. 24 mm

(Ahmed: A Textbook of Oph.2nd ed.,p.105)

A. Terms related to spherical mirror:
• Pole—also also called vertex is the central point of the reflecting surface
• Axis—line passing through the centre of curvature
• Principal axis—axis passing through the pole
• Subsidiary axis—any other axis other than primary
• Principal focus—point where the parallel rays are focussed after refraction. There are two—first or

anterior, and second or posterior
• Focal length—distance of the principal focus from the lens and is equal to half the radius of curvature
• Conjugate foci—are positions of the object and image, bearing a constant relation to each other

17. The posterior focal length of the eye is less than:
A. 18 mm B. 24 mm
C. 20 mm D. 30 mm

(Ahmed: A Textbook of Oph.2nd ed.,p.111)

B.

18. The dioptric power of the lens is the reciprocal of the:
A. Focal length in metre B. Focal length in centimetre
C. Radius of curvature in metre D. Radius of curvature in centimetre

(Ahmed: A Textbook of Oph.2nd ed.,p.563)

A. Dioptre is unit of measurement of the power of the lens, equal to the inverse of the focal length in
metre

19. The nodal point of the eye is the:
A. Centre of radius of the curvature of cornea
B. Optical centre of entire system of cornea, aqueous, lens and vitreous when regarded as one lens
C. Point corresponding to the centre of rotation of the eyeball
D. None of the above (Ahmed: A Textbook of Oph.2nd ed.,p.567)

B.
• Optic axis joins the centre of the cornea with centre of the lens
• Nodal point of the eye lies at the posterior part of the crystalline lens
• Visual axis is the angle subtended by the object at the nodal point of the eye
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20. The correct statement regarding refraction is:
A. The incident ray, refracted ray and the normal are in the same plane
B. The refractive index of the medium varies with the wavelength
C. The ray emerging from an optically denser medium is refracted away from the normal
D. All of the above

(Parsons’ Dis.of Eye,19th ed.,p.47)

D.

21. True statement about the lenses is:
A. Effect of biconvex lens on rays of light is similar to that of two prisms with base to base
B. Effect of biconcave lens on rays of light is similar to that of two prisms with apex to apex
C. Meniscus lenses act as convex or concave according to whether convex or concave surface has

greater curvature
D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.106; Parsons’ Dis.of Eye,19th ed.,p.49)

D. Types of spherical lens are shown below (Fig. 13.3)

Fig. 13.3: Different types of spherical lens. A. biconvex; B. biconcave; C. planoconvex;
D. planoconcave; E. convexo-concave; F. concavo-convex

• Astigmatic lenses are of two types—cylindrical and toric
— Cylindrical-one surface is curved and another plane
— Toric—combination of sphere and cylinder; both meridians are curved but to a different degree

22. Lens aberrations include:
A. Spherical aberration B. Chromatic aberration
C. Coma D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.110)

D. Lens aberrations include:
• Spherical aberration (Fig. 13.4)
• Coma
• Oblique astigmatism
• Distortion of image

20. D 21. D 22. D
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Fig. 13.4: Spherical aberration

23. The correct statement about:
A. Rays parallel to the optic axis meet at the principal focus
B. Rays further away from the axis are refracted too much
C. Peripheral rays are cut off by the iris
D. All of the above

(Parsons’ Dis.of Eye,19th ed.,p.59)

D.

24. True statement related to chromatic aberration is:
A. It is a physiologic optical aberration in the eye
B. During refraction of white light the short blue wavelengths are refracted most and reach a focus

in front of longer red rays
C. Pupil dilatation enhances the process
D. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.110)

D. See Fig. 13.5

Fig. 13.5: Chromatic aberration

25. Absence of shadow in retinoscopy with plane mirror the amount of error is:
A. More than 1 D myopia
B. 1 D myopia
C. Less than 1 D myopia
D. Any of the above (Ahmed: A Textbook of Oph.2nd ed.,p.132) (AP 96)

B.

23. D 24. D 25. B
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26. In movement of the shadow in retinoscopy with a plane mirror at 1 metre distance with the
movement of the mirror the refractive error is:
A. Myopia of more than 1 dioptre B. Emmetropia
C. Hypermetropia D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.132) (PGI 99)

D.

27. True regarding streak retinoscopy:
A. Streak of light used
B. Streak can be produced by plano-cylindrical lens
C. Astigmatism more easily determined
D. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.126)

D.
• The linear streak can be rotated, and it disappears at the point of neutralization
• Its special use is in determination of axis of astigmatism

28. Cycloplegic refraction is indicated in all the following conditions except:
A. Aphakia B. Fitting of contact lens
C. Esotropia D. Spasm of accommodation

(Ahmed: A Textbook of Oph.2nd ed.,p.121)

B.

29. Cycloplegic used for refraction in a child is:
A. Homatropine drops B. Atropine ointment
C. Phenylephrine drops D. Tropicamide drops

(Ahmed: A Textbook of Oph.2nd ed.,p.93) (AIIMS 91, 93;UP 97,98;AI 93,99)

B. Mydriatics are drugs that dilate the pupils, while cycloplegics cause paralysis of ciliary muscle. Drugs
like atropine and homatropine also cycloplegics

• Atropine is the strongest and longest-acting parasympatholytic agent
• In children the ciliary muscle is very strong and hence for full mydriasis and cycloplegia atropine

is used; 1 per cent atropine ointment is advised thrice daily for 3 days prior to retinoscopy. Since
cycloplegia remains for about 3 weeks, a post-mydriatic test is advised after this period

30. The most rapid cycloplegia is caused by:
A. Atropine B. Phenylephrine
C. Cyclopentolate D. Tropicamide

(Ahmed: A Textbook of Oph.2nd ed.,p.93) (AIIMS 92;UP 93,97,98)

26. D 27. D 28. B 29. D 30. D
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D.

Drug Concentration Onset of mydriasis Onset of cycloplegia Duration of action

Atropine 1 per cent 15 minutes 25 minutes 2-3 weeks
Homatropine 2 per cent 15 minutes 48 hours
Cyclopentolate 1 per cent 45 minutes 60 minutes 12-24 hours
Tropicamide 0.5, 1 per cent 20 minutes None 6 hours

31. Phenylephrine (10%) drops should not be used in:
A. Neonates B. Cardiac patients
C. Closed angle D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.93)

D.

32. Amplitude of accommodation in a child is:
A. 7 D B. 10 D
C. 12 D D. 14 D

(Ahmed: A Textbook of Oph.2nd ed.,p.65)

D. Accommodation
Accommodation is maximum in a child (Q. Orissa 04)

• Near point or punctum proximum—the nearest point at which the object clearly seen
• Far point or punctum remotum—the furthest distance at which the object is seen
• Range of accommodation—the distance between far point and near point
• Amplitude of accommodation—difference of refractivity of the eye in two different states: static and

dynamic refraction
• Near point in a child—at 7 cm
• Amplitude of accommodation in a child—14 D
• Near point at the age of 45 years—25 cm
• Amplitude of accommodation at the age of 45 years—4 D

33. Retinoscopy in high degree of ametropia causes the red reflex to move:
A. Fast B. Slowly
C. Only vertically D. Only horizontally

(Parsons’ Dis.of Eye,19th ed.,p.66)

B.

34. A child is born with:
A. Emmetropia B. Astigmatism
C. Myopia D. Hypermetropia

(Ahmed: A Textbook of Oph.2nd ed.,p.113) (AP 85; JIPMER 86;Kerala 88;AIIMS 96; PGI 99)

31. D 32. D 33. B 34. D
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D.
• A child is born with about + 4 D hypermetropia because

— The eyeball is shorter
— Corneal curvature is flatter
— Crystalline lens is nearer to the cornea

35. The anatomic factor causing strongest correlation with refraction is:
A. Depth of the anterior chamber
B. Curvature of the cornea
C. Power of the lens
D. Axial length of the eyeball

(Parsons’ Dis.of Eye,19th ed.,p.41)

D.

36. The incorrect statement regarding hypermetropia is:
A. Latent hypermetropia is portion of total hypermetropia revealed under full cycloplegia
B. Facultative hypermetropia is that portion of manifest hypermetropia that cannot be relaxed by

accommodation
C. In young children it may predispose to esotropia
D. Undercorrection is rather preferable in elderly presbyopes

(Ahmed: A Textbook of Oph.2nd ed.,p.113; Parsons’ Dis.of Eye,19th ed.,p.41)

(JIPMER 92; SGPGI 03;MRCOphtha part 1 01)

B. Hypermetropia
• At rest, the parallel rays are brought to a focus behind the eye
• Total hypermetropia is the entire amount detected after full cycloplegia and made up of:

— Latent hypermetropia—overcome by normal ciliary muscle tone
— Manifest hypermetropia—detected by the strongest convex glass with which maximum visual acuity

is obtained and is made up of
i. facultative-can be overcome by effort of accommodation and
ii. absolute-can not be overcome by effort of accommodation

37. The portion of total hypermetropia which can be revealed by using cycloplegic drug is:
A. Latent hypermetropia
B. Absolute hypermetropia
C. Facultative hypermetropia
D. Manifest hypermetropia

(Ahmed: A Textbook of Oph.2nd ed.,p.113; Parsons’ Dis.of Eye,19th ed.,p.84)

A. See box under Q. 36

35. D 36. B 37. A
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38. Ophthalmoscopic picture of high hypermetropia shows:
A. It may appear normal
B. It may show pseudoneuritis
C. This may show a optic disc of small size
D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.113; Parsons’ Dis.of Eye,19th ed.,p.85)

D. (Fig. 13.6, Plate 15)

39. The commonest age of presentation of myopia is between:
A. 3 and 4 years B. 5 and 10 years
C. 11 and 14 years D. 15 and 20 years

(Ahmed: A Textbook of Oph.2nd ed.,p.114; Parsons’ Dis.of Eye,19th ed.,p.81)

B.

40. Refractive error seen if antero-posterior diameter of globe exceeds 25 mm is:
A. Hypermetropia B. Astigmatism
C. Myopia D. Anisometropia

(Ahmed: A Textbook of Oph.2nd ed.,p.114)

C.

41. Correct statement regarding myopia is:
A. It shows blurred distant vision
B. The antero-posterior length of the eyeball is longer
C. Visual acuity is improved by pin-hole
D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.114; Parsons’ Dis. of Eye,19th ed.,p.81)

(UP 01; Karnataka 01)

C.

42. The correct statement regarding myopia is:
A. The age of presentation is often between 5 and 10 years
B. Pathological axial myopia is a hereditary condition
C. Crescent is an ophthalmoscopic finding
D. It should not be overcorrected
E. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.115; Parsons’ Dis.of Eye,19th ed.,p.81)

E. Myopia
• Simple—usually starts between 4 and 7 years
• Developmental—the child is born with abnormally long eye

38. D 39. B 40. C 41. C 42. E
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• Pathological or degenerative
— Axial- steadily progressing usually exceeding -6 D
— Curvature-seen in conical cornea

• Acquired-rare, may occur indiabetes
• Ophthalmoscopic findings in myopia include:

— Temporal crescent
— Supertraction crescent
— Tigroid fundus—loss of pigment from retinal pigment epithelium
— Choroidal atrophy particularly in the posterior region
— Macular changes—include haemorrhage, pigmentation and Fuchs’ spot (dark pigmented lesion)

43. Ophthalmoscopy in degenerative myopia may show all except:
A. Crescent B. Cystoid degeneration
C. Fuchs’ spot D. Retinal haemorrhage

(Ahmed: A Textbook of Oph.2nd ed.,p.115) (UPSC 02;JIPMER 03)

D. See box under Q. 42 (Figs 13.7 and 13.8, Plate 15)

44. Treatment of choice in high myopia is by:
A. Spectacles B. Contact lens
C. Intraocular lens D. Radial keratotomy

(Ahmed: A Textbook of Oph.2nd ed.,p.115) (JIPMER 98)

B.

45. Surgical treatment for myopia is:
A. Radial keratotomy
B. Photorefrative keratotomy
C. Laser-assisted in situ keratomileusis
D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.531;Parsons’ Dis.of Eye,19th ed.,p.84)

(PGI 97,02 ; AI 03;JIPMER 04)

D.
• Radial keratotomy

— Radial incisions in the paracentral and peripheral parts leaving behind the central optical zone intact
— Lot of postoperative complications

• Photorefractive keratotomy
— Maximum ablation of central zone of the cornea

• Laser-assisted in situ keratomileusis
— Most popular technique
— Indicated in stable myopia
— Steps—keratectomy with a microkeratome, lifting of the flap and excimer laser ablation to the

stromal bed and finally repositioning of the flap

43. D 44. B 45. D
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46. The commonest complication of high myopia is:
A. Cataract B. Glaucoma
C. Vitreous haemorrhage D. Retinal detachment

(Ahmed: A Textbook of Oph.2nd ed.,p.115) (KOL 95)

D. Complications of degenerative myopia
• Retina and choroid

— Atrophy
— Haemorrhage
— Retinal break
— Detachment
— Macular haemorrhage or pigmentation

• Lens-complicated cataract
• Vitreous

— Liquefaction
— Opacities
— Detachment

• Raised IOP-high myopia is sometimes associated with primary open angle glaucoma

47. Of the following complications of high myopia the most severe one is:
A. Cataract B. Glaucoma
C. Vitreous liquefaction D. Retinal detachment

(Ahmed: A Textbook of Oph.2nd ed.,p.115) (UPSC 02)

C.

48. Astigmatism is the focusing of:
A. Rays on the retina
B. Rays in front of. the retina
C. Rays behind the retina
D. Some rays in front and behind the retina

(Ahmed: A Textbook of Oph.2nd ed.,p.116;

Parsons’ Dis.of Eye,19th ed.,p.41) (UP 01)

D.

49. Sturm’s conoid is concerned with:
A. Curvature ametropia
B. Axial ametropia
C. Index ametropia
D. None of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.116; Parsons’ Dis.of Eye,19th ed.,p.41) (PGI 85)

46. D 47. C 48. D 49. A
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A. See Fig. 13.9

Fig. 13.9: Sturm’s conoid. VV, the more curved vertical meridian; HH,less curved horizontal meridian; A, B, C, D, E,
F, G represent sections of the conoid

50. The wrong statement regarding an astigmatism is:
A. In astigmatism with the rule the horizontal meridian of cornea is more curved than its vertical one
B. Both axes are ametropic in compound type
C. In mixed type each axis of opposite power is present
D. An oblique astigmatism is either symmetrical or complementary.

(Ahmed: A Textbook of Oph.2nd ed.,p.116; Parsons’ Dis.of Eye,19th ed.,p.41)

A. Astigmatism—a type of ametropia in which there is absence of point focus (Gk, stigma, point) of light
light on the retina due to unequal refraction of light in different meridians
Types

• Regular

— Simple—one of the foci falls on the retina and other in front or behind the retina;hence it may be
simple myopic and simple hypermetropic

— Compound—when neither of the foci falls on the retina but in front or behind the retina; hence
it may be compound myopic and compound hypermetropic

— Mixed—when one axis is myopic and other hypermetropic
• Oblique

• Irregular

51. The objective method of diagnosis of astigmatism is by:
A. Keratometer
B. Astigmatic fan
C. Cross-cylinder
D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.117)

50. A 51. A
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A. Objective methods
• Retinoscopy
• Keratometry

Subjective methods
• Astigmatic fan
• Stenopaeic slit
• Cross-cylinder

52. Irregular corneal astigmatism is best corrected by:
A. Contact lenses B. Spectacles
C. Aspheric glasses D. Gas-permeable lens

(Ahmed: A Textbook of Oph.2nd ed.,p.118; Parsons’ Dis.of Eye,19th ed.,p.41) (JIPMER 99)

A.

53. High degree of anisometropia is corrected by:
A. Spectacles B. Prism
C. Contact lens D. Intraocular lens

(Ahmed: A Textbook of Oph.2nd ed.,p. 119) (AIIMS 97; SGPGI 02)

B. Anisometropia is the unequal refraction in both eyes
Types

• Simple—one eye is emmetropic and other either myopic or hypermetropic
• Compound—both eyes are ametropic, either myopic or hypermetropic
• Mixed—one eye is myopic and other hypermetropic

54. An aniseikonia is characterised by:
A. Physiological type is essential for binocular single vision
B. With more than 5 per cent disparity of image binocular single vision is not possible
C. It may be corrected by contact lens
D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.119; Parsons’ Dis.of Eye,19th ed.,p.41) (Kerala 97)

D. Aniseikonia—two images presented to the visual cortex from two eyes differ in size and shape
They may be:

• Physiological
• Abnormal

— Optical
— Anatomical

55. The manifestation of presbyopia in hypermetropia occurs at:
A. Usual age of 40 years B. An earlier age than usual
C. A later age than usual D. Does not manifest at all

(Ahmed: A Textbook of Oph.2nd ed.,p.66)

52. A 53. B 54. D 55. B
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B. Presbyopia
• In hypermetropia it usually occurs earlier than 40 years
• In emmetropia it occurs at about 40 years
• In myopia it occurs much later than 40 years

56. Spectacles are prescribed to an aphakic patient after:
A. 1 week B. 2 weeks
C. 4 weeks D. 6 weeks

(Ahmed: A Textbook of Oph.2nd ed.,p.119) (AIIMS 86; AP 94)

D.

57. Features in an aphakia include:
A. Usually astigmatism against the rule
B. Loss of accommodation
C. Refractive power of the eye is + 43.05 D
D. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.119)

D.

58. The problems encountered with spectacles correction of aphakia may be:
A. Different size of the image in each eye in unilateral aphakia
B. Increased image size
C. Restricted field of vision
D. All of the above (Parsons’ Dis.of Eye,19th ed.,p.29)

D.
• Spectacles

— Only recommended when the fellow eye is also aphakic
— Heavy
— 20-30 per cent magnification and, hence, diplopia when the other eye is not provided with thick

biconvex or frosted glass
— Restricted visual field
— Cosmetically poor

• Contact lens
— About 6 per cent magnification and, hence, tolerable
— Daily wear for some hours
— Strict cleansing, proper insertion and removal are problems

• Intraocular lens
— Best of all
— 1-2 per cent magnification

56. D 57. D 58. D
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59. Commonest symptom complained of by an aphakic wearing aphakic correction is:
A. Barrel distortion
B. Pin-cushion distortion
C. Image jump
D. Spherical aberration
E. Chromatic aberration

(Ahmed: A Textbook of Oph.2nd ed.,p.119; Parsons’ Dis.of Eye,19th ed.,p.41)

B.

60. Jack in the box phenomenon occurs due to:
A. Loss of accommodation B. Reduced visual acuity
C. Prismatic effect D. Spherical aberration

(Ahmed: A Textbook of Oph.2nd ed.,p.566) (UP 98)

C.
• Occurs after spectacles correction of aphakia
• Ring scotoma moving centrally due to prismatic effect at the edge of the lens

61. Image jump occurs with the use of:
A. Aphakic distant correction B. Aphakic near correction
C. Bifocal lens D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.120; Parsons’ Dis.of Eye,19th ed.,p.41)

C.

62. Treatment of choice in aphakia is:
A. Spectacles
B. Contact lens
C. Anterior chamber intraocular lens
D. Posterior chamber intraocular lens (Parsons’ Dis.of Eye,19th ed.,p.295) (AIIMS 92; AI 96,98)

D.

63. Occasional intoleration of bifocal lenses may be due to:
A. Chromatic aberration B. Prismatic jump
C. Lack of intermediate focus D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.123; Parsons’ Dis.of Eye,19th ed.,p.41)

D.

59. B 60. C 61. C 62. D 63. D



216 Ophthalmology Buster

64. The correct description of identification of lenses is:
A. In convex lens on moving the lens downward there is apparent movement of the object in the

upward direction.
B. In astigmatic lens there is apparent distortion of the object on rotating the lens
C. Neutralization by using the opposite power of the lens is a popular method
D. It is best done by focimeter
E. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.125; Parsons’ Dis.of Eye,19th ed.,p.41)

E.

65. The subjective verification of refraction may be done by:
A. Astigmatic fan B. Cross-cylinder
C. A+B D. None of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.118; Parsons’ Dis.of Eye,19th ed.,p.41)

C. See Fig. 13.10

66. In a cross cylinder the most commonly used sphero-cylindrical combination is:
A. A + O.5 D sph. with a + 0.5 D cyl.
B. A + 0.25 D sph. with a + 0.25 D cyl.
C. A - 0.25 D sph. with a + 0.25 D cyl.
D. A + 0.50 D sph. with a - 0.25 D cyl.

(Ahmed: A Textbook of Oph.2nd ed.,p.118; Parsons’ Dis.of Eye,19th ed.,p.41)

C.

Fig. 13.10: Cross-cylinder

64. E 65. C 66. C
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67. Tilting of sphero-cyclindrical spectacles lens produces:
A. More sphere B. More cylinder
C. More sphero-cylinder D. More prism
E. Less distortion (Parsons’ Dis.of Eye,19th ed.,p.41)

C.

68. Contact lenses are useful in:
A. Anisometropia B. Myopia
C. Aphakia D. Keratoconus
E. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.120; Parsons’ Dis.of Eye,19th ed.,p.41)

E.

69. Following are the advantages of the contact lens over spectacles except:
A. Magnification of the images
B. No jack in the box phenomenon
C. Wider field of vision
D. No prismatic effects

(Ahmed: A Textbook of Oph.2nd ed.,p.120; Parsons’ Dis.of Eye,19th ed.,p.41)

A.

70. A hard contact lens is made up of:
A. Polymethyl methacrylate B. Hydroxyethyl methacrylate
C. Silicone D. Plastic

(Ahmed: A Textbook of Oph.2nd ed.,p.120; Parsons’ Dis.of Eye,19th ed.,p.41)

A.

71. Soft contact lenses are made of:
A. Polymethyl methacrylate B. Hydroxyethyl methacrylate
C. Gel D. Polypropylene

(Ahmed: A Textbook of Oph.2nd ed.,p.120; Parsons’ Dis.of Eye,19th ed.,p.41)

B.

72. Soft contact lens is recommended in:
A. Aphakia B. Keratoconus
C. Bullous keratopathy D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.120; Parsons’ Dis.of Eye,19th ed.,p.41)

D.

67. C 68. E 69. A 70. A 71. B 72. D



218 Ophthalmology Buster

73. The greatest incidence of severe microbial keratitis is found in patients wearing:
A. Semisoft contact lens
B. Hard contact lens
C. Soft contact lens (Ahmed: A Textbook of Oph.2nd ed.,p.120; Parsons’ Dis.of Eye,19th ed.,p.41)

C.

74. Dynamic retinoscopy gives an objective basis of refraction of the eye for:
A. Near vision B. Distant vision
C. Both distant and near vision D. None of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.132)

A. Dynamic retinoscopy is the method of retinoscopy for near
• The patient looks and accommodates for the target set in a self-luminous retinoscope

75. Keratometer is used for measurement of:
A. Astigmatism
B. Refractive power
C. Thickness of the cornea
D. Astigmatism of anterior surface of the cornea (Ahmed: A Textbook of Oph.2nd ed.,p.118)

D.
• Keratometer measures astigmatism of the anterior corneal surface at two points about 1.25 mm on

either side of its centre
• Pachymetry is the measurement of corneal thickness

Fig. 13.11: Keratometer

73. C 74. A 75. D
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76. In subjective verification of the refraction cross-cylinder helps in establishing the:
A. Axis of the cylinder B. Power of the cylinder
C. A + B D. None of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.118)

C.

77. Tinted glasses are useful in:
A. High myopia B. Albinism
C. Tropical countries D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.124)

D.

78. Telescopic spectacles help in:
A. Controlling the spherical and chromatic aberrations
B. Increasing the field of vision in glaucoma patients
C. Magnification of words in retinal diseases
D. Minification of images in aphakia

(Ahmed: A Textbook of Oph.2nd ed.,p.123)

C.

79. Corneo-scleral wound healing at the upper limbus causes:
A. Astigmatism against the rule
B. Astigmatism with the rule
C. All of the above
D. None of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.119)

A.
• Usually the vertical curvature is greater than horizontal curvature of the cornea
• This type of astigmatism is corrected by a plus cylinder at 90o and is called astigmatism with the rule

• Astigmatism against the rule is present in sclerocorneal section in the upper part and is corrected by
a plus cylinder at 180o

76. C 77. D 78. C 79. A
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Ocular Motility
and Nystagmus14

1. B 2. B,C 3. D

1. The longest extrinsic ocular muscle is the:
A. Superior rectus B. Superior oblique
C. Medial rectus D. Lateral rectus

(Ahmed: A Textbook of Oph.2nd ed.,p.43)

B. Extrinsic muscles (Fig. 14.1, Plate 16)
• Origin

— Four recti originate from a tendinous ring surrounding the optic foramen and part of the medial
end, the ring called annulus tendinous communis of Zinn

— Superior oblique arises above and medial to the optic foramen
— Inferior oblique originates from a depression on the orbital plate of the maxilla outside the passage

of the nasolacrimal duct
• Insertion

— Recti are inserted into the sclera anterior to the equator
— Obliques are inserted into the sclera lying posterior the equator

2. The muscle originated from attachment to dural sheath of the optic nerve are:
A. Lateral rectus B. Medial rectus
C. Superior rectus D. Inferior rectus

(Ahmed: A Textbook of Oph.2nd ed.,p. 44)

B,C.

3. The muscle whose posterior limit of insertion almost overlies the macula lutea is:
A. Superior rectus B. Inferior rectus
C. Superior oblique D. Inferior oblique

(Ahmed: A Textbook of Oph.2nd ed.,p.44)

D. See box under Q.1
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4. C 5. C 6. B 7. A,B

4. The extraocular muscle not originated from the apex of the orbit is:
A. Inferior rectus B. Superior rectus
C. Inferior oblique D. Superior oblique

(Ahmed: A Textbook of Oph.2nd ed.,p.43)

C. See box under Q.1

5. Depression, intorsion and abduction are caused by:
A. Inferior rectus B. Inferior oblique
C. Superior oblique D. Superior rectus

(Ahmed: A Textbook of Oph.2nd ed.,p.44)

C. Actions of extrinsic muscles
• Medial rectus-adduction
• Lateral rectus-abduction
• Superior rectus-elevation, adduction and intorsion
• Inferior rectus-depression, adduction and extorsion
• Superior oblique-intorsion, depression and abduction (Q. PGI 93, 97)

• Inferior oblique-extorsion, elevation and abduction
Nerve supply
• All the muscles are supplied by oculomotor nerve except lateral rectus and superior oblique
• Lateral rectus is supplied by abducent nerve
• Superior oblique is supplied by trochlear nerve (Q. PGI 99)

6. Elevation in medial gaze, extorsion in lateral gaze and abduction to some extent is by:
A. Superior rectus B. Inferior oblique
C. Superior oblique D. Inferior rectus

(Ahmed: A Textbook of Oph.2nd ed.,p.44)

B.

7. Intorsion is caused by:
A. Superior rectus B. Superior oblique
C. Inferior rectus D. Inferior oblique

(Ahmed: A Textbook of Oph.2nd ed.,p.366)

A,B. Ocular movements
• Duction-rotation of one eye

— Adduction,
— Abduction,
— Elevation or supraduction
— Depression or infraduction
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8. D 9. C 10. C

• Version-involuntary movement of two eyes in conjugate gaze
— Dextroversion-toward right side
— Laevoversion-towards left side
— Sursumversion-upwards
— Deorsumversion-downwards

• Vergence-movement of two eyes in opposite directions
— Convergence -inward
— Divergence-outwards
— Right sursumvergence-rotation of right eye up and left down
— Right deorsumvergence-rotation of right eye down and left up

• Torsion- wheel-like movement eyes
— Intorsion-toward nose
— Extorsion-toward ear

8. Yoke muscle for right eye is:
A. Left superior rectus B. Left inferior rectus
C. Left superior oblique D. Left inferior oblique

(Ahmed: A Textbook of Oph.2nd ed.,p.367) (JIPMER 92)

D.
• Yoke muscles are those muscles in one eye which work simultaneously with those in the other eye

in six cardinal directions of gaze
• Synergistic muscles are the muscles act together to produce similar effect, e.g. superior rectus and

inferior oblique cause elevation
• Antagonistic muscles are the muscles act together to produce dissimilar effect, e.g. superior rectus

causes intorsion and inferior oblique causes extorsion
(Q. TN 89)

9. The cranial nerve showing the longest intracranial course is:
A. Optic nerve B. Trochlear nerve
C. Oculomotor nerve D. Trigeminal nerve
E. Facial nerve (Ahmed: A Textbook of Oph.2nd ed.,p.8)

C.
• It is the most slender cranial nerve
• It is the longest cranial nerve
• It emerges from dorsal aspect of the brain

10. Of the following cranial nerves purely motor one is:
A. Optic B. Oculomotor
C. Trochlear D. Trigeminal

(Ahmed: A Textbook of Oph.2nd ed.,p.9)

C.
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11. C 12. B 13. C 14. A

11. The correct term to indicate points in each eye to localize an object in same visual direction is:
A. Horopter B. Panum’s space
C. Corresponding retinal points D. Anomalous retinal correspondence

(Ahmed: A Textbook of Oph.2nd ed.,p. 68)

C.
• Corresponding retinal points—two foveae are corresponding points, i.e. points on the two retinae

from which images are projected in the same place in the common visual pathway
• Horopter—an imaginary line in space, all points on which stimulate corresponding retinal points
• Panum’s space—around the horopter the space is narrow at the centre and wider at the periphery

12. Of the following statements the incorrect one is:
A. Optic axis passes through the nodal point of the eye
B. Fixation axis also passes through the nodal point
C. The pupillary axis passes through the centre of the pupil
D. None of the above (Ahmed: A Textbook of Oph.2nd ed.,p.367)

B.
• Optic axis is a line passing through the centre of curvatures of all refractive surfaces
• Fixation axis is the line connecting the point of fixation to the centre of rotation
• Pupillary axis is a line perpendicular to the cornea passing through the centre of the pupil
• Fick’s axis an eye has three major axes—anteroposterior, vertical and horizontal
• Visual axis is a line from the fixation point to the fovea passin through the nodal point

13. The point falling on the horopter is seen:
A. As double B. Stereoscopically
C. By the corresponding points D. With crossed diplopia
E. With uncrossed diplopia (Ahmed: A Textbook of Oph.2nd ed.,p.68)

C.

14. Uncrossed diplopia is seen in:
A. Esophoria B. Esotropia
C. Exophoria D. Exotropia

(Ahmed: A Textbook of Oph.2nd ed.,p.368) (AIIMS 82; MP 98)

A. Diplopia
• Occurs when the visual axes are not directed toward the same object
• Usually binocular and may be uniocular
• Diplopia caused by extrinsic muscle palsy may be horizontal, vertical or torsional
• A horizontal diplopia (two images lie side by side) may be homonymous or uncrossed when the false

image is on the same side of the deviated eye and heteronymous or crossed when the false image is on
the opposite side of the deviated eye
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15. C 16. D 17. A

15. Hirschberg’s test is indicated in:
A. Assessment of visual field B. Glaucoma
C. Strabismus D. Optic atrophy

(Ahmed: A Textbook of Oph.2nd ed.,p.373) (Delhi 92)

C.
• Hirschberg’s corneal reflection test

— Decentration of the reflex is noted
— Inward deviation indicates divergent squint
— Outward deviation indicates convergent squint
— 1 mm decentration corresponds to 7 degree deviation
— Since corneal diameter is approximately 12 mm, 2 mm deviation corresponds to 14o squint

16. Abnormal retinal correspondence can be tested by:
A. After-image test
B. Bagolini striated glasses
C. Synoptophore
D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.372)

D.
• In abnormal retinal correspondence (ARC) fovea of the fixing eye is used simultaneously with

extrafoveal point of the deviating eye
• Factors in development of ARC:

— Untreated esotropia of early onset
— Esotropia with constantly small angle
— Unilateral squint with isoametropia

• Types of ARC—harmonius, unharmonius and paradoxical:
— Harmonius
— Unharmonius
— Paradoxical

• Diagnosis of ARC by:
— Synoptophore
— After-image test
— Bagolini striated lenses

• Principles of treatment of ARC- there are two principles:
— Consolidate the condition so as it becomes workable alternative to normal binocular vision
— Eradication of ARC and replacement with normal retinal correspondence (NRC)

17. The test especially recommended for detection of stereopsis is:
A. Synoptophore B. Titmus
C. After-image D. Bagolini striated glasses

(Ahmed: A Textbook of Oph.2nd ed.,p.66,386,520)
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A. Uses of synoptophore (Fig. 14.2)
• Diagnostic

— Measurement of subjective and objective angles of deviation
— Measurement of angle kappa
— Measurement of primary and secondary deviation
— Examination of state of binocular vision

• Therapeutic

— Suppression
— Abnormal retinal correspondence
— Eccentric fixation
— Accommodative esotropia
— Heterophoria

Fig. 14.2: Synoptophore

• Titmus—the degree of stereopsis can be tested by titmus stereo test
• Bagolini striated glasses

— In orthophoria with normal retinal correspondence a cross is perceived
— Patient with squint and large angle suppresses and sees one line
— In esotropia and uncrossed diplopia a V is seen
— In exotropia and crossed diplopia configuration A is seen

18. When there is impairment of vision in early life amblyopia is called:
A. Amblyopia of arrest
B. Amblyopia of extinction
C. Amblyopia ex anopsia
D. None of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.369)

18. C
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C. Amblyopia—is a state of diminished visual acuity without any recognizable sign in the eye or visual
pathways. It may be unilateral or bilateral

• Amblyopia of arrest occurs if amblyopia occurs at birth
• Amblyopia of extinction occurs typically in unilateral squint
• Amblyopia ex anopsia or stimulus-deprivation amblyopia occurs due to visual loss in early life due to

conditions like uniocular cataract or ptosis
• Factors contributing to development of amblyopia:

1. Strabismus
2. Uncorrected isometropia or anisometropia
3. Visual deprivation—as in developmental cataract and ptosis
4. Ocular diseases like:

— Optic nerve affections
— Macular or perimacular diseases
— Coloboma

19. True statement regarding strabismic amblyopia is:
A. It is seen in unilateral squint
B. It occurs due to overlapping of different foveal images reaching visual centres
C. It is commonly associated with eccentric fixation
D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.370) (Manipal 98)

D.

20. Amblyopia is diagnosed by:
A. Visual acuity B. Refractive status
C. Crowding phenomenon D. All of the above

(Kanski: Clinical Oph.,2nd ed., p. 417)

D.

21. Amblyopia is treated by all except:
A. Optical correction B. Occlusion
C. Pleoptics D. Orthoptic exercises

(Ahmed: A Textbook of Oph.2nd ed.,p.370) (AIIMS 91,94;PG1 03)

D.

22. Phenomenon of approximating visuscope target directly against fovea and immediately thereafter
against paramacular area following eye movement is known as:
A. Centric fixation B. Eccentric fixation
C. Eccentric viewing D. Paramacular fixation

(Ahmed: A Textbook of Oph.2nd ed.,p.371)

19. D 20. D 21. D 22. C



Ocular Motility and Nystagmus 227

C. Eccentric viewing is a stage midway between central and eccentric fixation
Eccentric fixation is a condition when the amblyopic eye moves to take up fixation with a point other
than fovea
Types of eccentric fixation:

• Unsteady foveal
• Erratic
• Parafoveal
• Paramacular
• Centrocaecal
• Paracaecal
• Divergent
• Non-fixing

Treatment of eccentric fixation

• First step in child below 4 years is occlusion
— Conventional, i.e. total occlusion of normal eye for 3 days
— Re-assess the condition with a visuscope; if there is still eccentric fixation → inverse occlusion,

i.e. occlusion of the amblyopic eye
• In children between 4 and 8 years

— Inverse occlusion
— Occlusion should be constant and total; monthly reassessment for about 6 months

• In eccentric fixation in patients over 8 years—pleoptic treatment

23. Treatment of eccentric fixation includes:
A. Pleoptics B. Conventional occlusion
C. Inverse occlusion D. Red-filter over eccentrically-fixating eye
E. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.371)

E. See box under Q. 22

24. The feature absent in fully accommodative esotropia is:
A. There is moderate hypermetropia
B. AC/A ratio is normal
C. Amblyopia is common
D. The age of onset is around 3 years
E. The deviation is approximately equal for near and distance

(Ahmed: A Textbook of Oph.2nd ed.,p.379)

C. Esotropia or convergent squint (Fig. 14.3)
Classification:

• Accommodative
— Fully
— Partially
— Atypical- hyperaccommodative and hypoaccommodative

23. E 24. C
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• Non-accommodative
— Essential or infantile
— Acquired-convergence-excess, divergence weakness and basic

• Microtropia
• Secondary
• Consecutive

Fig. 14.3: Convergent squint

25. The true statements related to intermittent exotropia are:
A. The age of onset is between 2 and 5 years
B. The deviation is greater for distance than for near
C. This may be associated with suppression
D. Correction of myopia is helpful
E. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.380)

E. Classification of exotropia or divergent squint (Fig. 14.4)
• Primary

— Divergence-excess
— Convergence-weakness
— Intermittent
— Basic

• Secondary
— Due to sensory obstacle like opacity of media
— Due to motor obstacle like paresis of superior or

inferior rectus
• Consecutive

Fig. 14.4: Divergent squint

26. Esophoria is common in:
A. Myopia B. Hypermetropia
C. Presbyopia D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.384) (PGI 78)

B.

25. E 26. B
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27. Esophoria may be treated by:
A. Orthoptics B. Miotics
C. Bifocals D. Base-out prism
E. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p. 384)

E.

28. Exophoria is common in:
A. Myopia B. Hypermetropia
C. Presbyopia D. None of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.384)

A.

29. Exophoria may be treated by:
A. Orthoptics B. Over correction of myopia
C. Under correction of hypermetropia D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.)

D.

30. The rarest type of heterophoria is:
A. Esophoria B. Exophoria
C. Hyperphoria D. Cyclophoria

(Ahmed: A Textbook of Oph.2nd ed.,p.383)

D.

31. Accommodative insufficiency may be caused by:
A. Presbyopia B. Disturbed AC/A ratio
C. Injury to the eye D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.65)

D.

32. True statement about paralytic squint is:
A. Secondary deviation is more than primary deviation
B. Over action of contralateral synergist
C. Binocular diplopia
D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.374) (PGI 89; AIIMS 92,94;KOL 02)

27. E 28. A 29. D 30. D 31. D 32. D



230 Ophthalmology Buster

D. Paralysis of extrinsic muscles
Causes:

• Lesion of the cranial nerve supplying the muscle-important causes include:
— Inflammation like multiple sclerosis, encephalitis
— Injury
— Vascular and degenerative like arteriosclerosis and diabetes
— Toxic
— Neoplastic

• Lesion of the muscle itself-like:
— Injury
— Myopathy
— Myositis
Clinical features

• Diplopia
• Vertigo
• Deviation-secondary deviation is more than primary

Primary deviation is the deviation of the affected eye when the normal eye is fixed on a distant object
straight ahead
Secondary deviation is the deviation of the normal eye in a corresponding direction when the normal
eye is covered and the affected eye is fixed on a distant object
In paralytic squint secondary deviation is greater than primary deviation

• Compensatory head posture—there are 3 components:
— Head turn- in the direction of action of paralysed muscle
— Chin elevation or depression
— Head tilt-to the left or right shoulder

• Limitation of movement-in the affected eye in the direction of the paralysed muscle

33. An external ophthalmoplegia may be caused by:
A. 3rd cranial nerve palsy B. Thyroid myopathy
C. Myasthenia gravis D. Tumour in the orbit
E. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.375)

E. Common types of ophthalmoplegia are:
• External ophthalmoplegia is paralysis of extrinsic ocular muscles
• Internal ophthalmoplegia—only intrinsic muscle are involved
• Total—both extrinsic and intrinsic muscles are affected

34. Acute ophthalmoplegia may be caused by:
A. Migraine
B. Aneurysm of the circle of Willis
C. All of the above
D. None of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.375)

33. E 34. C
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C. Causes of acute ophthalmoplegia include:
1. Leaking aneurysm of internal carotid artery
2. Leaking aneurysm of circle of Willis
3. Orbital cellulitis
4. Ophthalmoplegic migraine

35. Painful ophthalmoplegia occurs in:
A. Ophthalmoplegic migraine
B. Orbital apex syndrome
C. Cavernous sinus thrombosis
D. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.375)

D. Causes of painful ophthalmoplegia:
1. Diabetes mellitus
2. Pseudotumours of the orbit
3. Ophthalmoplegic migraine
4. Orbital apex syndrome
5. Cavernous sinus thrombosis
6. Giant cell arteritis
7. Pituitary apoplexy

36. Total oculomotor nerve palsy shows:
A. Ptosis
B. Fixed and dilated pupil
C. Impaired intorsion
D. Divergent squint
E. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.377) (UP 96;AI 99; SGPGI 02)

E.
• Divergent squint is due to unopposed action of lateral rectus supplied by the 6th cranial nerve
• Intorsion is normal because of normal action of 4th cranial nerve
• Dilated, fixed pupil and paralysis of accommodation due to involvement of sphincter pupillae and

ciliary muscle

37. The site of lesion of in a case of ipsilateral oculomotor nerve lesion showing contralateral superior
rectus palsy and bilateral ptosis is:
A. Ipsilateral nerve affection with affection of the fibres innervating contralateral superior rectus
B. Oculomotor nuclear complex
C. Multiple sites of injury to oculomotor nerve
D. Lesion of the peripheral part of oculomotor nerve

(Kanski: Clinical Oph.,2nd ed., p.463) (UP 96; SGPGI 02; AI 02)

B.

35. D 36. E 37. B
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38. The wrong statement related to abducent nerve palsy is:
A. An isolated nerve palsy may be nuclear in origin
B. There is failure of abduction
C. There is an esotropia
D. Horizontal diplopia is detected
E. Surgical treatment is effective (Ahmed: A Textbook of Oph.2nd ed.,p.378)

A.

39. The feature present in the left lateral rectus palsy is:
A. Contraction of the left medial rectus B. Over action of the right medial rectus
C. Secondary palsy of the right lateral rectus D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.377)

D. There are three complications of paralytic squint:
• Over action of contralateral synergist
• Contraction of ipsilateral antagonist
• Secondary palsy of contralateral antagonists

40. The correct statement regarding anatomy of trochlear nerve is:
A. It is the most slender cranial nerve
B. It is the longest cranial nerve
C. It emerges from dorsal aspect of the brain
D. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.8)

D.

41. The clinical features of unilateral trochlear nerve palsy include:
A. Hypertropia on bead-tilt to the affected side
B. Restricted depression in adduction
C. Diplopia on down gaze
D. The patient may adopt an abnormal bead posture
E. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.377)

E.

42. The wrong statement regarding A V phenomenon is:
A. ‘A’ esotropia is increased in eso on up gaze
B. ‘V’ exotropia is increased in exo on up gaze
C. ‘A’ patterns are more common in eso deviations
D. This may show abnormal head posture
E. Surgical interference may be needed (Ahmed: A Textbook of Oph.2nd ed.,p.382)

C.

38. A 39. D 40. D 41. E 42. C
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43. A head-tilt is caused by paresis of:
A. Superior rectus B. Superior oblique
C. Inferior oblique D. Inferior rectus
E. All of the above muscles (Ahmed: A Textbook of Oph.2nd ed.,p.377)

E.

44. Bielschowsky phenomenon is characterized by:
A. Increased hypertropia
B. Hypertropia + Latent nystagmus
C. Elevation and adduction of the affected eye on tilting head toward affected side
D. Hypertropia + Bilateral inferior oblique over action

(Ahmed: A Textbook of Oph.2nd ed.,p.377)

C.

45. The true statement regarding Duane’s retraction syndrome is:
A. There is narrowing of the palpebral fissure and retraction of the eyeball on adduction
B. There is widening of the palpebral fissure on abduction
C. Usually there is reduced or absent abduction
D. There may be up shoot or down shoot of the adducted eye
E. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.539)

E. See Figs 14.5A and B

Fig. 14.5A: Duane’s syndrome-looking toward right side Fig. 14.5B: Duane’s syndrome –looking toward left

46. The correct statement related to Brown’s syndrome is:
A. There is limitation of elevation in adducted position
B. There is down drift of the affected eye in adduction
C. Forced duction test is positive
D. The cause may be congenital or acquired
E. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.538)

43. E 44. C 45. E 46. D
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D. Brown’s superior oblique tendon sheath syndrome
• Typically congenital
• Due to shortening of superior oblique tendon
• Limitation of elevation in adducted position because the muscle tendon becomes taut during adduction
• During abduction decrease in restriction of elevation

47. The features present in Mobius’ syndrome include:
A. Horizontal gaze palsies B. Facial nerve paresis
C. Malformation of the limbs and oral structures D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.543)

D.

48. Maddox rod is used to detect:
A. Heterophoria for near B. Heterophoria for distance
C. Degree of heterophoria D. Degree of heterotropia

(Ahmed: A Textbook of Oph.2nd ed.,p.384)

B.
• Maddox rod comprising of multiple red glass cylinders is used in detection of heterophoria for distance
• Maddox wing is used to detect heterophoria for near vision and its degree

Fig. 14.6: Maddox rod Fig. 14.7: Maddox wing

49. Haidinger’s brushes can be used for:
A. Measurement of angle kappa
B. Demonstration of abnormal retinal correspondence
C. Detection of amblyopia
D. Detection of eccentric fixation (Ahmed: A Textbook of Oph.2nd ed.,p.387)

D.

47. D 48. B 49. D
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50. Treatment of concomitant squint by:
A. Spectacles
B. Orthoptic
C. Surgery
D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.381) (JIPMER 90)

D. Treatment falls under 4 categories:
• Optical

— Correction of refractive error is of paramount importance
— Since most patients are of paediatric age-group full mydriasis under atropine eye ointment is

essential
• Occlusive

— Amblyopia, if present is treated with occlusion
— It is more effective in amblyopia with centric fixation than in amblyopia with eccentric fixation

• Orthoptic

— The aim of this mode of treatment is to overcome suppression and ensure easy stereopsis
• Operative

— Operation is recommended
1. when the angle of squint is 10o or more after correction of refractive error
2. when orthoptic treatment fails
3. when the child is about 4 years old
4. for cosmetic reason in any age

51. Treatment of paralytic squint is by:
A. Occlusion of the affected eye
B. Orthoptic exercises
C. Surgery
D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.377)

D.
• Occlusion of the affected eye prevents diplopia
• Orthoptic exercises may provide some relief
• Surgery is only feasible when there is no obvious evidence of paralysis

52. Surgery is advocated in a child presenting with squint at the age of:
A. Immediately after birth B. 1-3 years
C. 4-5 years D. 8-10 years

(Ahmed: A Textbook of Oph.2nd ed.,p.381) (KOL 2000)

C.

50. D 51. D 52. C
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53. The following varieties of nystagmus are not physiological except:
A. Pendular B. Jerk
C. Optokinetic D. Ataxic

(Ahmed: A Textbook of Oph.2nd ed.,p.387)

C. Classification of nystagmus
Pathologic

• Congenital
• Latent
• Vestibular
• Vertical

— Upbeat
— Downbeat
— See-saw

• Horizontal
— Gaze-evoked
— Acquired pendular
— Voluntary

• Convergenc retraction
Physiologic

• End-point or end-gaze
• Optokinetic
• Evoked-rotatory and caloric

53. C
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Systemic Diseases with
Ocular Manifestations15

1. D 2. B

1. Angioid streaks are caused due to:
A. Pseudoxanthoma elasticum B. Paget’s disease
C. Sickle cell disease D. All of the above

(Kanski and Thomas: The Eye in Systemic Dis.,2nd ed., p.120)

D.
• Pseudoxanthoma elasticum

— Inherited generalized connective tissue disorder
— Ocular features-typically angioid streaks
— Systemic features- chicken-skin appearance of skin, hypertension, peripheral vascular diseases, etc

• Paget’s disease
— In about 10 per cent cases angioid streaks are seen

• Sickle cell disease
— Incidence of angioid streaks is very rare

2. Vitamin A deficiency causes the following manifestations except:
A. Night blindness B. Papilloedema
C. Keratomalacia D. Xerophthalmia
E. Toad skin (Ahmed: A Textbook of Oph.2nd ed.,p.416)

B. Vitamin A deficiency
• Aetiology

— Deficiency of intake
— Deficient absorption
— Increased demand
— Defective conversion of carotene into vitamin A

• Pathology

— Keratinization of conjunctival and corneal epithelium
— Destruction of goblet cells
— Infiltration of corneal stroma, degeneration of Bowman;s membrane
— Metaplasia -followed by microbial invasion –colliquative necrosis
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3. B 4. D 5. A

• Clinical features

WHO classification is as follows:
— XN-night blindness
— X 1 A- conjunctival xerosis
— X 1 B- Bitot’s spots
— X 2- corneal xerosis
— X 3 A- keratomalacia involving less than 1/3rd of corneal surface
— X 3 B- keratomalacia involving more than 1/3rd of corneal surface
— XS- corneal scarring
— XF- xerophthalmia fundus

• Treatment

— 100,000 IU, or in severe cases 2 to 300,000 IU may have to be given IM

3. Corneal vascularisation is caused by deficiency of:
A. Vitamin C B. Riboflavine
C. Pyridoxine D. Nicotinic acid

(Ahmed: A Textbook of Oph.2nd ed.,p.419)

B.

4. Acne rosacea is characterised by:
A. Chronic seborrhoeic blepharitis B. Chronic hyperaemia of the face
C. Marginal keratitis D. All of the above

(Kanski and Thomas: The Eye in Systemic Dis.,2nd ed., p.122)

D. Acne rosacea
• Typical feature is chronic hyperaemia of face involving cheeks, forehead and nose
• Age of presentation is usually 3rd to 4th decade

5. Incorrect statement regarding atopic eczema is:
A. It is commonly seen in adults
B. Eczema usually affects flexural region
C. Chronic staphylococcal blepharitis is present
D. All of the above

(Kanski and Thomas: The Eye in Systemic Dis.,2nd ed., p.121)

A. Atopic eczema
• Most common in children
• Skin lesions are typically flexural
• Ocular lesions include blepharitis, corneal opacity and corneal vascularisation
• Treatment of both skin and ocular lesions is by steroids
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6. D 7. B

6. Benign mucosal pemphigoid exhibits:
A. It is an autoimmune affection
B. It occurs in elderly
C. Essential shrinkage of conjunctiva is characteristic
D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.411)

D. Skin and mucous membrane diseases related to ophthalmology—two groups:
• Mucocutaneous eruptions

1. Benign mucosal pemphigoid-elderly patient, subepithelial blisters, essential shrinkage of
conjunctiva

2. Pemphigus-rare lethal disease, crops of bullae without preceding erythema, bullae within epithelial
layer of skin and mucous membrane

3. Erythema multiforme-two types (mild and more serious Stevens-Johnson syndrome), may be
of idiopathic origin or secondary as a rection to infections; drugs sulphonamides, PAS,
sulphones, antibiotics, etc

4. Behcet’s syndrome
5. Reiter’s syndrome
6. Dermatitis herpetiformis
7. Epidermolysis bullosa

• Dermatoses

1. Acne rosacea
2. Atopic eczema
3. Seborrhoea
4. Icthyosis
5. Xeroderma pigmentosum
6. Psoriasis vulgaris
7. Keratosis follicularis

7. All the following statements regarding ankylosing spondylitis are true except:
A. Iritis is often recurrent
B. The occurrence of iritis usually runs parallel the severity of arthritis
C. It is sometimes associated with aortic insufficiency
D. Iritis may precede or follow the occurrence of arthritis

(Kanski and Thomas: The Eye in Systemic Dis.,2nd ed., p. 41)

B. Ankylosing spondylitis (AS)
• Ocular features

— Recurrent acute iritis-typical complication
— Incidence is about 30 per cent in patients with AS
— No correlation between severity of AS and acute iritis
— Iritis may precede or follow the onset of clinical AS
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8. D 9. A,C

• Systemic features

— Bilateral sacroilitis
— Peripheral arthropathy –in children
— Other features include aortic incompetence, ulcerative colitis and chronic prostatitis
— The patients are usually positive for HLA-B 27

8. Systemic lupus erythematosus is evidenced by the presence of:
A. Cotton-wool retinal exudates B. Retinal haemorrhages
C. Episcleritis and scleritis D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.414)

D. Systemic lupus erythematosus (SLE)
Ocular features:

• Cotton-wool retinal exudates
• Punctate epithelial keratopathy
Systemic features

• More common in women of 20-30
• Appearance of lupus on either side of the nose in a butterfly fashion
• Other features include fever, serositis, arthritis and myositis
• Increased prevalence of HLA-DR2 and HLA-DR3

9. Mucopolysaccharidosis showing corneal clouding but no retinal pigmentary degeneration is:
A. Morquio’s syndrome
B. Sanfilippo’s syndrome
C. Maroteaux-Lamy syndrome
D. All of the above
E. None of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.401; Pavan-Langston:

Man.of Ocular Diag.&Therap.5th ed.,p.303)

A,C.
There are seven types of mucopolysaccharidoses
1. Hurler’s syndrome
2. Hunter’s syndrome
3. Sunfilippo’s syndrome
4. Morquio’s syndrome
5. Scheie’s syndrome
6. Maroteaux’s syndrome
7. Sly syndrome
• Systemic features—These include skeletal, cardiac and mental defects
• Ocular features:

— Corneal clouding in all except Hunter and Sanfilippo’s syndromes
— Retinal pigmentary degeneration in all except Morquio and Maroteaux-Lamy syndromes
— Optic atrophy occurs in all except Maroteaux-Lamy syndrome
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10. B 11. C

10. Corneal clouding is characteristic of:
A. Hunter’s syndrome B. Hurler’s syndrome
C. Sanfilippo’s syndrome D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.401; Pavan-Langston:

Man.of Ocular Diag.&Therap.5th ed.,p.303)

B. See box under Q. 9

11. The disease not showing cherry-red macula is:
A. Tay-Sachs disease B. Niemann-Pick disease
C. Krabbe’s disease D. Farber’s disease

(Ahmed: A Textbook of Oph.2nd ed.,p.404,540; Pavan-Langston:

Man.of Ocular Diag.&Therap.5th ed.., p.305)

C. Sphingolipidoses, the largest group of inborn errors of metabolism include:
• Gangliosidoses (GM). They include:

— GM1 –type 1 and type 2
— GM2 –type 1 (Tay-Sachs disease), type 2 (Sandhoff disease) and type 3
(Bernheimer-Seitelberger disease)

• Niemann-Pick disease
• Krabbe’s disease
• Gaucher’s disease
• Farber’s disease
• Metachromatic leucodystrophy
• Neuronal lipoid lipofuscinosis

Clinical features

• Tay-Sachs disease
— Visual loss at about 6 months
— Cherry red macula followed by optic atrophy
— Death by 3-5 years of age

• Niemann-Pick disease
— Hepatosplenomegaly
— Sphingomyelin infiltration into lymph glands and bone marrow
— Cherry red macula

• Krabbe’s disease
— Seizures, spastic paralysis
— Optic atrophy
— Deafness

• Gaucher’s disease
— Three forms-infantile, juvenile and adult
— Glucocerebroside accumulation in the viscera

• Farber’s disease
— Generalized swellings of joints and subcutaneous tissues
— Conjunctival and corneal deposits
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• Fabry’s syndrome
— Also called angiokeratoma corporis diffusum

— Characteristic skin lesions (angiokeratoma) on the trunk
— Lipid accumulation in blood vessels
— Characteristic corneal lesion- cornea verticillata

• Metachromatic leucodystrophy
— Pigmentary changes in the macula
— Optic atrophy

• Neuronal lipoid lipofuscinosis. Three diseases are included
1. Late infantile (Bielchowsky-Jansky disease)
2. Juvenile (Batten-Spielder-Vogt disease)
3. Adult (Kufs’ disease)

12. The affection showing cherry-red macula but no visceral involvement in its early stage is:
A. Fabry’s disease B. Tay-Sachs disease
C. Niemann-Pick disease D. Fabry’s syndrome

(Ahmed: A Textbook of Oph.2nd ed.,p.404)

B. See box under Q.11

13. Aminoacidurias include all the following except:
A. Cystinosis B. Lowe’s syndrome
C. Alkaptonuria D. Homocystinuria

(Ahmed: A Textbook of Oph.2nd ed.,p.545;Pavan-Langston:

Man.of Ocular Diag.&Therap.5th ed.,p.305)

C. Aminoacidurias include:
• Cystinosis characterized by renal rickets, polyuria, stunted growth in infant with ocular finding, cystine

crystals in the cornea
• Oculo-cerebro-renal or Lowe’s syndrome- shows rickets, mental retardation, with ocular features like

developmental cataract, glaucoma and corneal opacities
• Homocystinuria-shows both general and ocular features

— General-arachnodactyly, homocystine in urine, tendency for thromboembolic episode, etc.
— Ocular-lens subluxation, myopia, retinal detachment, etc.

• Cerebro-hepato-renal or Zellweger’s syndrome-exhibits muscular hypotony, mental retardation, hepatic
enlargement, cataract, glaucoma, corneal opacity, etc.

14. Black colouration of the sclera is seen in:
A. Cystinosis B. Lowe’s syndrome
C. Alkaptonuria D. Homocystinuria

(Ahmed: A Textbook of Oph.2nd ed.,p.402; Pavan-Langston:

Man.of Ocular Diag.&Therap.5th ed.,p.305)

12. B 13. C 14. C
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C. Alkaptonuria
• Normally phenylalanine is combined with tyrosine produces homogentisic acid which in turn is

converted to melanin
• In alkaptonuria or ochronosis there is deposition of homogentisic acid in the tissues due to lack

of hepatic homogentisic acid oxidase

• Clinical features include black urine, darkening of ear cartilage as well as conjunctival and scleral
pigmentation in the equatorial region

15. Of the following ocular signs of hypoparathyroidism the commonest is:
A. Photophobia B. Cataract
C. Blepharospasm D. Papilloedema

(Ahmed: A Textbook of Oph.2nd ed.,p.396)

B.

16. Leukaemia is characterised by:
A. Proptosis B. Papilloedema
C. Perivascular sheathing D. All of the above
E. None of the above

(Kanski and Thomas: The Eye in Systemic Dis.,2nd ed., p.126)

D.
• Leukaemia may be acute (lymphocytic affecting usually the children and myeloid commonly affecting

the adults) and chronic affecting the elderly
• Ocular features are common in acute cases and these include:

— Spontaneous subconjunctival haemorrhage
— Spontaneous hyphaema
— Proptosis
— Retinal changes like flame-shaped haemorrhages, cotton-wool exudates, venous tortuosity and

dilatation, and peripheral retinal neovascularization
— Optic neuropathy

17. Renal disease shows:
A. Retinal oedema
B. Retinal haemorrhage
C. Glaucoma
D. All of the above

(Pavan-Langston: Man.of Ocular Diag.&Therap.5th ed.,p.432,434)

D. Renal diseases related to eye include Lowe’s syndrome, Alport’s syndrome, nephrotic syndrome and
renal transplant (related to long-time steroid therapy)

15. B 16. D 17. D
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18. The wrong statement regarding von Hippel-Lindau disease is:
A. There is autosomal dominant inheritance
B. About 25 per cent of cases are associated with cerebellar haemangiomas
C. It is usually unilateral
D. Histologically there are capillary haemangioblastomas

(Ahmed: A Textbook of Oph.2nd ed.,p.351)

C. See box under Q. 18

19. Syndrome characterised by adenoma sebaceum, mental retardation and epilepsy is:
A. Sturge-Weber syndrome
B. Bourneville’s syndrome
C. von Hippel-Lindau syndrome
D. von Recklinghausen’s syndrome
E. Wyburn-Mason syndrome

(Ahmed: A Textbook of Oph.2nd ed.,p.351)

B. All the following syndromes are included under hamartomous syndromes or phakomatoses having
the following characteristics:
— Congenital
— Strong hereditary tendency
— Widespread affections involving the eye, CNS and skin

• Sturge-Weber syndrome (Q. Kerala 94)
— Also called encephalo-trigeminal angiomatosis

— Intracranial haemangioma
— Naevus flammeus affecting first or second division of 5th cranial nerve on the same side of intracranial

affection
— Buphthalmos on the same side of intracranial affection

• Bourneville’s syndrome
— Also called tuberous sclerosis

— Adenoma sebaceum- multiple, whitish, slightly raised in the butterfly pattern around the nasolabial
folds

— Single or multiple, whitish tumour(s) in the retina and optic nerve
— Tumours in organs like heart, kidneys and thyroid gland
— Mental retardation, epileptic fits, etc

• von Hippel-Lindau syndrome
— Angiomatosis of retina
— Angiomatosis of cerebellum

• von Recklinghausen’s syndrome
— Also known as neurofibromatosis

— General features-neural tumours, skin lesions like café au lait spots, molluscum fibrosum
— Ocular features–like neuroma of lids, ptosis, prominent corneal nerves, glioma of optic nerve,

erosion or hypertrophy of orbital bones and pigmeted iris nodules (Lisch nodules)

18. C 19. B
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• Wyburn- Mason syndrome
— Arterio-venous malformation in retina and cerebral cortex
— Facial angioma
— Mental retardation

20. The percentage of patient with sarcoidosis showing ocular signs is:
A. 10 per cent B. 25 per cent
C. 30 per cent D. 40 per cent

(Kanski and Thomas: The Eye in Systemic Dis.,2nd ed., p.100)

B.

21. Ocular manifestations of tuberculosis include:
A. Broad posterior synechia B. Koeppe’s nodules
C. Mutton fat KPs D. Phlyctenulosis
E. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.406)

E. Every tissue of the eye and its adnexa may be affected
Diagnosis of ocular tuberculosis should be based on:
1. Clinical features
2. Exclusion of other aetiological factors
3. Evidence of tuberculous focus
4. Positive Manteaux test-more than 15 mm

22. All the following are ocular signs of leprosy except:
A. Growing together of the eyebrows
B. Interstitial keratitis
C. Prominent corneal nerves
D. Corneal leproma
E. Iris pearls (Ahmed: A Textbook of Oph.2nd ed.,p.406) (KOL 01,02)

A. Madarosis is present
There are three types and ocular signs in leprosy are as follows:
Lepromatous or nodular

• Sclerokeratitis
• Thickening of corneal nerves
• Subepitheial punctate keratitis
• Acute, mixed granulomatous and non-granulomatous keratitis
• Iris pearls
• Scleral nodule
Tuberculoid or nerve

• Facial palsy, may be bilateral
• Ectropion

20. B 21. E 22. A
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• Lagophthalmos
• Exposure keratitis
Intermediate,border-line or dimorphous

• Signs are those of lepromatous type but not so severe

23. The syndrome associated with sarcoidosis is:
A. Weber B. Heerfordt
C. Refsum D. Usher
E. Foville (Ahmed: A Textbook of Oph.2nd ed.,p.541-543,545)

B. The clinical features of the following syndromes are as follows:
• Weber- features of 3rd cranial nerve plasy and contralateral hemiplegia
• Heerfordt-simultaneous affection of the uveal tract and parotid glands
• Refsum-pigmentary retinal dystrophy, deafness, polyneuritis and icthyosis
• Usher-pigmentary retinal dystrophy, and deafness
• Foville-ipsilateral 6th nerve palsy and, loss of conjugate deviation to the same side and contralateral

hemiplegia

24. Multiple sclerosis is characterized by:
A. Retrobulbar neuritis B. Nystagmus
C. Diplopia D. Scanning speech
E. All of the above

(Kanski and Thomas: The Eye in Systemic Dis.,2nd ed., p.59)

E. Multiple sclerosis presents:
• Systemic features

— May affect the spinal cord, brainstem and periventricular white matter
— Sometimes transient phenomena like transient dysarthria-dysequilibrium-diplopia syndrome

• Ocular features

— Optic neuritis
— Internuclear ophthalmoplegia-characterized by ataxic nystagmus, of contralateral abducting eye

and normal convergence
— Isolated ocular motor nerve palsies
— Nystagmus

25. Marfan’s syndrome shows the following signs except:
A. Ectopia lentis
B. Arachnodactyly
C. Hyperplasia of dilatator pupillae
D. Kyphoscoliosis
E. Peripheral retinal degeneration

(Kanski and Thomas: The Eye in Systemic Dis.,2nd ed., p.143)

23. B 24. E 25. C
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C. Systemic features

1. Skeletal-long limbs arachnodactyly, funnel chest, high-arched palate, kyphoscoliosis, etc
2. Cardiac-aortic incompetence, mitral incompetence, etc
3. Miscellaneous-like muscular underdevelopment
Ocular features

1. Lens subluxation-bilateral, upward
2. Iridodonesis
3. Microspherophakia
4. Glaucoma
5. Myopia
6. Retinal detachment
7. Difficulty in dilating the pupil

26. The disease characterised by blue sclera, otosclerosis and brittle bones is:
A. Albers-Schonberg syndrome
B. Marfan’s syndrome
C. Osteogenesis imperfecta
D. van der Hoeve syndrome
E. Ehlers-Danlos syndrome

(Ahmed: A Textbook of Oph.2nd ed.,p.270,510,537,540,545)

D.
• Albers-Schonberg syndrome
• Marfan’s syndrome
• Osteogenesis imperfecta
• van der Hoeve syndrome
• Ehlers-Danlos syndrome

27. Of the following features of Waardenburg’s syndrome the commonest one is:
A. Lateral displacement of both medial canthi and lacrimal puncta
B. White forelock
C. Heterochromia iridis
D. Deafness
E. Albinotic fundus (Ahmed: A Textbook of Oph.2nd ed.,p.188)

A.

28. The commonest cause of Foster Kennedy syndrome is the tumour of the:
A. Pituitary gland B. Occipital lobe
C. Parietal lobe D. Frontal lobe

(Ahmed: A Textbook of Oph.2nd ed.,p.540)

D.

26. D 27. A 28. D
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29. The clinical features of Benedict’s syndrome include:
A. Tremors B. 3rd cranial nerve palsy on the affected side
C. Contralateral hemiplegia D. All of the above
E. None of the above (Ahmed: A Textbook of Oph.2nd ed.,p.538)

D.

30. All the following statements regarding myasthenia gravis are true except:
A. Ocular complaints are present in 75 per cent cases
B. About 10 per cent of the patients have persistent thymus
C. In about 5 per cent cases there is associated dysthyroidism
D. Bizzare paresis of the extrinsic muscles is characteristic
E. The pupil is usually involved

(Kanski and Thomas: The Eye in Systemic Dis.,2nd ed., p.56)

E.

31. The rarest ocular finding of scleroderma is:
A. Lid atrophy B. Keratopathy
C. Cataract D. Retinopathy
E. External ophthalmoplegia (Ahmed: A Textbook of Oph.2nd ed.,p.414)

D. Retinopathy is rarely seen

32. Wilson’s disease is characterized by:
A. Sunflower cataract B. Decreased serum ceruloplasmin
C. Kayser-Fleischer ring D. All of the above

(Kanski and Thomas: The Eye in Systemic Dis.,2nd ed., p.96)

D.
• Wilson’s disease

— Rare autosomal recessive affection
— Occurs due to deficiency of ceruloplasmin, copper-carrying protein
— Systemic features—hepatosplenomegaly and neurological signs like rigidity, tremor, etc
— Ocular findings—Kayser-Fleischer ring-most characteristic; sometimes sunflower cataract
— High urinary copper excretion
— Serum ceruloplasmin assay-confirms the diagnosis

33. The ocular manifestation of neuroblastoma is:
A. Involvement of the orbit B. Proptosis
C. Papilloedema D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.396)

D.

29. D 30. E 31. D 32. D 33. D
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34. Myotonic dystrophy shows:
A. Ptosis
B. Extrinsic muscle involvement
C. Excessive contractility and difficulty in relaxation of skeletal muscle
D. Baldness
E. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p 275)

E.

35. Galactosaemia shows the following features except:
A. Irreversible lens changes
B. Hepatic enlargement
C. Deficiency of galactose-1-phosphatase uridyl transferase
D. Mental retardation (Ahmed: A Textbook of Oph.2nd ed.,p.401)

A.

36. Frontal lobe tumor shows:
A. Foster-Kennedy syndrome B. Nystagmus
C. Anosmia D. Mental disturbance
E. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.540)

E.

37. Syringomyelia presents:
A. Optic atrophy B. Nystagmus
C. Ocular motor paralysis D. Congenital sensory defects
E. All of the above (Kanski and Thomas: The Eye in Systemic Dis.,2nd ed., p.65)

E.

38. Treatment of thyroid ophthalmopathy is by:
A. Systemic steroids B. Radiotherapy
C. Orbital decompression D. All of the above

(Kanski and Thomas: The Eye in Systemic Dis.,2nd ed., p.16)

D.
• Steroids-indications are:

— In cases with severe chemosis, proptosis and pain
— In optic neuropathy

• Radiotherapy-indicated in:
— Contraindication for steroid
— Steroid-resistance
— Side-effects of steroid

34. E 35. A 36. E 37. E 38. D
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• Orbital decompression especially recommended in:
— Severe exposure keratopathy following proptosis and lid retraction
— Optic neuropathy with vision-threatening possibility
— Methods—one-wall, two-wall, three-wall and four-wall decompression

39. Carotid artery disease can be diagnosed by:
A. Carotid angiography
B. Colour Doppler
C. Digital intravenous subtraction angiography
D. All of the above

(Kanski and Thomas: The Eye in Systemic Dis.,2nd ed., p.35)

D.

40. Pituitary adenoma produces:
A. Visual loss
B. Visual field defects
C. Erosion of dorsum sellae
D. Enlargement of sella and erosion of anterior clinoids
E. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.391)

E. Pituitary adenoma
Four types:

• Chromophobe adenoma-commonest type
• Acidophil adenoma
• Mixed or transitional adenoma
• Basophil adenoma
Clinical features

• Hyper or hypopituitarism-depending on the type
• Pressure symptoms-headaches and visual field changes
• Involvement of 2nd, 3rd, 4th and 6th cranial nerves
• Characteristic visual field changes
• X-rays uniform enlargement of sella turcica

41. The correct statement regarding benign intracranial hypertension is:
A. Aetiology is obscure
B. The patients complain of severe headaches
C. Papilloedema is a characteristic sign
D. Ophthalmoplegia is absent
E. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.361)

39. D 40. E 41. E
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E.
• Also called pseudotumour cerebri

• There is decreased absorption of CSF
• Diagnosis is based on

1. Signs of raised intracranial pressure
2. Absence of localizing neurologic signs
3. CT and MRI- unrevealing

• Treatment

— In absence of visual loss-symptomatic treatment for headaches
— With presence of visual loss-acetazolamide or frusemide along with steroids for 2 months and

tapering for next 2 months

42. Cerebellopontine angle tumour causes:
A. Decreased corneal sensation B. Loss of hearing
C. Incomplete facial nerve palsy D. Nystagmus
E. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.394)

E. Cerebellopontine angle tumour:
• The commonest tumour is an acoustic neuroma
• It starts with tinnitus and deafness followed by corneal anaesthesia and paraesthesia of the face
• Nystagmus is a common sign
• Other signs include ataxia, 4th and 6th nerve palsy

43. The most frequent type of retinitis in AIDS is:
A. Herpes simplex B. Toxoplasmic
C. Cytomegalovirus D. None of the above

(Kanski and Thomas: The Eye in Systemic Dis.,2nd ed., p.110) (AIIMS 92;KOL 03)

C. Acquired immune deficiency syndrome (AIDS)
• Caused by human immunodeficiency virus (HIV)
• Systemic features-opportunistic infections neoplasis like Kaposi’s sarcoma and lymphoma
• Ocular manifestations:

— Herpes zoster ophthalmicus—may be the presenting features of AIDS
— Cytomegalovirus (CMV) retinitis is the most frequent opportunistic infection affecting the eye-

commonest sign is presence of cotton wool exudates in retina

44. The drug of choice in treatment of CMV retinitis is:
A. Acyclovir B. Ganciclovir
C. Vidarabine D. Azidothymidine

(Kanski and Thomas: The Eye in Systemic Dis.,2nd ed., p.111) (DELHI 96)

B.

42. E 43. C 44. B
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45. Double floor sign in X-ray of the skull is present in:
A. Pituitary adenoma B. Craniopharyngioma
C. Meningioma D. All of the above

(Kanski and Thomas: The Eye in Systemic Dis.,2nd ed., p.458)

A. Enlargement of sella turcica with asymmetrical erosion of its floor produces this sign

46. Suprasellar calcification in X-ray of the skull is seen in:
A. Aneurysm of internal carotid artery
B. Craniopharyngioma
C. Pituitary adenoma
D. All of the above

(Kanski and Thomas: The Eye in Systemic Dis.,2nd ed., p.446)

B.

47. ‘Pie in the sky’ field defects are found in:
A. Lesion in optic tract B. Lesion in lateral geniculate body
C. Lesion in temporal lobe D. Lesion in parietal lobe

(Pavan-Langston: Man.of Ocular Diag.&Therap.5th ed.,p.370)

C. Left superior homonymous quadrantic defect due to a lesion of the most antero-inferior fibres of the
optic radiations in the right temporal lobe

48. ‘Pie in the floor’ field defects are found in:
A. Lesion in optic tract
B. Lesion in lateral geniculate body
C. Lesion in temporal lobe
D. Lesion in parietal lobe

(Pavan-Langston: Man.of Ocular Diag.&Therap.5th ed. P.370)

D. Left inferior homonymous quadrantanopia due to a lesion of the superior fibres of the optic radiations
in the right parietal lobe

49. Kayser-Fleischer ring is pathognomonic of:
A. Lowe’s syndrome
B. Wilson’s disease
C. Albinism
D. None of the above

(Kanski and Thomas: The Eye in Systemic Dis.,2nd ed)

B. See box under Q.32

45. A 46. B 47. C 48. D 49. B
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50. In albinism the feature not seen is:
A. Photophobia B. Nystagmus
C. Glaucoma D. Defective visual acuity

(Ahmed: A Textbook of Oph.2nd ed.,p.402) (JIPMER 90,93)

C.

51. Macula is the most commonly involved in:
A. Leprosy B. Sarcoidosis
C. Toxoplasmosis D. Brucellosis

(Ahmed: A Textbook of Oph.2nd ed.,p.408) (PGI 97)

C.

52. Hyperextensibility of joints, keratoconus and angioid streaks are seen in:
A. Marfan’s syndrome B. Lowe’s syndrome
C. Ehlers-Danlos syndrome D. Paget’s disease

(Kanski and Thomas: The Eye in Systemic Dis.,2nd ed.p.145)

C.

50. C 51. C 52. C
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Ophthalmic Surgery16

1. B 2. D

1. Of the following suture materials the absorbable one is:
A. Monofilament polypropylene
B. Polyglactin
C. Polybutylene-coated braided polyester
D. Monofilament polyamide (Ahmed: A Textbook of Oph.2nd ed.,p.445)

B. Sutures used may be:
• Absorbable

1. Catgut-plane and chromic
2. Extruded collagen
3. Polyglactin (Vicryl)

• Non-absorbable

1. Twisted virgin silk
2. Monofilament polyamide (Nylon)
3. Monofilament polypropylene (Proline)
4. Polybutylate –coated braided polyester (Ethibond)

2. True statement regarding peribulbar anaesthesia is:
A. Injection of 5-7 ml into the peribulbar tissue
B. No need for facial block
C. No risk of retrobulbar haemorrhage
D. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p445,466)

D.

Fig. 16.1: Facial block Fig. 16.2: Retrobulbar injection
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3. B

Facial block (Fig. 16.1)
• The facial nerve splits into temporofacial and cervicofacial divisions 5-7 mm behind the ramus of the

mandible after its exit through the stylomastoid foramen
• In O’Brien’s technique, the injection is given in front of the tragus so as to temporary paralysis of the

orbicularis oculi
Retrobulbar block (Fig. 16.2)

• Also called ciliary block
• The injection is given at the junction of lateral one-third and medial two-third of the inferior orbital

margin
• This blocks the postganglionic parasympathetic fibres of the ciliary ganglion

Pribulbar anaesthesis

Advantages include:
• No chance of retrobular haemorrhage
• No chance of optic nerve injury
• No need for facial block

3. The incorrectly-matched statement regarding entropion surgery is:
A. Slight degree of senile entropion and cautery puncture
B. Spastic entropion of lower lid and Wies procedure
C. Cicatricial entropion of upper lid and tarsal rotation
D. Spastic entropion of lower lid and Wheeler’s operation

(Ahmed: A Textbook of Oph.2nd ed.,p.447)

B.
• In slight degree of senile or atonic entropion of lower lid, cautery punctures over the skin surface 3 mm

below and parallel to the lash line may be recommended
• Operations indicated for spastic entropion of lower lid are

1. Skin-muscle operation
— Skin incision 3 mm below and parallel to lid margin
— Resection of elliptical area of skin and strip of central third of orbicularis

2. Resection of skin, muscle and tarsus
— Removal of triangle or quadrilateral of skin, orbicularis and tarsus

3. Modified Wheeler’s operation
— Skin incision 3 mm below and parallel to almost entire lower lid margin
— In excising a triangle, 12 mm vertically and 10 mm at its base
— Base is upwards and 2 mm away from outer canthus

• Operations for cicatricial entropion of upper lid

1. Tarsal paring and eversion
2. Tarsal rotation

• Operation indicated for both senile and cicatricial entropion of lower lid

— Wies partial transposition of tarsus
— Full-thickness horizontal skin incision in the central third of the lower lid 5 mm from the lid margin
— Passing three 5/0 braided polyester sutures through the palpebral conjunctiva, then through lower

part of the tarsus, and finally
— On the skin 1 mm below the lid margin
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4. B 5. A 6. D

4. The operation indicated in senile ectropion is:
A. Tarsal paring and rotation
B. Kuhnt-Syzmanowsky operation
C. Wheeler’s operation
D. None of the above (Ahmed: A Textbook of Oph.2nd ed.,p.447)

B. Operations for different types of ectropion:
1. Kuhnt-Szymanowsky operation consists of

— Excision of a triangle of tarsus and conjunctiva from the posterior lid flap of split lower lid in
the central part

— Suturing of the tarsus and the skin
— Advancement of the split lateral part of the lower lid

2. V-Y operation-in slight degree of cicatricial entropion
— V-shaped incision
— Margins sutured in the form of Y

3. Tarsorraphy-indicated in paralytic ectropion; consists of
— Suturing of lid margins

5. Plication of inferior lid retractors is advised in:
A. Senile entropion B. Cicatricial entropion
C. Senile ectropion D. Paralytic ectropio

(Parsons’ Dis.of Eye,19th ed.,p.480) (AI 03)

A.

6. Operations for ptosis include:
A. Greeves B. Blascovicz
C. Everbusch D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.449) (DELHI 92)

D. Operations for ptosis:
• Levator resection—worth trying if some degree of levator function is present
• Blaskovicz or conjunctival approach

— See details from the textbook
• Everbusch or skin approach

— See details from the textbook
• Fasanella-Servat operation

— Indicated in slight ptosis, less than 3 mm
— Resection of upper tarsal border with its attached Müller’s muscle and conjunctiva

• In both Motais’ operation and Greeves’ operation superior rectus muscle is utilised
• In Hess’ operation frontalis muscle is utilised
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7. C 8. C 9. B

7. Fasanella-Servat operation is indicated in:
A. Congenital ptosis B. Ptosis due to myasthenia
C. Horner’s syndrome D. Ptosis due to myotonic dystrophy

(Ahmed: A Textbook of Oph.2nd ed.,p.449) (AI 03)

C.

8. Treatment of congenital lacrimal obstruction after failed conservative treatment is by:
A. Dacryocystectomy B. Dacryocystorhinostomy
C. Probing D. None of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.452)

C. Probing is indicated within 6 months of age if conservative treatment fails.It is done under general
anaesthesia

9. In dacryocystorhinostomy the communication is made to the:
A. Superior meatus B. Middle meatus
C. Inferior meatus (Ahmed: A Textbook of Oph.2nd ed.,p. 187,453) (AI 93)

B. Normally tear drains into inferior meatus
Dacryocystorhinostomy (DCR) (Fig. 16.2)
DCR is the operation of choice in most cases
Contraindications include recurrent lacrimal fistula, occlusion of the puncta and canaliculi, tuberculosis
of lacrimal sac, malignancy of lacrimal sac
The principal steps of DCR are:
1. Exposure and retraction of the lacrimal sac
2. 2-3mm of anterior lacrimal crest removed
3. Bone resection of lacrimal fossa
4. Creation of 10-12 mm window
5. Preparation of nasal and lacrimal flaps
6. Nasal and lacrimal flaps cut and hinged
7. Free passage of a probe through the nose into the wound
8. Suturing of the flaps
9. Closure of the incision

Fig. 16.2: Dacryocystorhinostomy
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10. A 11. D

10. Preferred surgical procedure for mucosal block of common canaliculus is:
A. Canaliculo-dacryocystorhinostomy
B. Dacryocystorhinostomy
C. Dacryocystorhinostomy + tubes
D. None of the above (Ahmed: A Textbook of Oph.2nd ed.,p.452)

A.

11. Postoperative complications following dacryocystectomy is:
A. Haemorrhage
B. Failure of curettage of nasolacrimal duct
C. Infection
D. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.453)

D. Dacryocystectomy (Fig. 16.3) is indicated in cases where DCR can not be done
Intraoperative complications of dacryocystectomy include:
1. Damage to the neighbouring tissues
2. Haemorrhage-greatest complication
3. Spilling of sac contents
4. Failure of curettage of nasolacrimal duct
5. Sac remnants left behind
Postoperative complications are:
1. Haematoma
2. Infection
3. Recurrence of troublesome epiphora

Fig. 16.3: Dacryocystectomy



Ophthalmic Surgery 259

12. Paracentesis is indicated in:
A. Total hyphaema with no sign of absorption in the first few days
B. Sloughing corneal ulcer with threatening perforation
C. Analysis of aqueous humour
D. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.456)

D. In paracentesis 2 mm small corneal incision is given within and concentric with the limbus

13. Method used for storage of donor cornea for more than 4 days is:
A. K-sol medium containing chondroitin sulphate
B. Dimethylsulphoxide solution
C. McCarey-Kaufman medium
D. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.458)

C.
• McCarey and Kaufmann medium

— Offers a duration of 4 days or more for utilisation of donor tissue
— Sclerocorneal disc is stored in 20 ml culture medium at 4oC

• Dimethylsulphoxide (DMSO)
— Sclerocorneal disc is kept in 12 per cent DMSO, cooled down to –80oC in liquid nitrogen and stored

at –197oC
• K-sol

— Contains chondroitin sulphate
— Cornea stored at 4oC

14. Optical indication of keratoplasty is:
A. Leucoma B. Keratoconus
C. Chemical burn of the cornea D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.458)

D. Keratoplasty
Indications:

• Optical—for improvement of visual acuity
— Leucoma
— Keratoconus
— Corneal dystrophy
— Interstitial keratitis
— Herpetic keratitis
— Chemical burn

• Therapeutic—to halt or reverse diseases process
— Uncontrolled corneal infection
— Corneal perforation
— Chemical burn

• Tectonic—for restoration of corneal integrity
• Refractive

12. D 13. C 14. D
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Contraindications include:
• Absence of tear
• Posterior ocular segment diseases
• Very thin cornea

Types of keratoplasty:

• Penetrating or full-thickness
• Lamellar or partial-thickness
• Combined or mushroom

Patients suitable for penetrating keratoplasty:

• Small, central opacity surrounded by healthy cornea in recipient
• Favourable cases include corneal dystrophy and interstitial keratitis

Patients unfavourable for penetrating keratoplasty:

• Age below 16 years
• Dry eye
• Symblepharon
• Vascularised cornea
• Cases following trachoma
• Diminished corneal sensitivity
• Irregular thinning of cornea

15. Indication of therapeutic keratoplasty is:
A. Uncontrolled corneal infection
B. High myopia
C. Keratoconus
D. Anterior staphyloma

(Ahmed: A Textbook of Oph.2nd ed.,p.) (PGI 97)

A. See box under Q. 13

16. All the following are contraindications for corneal grafting except:
A. Dry eye
B. Corneal dystrophy
C. Affection of posterior ocular segment
D. 0.2-0.4 mm thin cornea (Ahmed: A Textbook of Oph.2nd ed.,p.458)

B. See box under Q. 13

17. Size of the graft on penetrating keratoplasty varies between:
A. 4-6 mm
B. 6-8 mm
C. 8-9 mm
D. 9-10 mm

(Ahmed: A Textbook of Oph.2nd ed.,p.459)

15. A 16. B 17. B
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B. Key steps in penetrating keratoplasty:
• Preparation of disc from the donor
• Trephining and removal of recipient corneal disc
• Placing of donor disc over recipient bed
• Direct edge-to-edge suturing
• Injection of viscoelasdtic, balanced salt solution and miochol into anterior chamber
• Subconjunctival injection of atropine, antibiotic and steroid

18. All the following are early post-keratoplasty complications except:
A. Secondary glaucoma
B. Graft rejection
C. Anterior uveitis
D. Shallow anterior chamber

(Ahmed: A Textbook of Oph.2nd ed.,p.460)

B. Postoperative complications of penetrating keratoplasty:
• Early

— Shallow anterior chamber
— Secondary glaucoma
— Anterior uveitis
— Graft opacification

• Late

— Suture irritation
— Graft rejection
— Secondary glaucoma
— Recurrence of host disease

19. Peripheral iridectomy is indicated in:
A. Prophylactic as in primary angle-closure glaucoma
B. During cataract extraction
C. In some filtering glaucoma procedures
D. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.462) (PGI 97,02)

D. Indications of peripheral iridectomy (Fig. 16.4)
1. Prophylactic as in closed-angle glaucoma
2. In some filtering operations
3. During cataract extraction

18. B 19. D
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Figs 16.4A to C: (A) peripheral iridectomy (B) optical iridectomy (C) broad iridectomy

20. If only lignocaine without adrenaline is used for facial block the effective anaesthesia will be for:
A. 20-30 minutes B. 30-40 minutes
C. 30-60 minutes D. 60-70 minutes

(Ahmed: A Textbook of Oph.2nd ed.,p.94)

C.

21. The duration of akinesia using bupivacaine without adrenaline is:
A. ½-1 hour B. 1-2 hours
C. 2-3 hours D. 4-12 hours

(Ahmed: A Textbook of Oph.2nd ed.,p.94)

D.

22. The action starting after IV mannitol is within:
A. 2 minutes B. 5 minutes
C. 10-20 minutes D. 30-60 minutes

(Ahmed: A Textbook of Oph.2nd ed.,p.101)

C.

23. Important tests for prediction of visual regain after cataract surgery is:
A. Potential acuity meter B. Blue field entoptic test
C. Interferometry D. All of the above
E. None of the above (Ahmed: A Textbook of Oph.2nd ed.,p.316, 465)

D.
• Potential acuity meter—after widely dilating the pupil acuity chart is projected and the patient is asked

to read the chart
• Blue-field entoptoscopy or flying corpuscle test—normally there are 15 or more leucocytes. In macular

involvement the patient either sees no cell or less number of slowly-moving cells
• Interferometry—after full mydriasis light beam is directed through the pupil and a three-dimensional

fringe pattern is formed on the retina

20. C 21. D 22. C 23. D
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24. Instrument not used in intracapsular extraction is:
A. Phacoemulsifier B. von–Graefe’s knife
C. Elschnig’s forceps D. Cryoprobe

(Ahmed: A Textbook of Oph.2nd ed.,p.469,552.553) (AIIMS 98)

A.

25. Intracapsular cataract extraction can be done by:
A. Intracapsular forceps B. Erysiphake
C. Cryoapplication D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p468,469.)

D. See Fig. 16.5

Fig. 16.5: Holding of thickest part of lens capsule at the lower part by Arruga’s
intracapsular forceps

26. The possible side-effects of alphachymotrypsin is:
A. Keratopathy
B. Delayed wound healing
C. Vitreous degeneration
D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.100)

D. Alphachymotrypsin
• A proteolytic enzyme
• Dose—Irrigation of the posterior chamber with 1 to 3 ml of the enzyme for 3 minutes (750 units

with 3 ml diluent producing 1 in 5000 solution)

27. Intraoperative complications during intracapsular extraction of lens is:
A. Rupture of the capsule
B. Luxation of the lens
C. Prolapse of the vitreous
D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.472)

24. A 25. D 26. D 27. E



264 Ophthalmology Buster

E. Complications during operation:
1. Retrobular haemorrhage
2. Iris folding over the cutting edge of knife
3. Spontaneous lens delivery
4. Failure to grasp the capsule
5. Rupture of lens capsule
6. Luxation of the lens
7. Prolapse of vitreous
8. Loss of vitreous
9. Expulsive haemorrhage

28. Vitreous loss during cataract extraction can be anticipated by:
A. When the patient has short and thick neck
B. When there is narrowed palpebral fissure
C. When there is forward bulging of the lens-iris diaphragm
D. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.472)

D.

29. Vitreous loss during cataract extraction leads to:
A. Updrawn pupil B. Retinal detachment
C. Bullous keratophthy D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.473)

D.

30. Most common postoperative complication following extracapsular cataract extraction is:
A. Vitreous haemorrhage B. Posterior capsular opacification
C. Retinal detachment D. Uveitis

(Ahmed: A Textbook of Oph.2nd ed.,p.472) (PGI 95)

B. Postoperative complications following cataract operation include:
1. Striate keratopathy
2. Hyphaema
3. Wound leak
4. Iris prolapse
5. Pupillary block
6. Secondary glaucoma
7. Uveitis
8. Vitreous changes
9. Macular changes
10. Endophthalmitis
11. Choroidal detachment
12. Retinal detachment

28. D 29. D 30. B



Ophthalmic Surgery 265

31. The commonly-practised surgical technique for developmental cataract is:
A. Discission B. Discission and aspiration
C. Curette evacuation D. Lensectomy

(Ahmed: A Textbook of Oph.2nd ed.,p.476,477,479) (PGI 97)

B.
• Discission or needling

— After full dilatation of pupil the child is operated under general anaesthetic
— Gentle introduction of a discission needle into the anterior chamber
— Puncturing of anterior lens capsule and disintegration of the lens matter
— Quick withdrawl of the needle
— Postoperative pupil dilatation for 4 weeks

• Discission and aspiration (Fig 16.6)
— After discission suction of soft matter with a bent hypodermic needle

Fig. 16.6: Discission and aspiration (Courtesy: Prof. I.S. Roy)
• Curette evacuation

— Can be tried preferably in patient below 15 years of age
— Keratome incision
— Removal portion of anterior capsule with a capsule forceps
— Gentle pressure with a lens curette over the posterior lip of the wound for the passage of soft lens

matter
— Thorough washing of the anterior chamber

• Lensectomy—the steps are
— Incision-limbal or pars plana
— Aspiration after of excision with a vitreous cutter

32. The non-invasive capsulotomy for posterior capsular opacification is done by:
A. Argon laser B. YAG laser
C. Ruby laser D. Krypton laser

(Ahmed: A Textbook of Oph.2nd ed.,p.276) (AIIMS 91)

B.

33. Modern posterior chamber intraocular lens include:
A. One piece B. Hydrogel
C. Silicone D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.477) (AIIMS 94)

31. B 32. B 33. D



266 Ophthalmology Buster

D. Classification of lens implants
• Anterior chamber

— Strampelli
— Choycee Mark I
— Dunheim
— Choycee Mark VIII, IX
— Kelman quadriflex and multiflex
— Copeland

• Iris-supported

— Binkhorst
— Worst
— Singh
— Epstein

• Posterior chamber

— Ridley’s original posterior lens
— Simcoae
— Shearing
— Sinskey J loop
— One-piece
— Disc
— Hydrogel
— Silicone

34. Advantages of phacoemulsification over other methods of lens surgery include:
A. Less tissue injury
B. Less postoperative inflammation
C. Minimum operation-induced astigmatism
D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.479) (UP 2000;SGPGI 2000)

D.

35. The most preferred site for a filtering operation is:
A. Supero-nasal quadrant B. Supero-temporal quadrant
C. Infero-temporal quadrant D. Infero-nasal quadrant

(Ahmed: A Textbook of Oph.2nd ed.,p.491,484)

A. Filtering operations for glaucoma include:
• Sclerectomy
• Thermal sclerostomy
• Iridencleisis
• Trephining
• Trabeculectomy
• Trabeculotomy

34. D 35. A
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36. The commonest hazard following surgery of congestive glaucoma is:
A. Hyphaema B. Malignant glaucoma
C. Complicated cataract D. Vitreous haemorrhage

(Ahmed: A Textbook of Oph.2nd ed.,p.205)

B.

37. Trabeculectomy is done in:
A. Keratoconus B. Primary open angle glaucoma
C. Secondary open angle glaucoma D. Ptosis

(Ahmed: A Textbook of Oph.2nd ed.,p.484) (Rajasthan 01)

B. Key steps in trabeculectomy (Fig. 16.7)
• Limbal-based or fornix-based conjunctival incision
• Conjunctival flap
• Dissection of Tenon’s capsule
• Dissection of scleral flap
• 3 mm square sclerostomy
• Peripheral iridectomy
• Excision of deeper scleral wedge
• Putting back of superficial scleral flap in position
• Closure of Tenon’s capsule and conjunctiva

Fig. 16.7: Trabeculectomy

38. Treatment of congenital glaucoma can be ideally done by:
A. Goniotomy B. Trabeculectomy
C. Trabeculotomy D. Topical medications

(Ahmed: A Textbook of Oph.2nd ed.,p.486) (AIIMS 03)

A.

36. B 37. B 38. A



268 Ophthalmology Buster

39. Postoperative complication of a trabeculectomy is:
A. Shallow anterior chamber
B. Ocular hypotony
C. Malignant glaucoma
D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.485)

D.

40. Weakening operation for correction of squint is:
A. Recession B. Myotomy
C. A + B D. Resection

(Ahmed: A Textbook of Oph.2nd ed.,p.489)

C. Operations for squint—2 groups
Weakening

• Recession or retroplacement—severing of muscle tendon at its insertion and re-attachment to the sclera
further back

• Myotomy and tenotomy—rarely recommended
Shortening or strengthening

• Resection—excision of distal part of muscle tendon and re-attachment to its original insertion
• Advancement and tucking—seldom recommended

41. The incorrect statement regarding the squint operation is:
A. Maximum amount of recession of medial rectus is 5.5 mm
B. Maximum amount of resection of medial rectus is 8 mm
C. Maximum amount of recession of lateral rectus is 8 mm
D. Maximum amount of resection of lateral rectus is 12 mm

(Ahmed: A Textbook of Oph.2nd ed.,p.)

D.
• Maximum amount of resection of lateral rectus is 10 mm
• Roughly 1 mm of recession or resection of medial rectus corrects about 4° of squint
• 1 mm of recession or resection of lateral rectus corrects about 2° squint

42. The general principle of treating rhegmatogenous retinal detachment is:
A. Accurate localization of retinal tear(s)
B. Approximation of edge of tear and overlying choroids by diathermy or cryopexy
C. Drainage of subretinal fluid
D. Relief of traction by scleral buckling
E. All of the above (Ahmed: A Textbook of Oph.2nd ed.,p.490)

E.

39. D 40. C 41. D 42. E
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43. Pars plana procedure is:
A. Lensectomy B. Membranectomy
C. Vitrectomy D. All of the above

(Ahmed: A Textbook of Oph.2nd ed.,p.495)

D.

44. Enucleation is:
A. Excision of the eyeball with a portion optic nerve
B. Photocoagulation by carbon dioxide laser
C. Destruction by laser
D. None of the above (Ahmed: A Textbook of Oph.2nd ed.,p.496) (PGI 97)

A.

45. Enucleation is indicated in all except:
A. Retinoblastoma
B. Total anterior staphyloma
C. Panophthalmitis
D. Painful blind eye

(Ahmed: A Textbook of Oph.2nd ed.,p.496) (UP 97;AIIMS 03)

C. Enucleation of eyeball—steps include:
• Conjunctival incision
• Severing of tendons of extrinsic musles
• Eye speculum widely opened and pressed backward to protrude the eyeball
• Use of enucleation scissors introduced blades closed and then passed till the optic nerve is felt
• Finally cutting of the optic nerve, eyeball pulled forward and freed of all attachments
• Gauze packing, dressing and firm bandage

46. Proper-sized artificial prosthetic eye is advised after a postoperative period of:
A. 10 days B. 15 days
C. 3 weeks D. 6 weeks

(Ahmed: A Textbook of Oph.2nd ed.,p.497)

C.

47. Laser used for LASIK is:
A. Krypton B. Argon
C. Excimer D. Nd: YAG

(Ahmed: A Textbook of Oph.2nd ed.,p.533)
(Karnataka 2000)

43. D 44. A 45. C 46. C 47. C
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C.
• Laser is acronym for light amplification by stimulated emission of radiation
• LASIK is laser-assisted stromal in situ keratomileusis
• Types of ophthalmic lasers

— Argon-blue-green, green
— Krypton-red, yellow
— Tunable dye
— Carbon dioxide
— Diode
— Neodymium: Yttrium-Aluminium-Garnet (Nd:YAG)
— Excimer

48. The safest method of an intracapsular extraction employed in an intumescent cataract is:
A. By pull only B. By combined push and pull
C. Erysiphake D. Cryoprobe

(Ahmed: A Textbook of Oph.2nd ed.,p.468)

D.

48. D
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Miscellaneous17

1. True 2. True 3. False 4. True 5. False 6. True

A. STATE WHETHER TRUE OR FALSE

1. Number of anterior ciliary arteries are seven
(Ferris: Basic Sc.in Oph,2nd ed.,p.60)

True
Anterior ciliary arteries from muscular branches of the ophthalmic artery, 2 arteries for each rectus
muscle except the lateral rectus

2. Optic canal is formed between two roots of the lesser wing of the sphenoid bone
(Ahmed: A Textbook of Oph.2nd ed.,p.4)

True

3. The maxillary nerve passes through the superior orbital fissure
(Ahmed: A Textbook of Oph.2nd ed.,p.5)

False
The maxillary nerve passes through the inferior orbital fissure

4. The oculomotor nerve nucleus is situated at the level of superior colliculus
(Ahmed: A Textbook of Oph.2nd ed.,p.8)

True

5. Insertion of the superior oblique is posterior and medial to the equator of the globe
(Ahmed: A Textbook of Oph.2nd ed.,p.44)

False
This is posterior and lateral to the equator of the globe

6. The aqueous layer makes up over 90 per cent of the thickness of the tear film
(Ahmed: A Textbook of Oph.2nd ed.,p.17)
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7. False 8. True 9. False 10. False 11. True 12. False

True
There are 3 layers: outermost lipoid (0.1 micron), middle aqueous (7 microns) and innermost mucous
(0.02-0.05 microns)

7. Valve of Rosenmuller closes the nasolacrimal duct when necessary
(Parsons’ Diseases of the Eye,19th ed., p.497)

False
• There are two folds of mucosa (valves) related to lacrimal passages
• Valve of Rosenmuller is related to common canaliculus and it prevents influx of tear
• Valve of Hasner is related to the opening of the nasolacrimal duct into the inferior nasal meatus

8. In functional upper canalicular block Jones’ I test is abnormal, but Jones’ II test is normal
(Parsons’ Dis.of Eye,19th ed.p.501)

True
Positive Jones I test: A drop of fluorescein into conjunctival sac flows into nose detected by a cotton
bud soaked in anaesthetic into the inferior meatus of the nose
Positive Jones II test: If Jones I test is negative, then syringing causes the dye to reach the inferior meatus
of the nose
If Jones I test is positive the lacrimal passage is patent, but in functional blockage only Jones II test
is positive

9. Stratified epithelium is present in the fornix conjunctiva
(Ahmed: A Textbook of Oph.2nd ed.,p.19)

False
There are three layers—deepermost cubical, intermediate polyhedral and superficial cylindrical

10. Circulus arteriosus iridis major is situated near the iris collarette
(Ahmed: A Textbook of Oph.2nd ed.,p.28) (JIPMER 02)

False
Circulus arteriosus iridis minor is located near the iris collarette, while circulus arteriosus iridis major is
situated at the peripheral part of the iris at the anterior end of the ciliary muscle

11. The ciliary body develops from the neuroectoderm
(Ahmed: A Textbook of Oph.2nd ed.,p.47)

True
See box under Q. 12

12. Sphincter and dilatator pupilIae develop from the mesoderm
(Ahmed: A Textbook of Oph.2nd ed.,p.47)
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13. False 14. True 15. True

False
Development of different ocular tissues are as follows:
Neural ectoderm

• Neural retina
• Optic nerve
• Epithelium of iris and ciliary body
• Sphincter and dilatator pupillae
Combined ectoderm and mesoderm

• Vitreous humour
Surface ectoderm

• Epithelium of conjunctiva, cornea and lacrimal gland
• Lacrimal sac and nasolacrimal duct, eyelid skin and lashes
• Crystalline lens
Mesoderm

• Stroma, Descemet’s membrane, endothelium of cornea
• Sclera
• Ciliary muscle
• Choroid
• Extraocular muscles
• Trabecular meshwork
• Schlemm’s canal
• Vascular endothelia
• Bones and cartilages of the orbit

13. Axenfeld’s nerve loop is present in the optic nerve
(Ahmed: A Textbook of Oph.2nd ed.,p.560)

False
This is outward bending of the anterior ciliary nerves behind the limbus

14. Oculomotor and optic nerves are tested in examination of pupillary reflexes
(Parsons’ Dis.of Eye,19th ed.p.35; Ahmed: A Textbook of Oph.2nd ed.,p.265) (PGI 98)

True
Near reaction—three reactions occur together: contraction of pupil, convergence and accommodation

15. Accommodation reflex develops during between 2 and 3 years of age
(Ahmed: A Textbook of Oph.2nd ed.,p.67)

True
• At birth

— Compensatory fixation reflex
• 2-3 months

— Orientational reflex
— Re-fixation reflex
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16. False 17. True 18. False 19. True 20. True 21. False

— Pupillary reflex-direct and consensual
— Vergence reflex

• 2-3 years

— Accommodation reflex
— Fusional vergence reflex

16. The capillaries are present in the inner plexiform layer of the retina
(Ahmed: A Textbook of Oph.2nd ed.,p.37)

False
Branches of the retinal vessels are present in this layer, while outer plexiform layer contains the
capillaries

17. The optic nerve contains some pupillary fibres (Ahmed: A Textbook of Oph.2nd ed.,p.39)

True
There are five types of fibres in the optic nerve
1. Visual (afferent)—80 per cent, reach the lateral geniculate body
2. Pupillary (afferent)—reach the tectum
3. Efferent fibres of unknown function reaching the retina
4. Photostatic fibres to the superior colliculus

18. Edinger-Westphal nucleus is involved in external ophthalmoplegia
(Ahmed: A Textbook of Oph.2nd ed.,p.375)

False
In external ophthalmoplegia only the extrinsic muscles are affected

19. Ocular tension is highest in the early morning
(Ahmed: A Textbook of Oph.2nd ed.,p.57)

True
Normal ocular tension is highest in the early morning and low in the evening hours

20. The commonest type of colour blindness is protanopia
(Parsons’ Dis.of Eye,19th ed.p.150) (CAL 95;AIIMS 02)

True
In most cases red and green colours are confused. These cases fall under two main groups-protanopia
(red colour blindness) and deuteranopia

21. Colour blindness is common in females (Parsons’ Dis.of Eye,19th ed.p.150) (SGPGI 02)

False
Colour blindness is more common in males and rare in females
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22. True 23. True 24. False 25. False 26. True 27. True 28. True 29. False

22. The predominant type of collagen the cornea is type I
(Ferris: Basic Sc.in Oph,2nd ed.,p 302)

True

23. Recurrent corneal erosions are seen in corneal dystrophy
(Ahmed: A Textbook of Oph.2nd ed.,p.230) (AIIMS 98)

True
Recurrent corneal erosions belong to corneal dystrophy

24. In lenticonus there is hypermetropic refraction in the centre of the lens
(Ahmed: A Textbook of Oph.2nd ed.,p.279)

False
In lenticonus there is protrusion of either posterior or anterior surface of the lens, the former being
commoner. There is myopic refraction in the centre of the lens

25. The range of accommodation is always the same for a given amplitude
(Ahmed: A Textbook of Oph.2nd ed.,p.64)

False
• The furthest distance at which an object is clearly seen is called the far point or punctum remotum

• The nearest point at which an object is clearly seen using maximum accommodation is called near
point or punctum proximum

• Range of accommodation is the distance between the far point and near point

26. Pseudo-Graefe sign is present in recovery stage of 3rd cranial nerve palsy
(Kanski: Clinical Oph.,2nd ed.,p.465)

True

27. Cavernous haemangioma is the commonest benign tumour of the orbit
(Ahmed: A Textbook of Oph.2nd ed.,p.158)

True

28. The commonest intracranial tumour extending to the orbit is sphenoid wing meningioma
(Kanski: Clinical Oph.,2nd ed.,p.45)

True

29. Tarsal cyst is a true cyst
(Ahmed: A Textbook of Oph.2nd ed.,p.166)
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False
Tarsal or Meibomian cyst, also called chalazion is not a true cyst. A pseudocapsule is present around
the granuloma, whose central portion becomes gelatinous

30. Arcus senilis is due to deposition of cholesterol
(Ahmed: A Textbook of Oph.2nd ed.,p.229; Parsons’ Dis.of Eye,19th ed.p.233)

False
• Occurs due to lipoid infiltration
• Not associated with any serum lipid abnormality

31. Posterior embryotoxon is an unusually thickened Schwalbe’s line
(Pavan-Langston: Man.of Ocular Diag.&Therap.5th ed.p.316)

True

32. Diagnosis of posterior scleritis is often missed
(Parsons’ Dis.of Eye,19th ed.p.234)

True
• Diagnosis is often missed because of absence of pain and affection of anterior segment of the eye in

most cases
• Clinical features include visual deterioration, proptosis, restricted ocular movements, posterior vitritis,

disc-oedema and exudative retinal detachment

33. Dilated and immobile pupils is the result of 3rd cranial nerve palsy
(Parsons’ Dis.of Eye,19th ed.p.121)

True
• If oculomotor nerve fibres to the ciliary muscle are also involved there is paralysis of accommodation,

called internal ophthalmoplegia

34. Keratic precipitates occupying triangular area in the lower part of the cornea is called Arlt’s triangle
(Parsons’ Dis.of Eye,19th ed.p.245)

True

35. Amsler’s sign is present in Fuchs’ heterochromic cyclitis
(Ahmed: A Textbook of Oph.2nd ed.,p.258;Parsons’ Dis.of Eye,19th ed.p.262)

True
• Diagnosis is difficult; a retrospective diagnosis can be made when the patient presents with secondary

cataract or glaucoma
• During cataract extraction in such a case while the anterior chamber is opened there may be fine

filiform haemorrhage from the oppositeangle, called Amsler’s sign

30. False 31. True 32. True 33. True 34. True 35. True
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36. Normal pupillary reaction is seen in lesion of the occipital lobe
(Ahmed: A Textbook of Oph.2nd ed.,p.537)

True
There is bilateral blindness with normal pupillary reactions; the patient denies blindness, called Anton’s
syndrome

37. Aqueous flare is the earliest sign of involvement of the second eye in sympathetic ophthalmitis
(Ahmed: A Textbook of Oph.2nd ed.,p.257)

True

38. Crystalline lens produces new fibres in old age
(Ahmed: A Textbook of Oph.2nd ed.,p.49)

True
The lens cortex forms throughout life

39. Intraocular lens implantation is contraindicated in corneal dystrophy
(Ahmed: A Textbook of Oph.2nd ed.,p.478) (Kerala 96)

True
• Contraindications of intraocular lens include:

— Endothelial dystrophy of cornea
— Chronic uveitis
— Rubeosis iridis
— Proliferative diabetic retinopathy

40. The probable diagnosis is acute congestive glaucoma if the patient presents with painful red eye
and vertically oval, dilated pupil

(Ahmed: A Textbook of Oph.2nd ed.,p.296)

True

41. About 17 per cent of normal eyes show a cup/disc diameter ratio greater than 0.3
(Ahmed: A Textbook of Oph.2nd ed.,p.291)

True
• Cup-disc (CD) diameter ratio is a genetically determined characteristic
• In about 80 per cent glaucomatous eyes CD diameter ratio is greater than 0.3
• Approximately 17 per cent of general population also have this ratio above 0.3

42. Visual field is largest for blue and smallest for green (Parsons’ Dis.of Eye,19th ed.,p.100)

True
After perimetry done using a white spot it is done with a coloured object-starting with red or green,
and then blue or yellow

36. True 37. True 38. True 39. True 40. True 41. True 42. True
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43. Timolol can induce dry eye (Parsons’ Dis.of Eye,19th ed.,p.165)

True
• Beta-blockers have side-effects like dry eye, bradycardia, bronchial spasm and depression

44. Prolonged use of timolol may induce weakness of accommodation
(Ahmed: A Textbook of Oph.2nd ed.,p.300)

False
Timolol has no action on size of the pupil, accommodation and visual acuity

45. Visualisation of retinal nerve fibre layer is enhanced by using red light
(Ahmed: A Textbook of Oph.2nd ed.,p.291)

False
• Normal retinal nerve fibre layer are seen as fine parallel lines crossing the blood vessels and reaching

the optic disc
• They are visualised by red-free monochromatic light

46. Filtration operation is successful in neovascular glaucoma
(Ahmed: A Textbook of Oph.2nd ed.,p.305)

False
Treatment is very difficult

47. Buphthalmos is more common in girls than boys
(Parsons’ Dis.of Eye,19th ed.,p.314)

False
It occurs more often in boys than girls

48. Roenne’s nasal step is detected by static perimetry
(Ahmed: A Textbook of Oph.2nd ed.,p. 139; Parsons’ Dis.of Eye,19th ed.,p.301)

False
Visual field defects in the Bjerrum area, 10-15 degrees fom the fixation, are detected by kinetic
perimetry
Perimetry may be static or kinetic, qualitative or quantitative, threshold or suprathreshold

• In static perimetry stimuli of varying luminance in the same position, preferred in quantitative ()
perimetry

• In kinetic perimetry moving stimuli of known luminance from a non-seeing area to a seeing area are
used

• Qualitative perimetry detects the field defect and is used as a screening procedure
• Quantitative perimetry detects the severity of field loss
• Threshold perimetry offers quantitative information
• Suprathreshold perimetry offers qualitative information

43. True 44. False 45. False 46. False 47. False 48. False
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49. Glycerol should not be given to a glaucoma patient having diabetes mellitus
(Parsons’ Dis.of Eye,19th ed.,p.166)

True

50. In glaucomatocyclitic crisis the angle of the anterior chamber is closed
(Ahmed: A Textbook of Oph.2nd ed.,p.302)

False
• Glaucomatocyclitic crisis or Posner-Schlossmann syndrome shows:

— Unilateral uveitic glaucoma
— Minimal signs of uveitis
— Recurrent episodes of raised ocular tension
— Gonioscopy shows normal angle

51. Macular degeneration is usually associated with chronic simple glaucoma
(Ahmed: A Textbook of Oph.2nd ed.,p.289)

False

52. In exudative retinal detachment ophthalmoscopy shows shifting subretinal fluid
(Ahmed: A Textbook of Oph.2nd ed.,p.350)

True
In exudative retinal detachment ophthalmoscopic findings include elevated retina with smooth
surface and shifting subretinal fluid

53. Senile macular degeneration shows subretinal neovascularisation
(Ahmed: A Textbook of Oph.2nd ed.,p.331)

False
Age-related macular degeneration (ARMD) has two forms:

• Dry, non-exudative or senile macular degeneration-characterised by two features-drusen and
geographic atrophy

• Wet, exudative or disciform macular degeneration chiefly characterised by serous detachment of
retinal pigment epithelium, subretinal neovascularisation and finally disciform scar in the macular
region

54. Peripheral retinal degeneration is seen in all adult eyes
(Ahmed: A Textbook of Oph.2nd ed.,p.328)

True

55. Central choroidal sclerosis is not a genetically-determined condition
(Ahmed: A Textbook of Oph.2nd ed.,p.262)

49. True 50. False 51. False 52. True 53. False 54. True 55. False
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False
It is most often genetically determined

56. In acute posterior multifocal placoid pigment epitheliopathy good visual recovery is unusual
(Ahmed: A Textbook of Oph.2nd ed.,p.328)

False
There is spontaneous resolution with good visual regain within 3 to 6 weeks

57. In Doyne’s honeycomb choroiditis both EOG and ERG are abnormal
(Parsons’ Dis.of Eye,19th ed.,p.355)

False
Dark adaptation, ERG and EOG are normal

58. Goldmann-Favre vitreo-retinal dystrophy is an autosomal recessive affection
(Ahmed: A Textbook of Oph.2nd ed.,p.337)

True

59. Gyrate atrophy of the choroid is caused by defective enzyme activity
(Ahmed: A Textbook of Oph.2nd ed.,p.262)

True
This is caused by defective activity of the enzyme, ornithine ketoacid aminotransferase

60. Cattle-truck appearance in retinal vessels is seen in complete central retinal artery occlusion
(Ahmed: A Textbook of Oph.2nd ed.,p.321)

False
This appearance is due to fragmentation of the blood column, especially in the veins

61. Roth’s spots are found in leukaemia (Ahmed: A Textbook of Oph.2nd ed.,p.346)

True
Retinal haemorrhages with pale centers are called Roth’s spots

62. Salt-and-pepper fundus is characteristic of pigmentary dystrophy of the retina
(Ahmed: A Textbook of Oph.2nd ed.,p.335,407)

False
Typically there is bone corpuscle-like pigment distribution
Salt-and-pepper fundus is seen in congenital syphilis and rubella

56. False 57. False 58. True 59. True 60. False 61. True 62. False
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63. Retinoschisis is commonly found in the lower and temporal sector
(Ahmed: A Textbook of Oph.2nd ed)

True

64. Cystoid macular oedema results from leakage from the choriocapillaris
(Ahmed: A Textbook of Oph.2nd ed.,p.317)

False

65. Drusens on the optic disc tend to be familial
(Ahmed: A Textbook of Oph.2nd ed.,p.331)

True

66. The inheritance of retinoblastoma is autosomal dominant
(Ahmed: A Textbook of Oph.2nd ed.,p.503) (AI 92)

True

67. Bonnet’s sign is present in hypertensive retinopathy
(Kanski: Clinical Oph.,2nd ed.,p.300)

True
Dilatation of the vein distal to the arteriovenous crossing is called Bonnet’s sign

68. Pseudorosettes are found in retinoblastoma
(Ahmed: A Textbook of Oph.2nd ed.,p.427) (PGI 98)

True
• Both rosettes and pseudorosettes are pathological characteristics
• Rosettes are elongated cells arranged radially to an apparentlyempty lumen
• Pseudorosettes are multi-layered cells arranged around blood vessels

69. Cobblestone retinal degeneration does not predispose to retinal breaks
(Ahmed: A Textbook of Oph.2nd ed.,p.330,table 45.10)

True

70. Non-ischaemic CRVT has near-normal visual acuity
(Parsons’ Dis.of Eye,19th ed.,p.335)

True
Also called venous stasis retinopathy, it does not show visual loss

63. True 64. False 65. True 66. True 67. True 68. True 69. True 70. True
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71. NVD has a greater tendency to bleed than NVE
(Kanski: Clinical Oph.,2nd ed.,p.308)

True

72. Candle wax spots in the retina are seen in sarcoidosis
(Parsons’ Dis.of Eye,19th ed.,p.340) (PGI 87)

True
Widespread retinopathy in sarcoidosis consists of exudates deposited in a candle wax pattern along
the vessels

73. Horse-shoe retinal tear is common in the lower temporal quadrant
(Ahmed: A Textbook of Oph.2nd ed.,p.349)

False
• This is seen more commonly at the upper half especially at the outer sector
• Its convexity is directed towards the disc an concavity toward the ura serrata
• It is usually single
• It shows an operculum

74. Postoperative cystoid macular oedema is rare after 2 months
(Ahmed: A Textbook of Oph.2nd ed.,p.318)

False
Cystoid macular oedema may occur 1 to 3 months after cataract extraction. FFA shows a flower petal
appearance

75. The circle of Zinn-Haller is formed by anastomosis between the ciliary and retinal arteries
(Ahmed: A Textbook of Oph.2nd ed.,p.37)

True

76. Double elevator palsy occurs due to bilateral superior rectus palsy
(Kanski: Clinical Oph.,2nd ed.,p.433)

False
This follows palsy of superior rectus and inferior oblique of one eye

77. Faden operation is suturing the extraocular muscle to the sclera posterior to its insertion
(Ahmed: A Textbook of Oph.2nd ed.,p.490)

False
Faden operation is the suturing the belly of the rectus muscle directly to the underlying sclera

71. True 72. True 73. False 74. False 75. True 76. False 77. False



Miscellaneous 283

78. Ocular bobbing is a disorder of vertical gaze (Ahmed: A Textbook of Oph.2nd ed.,p.388)

True
• Seen in a comatosed patient with pontine lesion this is characterised by irregular, spontaneous

downward jerks of the eyes followed by a slower drift back up to the primary position
• Other nystagmoid oscillations include superior oblique myokymia, ocular dysmetria, ocular flutter,

opsoclonus, ocular myoclonus and oculogyric crisis

79. For investigation of multiple sclerosis magnetic resonance imaging (MRI) is the method of choice
(Kanski and Thomas: The Eye in Systemic Dis.,2nd ed., p.59)

True
• MRI is a better mode of investigation than CT
• MRI shows typical periventricular and brainstem plaques of multiple sclerosis

80. Restrictive myopathy occurs in dysthyroid ophthalmopathy
(Ahmed: A Textbook of Oph.2nd ed.,p.156)

True

81. Myasthenia gravis shows depression of tendon reflexes
(Kanski and Thomas: The Eye in Systemic Dis.,2nd ed.,p.56)

False
Tendon reflexes are normal or exaggerated

82. Reiter’s disease is always assoiated with ankylosing spondylitis
(Ahmed: A Textbook of Oph.2nd ed.,p.255)

False
Reiter’s syndrome is characterised by triad of conjunctivitis, urethritis and arthritis

83. Multiple sclerosis may present with hemiparesis (Ahmed: A Textbook of Oph.2nd ed.,p.394)

True

84. Wegener’s granulomatosis shows respiratory tract involvement
(Kanski and Thomas: The Eye in Systemic Dis.,2nd ed.,p.104)

True
• In about 90 per cent cases there is upper respiratory tract involvement
• About 30 per cent cases there is ocular signs:

— Peripheral ulcerative keratitis
— Necrotizing scleritis
— Orbital pseudotumour
— Retinal vasculitis-uncommon

78. True 79. True 80. True 81. False 82. False 83. True 84. True
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85. A lesion in posterior tip of occipital lobe produces a contralateral congruous homonymous
hemianopia with macular sparing

(Ahmed: A Textbook of Oph.2nd ed.,p.303)

True

86. The most reliable diagnostic test in Wilson’s disease is estimation of urinary copper excretion
(Ahmed: A Textbook of Oph.2nd ed.,p.545)

False
Kayser-Fleischer ring is the most important finding

87. Bitemporal hemianopia starting in the inferior quadrant is seen in craniopharyngioma
(Ahmed: A Textbook of Oph.2nd ed.,p.392)

True

88. Homocystinuria is associated with subluxation of the lens down and inward
(Ahmed: A Textbook of Oph.2nd ed.,p.402)

True

89. Galactosaemia is associated with anterior capsular cataract
(Parsons’ Dis.of Eye,19th ed.,p.280)

False
• Bilateral cataract in early life
• At first anterior and posterior subcapsular opacity
• Finally spread to become total

90. Transient rise of intraocular pressure may follow argon laser trabeculoplasty
(Ahmed: A Textbook of Oph.2nd ed.,p.300)

True
• 0.4 per cent brimonidine drops are used to control raised IOP

91. Juvenile chronic arthritis most commonly affects 4 or less joints in about 60 per cent cases
(Kanski and Thomas: The Eye in Systemic Dis.,2nd ed.,p.46)

True
Systemic features of juvenile chronic arthritis (JCA)

• Systemic JCA-20 per cent
• Polyarticular JCA-20 per cent, involves 5 or more joints
• Pauciarticular –60 per cent, involves 4 or less joints

85. True 86. False 87. True 88. True 89. False 90. True 91. True
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92. The first ocular sign of acoustic neuroma is the loss of corneal reflex
(Ahmed: A Textbook of Oph.2nd ed.,p.394)

True

93. Infraorbital hypoaesthesia may be detected in blow-out fracture of the orbit
(Parsons’ Dis.of Eye,19th ed.,p.521)

True
This occurs due to entrapment of the infraorbital nerve

94. Laser-assisted in situ keratomileusis (LASIK) is the preferred keratorefractive procedure
(Parsons’ Dis.of Eye,19th ed.,p.83)

True

95. Azidothymidine is recommended in post-exposure prophylaxis in AIDS
(Ahmed: A Textbook of Oph.2nd ed.,p.411)

True

96. Siderosis bulbi is due to retention of copper
(Ahmed: A Textbook of Oph.2nd ed.,p.435)

False
• This is due to retention of iron. If iron is present for months there is electrolytic dissociation of iron

into iron salts or free iron, which are subsequently deposited in various tissues
• Alloyed copper deposition causes chalcosis and sunflower cataract; pure copper causes suppuration

97. In uraemic amaurosis pupils are dilated and not reacting to light
(Parsons’ Dis.of Eye,19th ed.,p.148) (PGI 80,81)

False
Pupils are dilated but generally react to light

98. Apparent esotropia is found in seen in narrow interpupillary distance
(Ahmed: A Textbook of Oph.2nd ed.,p.179) (PGI 93)

False
It is found in epicanthus

92. True 93. True 94. True 95. True 96. False 97. False 98. False
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99. Opsoclonus is conjugate and non-rhythmic
(Ahmed: A Textbook of Oph.2nd ed.,p.389) (PGI 99)

True
Opsoclonus is characterised by rapid, involuntary, repetitive, chaotic and multidirectional conjugate
ocular movements

100. Platinum is an inert intraocular foreign body
(Parsons’ Dis.of Eye,19th ed.,p.415) (DNB 90)

True
Other inert intraocular foreign bodies include silver, gold, titanium, glass, porcelain and plastic

B. FILL UP THE BLANKS WITH SUITABLE WORDS

101. The anteroposterior diameter of the eyeball is ............... mm
(Ahmed: A Textbook of Oph.2nd ed.,p.3) (UP 2000; AI 94; J&K 2001)

102. The ............... muscle is the longest extrinsic muscle
(Ahmed: A Textbook of Oph.2nd ed.,p.44)

103. The medial palpebral ligament is attached to the ............... border of the lacrimal sac
(Ahmed: A Textbook of Oph.2nd ed.,p.18)

104. Most active layer of the cornea is ...............
(Ahmed: A Textbook of Oph.2nd ed.,p.23) (AI 91)

105. The lens capsule is thinnest at the ............... pole
(Ahmed: A Textbook of Oph.2nd ed.,p.29)

106. Respiratory quotient of the crystalline lens is ...............
(Parsons’ Dis.of Eye,19th ed.p.21) (AIIMS 80,81)

107. The ............... are present at the foveola
(Ahmed: A Textbook of Oph.2nd ed.,p.35)

108. The macula lutea is situated ............... mm lateral to the optic disc
(Ahmed: A Textbook of Oph.2nd ed.,p.35)

109. The ciliary ganglion is situated on the ............... side of the optic nerve
(Ahmed: A Textbook of Oph.2nd ed.,p.7)

110. The ............... nerve is the smallest and the ............... nerve is the largest branch of the ophthalmic
nerve

(Ahmed: A Textbook of Oph.2nd ed.,p.10)

111. The long ciliary nerve contains the ............... fibres to the pupil
(Ahmed: A Textbook of Oph.2nd ed.,p.10)

112. Photopsia is characteristic of ...............
(Ahmed: A Textbook of Oph.2nd ed)

99. True 100. True 101. 24 102. superior oblique 103. lateral 104. endothelium 105. posterior
106. 1 107. cones 108. 3 109. lateral 110. lacrimal, frontal 111. dilator 112. retinal detachment
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113. The vortex veins pass through the ............... apertures of the sclera
(Ahmed: A Textbook of Oph.2nd ed.,p.)

114. Blood influx in the aqueous veins is seen in ............... phase of ocular tension in glaucoma
(Ahmed: A Textbook of Oph.2nd ed.,p.56)

115. Glucose concentration in the aqueous humour is ............... than in blood plasma
(Ahmed: A Textbook of Oph.2nd ed.,p.55)

116. The medullation of the optic nerve ceases normally at the ............... month of intrauterine life
(Ahmed: A Textbook of Oph.2nd ed.,p.46)

117. The ............... layer of the tear film is responsible for retention of the tear film
(Parsons’ Dis.of Eye,19th ed.,p.169)

118. The type of hypermetropia detected after full cycloplegia is called ...............
(Ahmed: A Textbook of Oph.2nd ed.,p.113)

119. The normal individuals see the arrow pointing to the vertical row at ............... while tested by
Maddox wing

(Ahmed: A Textbook of Oph.2nd ed.,p.374,385)

120. The shape of cupuliform cataract seen by slit-lamp is ...............
(Ahmed: A Textbook of Oph.2nd ed.,p.273)

121. The equatorial diameter of crystalline lens is ............... mm
(Ahmed: A Textbook of Oph.2nd ed.,p.29) (J & K 01)

122. Marginal corneal ulcer usually follows acute ............... conjunctivitis
(Ahmed: A Textbook of Oph.2nd ed.,p.112)

123. Corneal ulcer follows injury to ............... cranial nerve
(Ahmed: A Textbook of Oph.2nd ed.,p.224) (PG1 88)

124. Munson’s sign is present in ...............
(Ahmed: A Textbook of Oph.2nd ed.,p.233)

125. Keratoconus is best treated with ............... lens
(Ahmed: A Textbook of Oph.2nd ed.,p.233)

126. In bulbar pressure test using an ophthalmodynamometer for ............... minutes, the eye is
compressed by ............... gm pressure

(Ahmed: A Textbook of Oph.2nd ed.,p.314)

127. Lamellar cataract is usually associated with vitamin ............... deficiency
(Ahmed: A Textbook of Oph.2nd ed.,p.271)

128. Constantly changing refractive error is seen in ............... cataract
(Ahmed: A Textbook of Oph.2nd ed.,p.120) (AIIMS 92)

129. The diameter of the optic disc is ............... mm
(Ahmed: A Textbook of Oph.2nd ed.,p.33)

113. middle 114. rising 115. higher 116. 9th 117. external lipid 118. total 119. zero 120. saucer-shaped
121. 9 122. catarrhal 123. 5th 124. keratoconus 125. contact 126. 4,50 127. D 128. diabetic 129. 1.5
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130. Snellen’s chart is used for testing ...............
(Ahmed: A Textbook of Oph.2nd ed.,p.135) (KERALA 94)

131. Retinoscopy is used to detect ...............
(Ahmed: A Textbook of Oph.2nd ed.,p.131) (CAL 96)

132. The commonest cause of low vision in school-going children is ...............
(Parsons’ Dis.of Eye,19th ed.,p.593)

133. The cornea attains adult size by the age of ............... years
(Ahmed: A Textbook of Oph.2nd ed.,p.51) (KERALA 90)

134. Anomaloscope is used to detect ...............
(Ahmed: A Textbook of Oph.2nd ed.,p.72)

135. About ............... per cent children are born hypermetropic
(Ahmed: A Textbook of Oph.2nd ed.,p.51)

130. visual acuity 131. refractive error 132. uncorrected refractive error 133. 2 134. colour vision 135. 85
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