Introduction _________________________________________________ i 
Volume 1, Basic Skills, Qualification Training Package (QTP) contains modules on performing equipment user maintenance, clinical hygiene, sterilization procedures, evaluating patients for contraindications, maintaining material and instruments, and storage and disposal of dangerous/flammable materials. The QTPs are designed to enhance the 3-, 5- and 7-skill level OJT of ophthalmic assistant personnel. Trainees, trainers, supervisors, and task certifiers will all use the eight volumes. Before initiating any training you should review your responsibilities--as a supervisor/trainer--for conducting on-the-job training (OJT) per AFI 36-2201, Air Force Training Program. 
QTPs are designed to help you conduct and evaluate your field training. Once you begin upgrade training you are required to use the QTPs. QTPs provide continuity to the trainee’s upgrade training and are divided into the following volumes: 1) Basic Skills; 2) Clinical Skills - Radiology; 3) Clinical Skills - Chairside Assisting; 4) Clinical Skills - Preventive Dentistry; 5) Patient Administration – Procedures and Programs; 6) Logistics Management; 7) Clinic Management; and 8) Supervision and Training. The QTP modules were written to assist you in preparing for and conducting training. You must use the QTP modules for training when either: 1) the STS task is a core task (minimum qualification for the specialty); or 2) you have identified the STS task as a requirement of the trainee’s job. Each module segments the major tasks into teachable elements. Your goal is to provide enough training and guidance so trainees can do all task related steps, without assistance, while meeting local requirements for speed and accuracy. QTPs also aid OJT task certifiers in evaluating the trainees demonstrated performance. If you have local training requirements not covered by a QTP module you should develop “steps in performance” and “performance checklists” that support and standardize those tasks. 
Accompanying each volume of QTPs is a qualification training progress record. This QTP record serves as a document to record the date the trainee completes each module. Individuals in qualification/upgrade training must have this QTP progress record filed in their OJT folder. Use and annotation of this progress record are similar to current OJT documentation. When you are satisfied the trainee meets standards, as prescribed in the QTP performance checklist, you must document and initial each task completion date in column 2B of the Specialty Training Standard (STS) and the “date completed” column in the QTP progress record. If a person is being recertified on a task that is supported by a QTP you must use that module to complete the recertification process. 
Typically, you will manage each module by first, training the tasks and then, evaluating performance. Your local steps in performance may vary from the method listed in the QTP module. If this is the case, you are authorized to make changes to the first half of each module, (i.e., steps in task performance); however, the “performance checklist” is considered a standard and cannot be altered. You may train each QTP volume/module in any sequence; however, when conducting training use an organized and methodical approach. This will reduce your training time and enhance your efforts. 
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When beginning any training process you should first, review the procedures in each module with the trainee. Second, direct the trainee to review the training references listed to prepare for task performance. Third, go through the steps in task performance with the trainee, allowing enough time to adequately train each step (some modules may take longer to teach). Fourth, evaluate the trainees work at each critical step--using the performance checklist at this point will be helpful. Fifth, evaluate the trainee’s performance and provide feedback on any areas for improvement. Finally, when the trainee has successfully completed the task you must document and initial both the STS and the QTP progress record. If the trainee does not accomplish the module, conduct follow-up instruction until the trainee successfully completes the task. 
The QTP project goal of the 381 TRS/XWAA, Sheppard AFB TX, is to publish a useable document for trainers and trainees. You are encouraged to write-in changes or revisions to the QTPs. A corrections/improvements letter is located on the last page of each QTP volume. 
The inclusion of names of any specific commercial product, commodity, or service in this publication is for informational purposes only and does not imply endorsement by the Air Force. 
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MODULE 1 CLINIC ADMINISTRATION 
MODULE 1A SCHEDULE APPOINTMENTS 

Training References:

Purpose:

Objective:

Background Information:

Performance Resources:

Step-by-Step Procedure:

MODULE 1 CLINIC ADMINISTRATION 

MODULE 1B MAINTAIN OPHTHALMIC MEDICATIONS 
7.10. Maintain ophthalmic medications. 

Training References:

Course Study Guide

Purpose:

To ensure proper procedures are followed in maintaining ophthalmic medications.

Objective:

Upon completion of training, trainees must be able to:

· State purpose of properly maintaining ophthalmic medications

· Determine storage areas for specific ophthalmic medications

· State procedures for maintaining ophthalmic medications

Performance Resources:

Ophthalmic Medications

Refrigerator / Storage Cabinet

Step-by-Step Procedure:

1. Review ophthalmic medication to determine proper storage temperature to determine if refrigeration is necessary. (i.e. Proparacaine)

2. Check expiration date to ensure currency; return any expired medications to the pharmacy.

3. Label medications with the date they are opened and the technician’s initials.

4. Discard medications 90 days after opened.

5. Never dispense medications to a patient without the doctor’s approval.

6. Ensure storage cabinet is in a controlled area.

MODULE 2 MEDICAL MATERIEL PROCEDURES 
MODULE 2A PERFORM INSTRUMENT USER MAINTENANCE 
 9.3. Perform instrument user maintenance.

Training References:
Manufacturer’s Instruction/Operation Manual 

Objective: 

Given a randomly selected piece of equipment and the appropriate instruction manual, trainees must be able to:

- Perform visual/pre-use inspection of equipment 

- Operate the equipment as designed

- Perform required cleaning and lubrication (as required) at intervals specified by the manufacturer/instruction manual 

- Perform minor repairs/maintenance such as replacing batteries, bulbs, fuses, printer paper, etc.

- Disinfect equipment (if required) IAW Clinic Operating Instructions/equipment instruction manuals

Performance Resources:

Instrument Operating Manual

Instrument

Step-by-Step Procedure:

1.  Review equipment instruction manual to become familiar with controls, safety precautions, cleaning schedules, preventive maintenance, and use of equipment.  

2.  Perform a visual/pre-use inspection prior to operating any piece of equipment.  Equipment items used in patient care areas that are not working properly will be removed from service until they are inspected by the Biomedical Equipment Repair Section (BMER).  

3.  Equipment should only be used for its intended purpose.  Ensure all safety precautions listed in the instruction manual are observed.

4.  Keep dust covers or other protective devices over the equipment when not in use.

5.  Any instrument or piece of equipment that comes in contact with a patient should be wiped clean and thoroughly disinfected and/or sterilized as appropriate after each use.

6.  Immediately report any equipment malfunctions/hazards to your supervisor or BMER.  Initiate appropriate interim control measures until the malfunction/hazard can be eliminated 

MODULE 3 BASIC OPTICS

MODULE 3A USE OPTOMETRIC MATH 
10.1. Use optometric math.
Training References:
The Ophthalmic Assistant, Chapter 3

Professional Dispensing for Opticianry, Chapters 12-13 
Purpose:

Objective:

Background Information:

Performance Resources:

Step-by-Step Procedure:

MODULE 4 OPHTHALMIC OPTICS 
MODULE 4A SPHERICAL LENSES

11.2.1. Spherical lenses. 

Training References: 
The Ophthalmic Assistant, Chapters 3 and 12

General Ophthalmology, Chapter 20 

Purpose:

Objective:

Background Information:

Performance Resources:

Step-by-Step Procedure:

MODULE 4 OPHTHALMIC OPTICS 
MODULE 4B CALCULATE SPHERICAL EQUIVALENTS

11.4. Calculate spherical equivalents. 

Training References:

Ophthalmic Examination and Basic Skills, 

The Ophthalmic Assistant, 

Purpose:  To mathematically calculate the power of a spherical equivalent lens.

Background Information:  A spherical equivalent is a lens whose focal point coincides with the circle of least confusion of a given spherocylindrical lens.  The circle of least confusion refers to sturm’s conoid, which is the pattern of light created by light passing through a spherocylindrical lens, at the middle of which lies the circle of least confusion.

Objective:  Upon completion of training, trainees must be able to:

- State the purpose for calculating a spherical equivalent lens.

- Verbalize and display an understanding of algebraically adding positive and negative numbers.

- Perform the mathematical calculations on any spherocylindrical prescription presented (plus or minus cylinder)

- Convert 5 Rx’s with 100% accuracy.

Step-by-Step Procedure:

1.  Once the Rx is obtained, 1/2 the value of the cylinder power is added algebraically to the sphere power.

2. The cylinder is then deleted and the result is written with SPH or DS after it.

Examples:
RX: -2.00 +3.00 x 090
SPH EQ : -2.00 + (+1.50) =  - 0.50
ANS: - 0.50 sph

RX: +0.75 -1.25 x 005
SPH EQ : +0.75 + (+0.625) = + 1.375 
ANS: +1.375 sph ( 1/8 D increment)
RX: +4.00 +0.75 x 125
SPH EQ : +4.00 + (+0.375) = +4.375
ANS: +4.375 sph (1/8 D increment)

RX: -5.50 -1.00 x 007
SPH EQ: -5.50 + (- 0.50) = -6.00
ANS: -6.00 sph

RX: +1.25 -2.00 x 030
SPH EQ: +1.25 + (-1.00) = +0.25
ANS: +0.25 sph

RX: +1.00 - 5.00 x 045
SPH EQ: +1.00 + (-2.50) =  -1.50
ANS: -1.50sph
MODULE 4 OPHTHALMIC OPTICS 
MODULE 4C TRANSPOSE CYLINDER FORMS
11.5. Transpose cylinder forms. 

Training References:

Ophthalmic Examination and Basic Skills 

The Ophthalmic Assistant

Purpose:  To mathematically perform the calculations  needed to transpose from positive cylinder format to negative cylinder and vice versa.

Objective:  Upon completion of training, trainees must be able  to:

- State the purpose for transposing from one cylinder format to another.

- Verbalize and display an understanding of algebraically adding positive and negative numbers.

- Verbalize and display an understanding of  calculating 90 degrees away from any given axis.

- Perform the mathematical calculations on any spherocylyndrical prescription presented (plus or minus cylinder)

- Convert 5 Rx’s with 100% accuracy.

Step-by-Step Procedure:

1.  Once the Rx is obtained, the cylinder power is added algebraically to the sphere power.

2. Change the cylinder sign .

3. Then, change the axis 90 degrees (if original axis ( 90( subtract; if axis ( 90(  add ).

Examples:



Step 1



      Steps 2 & 3
RX: - 2.00 + 3.00 x 090

- 2.00 + (+ 3.00)= + 1.00

+ 1.00 - 3.00 x 180

RX: + 0.75 - 1.25 x 005

+ 0.75 + (- 1.25) = - 0.50

- 0.50 + 1.25 x 095



RX: + 4.00 + 0.75 x 125

+ 4.00 + (+ 0.75) = + 4.75

+ 4.75 - 0.75 x 035

RX: - 5.50 - 1.00 x 007

- 5.50 + (- 1.00) = - 6.50


- 6.50 + 1.00 x 097 

RX: + 1.25 - 2.00 x 030

+ 1.25 + (- 2.00) = - 0.75

- 0.75 + 2.00 x 120

RX: + 1.00 + 5.00 x 045

+ 1.00 + (+ 5.00) = + 6.00

+ 6.00 - 5.00 x 135

MODULE 4 OPHTHALMIC OPTICS 
MODULE 4D CONVERT MULTI-FOCAL RX TO SINGLE VISION

11.6. Convert multi-focal Rx to single vision.
Training References:
The Ophthalmic Assistant, Chapters 3, 9, and 12

General Ophthalmology, Chapter 20 
Purpose:

Objective:

Background Information:

Performance Resources:

Step-by-Step Procedure:

MODULE 5 ASSISTING THE HEALTH CARE PROVIDER 
MODULE 5A OBTAIN CASE HISTORY
CFETP 4VOX1 - 15.2. Obtain case history.

Training References:
The Ophthalmic Assistant, Chapters 7, 9-11, 16, 17, 22, 24, 25, 32, and 33

General Ophthalmology, Chapter 2
Purpose:

Objective:

Background Information:

Performance Resources:

Step-by-Step Procedure:

MODULE 5 ASSISTING THE HEALTH CARE PROVIDER 
MODULE 5B Measure Distant Visual Acuity
15.4.1. Measure distant visual acuity

Training References:

Clinical Procedures for Ocular Examination, p. 5-8

Ophthalmic Examination and Basic Skills, p. 18-35

Ophthalmic Assistant, 6th ed., p. 130-137

Purpose:  To measure the clarity of vision or the ability of the visual system to resolve detail.

Objective:  Upon completion of training, trainees must be able to:

- State purpose for performing the distant visual acuity test.

- List equipment required to perform the test.

- Prepare patient for testing by providing verbal instructions.

- Perform the distant visual acuity test without assistance or errors in under five (5) minutes.

- Document findings on the SF 600 and SF 88.

Background Information:

Visual acuity should be done on all patients as the first procedure following the case history.  The visual acuity is defined in terms of the minimum visual angle whose details can be seen at a set distance and is written as a fraction (20/20).  The numerator of the fraction is the test distance... i.e., the patient is standing 20 feet from the chart, therefore the test distance is 20 feet.  The denominator is the size of letter or object the patient could see in detail...i.e., the patient could see the 20/100 letter at twenty feet, while a person with normal acuity would have seen the 20/100 letter at 100 feet.  A visual acuity defines how well the eye can distinguish the size and detail of an object.  A subnormal visual acuity is indicative of a disease process, refractive error, or visual disturbance.   Illumination should remain the same and increased illumination causes pupillary constriction which increases the depth of focus, resulting in a potential change in the visual acuity.

Expected Findings:

- A visual acuity of 20/20 or better is considered normal.

- Any abnormality in visual acuity should be addressed to the optometrist.

Equipment Required:  

Visual Acuity Chart

Even Illumination

Occluder

Step-by-Step Procedure:

1.  The patient wears their habitual distance correction and covers their left eye with an occluder.  Insure that the occluder completely covers the left eye. 

2.  Examiner observes the patient, not the chart.

3.  Instruct the patient to “please read the smallest line of letters they can”.  Cover other lines if possible.

4.  Encourage the patient to read the letters on the next smaller line, even if they have to guess.  Stop when the patient has missed more than 25% of the letters on the line.

5.  Repeat steps 1 through 4 on the opposite eye. 

6. If the patient cannot see the largest letter, the patient should be instructed to walk towards the chart until they can see the largest letter.

7.  If the patient cannot see the letters at any distance, initiate the following testing sequence, stopping at the level at which  the patient can accurately respond.

- Counting Fingers (CF):  Starting at one foot away from the patient, ask them how many fingers they can  see.  Increase the distance until the patient’s responses are no longer accurate.  Then, move back toward the patient until they can reliably report the number of fingers.

- Hand Motion (HM): Using a moving hand as the target, ask the patient if they can see the hand moving and repeat direction similar to  Counting Finger.

- Light Projection (L Proj): Hold the penlight approximately 20 inches from the patient and ask the patient to point at the light.  Move the light in different visual fields and note the areas of the field in which the patient has vision.

- Light Perception (LP): direct a penlight at the patient and ask if they can see the light.  

- If no light can be seen document no light perception.   

Recording:

- On the SF 600 circle sc - without correction or cc - with correction.  If the patient is wearing contact lenses write cl next to cc.

- If the patient misses letters on a line record the line with a minus sign (20/25-).  If some letters were read from the next lower line, record the line with a plus sign (20/25+).

- Record the other testing procedures as follows;

-- counting fingers -  CF @ ________ distance  e.g., cc VA C.F. @ 3 Feet

-- hand motion - HM @ _________ distance  e.g., sc VA H.M. @ 7 Feet

-- light projection -  L.Proj. and areas of the visual field which light was seen. e.g., L.Proj. upper nasal field

-- light perception - L.P.      

-- no light perception - N.L.P.

Special Considerations:

-  The letter L is considered the easiest letter in the alphabet to identify and the letter B is the most difficult.

- In children, visual acuity testing should not be prolonged and fatiguing.

- If the child cannot comprehend letters, the broken wheel or light house cards should be used.  The examiner should stand ten feet away from the patient to perform the test.

- In all visual acuity measurements the examiner should note any letters the patient misses consistently.

- A false visual acuity will be obtained if the patient partially closes an eye, or squints.

- Illiterate patients may say they cannot see rather than admit ignorance.  Use the Broken Wheel cards if you think a patient is illiterate.

MODULE 5 ASSISTING THE HEALTH CARE PROVIDER 

MODULE 5C MEASURE NEAR VISUAL ACUITY

15.4.2 Measure near visual acuity.

Training References:

Clinical Procedures for Ocular Examination, p5-8

Ophthalmic Examination and Basic Skills, p29-31

Ophthalmic Assistant, 6th ed., p 140-141

Purpose: To measure the clarity of vision or the ability of the visual system to resolve detail at near.

Objective: Upon completion of training, trainees must be able to:

- State the purpose for performing the near visual acuity test.

- List the equipment required to perform the test.

- Prepare the patient for testing by providing verbal instructions. 

- Perform entire test in under three (3) minutes with no assistance and no errors.

- Document results on the SF 600 and SF 88.

Background Information:

Near visual acuity should be done on all patients as the first procedure following the distant visual acuity when performing routine exams.  The acuity is defined in terms of the minimum visual angle whose details can be seen at a set distance and is written as a fraction (14/14 or 16/16).  The numerator of the fraction is the test distance from the near point card, therefore the test distance is 14 or 16 inches.  The denominator is the size of the letter or object the patient could see in detail...i.e., the patient could see the 14/28 letter at 14 inches, while a normal person could see the letter at 28 inches.  A visual acuity defines how well the eye can distinguish the size and detail of an object.  A subnormal visual acuity if indicative of a disease process, refractive error, or visual disturbance.  Note: Moving the near point card closer or further away from the correct distance invalidates the test.

Expected Findings:

- A visual acuity of 14/14 of 16/16 or better is considered normal.

- Any abnormal visual acuity should be addressed to the optometrist.

Equipment Required:  

Near Point Card

Even Illumination

Occluder

Step-by-Step Procedure:

1. The patient wears their habitual near correction and covers their left eye with an occluder.  Insure that the occluder completely covers the left eye.

2. Examiner observes the patient, not the chart.

3. Instruct the patient to read the smallest line of letters they can. Cover other lines if possible.

4. Encourage the patient to read the letters on the next smaller line, even if they have to guess.  Stop when the patient has missed more than 25% of the letters on the line.

5. Repeat step 1 through 4 on the opposite eye.

Recording:

- On the SF 600, circle sc (without correction) or cc (with correction).  If the patient is wearing contact lenses write cl next to cc.

- If the patient misses letters on a line, record the line with a minus sign (14/28-).  If some letters were read from the next lower line, record the line with a plus sign (14/21+).

Special Considerations:

- The letter L is considered the easiest letter in the alphabet to identify and the letter B is the most difficult.

- In children, visual acuity testing should not be prolonged and fatiguing.

- In all visual acuity measurements the examiner should note any letters the patient misses consistently.

- A false visual acuity will be obtained if the patient partially closes an eye, or squints.

- Illiterate patients may say they cannot see rather than admit ignorance.  Use picture or tumbling E cards if you think a patient is illiterate.   

TEACHING GUIDE

Near Visual Acuity

INTRODUCTION (5 Min)

ATTENTION:

“My arms are too short!”  You’ve probably heard that complaint once or twice by now from some of your ‘maturing’ patients.  Some of your patients may complain about eyestrain with near work, headaches after reading or tired eyes.  How do you determine what this patient’s near visual acuity is?  What steps do you take to address their problem/complaint?  Visual acuity is so essential to any eye exam; you simply must know how to measure it correctly.

OVERVIEW:

This unit enables the trainees to conduct the Near Visual Acuity Test

- State the purpose for performing the near visual acuity test

- List the equipment required

- Conduct testing with no assistance or errors

- Document the results

MOTIVATION:

Upon completion of this training, trainees must be able to:

- Conduct the near visual acuity testing within 3-5 minutes with no assistance or errors

- Document results

PRESENTATION:

1. Purpose:

- Visual acuity testing is done on every patient seen in you clinic.  It is simple, yet provides a wealth of information about the visual status of the patient.  Visual acuity testing can tell you if a patient is nearsighted, farsighted, dramatically astigmatic and more.

2. Equipment required:

- Pinhole/Mask Occluder

- Near Point Card

3. Conduct the near visual acuity test

- Vision is tested monocularly, so have patient hold the Pinhole/Mask occluder with the right eye unoccluded (ensure the pinhole is not in place)

- This test is done with normal room lighting.  If light is dim, use a lamp shining from above the near card

- Hold test card the distance indicated. Some cards are for 13”, 14” and 16”.

- Testing is accomplished with habitual near correction

- Have the patient read the smallest line they can see clearly (sometimes you can suggest the patient try one line smaller)

4. Documentation

- Document results in Snellen format (NVA 20/30) on appropriate form

APPLICATION:

This unit enables trainees to conduct the near visual acuity test

EVALUATION:

- Conduct the near visual acuity test within 3-5 minutes without error

SUMMARY:

- State the purpose for performing the near visual acuity test

- List the equipment required

- Conduct testing with no assistance or errors

- Document the results

REMOTIVATION:

Upon completion of this training, trainees are able to:

- Conduct the near visual acuity testing within 3-5 minutes with no assistance or errors

- Document results

MODULE 5 ASSISTING THE HEALTH CARE PROVIDER 

MODULE 5D PERFORM THE PINHOLE DISC TEST

15.4.3 Perform the pinhole disc test.

Training References:

Clinical Procedures for Ocular Examination 

Ophthalmic Examination and Basic skills 

Purpose:  To determine if a decrease in vision is correctable by lenses.

Objective:  Upon completion of training, trainees must be able to:

- State purpose for performing the Pinhole Disc test and when the test should be performed. 

- List equipment required to perform the test.

- Prepare patient for testing by providing verbal instructions.

- Perform the Pinhole Disc test without assistance or errors in under three (3) minutes.

- Document findings on the SF 600.

Background Information:

When a refractive error does exist in an eye, the light rays emitted from the object fall on an area other than the retina causing an image blur.  The pinhole eliminates peripheral rays of light emitted from an object.  

Viewing the acuity chart through a pinhole will increase the patient’s depth of focus and decrease the retinal blur.  Thus, if the retina and visual pathway are free of abnormalities the patient’s acuity will improve.

Expected Findings: 

- If the cause of the patient’s decreased acuity is due to an uncorrected refractive error, the visual acuity is expected to improve.  A refraction should improve the acuity level of the patient at least to the level obtained through the pinhole. 

- If the cause of decreased acuity is not optically based, no improvement and possibly a further decrease will occur.

Equipment Required: 

Visual Acuity Chart

Pinhole disc (PH)

Occluder

Step-by-Step Procedure

1. If a patient’s distant visual acuity with correction is less than 20/30 (20/25 for flyers and on Ophthalmology day), the examiner will ask the patient to occlude the left eye and cover the right eye with the pinhole disc.

2. Instruct the patient to “position the PH disc over the eye being tested.  Ask the patient to look through one of the pinholes and read the smallest line of letters they can”, starting with the lowest line the patient could read without the pinhole disc.

3. Encourage the patient to read the next smallest line, even if they have to guess.  Continue until the patient has missed more than half the letters on a line.

Recording:

- Write “PH” after the distant visual acuity measurement and the lowest line the patient could read.            e.g., DVA 20/40  PH 20/25

- If no improvement is noted write: 20/NI  example:  DVA 20/40 PH 20/NI

MODULE 5 ASSISTING THE HEALTH CARE PROVIDER 

MODULE 5E PERFORM EXTRAOCULAR MOTILITY TESTING 

15.5.1 Perform extra-ocular motility testing (Diagnostic H). 

Training References: 

Clinic Procedures for Ocular Examination 

Ocular Motility 

The Ophthalmic Assistant, 6 ed.

Career Development Course 4VO51

Purpose: To assess the patient’s ability to perform conjugate eye movements.

Objective:

-  State the purpose for performing the Muscle-H Test.

-  List the equipment required and prepare the patient.

-  Perform the Diagnostic Muscle-H Test without assistance or errors in under three minutes.

-  Document the findings on the SF 600

-  Determine which extra-ocular muscles (EOM) are suspect.

Equipment Required: 

Penlight or other fixation device

Step-by-Step Procedure:

1.  Hold penlight in front of patient approx. 30 inches (40-50 cm).

2.  Instruct the patients to follow the light with their eyes without moving their head.  Ask them to tell you if they see the light double or if they feel pain and/or discomfort while moving their eyes.

3.  Start in the primary position and draw an H.

4.  Throughout the procedure observe:

     The smoothness of movement.

     The patient’s accuracy in following the penlight.

     The extent of the movement.

Recording:

- If the patient follows the light smoothly to all positions of gaze with both eyes and never reports diplopia     or discomfort, write “Full and Smooth” on the SF 600.     

-  If the patient shows any problems, write “possible paresis of _______” (which ever muscle is suspect and report findings to the optometrist.

MODULE 5 ASSISTING THE HEALTH CARE PROVIDER 
MODULE 5F ADMINISTER PSEUDOISOCHROMATIC PLATES (VTS-CV) TEST

15.6.1:  Administer Pseudoisochromatic Plates (VTS-CV) test.

Training References: 

Clinical Procedures for Ocular Examination, p. 13

Dvorine Pseudo-Isochromatic Plates Manual

Purpose:  To screen for acquired and/or hereditary color vision defects.  

Objective: Upon completion of training, trainees must be able to:

- State the purpose for performing the pseudo-isochromatic plates.

- List the equipment required to perform the test.

- Prepare the patient for testing by providing verbal instructions.

- Perform the entire test in under five (5) minutes with no assistance and no errors.

- Document results on the SF 600 or the SF 88.

Background Information:

Cones are responsible for our perception of different colors.  Approximately .5% of women and 8% of men have color deficiencies.  Color vision does not change except in case of eye or central nervous system disease.  The pseudo-isochromatic plates estimate the degree of color deficiency on the assumption that the more errors an individual makes, the more serious the defect.

Expected Findings:  It is considered normal to make as many as four (4) mistakes in 14 plates.

Equipment Required: 

Pseudo-Isochromatic Plates

Occluder

(MacBeth lamp is used for official Air Force testing)

Set-Up:

- The patient wears their habitual Rx for near.

- The patient holds the occluder.

- The examiner holds the test book approximately 30 inches from the patient.

Step-by-Step Procedure:

1.  Explain to the patient using the first test plate, which will not be included in the patient’s score, that they will see a number or figure and must state what the number or figure is.

2. The patient will have three (3) to five (5) seconds to respond to each plate.    

3.  Have the patient occlude one eye. 

4. The examiner observes the patient to ensure that only one eye can see the test plates at all times.

5. Flip the plates one at a time, allowing a three (3) to five (5) second time period for each plate, and ask the patient to identify the number or figure on each page.  Failure to respond or identifying only one digit on a plate, which has two digits, is counted as an incorrect response.

6. Repeat steps two (2) and three (3) to test the other eye. 

Recording:

On the SF 600-

- For each eye write the number of correctly identified plates, a slash mark, and then the number or plates tested.

- Record the type of test used.

Examples:

- OD 12/14   OS 11/14 Ish. PIP

- OD  3/14    OS 14/14 Dvorine PIP

On the SF 88 -

- Make the entry in block 64. 

- If 10 or more responses were correct write - “Passes-VTS-CV.”

- If five (5) or more incorrect responses write - “Fails-VTS-CV”, with the number of incorrect responses.

TEACHING GUIDE

Administer Pseudoisochromatic Plates

INTRODUCTION (5 Min)

ATTENTION:

· There are many occupations that require identifications of color.  Imagine the explosive ordinance technician having to cut the red wire to disarm a bomb.  Problem is, red and green look the same to person.  Swell, right?  So, while it is sad to see people restricted from certain career fields due to color vision defects, the standards requiring normal color vision are there for a reason.

· Let me explain briefly the mechanics of color vision.  Cones (located near the fovea of the retina) are responsible for most of our ‘daylight’ vision.  Rods (located throughout the retina) are responsible for our ‘night time’ vision.  For dim illumination (dusk and dawn) we use a mixture of both rods and cones.  Cones are the primary color receptors.  The darker it gets, the less color we see.  Each cone is selectively sensitive to some wavelengths of the visible spectrum and not to others.  We have cones that are sensitive to red (700 nm wavelength) light, others to green (530 nm wavelength) light, and still others sensitive to blue (450 nm wavelength) light.

· A person with ‘normal’ color vision is said to be a trichromat.  Ninety-two percent of men are normal trichromats, and 99.5% of women are normal trichromats.  Color defects usually don’t change throughout life.  If a person has a color defect, the defect was probably there at birth.  When a defective color vision is acquired (i.e. not congenital) it usually indicates a pathological condition, meaning it’s due to some eye disease or systemic physical problem.  Almost all monocular (one-eyed) color deficiencies are pathological.  This is the reason we do color vision testing one eye at a time.

OVERVIEW:

The purpose of this lesson to train personnel color deficiency screening.

· Purpose for performing the pseudoisochromatic plates

· Equipment used

· Patient preparation

· Screening performance

· Documentation

MOTIVATION:

Upon completion of training, trainees must be able to:

· State the purpose for color vision screening

· List the equipment required to perform the screening

· Instruct the patient on screening performance

· Perform the entire screening without assistance or errors

· Document screening results

PRESENTATION:

1. Purpose for color vision screening

· To detect color deficiencies that may effect the performance of the patients tasking.

2. Equipment required to perform the screening

· Pseudoisochromatic Plates, occluder (MacBeth lamp for Air Force physical exams), patients near habitual prescription

3. Patients performance instructions

· If the patient wears reading glasses, have them use them for the entire screening

· Use the first (demonstration) plate for instruction purposes

· Explain to the patient: 

· they have approximately 5 seconds to view the plate and respond

· If the patient fails to respond within 5 seconds you will automatically move on the next plate

· Let them know they aren’t penalized for guessing

· At no time is the patient allowed to touch the plates (oils from their hands will effect the colors)

4. Screening performance

· Occlude one of the patient’s eyes

· Hold screening plates approximately 30 inches from patient

· Show the demonstration plate and have the patient respond (if the patient claims not to see the demonstration plate, you know they are malingering.  Discontinue the screening and refer patient to the optometrist.  Don’t confront the patient with your suspicions)

· Shut off all room lights and use the approved test lamp for illumination

· Begin showing the 14 plates at 5 second intervals

· Note number of incorrect responses (there are no ‘half a plate’ credits given)

· Repeat steps for screening the other eye

5. Documentation

· Annotate number of correct responses in fraction format(i.e. 10/14, 9/14, 12/14)

· 10 or more correct responses is considered ‘Pass’; 9 or less correct responses is considered ‘Fail’

· For SF600, SF88 or AF form 1722 document number of correct responses/number of plates and pass or fail (i.e. 12/14 Pass; 8/14 Fail)

· For flight line drivers license screening only ‘Pass’ or ‘Fail’ is needed (may screen binocularly to determine eligibility)

APPLICATION:

The purpose of this lesson to train personnel color deficiency screening

EVALUATION:

· Gather equipment needed for screening

· Explain testing procedures

· Test patient without any assistance or errors

· Document properly

SUMMARY:

· Purpose for performing the pseudoisochromatic plates

· Equipment used

· Patient preparation

· Screening performance

· Documentation

REMOTIVATION:

Upon completion of training, trainees must be able to:

· State the purpose for color vision screening

· List the equipment required to perform the screening

· Instruct the patient on screening performance

· Perform the entire screening without assistance or errors

· Document screening results

CLOSURE:

The perception of color by the human eye is one of the most misunderstood concepts by patients.  How often have you heard someone say, “I’m color blind”?  Are they really “color blind”?  Most people who make this claim are more likely color deficient and could still identify the basic colors to you.  The information in this lesson was geared to bring color vision into perspective and help you understand the process used to screen a person’s fitness to perform their job.  It’s important the color vision screening is performed properly.  Awesome!

MODULE 5 ASSISTING THE HEALTH CARE PROVIDER 
MODULE 5G ADMINISTER FARNSWORTH D-15 HUE TEST

15.6.2:  Administer Farnsworth D-15 Hue test.

Training References:
Clinical Procedures for Ocular Examination, pp. 226-227

The Farnsworth Dichotomous Test for Color Blindness Manual

Purpose: To provide a more in-depth analysis of color vision defects identified through clinical screening tests.

Objective:  Upon completion of training, trainees must be able to:

- State the purpose for performing the Farnsworth D-15 Hue Test.

- List the equipment required to perform the test.

- Prepare the patient for testing by providing verbal instructions.

Background Information:  Cones provide a person’s color vision.  Approximately .5% of women and 8% of men are color deficient.  The D-15 is sensitive to acquired and congenital color vision defects of both the red-green and blue-yellow types.

Equipment: 

D-15 test with standard scoring sheet

Occluder

Expected Findings:  Score sheets are provided with the test

Set-Up: 

1. This test is done monocularly, occlude one of the patient’s eyes (patient wears their habitual Rx).

2. The D-15 box should be open and the colored caps should place on the table in random order with colors up.  

3. Best illumination is provided by the MacBeth Lamp and the order of desirability is “north daylight”, “daylight blue” incandescent lamps, “daylight” florescent and then ordinary incandescent lamps.

Step-by-Step Procedure:

1. Place the patch over the patient’s eye - the uncovered eye will be tested.

2. Instruct the patient to rearrange the caps in order of similarity, starting with the reference cap which is glued down, in the D-15 box, and to the patient’s left. Take care that the patient does not see the numbers on the bottom of the caps.  Tell the patient to do the test quickly allowing 2 minutes per eye.

3.  When the patient has rearrange the caps, close the lid, turn the box over, and open it upside down.

4. Record the numerical order, which is printed on the bottom of each cap, onto the test form provided.

5. Repeat steps 1 through 5.

6.  If any abnormality is found on the first test, retest each eye.

Recording:   

 Use the standard recording sheet provided with the D-15 test

- Write down the numbers of the caps in the patient’s order in the space where it says subject’s order.

- Connect the dots on the chart according to the numerical order of the caps.

- Make a notation if the patient was unusually slow.   

- The test is scored as a unit and is either passing or failing.

- A circular pattern indicates passing.

- A parallel or lacing pattern indicates failure

MODULE 5 ASSISTING THE HEALTH CARE PROVIDER 
MODULE 5H PERFORM TITMUS STEREO TEST

15.7.2.  Perform Titmus Stereo test.

Training Reference:

Clinical Procedures For Ocular Examination, p. 19-20

Randot Stereotest Manual

Purpose: To measure a patient’s fine depth perception through their ability to fuse stereoscopic targets.

Background Information:  Stereopsis is the ability to fuse two objects to achieve the perception of depth.  In the Randot stereo test, objects with different visual angles are presented to each eye by utilizing cross polarized glasses.  The Randot test can measure stereoacuity, which is the relative disparity of visual angle which can be successfully fused by the patient, resulting in perception of depth.  

Expected Findings:
Stereopsis at Near - 40 seconds of arc or better.

Objective:  Upon completion of training, trainees must be able to:

- State purpose for performing the Titmus/ Randot Stereo test.

- List the equipment required to perform the test.

- Prepare patient for testing by providing verbal instructions.

- Perform the Titmus/ Randot Stereo test without assistance or errors in under five (5) minutes.

- Correctly document findings on the SF 600.

Equipment:  Polaroid glasses and Stereo test booklet (e.g., Randot, Titmus).

Set Up:

1.  The patient wears Polaroid glasses over their near Rx.

2.  The patient/ technician holds the stereo booklet at 40 cm / 16 inches.  Ensure glare or reflections do not  project onto the booklet - a dark area behind the subject helps.

Step-by-Step Procedure

1.  Direct the patient’s attention to the vertical (R + L) rectangle on the left side of the booklet.  Ask the patient to verbalize what they see inside the rectangle. 

2.  If the patient cannot see what is in the vertical (R + L) rectangle or only sees half the objects in the rectangle, the patient fails.  The technician should then perform the red lens test. 

3.   If the patient correctly states what is in the vertical (R + L) rectangle, continue testing by using the circles for children and adults.  Use the pictures for  young children when they are unable to correctly use the circles.

4.  Next, ask the patient which target seems to float above or seems different from the other targets in each row.  The patient may answer left, middle or right.  Children may use their finger to point to the circle or picture they select.

5.  If the patient answers first row correctly,  proceed to the next row until the patient answers two consecutive rows incorrectly or completes all the rows.  

6.   If the patient answers the first row incorrectly, explain the test to the patient again then direct the patient’s attention to the four large rectangles on the lower right side of the Randot test booklet.    Ask the patient to state what they see in each rectangle.

7.  If the patient can correctly state what is in each rectangle, go back to the test circles and repeat steps three through five and record the results.

8.  If the patient cannot correctly state what is in the rectangles direct the patient’s attention to the top four rectangles on the right side of the Randot test booklet.  Ask the patient to state what they see in each square and record results.

Recording:

1. Write “Stereo at Near” and “with” (sc) or “without” (cc) correction.

2.  Record the amount of stereopsis in seconds of arc (taken from the instructions that come with the stereo test) for the last correct response the patient gave before two consecutive incorrect responses.

3.  If the patient is not able to correctly identify any of the small targets on the test, record the amount of stereopsis in seconds of arc for the smallest target the patient was able to correctly perceive.

4.  If the patient does not perceive any of the stereo targets, record none.

5.  Record the name of the test used.

6. Examples:

              Stereo at Near sc 40 sec, Titmus

              Stereo at Near cc none, Randot

MODULE 5 ASSISTING THE HEALTH CARE PROVIDER 
MODULE 5I PERFORM PUPILLARY REFLEX TEST TO INCLUDE SWINGING FLASHLIGHT TEST
15.8  Perform pupillary reflex test to include swinging flashlight test.

Training References:

CDC 4V051 Optometry Journeyman

Assisting Healthcare Provider para.608  

Administering the Pupillary Reflex Test, 7 ed.  P. 1-73 - 83

Purpose:  To assess patients pupillary response.

Objective:

· State the purpose for the Pupil Reflex Test and Swinging Flashlight (or Marcus Gunn) Test.

· List the equipment required and prepared the patient.

· Perform the Pupil Reflex and Swinging Flashlight Tests without assistants or errors in less than three minutes.

· Document the findings on the SF600 and AF Form 1722

Equipment Required:  

Penlight (or Transluminator)

A fine pointed object

Fixed object for distance acuity

Step-by-Step Procedures:

1. Pupillary Reflex Test (PERRLA)

a. Testing is administered in a well-lit room.  Patient is seated facing the tester and correction is not worn.

b. Observe patients pupils note whether Pupils are Equal (size of pupil using chart on penlight or PD ruler) and Round.

c. Take penlight (hold 3 to 5 inches away) and shine into the Right eye (Reacting to Light).

i. Observe the constriction of the lighted pupil, Note: the size and rate of constriction (on a scale 1 to 4, a 1 is slow and a 4 is fast).

ii. Repeat,  Observe the constriction of the non-lighted eye. Note: the size and rate of constriction.

iii. Repeat both steps if not sure of observation.

d. Take penlight (hold 3 to 5 inches away) and shine into the Left eye (Reacting to Light).

i. Observe the constriction of the lighted pupil, Note: the size and rate of constriction.

ii. Repeat,  Observe the constriction of the non-lighted eye. Note: the size and rate of constriction.

iii. Repeat both steps if not sure of observation.

e. Have patient focus with both eye on an object at distance (20’),  hold object 6 inches away (pen, pencil, penlight etc),  then have patient focus on object at close.

i. Observe for constriction of  pupils as patient focus (or Accommodates) for near vision, Note: the size and rate of constriction.

ii. Repeat both steps if not sure of observation.

2. Swinging Flashlight Test or Marcus Gunn Test (MG or APD)

a. Testing is administered in a well-lit room.  Have patient focus on a distance object  and correction is not worn.

b. Take penlight (hold 3 to 5 inches away) shine into the Right eye for 3 to 5 seconds. Without shutting off the light move to the Left eye.

i. Observe the left pupil if it stay the same or constrict.  This is a negative MG(or APD)

ii. Repeat if not sure of observation.

c. Take penlight (hold 3 to 5 inches away) shine into the Left eye for 3 to 5 seconds. Without shutting off the light move to the Right eye.

i. Observe the left pupil if it stay the same or constrict.  This is a negative MG(or APD)

ii. Repeat if not sure of observation.

Document the findings on the SF600 and AF Form 1722

1. Standard Form 600 (in the objective portion of exam)

a. You will write PERRLA (Pupils Equal Round Reacts to Light and Accommodation).  Above the “E” write the right eye pupil size in MM,  over the 1st if not round you need to note shape (oval) and over the 2nd “R” write the pupil constriction rate. For the left eye write below the letters.  For swinging flashlight test;  write either “+” positive  or “-“ negative APD(or MG) 

Example:

    6     4

PERRLA (-)APD or (-) MG    Pupils Equal (6 mm in size) Round Reacts to Light (at a 4) Accommodation

  6     4

  5     4

PERRLA (-)APD  or  PRLA OS>OS; OS reacts slower to light, (-)MG.  Both ways are correct.

  7     2         Pupils are not Equal left eye is larger, both are Round, React to Light left eye slower and Accommodation  

b. AF Form 1722

c. For the 1722 everything is written need to document.  Under the tonometry boxes, there are five boxes for pupils.

i. Top box is for pupil sizes, shapes and rates of constriction above line is right eye and below is the left eye.

ii. Middle box need to check (“√ ” to show test was performed)  for “PERRL” add the “A” for accommodation. (if eyes are not Equal line through the “E” or any other abnormality line through appropriate letter)

iii. Bottom box need to check (“√ ” show test was performed)  for APD write in and circle the “+” or “-“ sign next to the APD.

MODULE 5 ASSISTING THE HEALTH CARE PROVIDER 
MODULE 5J MEASURE BLOOD PRESSURE

CFETP 4V0X1 - 15.13.  Measure blood pressure.

Training References:

The Lippincott Manual of Nursing Practice, 5th ed. pp. 20, 409, 413

AFI 48-123 Medical Examination and Standards, pp. 30, 42, 53, 63

Sprague Rappaport Type Stethoscope Instructions

Purpose: To accurately measure and record the amount of pressure exerted against the arterial wall by using a stethoscope and blood pressure cuff.

Objective:  Upon completion of training, trainees must be able to:

- State purpose for taking a blood pressure.

- List equipment required to perform the test.

- Prepare patient for testing by providing verbal instructions.

- Take the blood pressure without assistance or errors in under six (6) minutes.

- Document findings on the SF 600.

Background Information:  Blood pressure is the force exerted by the blood against the walls of the arteries as it flows through them.  Primarily, the volume of blood in the arteries maintains your blood pressure.  As long as the amount of blood leaving the arteries is equaled by the amount being pumped by the heart, the blood pressure is stable.  Systolic pressure represents the highest point at which you hear the sound of the heartbeat.  This occurs when the heart’s ventricles contract.  Diastolic pressure is the lowest point at which you hear the sound of the heartbeat.  This occurs during ventricular rest.

Expected Findings:  Normal Range - Systolic: 100 - 140 mm. Hg ;  Diastolic: 60 - 90 mm. Hg

Equipment Required: 

Stethoscope

Blood pressure cuff

Cleaner

Set-up:
- Place the patient in a position of comfort for at least five minutes.  Avoid taking the blood pressure readings immediately after stressful or taxing situations such as physical exertion or emotional excitement.

- Check the stethoscope to ensure it is in working order by placing the binaural tips into your ears and tapping your finger on the diaphragm.  If sounds come through the stethoscope is working.  If you do not hear the sounds rotate the head 180 degrees where it clicks. The clink indicates that the head has settled in the ready position, facing the opposite side.  Now tap again.

Step-by-Step Procedure:

1. Explain the procedure to the patient to reduce anxiety.

2. Have the patient roll up their sleeve.  Ensure the sleeve is not constricting the arm.

3. Place the arm in an abducted, slightly flexed position, palm upward.  The arm should be supported on a flat surface approximately the same level as the patient’s heart.

4. Find the brachial artery near the antecubital space with your fingertips and place the cuff with the arrow one inch above the site.  Wrap the cuff around the extremity.   The cuff should be even and snug.  It is recommended that the width of the cuff be 20% greater or one and a half times the width of the measured extremity.  If the cuff is too loose the reading may be falsely high.  

5.  Close the pressure system on the cuff. 

6. Place the stethoscope head/disc over the brachial artery and slightly under the cuff.

7.  While listening with the stethoscope, rapidly inflate the cuff approximately 30 mm. Hg above  the point where the radial pulse can no longer be felt

8. While watching the sphygmomanometer dial, slowly deflate the cuff and listen carefully.  The first audible sound is the systolic number.   The diastolic number is recorded when the sound can no longer be heard.   Release the pressure and remove the cuff. 

9. Clean the earpieces. 

Recording:

- The reading should be written as a fraction.

   -- Example: 120/ 80:  the top number is systolic, and the bottom number is diastolic.   

S: 56yo wm requests blood pressure test.

O: B.P. taken @ 0900   150/ 90

A:  Isolated B.P.  reveals slight elevation.

P:  Patient referred to provider.

- Any reading outside the normal range should be reported to the provider.  The finding of an isolated elevated blood pressure does not necessarily indicate hypertension

MODULE 5 ASSISTING THE HEALTH CARE PROVIDER 
MODULE 5K PERFORM NONCONTACT TONOMETRY (NCT)

15.16.1.  Perform noncontact tonometry.
Training References:


The Ophthalmic Assistant 6th ed 

Clinical Procedures for Ocular Examination
Computerized Tonometer CT-20 Instruction Manual

Purpose: To measure, in mm Hg, the intraocular pressure through the use of an air pulse with no direct contact to the eye.

Objective: Upon completion of training, trainees must be able to:

- State purpose for performing noncontact tonometry.
- List equipment required to perform the test.

- Prepare patient for testing by providing verbal instructions.

- Perform the noncontact tonometry without assistance or errors in under three (3) minutes.

- Document findings on the SF 600 and/or SF 88.

Background Information:  Tonometry should be performed on all patients unless directed otherwise.  The Non-Contact Tonometer (NCT) works on the principle of an interval timer, measuring the time it takes the puff of air to flatten the cornea.  Infrared light and photoelectric cells determine the point at which the cornea is flat, at which time the timing device stops.  It takes less time for the puff of air to flatten a soft eye than it does a hard one, and hence an accurate relationship between time and intraocular pressure can be established.

Expected Findings: Normal range 10-21mm Hg and no greater than 3mm Hg. difference between eyes
Equipment Required:  

NCT

Approved cleaner

Tissues 

Set-up:

- Turn equipment on.

- Perform equipment check by pressing test mode selector; then press the measuring switch.  Air is emitted for internal checking.  “O.K.” will display if everything is satisfactory  (perform this step at the start of each day).  Press the mode or range selector switch to return the instrument to auto mode.  

- When “N.G.+” or “N.G.-” is displayed, the instrument is faulty.  Turn power off immediately and contact Biomedical Equipment Repair.    

Step-by-Step Procedures:

1. Prepare patient for testing by providing verbal instructions.  Demonstration of test is optional.

2 Ask the patient to place their head in the headrest and to close their eyes.

3. Turn the chinrest adjusting knob to match the patient’s outer canthus with the canthus marker.  Adjust the level of the rotary table and the chin rest for patient comfort.

4. Raise the safety lock knob and advance the NCT until the nozzle is centered and 7 to 8mm from the patient’s eyelid.

5. Lock the safety knob and make sure the forward travel of the instrument is limited.  The patient’s forehead must be firmly against the forehead rest.

6. Instruct the patient to open both of their eyes and re-center nozzle.

7. Have the patient focus on the green light and the reflection of their eye.

8. Maneuver control lever to center two luminous spots in inner alignment circle.   Air is automatically emitted for measurement.  Note:  Try to have the patient relax.  The reading may be higher if the patient is tense or holding their breath.

9. Pull the instrument towards you and repeat steps seven and eight on the other eye if the measurement is reliable.  The following notes indicate whether the reading is reliable: 

9.1 16 - Figure only indicates a reliable reading.

9.2 (16) - Figure with parentheses indicates a less reliable reading.  This occurs when eyelashes interfere with the air pulse.  However, in some cases, only measurement data in parentheses may appear because the patient’s cornea does not reflect a sufficient quantity of light.

9.3 ERROR - Indicates measurement is incorrect or much higher than 30mmHg.

9.4 OVER - Indicates measurement exceeds any of the measurement ranges.  Change the range.

9.5 Normal range is 10 to 21mm Hg and a difference between the two eyes no greater than 3mm Hg.  If the result is outside the normal range, obtain a minimum of two readings per eye.  Notify the optometrist of any  results outside normal range.

10. The patient may need tissues for watery eyes.

11. Clean the chin and forehead rest with an approved cleaner between patients.

Recording:

SF 88 BOX 69:

OD 15 OS 14 @ 1532 (if the reading exceeds 21mm Hg refer the patient to an optometrist for applanation tonometry).  

SF 600

S: 50 y/o wm requests tonometry screening.

     MHx: None  Fhx:  F - glaucoma, etc...

O: DVA  cc OD 20/20 OS 20/25  

     NCT: OD 20, OS 20 @ 0900

A: NCT reveals pressure WNL. 

P: This test is only a screening device and does not rule out glaucoma.   Patient to consult doctor concerning results of test.    

MODULE 5 ASSISTING THE HEALTH CARE PROVIDER 
MODULE 5L PERFORM AMSLER GRID TEST

15.17.1.  Perform the Amsler Grid test.
Training References:

Clinical Procedures for Ocular Examination, p. 200-202

The Ophthalmic Assistant, 6th ed., p. 391-392

Purpose:  To assess the integrity of the visual field corresponding to the macular region.

Background Information:  The Amsler grid was devised to detect abnormalities in the central 20 degrees in the field of vision.  The squares on the grid are 5 mm in size and subtend an angle of 1 degree at 30 cm.  The Amsler grid is of greatest value in detecting microscopic areas of macular or perimacular edema in which visual distortion is a prominent sign.  The test should be performed whenever macular disease is a possible diagnosis.  If only one eye is affected, both eyes should nevertheless be tested.  

Objective:  Upon completion of training, trainees must be able to:

- State purpose for performing the Amsler grid test

- List the equipment required to perform the test.

- Prepare patient for testing by providing verbal instructions.

- Perform the Amsler grid test without assistance or errors in under six (6) minutes.

- Document findings on the SF 600. 

Equipment:  

Amsler recording grid (the Amsler grid book may be used)

Occluder

Set-Up:

- The patient wears his best near Rx and holds the occluder over untested eye.

- The examiner holds the Amsler grid or Amsler grid book chart #1 30 cm (12 inches) from the patient under bright illumination.

Step-by-Step Procedure

1.  Have the patient cover the better seeing eye if there is a significant difference.  This will enhance the patient’s understanding and thus the reliability of their responses to the test.

2.  Instruct the patient to look at the center dot throughout the test.  Remind  the patient frequently to continue looking at the dot. 

3.  If the patient cannot see the dot, the technician should either go to chart #2 in the Amsler grid book or draw an X on the Amsler recording grid ( the middle of the X should be on the dot)  and ask the patient to mentally draw the center of the X and focus on that area.  Remind the patient frequently to continue visualizing the middle of the X.   

4.  While the patient is looking at the dot ask them the following consecutive questions:  “Can you see the four corners of the grid without moving your eyes?”,  “Are the horizontal and vertical lines straight and parallel?,”  “ Do you notice any missing lines , sections, or holes?” 

5.  Throughout the test, observe the patient to ensure the non-testing eye remains covered and the patient continues to look at the dot.

6.  If the patient answers yes to any of the questions have them circle the areas on the Amsler recording grid, or if the amsler grid book is used, have them remember where the distortions were and have them circle those areas on the grid after the technician is finished testing the eye.

7.  Have the patient repeat steps 2 through 6 with the other eye.

Recording:

- If  no problemsare noted: record “Amsler”, the eye tested, followed by “no defects noted”.

- If  problems are noted: record “Amsler”, the eye tested, the nature of the problem.  Ask the patient to circle the location of the problem area(s) on the Amsler recording grid and attach it to the examination form.  

Examples:

1.  Amsler OD , OS no defects noted

2.  Amsler OD no defects noted / OS upper left corner not seen.  

MODULE 5 ASSISTING THE HEALTH CARE PROVIDER 
MODULE 5M PERFORM CONFRONTATION FIELDS

15.17.2.  Perform confrontation fields.
Training References:

Clinical Procedures for Ocular Examination, p.34 - 36

Purpose:  To screen for visual field defects, generally substantial in size

Objective:  Upon completion of training, trainees must be able to:

- State the purpose for performing the confrontation visual fields test

- List equipment required to perform the test

- Prepare patients for testing by providing verbal instructions

- Perform the confrontation visual fields test on both of subjects eyes in under three (3) minutes

- Document findings on SF 600

Equipment Required:  

Target - white sphere “fixation bead”

Step-by-step Procedure:

1.  Explain the purpose of the test to the patient.

2.  The examiner should be centered in front of the patient, at eye level, and close enough to reach beside the patient’s head.

3.  The patient is asked to look directly at the examiner’s nose, and to cover the left eye with the palm of their hand.  The patient is instructed to continue looking at the examiner’s nose throughout the entire test.

4.  The examiner mentally divides the patient’s visual field into four quadrants, horizontally and vertically through the patient’s pupil.  

5.  The examiner holds the target bead and wand directly over the patient’s head, to one side of the vertical quadrant division.  The examiner’s hand and the wand should be out of the patient’s view.

6.  The bead is brought into the patient’s visual field by tilting the hand.  the patient will say “now” when they first see the bead enter their peripheral vision.

7.  This is repeated on both sides of the superior, inferior, nasal, and temporal quadrant divisions, making two testing points for each quadrant, a total of eight testing points.

8.  The entire procedure is repeated for the other eye.

9.  Recording results:  

If there were no field defects, write, VF conf.  “Full OD and OS”. 

 If there were defects, write, VF conf. “restricted” and the area in which the defect occurred: “superior temporal”, etc.

MODULE 5 ASSISTING THE HEALTH CARE PROVIDER 
MODULE 5N OPERATE AUTOMATED VISUAL FIELD ANALYZER

15.17.3 Operate the Automated Visual Field Analyzer.

Training References:

The Field Analyzer Primer

Humphrey Instrument Owner’s Manual

Purpose:  To accurately test and map visual field defects.

Objective:  Upon completion of training, trainees must be able to:

- State purpose for performing the visual field examination

- List equipment/supplies required to perform the test

- Prepare patient for testing by providing verbal instructions/demonstrations 

- Perform the visual field examination without assistance or errors in under 45 minutes

- Document findings on the SF 600

Background Information:  The normal visual field extends more than 90 degrees temporally, 60 degrees nasally and superiorly, and about 70 degrees inferiorly.  Most field-testing initially concentrates on the central 30 degrees.  Visual sensitivity is greatest in the center, which correlates with the fovea, and decreases toward the periphery.  Field defects may be localized, or there may be a general depression of the whole field.  A depressed field must be evaluated for significance, taking into account media clarity, pupil size, and refraction.  Localized field defects can be described in terms of size, location, and depth.  Accurate measurements of these defects are helpful in making a diagnosis.  An area of the visual field where the patient can perceive some stimulus but where there is less than normal sensitivity is called a relative scotoma, while an area where the maximum available stimulus is not seen is termed an absolute scotoma.   

Performance Resources:  

Humphrey Visual Field (HVF) Analyzer

Floppy disk

Trial lenses

Patch

Tissues

Alcohol pads (for asepsis) 

Step-by-Step Procedure:

1. Prepare the HVF Analyzer by selecting the appropriate test and loading required patient information. 

1.2 Refer to Humphrey Visual Field Manual.  Note:  When putting in the patient’s ID, use the patient’s FMP and the last four digits of sponsor’s social security number (i.e. 30-2127).
1.3 If the patient is not dilated, enter their subjective distant Rx (the HVF Analyzer will automatically determine the trial lenses needed)

1.4 If the patient is dilated, algebraically add +3.00D to their subjective distant prescription and manually enter this data. 

2. Select the visual field strategy:

2.1 The most important recommendation for following up detected field defects is not to change the test point pattern or stimulus characteristics.  It is important that the data remain comparable from test to test.  

Retesting is the best way to differentiate between testing uncertainty or disease.  The probability that a disease rather than variation increases if the test results are reproducible.

2.2  Screening test:  Used to locate and define the defect.

2.2.1 Central
2.2.2   76 point  -  Number of points tested: 76; Average test time: 3 to 5 minutes.

Unless there is a specific reason to begin with a more extensive test, this is often the best way to begin with a new patient.  This grid is identical to the 30-2 central threshold test.  This test allows the practitioner who so desires to follow up screening tests with threshold testing at the same points. 

2.2.3.   120 point - Number of points tested: 120; Average test time: 6 to 8 minutes.

This test is used for patients who can tolerate a longer test.  Test sensitivity can be improved slightly with this full field over the 76 screening test.

2.3.  Threshold testing:  Used to evaluate the extent of the damage.  The analyzer will progressively test a points with a dimmer light in four decibel increments until the point is missed.  Then the analyzer will brighten the point in two decibel increments until the point is seen.  Next, the point will become dimmer in one decibel increments until the threshold is located. 

2.3.1  Central

2.3.2.   24 - 2 - Point Density: 6; Number of Points tested: 54; Average test time: 10 to 12 minutes.  

When patient fatigue is a significant factor, this test provides almost as much information as the 30-2.  The difference between the 30-2 and the 24-2 is the size of the area tested.  The 24-2 tests points out to 24 degrees, except in the nasal area where it will test to 30 degrees.  The 30-2 test to 30 degrees in each quadrant.

2.3.3.   30 - 2 - Point Density: 6; Number of points tested: 76; Average test time: 12 to 15 minutes.  

Field defects of neurological origin tend to be best detected with this field.  This field concentrates on the central areas and tests sensitivities at points which straddles the horizontal and vertical meridian.

2.4.  Peripheral:

2.5.   30/60 - 2 - Point Density: 12; Number of points tested: 68; Average test time: 12 to 15 minutes.  This test is used when the practitioner suspects a disease which affects the peripheral visual field.  The analyzer will test out to 60 degrees in all quadrants.

2.5.1.  Specialty tests

2.5.2.  Central 10 - 2 - Point Density: 2; Number of points tested: 68; Average test time: 10 to 12 minutes.

This tests out to ten degrees around the macula.

2.5.3.   Macula - Point Density: 2; Number of points tested: 16 (tested 3 times); Average test time: 8 to 10 minutes.   This will give a detailed mapping of the macula area. 

2.6.  Refer to the Humphrey Visual Field Manual.  This section covers test selection, checking or changing the test parameters, and the user defined menu.

3. Prepare the patient:

3.1. Refer to Humphrey Visual Field Manual, Section 3, pages 3-3 through 3-9.  This section covers positioning the patient, the response button, explaining the test procedure, occluding the non tested eye, and aligning the lens and patient’s eye. 

4.  Monitoring the test:

4.1. Refer to the Humphrey Visual Field Manual, Section 4, pages 4-8 through 4-12 for screenings; and Section 5, pages 5-9 through 5-13 for threshold tests.  These sections cover the progress screen, patient alignment, fixation, altering the course of the test, and the pause menu.  

5.  Saving and printing the test:

5.1. Refer to the Humphrey Visual Field Manual, Section 4, pages 4-12 through 4-20 for screenings; and Section 5, pages 5-13 through 5-25.  This section covers printing test results, printing from RECALL LAST TEST, reading threshold test results, and examples of printouts. 

6.  Disk functions:

6.1. Refer to the Humphrey Visual Field Manual, Section 9, pages 9-3 through 9-36.  This section covers handling and storing floppy disks, initializing floppy disks, saving test results, organizing disk files, selecting files from the disk directory, copying files or disks, deleting files, changing or correcting patient data, printing recalled results, adding the doctor’s name to the printout, data analysis, and transmitting files.

7.  Maintenance:

7.1. Refer to the Humphrey Visual Field Manual, Section 14, pages 14-3 through 14-15.  This section covers cleaning the instrument, cleaning the disk drives, cleaning the tape drive, replacing the paper and ribbon, and replacing the projector bulb.

Recording:

The form should be annotated using the “SOAP” format.  Document: type of test performed, subjective Rx, trial lenses used, any problems noted during the test, and the level of patient cooperation.

Example:

S:  57 y/o bf presents for undilated HVF 30-2.  Disc cupping OS noted on 13 Nov 96. 

O: Subjective Rx:       OD +1.00 - 1.00 X 090 
OS  +1.50 - 1.25 X 092


     Trial lenses used:  OD +3.50 sph     

OS +4.00 -1.25 X 092

A:  Patient seemed very tired during testing of OS.  Three fixation losses noted.

P:  Doctor to evaluate field and notify patient of results.

MODULE 5 ASSISTING THE HEALTH CARE PROVIDER 
MODULE 5O FUNDUS PHOTOGRAPHY

15.18.2. Fundus photography.

Training References:

The Ophthalmic Assistant, Chapter 9

Purpose:

To obtain photographs of the posterior portion of the eye(s).

Objective:  Upon completion of training, trainees must be able to:

- State the purpose for performing the fundus photography.

- List the equipment required to perform the test.

- Prepare the patient for testing by providing verbal instructions.

- Perform fundus photography without assistance.

Background Information:

Fundus photography refers to color photos taken of the posterior portion of the patient’s eye.  The fundus contains the retina, optic disc, and retinal vessels.  In addition to the normal fundus, photographs may be taken of pathology.

Performance Resources:

.5% Tetracaine or Proparacaine, as applicable

1% Tropicamide, as applicable
2.5% Phenylephrine, as applicable

Fundus camera with fixation target
Infection control items

Step-by-Step Procedure:

1. Greet patient
2. Seat patient
3. Explain procedure to patient
4. Implement infection control procedures
5. Dilate patient's eyes using appropriate solution
6. Focus camera
7. Position camera, as appropriate (to produce well-delineated circular image of viewing bulb filament on cornea)
8. Move fixation target to achieve desired area of fundus
9. Position camera to receive correct color of fundus (saturation)
10. Depress shutter
11. Repeat Steps 6-9 until desired photographs have been taken

MODULE 5 ASSISTING THE HEALTH CARE PROVIDER 
MODULE 5P PRESSURE PATCHES

15.21.1.  Apply eye patches/pressure patches.
Training References:


Ophthalmic Examination and Basic Skills, pp. 137 - 138

Purpose: Immobilize the eyelid to prevent blinking and promote healing.

Objective: Upon completion of training, trainees must be able to:

- State the purpose for applying eye patches and list required supplies

- Provide verbal instructions to patient.

- Apply patch in under seven (7) minutes, and document results (if required) on the SF 600

Performance Resources:  

1/2” cellophane or paper tape - 4 to 6 strips

Cycloplegic drops and antibiotic ointment as directed by the provider
Two sterile eye gauze pads

Alcohol pads  

Set-up:

- Tear off  4 - 6 strips of tape from roll and attach one end to a nearby table or chair.

- Open eye gauze pads but do not remove them from the package. 

- Recline the patient if possible or have the patient tilt their head backward. 

Step-by-Step Procedure:

1.  Explain the purpose for applying the patch.

2. Wash hands using universal precaution procedures as outlined in AFI 44-108; Infection Control Program.

3.  Instruct the patient to look upwards.  Gently grasp the lower lid and apply cycloplegic drops first and then the antibiotic ointment only as directed by the provider.  Do not allow the tip of the ointment tube or dropper to touch the patient.  Ointment may also be applied to a sterile cotton swab then carefully wiped across the lower part of the sclera. 

4. Instruct the patient to close both eyes.

5. Ask the patient if they are allergic to alcohol.  If the patient is not, wipe the area surrounding the injured eye with the alcohol pad to remove excess skin oil (oils will prevent the tape from sticking).  If the patient is allergic to alcohol use a wet towel and apply gentle friction to remove oil.

6. Remove one sterile eye gauze pad from wrapper and fold in half.  Place the gauze on the eyelid to be patched.

7. Remove second sterile eye gauze pad, and place it diagonally over the first gauge. Use the tape to completely cover the second gauze in a diamond pattern (the pattern will make removing the patch easier).  Remember to secure the lateral and nasal side of the gauze. Do not tape mouth margin or hair.  

8. Ask the patient if they can move their eyelid or feel any discomfort from the patch.  If they answer yes to either question, remove the patch and repeat steps six (6) and seven (7). 

9.  If the patient cannot move their eyelid and does not feel unnecessary discomfort from the patch, the patch has been properly applied.

10. Instruct the patient on proper wear and care of the patch and their follow-up appointment date/time.

11. Wash hands according to universal precautions as outlined in AFI 44-108

Recording:

- The technician should document the procedure on a SF 600 if the provider does not.

- Note ointment used, patching, wear and care instructions, and follow up appointment in “SOAP” format.

  Example: 

  S: Patient to be patched per optometrist instructions.

  O: Homatropine 10% ophthalmic solution and Polysporin ointment used.  Face wiped with alcohol.   

  Patch applied.  Patient informed of wear and care of patch. 

  A: Eyelid immobilized with patch. 

   P: Patient to return (date/time) for follow-up appointment with (provider).

MODULE 5 ASSISTING THE HEALTH CARE PROVIDER 
MODULE 5Q PERFORM EYE IRRIGATIONS

15.22.  Perform eye irrigations.
Training References:    

Office and Emergency Room Diagnosis and Treatment of Eye Disease
Ophthalmic Assistant, 6th ed

Purpose: To prevent further damage to the eye from foreign agents.

Objective:  Upon completion of training, trainee must be able to:

- State the purpose for performing eye irrigations, and determine required supplies

- Prepare the patient for irrigation with verbal instructions and correctly position patient.

- Perform the irrigation without errors until foreign material is gone or irrigation is no longer appropriate.

Performance Resources:  

Normal saline or Ringer’s lactated saline solution

Proparacaine

Tissues/paper towels

Eyelid speculum (optional)

Litmus paper

Background Information:  Alkali chemical burns (ex: ammonia, refrigerating apparatus, sodium and lime) are more serious and penetrate more deeply than acid chemical burns (ex: hydrochloric, nitric, and acetic).  Some refrigerator gases to include F-12 and F-14 are water insoluble.  Therefore, water irrigation is useless.  In these instances, olive oil should be used.  Tear gas or mace should be irrigated by 0.4% sodium sulphite in glycerin or with glycerin alone.  Heat (flame burns)should be treated in the same manner as an acid burn. If a patient complains of a foreign body sensation which cannot be seen, irrigation to remove the sensation is appropriate. Caution:  Irrigation, when required, is not the last step in patient care.  Always consult with the provider for further patient care instructions. 

Step-by-Step Procedure:

Chemical Trauma/ Foreign Body (The following method is used when an irrigation station is not available.) 

1. If a patient calls on the phone about a chemical agent in their eye, direct the patient to immediately irrigate the eye for at least 30 minutes before they come to the medical facility for treatment.

2. If a patient arrives in the facility complaining of contamination by a chemical, irrigation should begin immediately, even before taking visual acuities.

3. Instill one drop of Proparacaine (with provider’s consent) into contaminated eye(s) to reduce discomfort.

4. Tilt the head so the contaminated eye is closer to the basin.   Pull down the lower eyelid and invert the upper eyelid.

5. Copious irrigation of the eye with saline should be performed for at least 30 minutes. A speculum may be used to hold the eye open.  Do not use acidic solutions to neutralize alkalis or vice versa.

6. Five minutes after ceasing irrigation, use litmus paper in the inferior cul-de-sac area.  

7. If the pH is not neutral, continue irrigation until the provider halts the procedure or until litmus paper is neutral. 

8. If the pH is neutral, consult with provider for next step in the patient’s treatment.   

MODULE 5 ASSISTING THE HEALTH CARE PROVIDER 
MODULE 5R INSTILL OPHTHALMIC MEDICATIONS

15.23.  Instill Ophthalmic Drugs (core)

Training References:

Advanced Ophthalmic Diagnostics and Therapeutics, p. 163
Objective: Upon completion of training, trainee must be able to:

- State the purpose for instilling ophthalmic drugs.

- List required supplies.

- Prepare the patient for instillation of ophthalmic drug(s) by providing verbal instructions.

- Instill selected ophthalmic drug(s) without errors in under five (5) minutes.

- Document actions on the SF 600.

Performance Resources:  

Appropriate ophthalmic drug(s)

Tissues

Background Information: Common topical diagnostic pharmaceutical agents include: tropicamide, phenylephrine hydrochloride, opthaine, cyclopentolate, and Fluress (NaFl and benoxiate HCL).

Common therapeutic pharmaceutical agents include: antibiotics, homatropine, scopalomine, atropine, pilocarpine, beta-blockers, steroids, etc.  Diagnostic medications are used to help the doctor make a diagnosis (examples: dilation agents, cycloplegic agents, etc).  Therapeutic medications are used to help the doctor treat the diagnosis (examples: antibiotics, glaucoma agents, etc). 

Step-by-Step Procedure:

Before instillation:

1. Take a good case history ( i.e. drug allergies, ocular diseases, HTN).

2. Always obtain the optometrist’s consent before instilling any medication.

3. Read and reread the ophthalmic drug label to ensure that it is the correct ophthalmic drug to administer.  Then, read it a third time before administering the ophthalmic drug.  Check the shelf and service life expiration dates.  Know the precautions associated with the ophthalmic drug(s).

4.  Brief the patient on the instillation procedures and the ophthalmic drug’s side effects.

5. Give the patient a tissue for excess moisture.  If an anesthetic is given, inform the patient to blot (not rub) the excess moisture. This will decrease the possibility of a corneal abrasion.  

6.  If possible, recline the patient into a fowlers position. Otherwise, have patient tilt their chin upwards.  Optional: turn off lights for patient comfort.

7. Wash hands using universal precautions.

8. Remove cap from the dropper. Keep the cap in your hand during instillation or place the cap on its side. This will decrease the chances of contamination from the table surface. 

Instillation:

1. When in doubt about the patient’s sensitivity to the medication, consult with  the optometrist.  

2. Instruct the patient to look upwards.  Gently grasp the upper and lower lids,  and place the ophthalmic drug into the temporal conjunctival sac.  A second option is to have the patient look downward, grasp the upper lid and place a drop of the ophthalmic drug on the superior bulbar conjunctival surface. Allow the drop to run over the cornea.  Do not allow the dropper tip to touch the patient or yourself.  If this happens, discard the medication. 

3.  Apply punctual occlusions. (Punctal occlusions must be performed on cardiac patients)

**Note:  Children and patients who have difficulty keeping their eyes open,  may close their eyes. In these instances, instill the ophthalmic drug(s) in the medial canthus of both eyes.  Allow the patient to blink several times.

4.  Have the patient close their lids for a minimum of one minute.

After Instillation:

1. Replace the cap.

2. Wash hands using universal precautions.

3. Document actions on the SF 600.

Recording:
(Example)
S: 64 y/o BF Presents for DFE.

     NKDA,  Meds: none,  etc...

O: DVA cc OD 20/20  OS 20/20 

      NCT OD 16   OS 15  @ 1300

     Effects of ophthalmic drug(s) explained to patient.

     Tgtt Tropicamide 0.5% @ 1000

     Tgtt Cyclogyl 1% @ 1000, 1015

     TTgtt Tropicamide @ 1000 

MODULE 6 PRACTICE ASEPTIC TECHNIQUES 
16.  Practice aseptic techniques.
Training References:

The Ophthalmic Assistant, Chapter 25 

Purpose:  To prevent the spread of infectious disease, and protect staff members and patients.

Objective:  Upon completion of training, trainees must be able to state the purpose for using universal precautions/practicing aseptic techniques and demonstrate the following:

1.  Proper hand washing techniques

2.  Proper use personal protective equipment (PPE)

3.  How to handle potentially infected eyelids/facial tissue/membranes

4.  How to properly handle sharps instruments

5.  How to disinfect instruments/equipment that comes in contact with patients

6.  How to disinfect contact lenses

7.  How to handle/dispose of infectious waste

8.  How to inspect/handle pharmaceutical agents

MODULE 7 ORDERING AND DISPENSING SPECTACLES 
MODULE 7A DETERMINE FRAME SIZE

18.3.1.  Determine frame size.

Training References: 

The Ophthalmic Assistant, Chapter 12

Purpose:

To determine proper frame size to fit patient’s face.

Objective:  
Upon completion of training, trainees must be able to:

· Select the proper frame size to fit the patient’s face.

Performance Resources:

Selection of Frames

Patient

Step-by-Step Procedure:

1. Select a frame size that provides cosmetic enhancement to the wearer.  The design of the frame should take into consideration the contours of the face.  For example:  in persons with unusually long faces, choose a frame that is noticeably longer horizontally than vertically to reduce the long appearance of the face.  And an unusually long nose can be diminished optically by a low-fitting bridge bar.

2. Select a bridge size that will cause the frame front to sit properly on the patient’s face.  If the bridge is too loose, the frame will sit to low and/or slide down the patient’s face.  If the bridge is too narrow, the glasses will sit too high on the patient’s face.

3. Select an eye size in which the overall width of the frame is about equal to the overall width of the patient’s head at the level of the temples.  Ensure the size does no go above the patient’s eyebrows, but rather the top of the frame should be aligned with the patient’s eyebrows.

4. The temples should go straight back and the bend just above the ears.  Temples that are too short will cause the frame front to sit too high, and temples that are too long will let the frame front slip forward.

5. Glasses for distance should sit vertically.  Glasses for reading should be slightly lowered and tilted downward.

6. The frames should be comfortable at all times and cause no irritation of the skin on which they rest.

MODULE 7 ORDERING AND DISPENSING SPECTACLES 

MODULE 7B USING PD RULER

 18.3.2.1.  Using PD ruler. 

Training References:

Purpose:

Objective:

Background Information:

Performance Resources:

Step-by-Step Procedure:

MODULE 7 ORDERING AND DISPENSING SPECTACLES 

MODULE 7C MEASURE SEGMENT HEIGHT (BIFOCAL AND TRIFOCAL)

18.3.3. Measure segment height (bifocal and trifocal).

Training References:

The Ophthalmic Assistant, Chapter 12

Purpose:

To measure bifocal and trifocal segment heights.

Objective:

Upon completion of training, trainee must be able to properly:

· Measure bifocal and trifocal segment heights on any given frame.

Performance Resources:

Selected Frame

Patient

PD Ruler

Step-by-Step Procedure:

1. Put the selected frame on the patient.

2. Level the frame on the patient’s face.

3. Check the pantoscopic tilt.

4. Align yourself and the patient so you are both at the same eye level, about 16 to 18 inches apart.

5. Be sure the patient’s face is not tipped forward or backward.  The patient’s face must be perpendicular to the floor.

6. Tell the patient to look straight into your eyes.  Do not allow the patient to move their head.

7. Hold the PD ruler with the “0” mark down.

8. Align the “0” mark with the top edge of the lower eyewire.  Note which mark on the PD ruler intersects the lower limbus (or lower lid) and add 1 mm to account for the eyewire groove.  This is the basic bifocal segment height measurement.

9. Measure the basic trifocal segment height the same way you measure the bifocal, except, note which mark on the PD ruler intersects the bottom of the pupil rather than the lower limbus (or lid).  When ordering trifocals you must specify that the measurement shown represents the TOTAL segment height, not just the bifocal height.

10. Measure the segment heights accurately in each eye.  They may not be the same.  If you measure the segment heights to be the same when they are not or ice versa, you will cause the patient to experience double vision every time they look into the segment area.

11. After the bifocal or trifocal height has been measured, occasionally an allowance (up or down) must be made for the normal posture of the patient.  If the patient has an over-erect posture, you should order the segment height lower than normal.  If the patient is somewhat round shouldered or stoops you should order the segments higher than you normally would.  If the patient is a first time bifocal wearer, measure slightly lower (1mm) to force the patient to get used to the bifocal.

MODULE 7 ORDERING AND DISPENSING SPECTACLES 
MODULE 7H NEUTRALIZE LENSES USING A MANUAL LENSOMETER

18.5.1. Neutralize lenses using a manual lensometer. (core)

Training References:

Professional Dispensing for Opticians

The Ophthalmic Assistant (Edition 6)

Purpose:

Objective:

Background Information:

Performance Resources:

Manual Lensometer
Patient Medical Record
Spectacles
Step-by-Step Procedure:

1. Focus eyepiece
2. Pull lens holder back
3. Place spectacles on lens table with concave surfaces pointing away from technician
4. Position spectacles with right spectacle lens centered in front of nosepiece
5. Release lens holder
6. Center mires in middle of reticule
7. Adjust axis knob until mires are continuous with each other
8. Annotate axis degree on appropriate form(s)
9. Focus thin mires with power knob
10. Annotate spherical power on appropriate form(s)
11. Rotate power knob away from technician until thick mires come into focus
12. Annotate power finding on appropriate form(s)
13. Add, algebraically, spherical power with second power
14. Annotate cylinder power on appropriate form(s)
15. Spot lens with lens marker
16. Obtain bifocal add power
17. Refocus thin mires with power knob to obtain bifocal add power
18. Raise lens table until nose piece is located right below bifocal add
19. Rotate power add away from technician until thin wires appear again
20. Annotate findings on appropriate form(s)
21. Add, algebraically, spherical power and last finding to obtain add power
22. Repeat Steps 5-19 on left spectacle lens
23. Measure spectacle prismatic effect with lensometer
24. Neutralize lens with stronger vertical power, if prism exists
25. Check lens for horizontal prism
26. Apply auxiliary prism to center mires if horizontal prism exists
27. Spot left lens
28. Measure distance between spots
29. Measure distance prisms induced at patient's viewing area
30. Annotate results on appropriate form(s)
31. Place form in patient medical record
MODULE 7 ORDERING AND DISPENSING SPECTACLES 
MODULE 7I VERIFY SPECTACLES

18.6. Verify spectacles. 

Training References:

Professional Dispensing for Opticians

The Ophthalmic Assistant
AOA Self Study Course, Chapter 6

Purpose:

To properly verify spectacles.

Objective:

Upon completion of training, trainee must be able to:

· Properly verify selected spectacles within ANSI standards.

Background Information:

As a technician working with various types of eyewear, you should be familiar with the American National Standards Institute (ANSI) Z80.1.  The organization is a nonprofit institue composed of representatives from manufacturers, professional organizations, scientific and consumer groups, and government agencies.  It serves as a coordinating body in setting national standards, which serve as a guide to help manufacturers, consumers, and the public ensure accurate products are made.

Performance Resources:

ANSI Standards
Lensometer

Prescription

Spectacles

PD Ruler
Step-by-Step Procedure:

1. Examine lenses for defects.

2. Ensure frame size, style, and temples are accurate.

3. Measure the segment heights, if applicable.
4. Verify spectacle lens power using lensometer.
5. Compare verified lens power to written prescription using lensometer.
6. Verify prescription tolerance is within ANSI standards.
MODULE 7 ORDERING AND DISPENSING SPECTACLES 
MODULE 7K REPAIR SPECTACLES

18.8. Repair spectacles.

Training References:

4V031, Course Study Guide

Purpose:

To properly repair spectacles.

Objective:

Upon completion of training, trainee must be able to:

· Repair selected spectacles using frame warmer and/or various optician’s tools.

Performance Resources:

Lensometer

Waterproof Marker

Screws

Various Pliers

PD Ruler

Frame Warmer

File

Screwdrivers

Cold Water

Step-by-Step Procedure:

1. Initial Inspection:  The first step is to an initial inspection to verify what is wrong.  If the lenses are broken, then you need to order a whole new pair of glasses.  If the damage is only limited to the parts of the frame, then you can replace those parts.

2. Acquire Replacement Parts:  The second step is to acquire the replacement parts.  Ensure all replacement parts are available prior to disassembling the spectacles.

3. Spectacle Disassembly:  

a. If you are changing a frame front, then you must neutralize the Rx and mark the right and left lens before removing them from the frame.  If you are only repairing a temple, but leaving the lenses in the old frame, then you don’t have to neutralize, mark, or remove the lenses from the frame front.

b. After removing the lenses, you should remove the screws from the hinges then remove the temples from the frame front.

4. Replace Damaged Parts:  Replace the damaged parts of the frame with the replacement parts, as needed.

5. Inspection:  After the frame is disassembled and the replacement parts are in place, inspect the glasses.  Examine the lenses for defects or chips.  Ensure that the screws are not stripped.  Make sure the temples are not cracked.  Check to see that the frame front is not broken.

6. Assembly:  After inspection, reassembly the spectacles.  Start with the temples.  Mount the temple to the frame front.  Insert the screws either by hand or by using a screwdriver.  Use proper safety methods!  Hold the spectacles with the temple hinge on the edge of a table when tightening the screws.  Use the peening pliers or screw punch to flare the end of the screw, so that it won’ t back out.  Don’t strip the screw or the screw head.

7. Reinsert the Lenses:  

a. Plastic Frame:  Evenly heat the frame front until warm and insert the lenses through the front of the frame, nasal side first.  If the lenses seem loose in the frame, then “shrink” the eyewire area around the lenses by repeatedly heating and then cooling the frame.

b. Metal Frame:  Position lenses into the eyewire and refasten the screws using proper safety methods as stated above!

8. Verify Prescription:  Ensure prescription matches original prescription.  If the axis is off, use the axis aligning pliers to rotate the lenses in the frame.  If using a plastic frame, ensure frame is warm prior to rotating the lens.

9. Final Inspection:  Ensure that the initial problem has been solved and that any new problems have not been created.  Readjust the frame to fit the patient.

MODULE 7 ORDERING AND DISPENSING SPECTACLES 
MODULE 7L ADJUST SPECTACLES

18.9.  Adjust spectacles.

Training References:

6th Edition Ophthalmic Assistance
Purpose:

To properly adjust spectacles.

Objective:

Upon completion of training, trainee must be able to:

· Adjust selected spectacles using frame warmer and/or various optician’s tools.

Performance Resources:

Spectacles

Frame Warmer

Various Tools

Patient

Step-by-Step Procedure:

Have patient put on spectacles to determine what needs to be adjusted and make necessary adjustments:

1. Ensure that the spectacles are aligned and the lenses are properly in place.  

2. Ensure each lens is at an equal distance from the nose and that adjustable nose pads lie evenly or flat on the sides of the nose.

3. Ensure the frame front is level.  If one side of the frame is riding higher, then bend that side’s temple up.  If one side of the frame is riding lower, then bend that side’s temple down.  With the spectacles on the patient, have the patient look down.  Looking at the frame from above, notice the distance of each lens individually from each eye.  If one lens is closer to the patient than the other, it means the temple angle is unequal.  On the side that is closer to the eye, bend that temple in more.  Or, bend the opposite temple out more by filing some material from its butt.  

4. Check that the spectacles have 5-7 degrees of pantoscopic tilt.  This can be adjusted by bending the temples down so that the top of the frame is slightly further away from the patient’s face while the bottom of the frame is closer to the patient’s face.

5. Ensure the patient’s eyelashes do not touch the lenses.  If they do, put the lenses in a frame with a narrower bridge or move the adjustable nose pads closer together.

6. Adjust the temples to fit properly and comfortably.  Shape the temples to conform to the contour of the patient’s head.  If the temples squeeze excessively on the sides of the patient’s head, file the butt of the temples (plastic frames) equally until you have obtained the proper spread.  Now round the temple shafts with your thumb, index finger, and middle finger, until the temple shafts run parallel to , but no longer press against, the sides of the head.  At the back of the ear there is a flat space running from the top of the ear to about halfway down the back of the ear.  The temple should be shaped to lie flat in this area.  Make a sharp bend in the temple where it touches the ear here, to equally distribute the pressure of the temple against the head.  

7. Perform the tug test.  Tug gently at the outer portion of each eyewire with the index finger of both your hands.  If the adjustment is satisfactory, then the amount of give to the frame will be the same on both sides.  If the give is unequal on the two sides, then it should be corrected by adjusting the temple length again.

MODULE 8 CONTACT LENS PROCEDURES 
MODULE 8A INSERT CONTACT LENSES

19.2.  Insert contact lenses.

Training References:

Ophthalmic Assistant 6th Edition
Self Study Course for Paraoptometric Certification, Chapter 11

Purpose:

To properly insert contact lenses.

Objective:

Upon completion of training, trainee must be able to:

· Insert contact lenses on patient.

Performance Resources:

Patient

Prescribed Contact Lenses

Contact Lens Solution(s)

Hand washing Station

Step-by-Step Procedure:

MODULE 8 CONTACT LENS PROCEDURES 
MODULE 8B REMOVE CONTACT LENSES

19.3.  Remove contact lenses.

Training References:

6th Edition Ophthalmic Assistant 
Self Study Course for Paraoptometric Certification, Chapter 11

Purpose:

To properly remove contact lenses.

Objective:

Upon completion of training, trainee must be able to:

· Remove contact lenses from patient.

Performance Resources:

Patient

Prescribed Contact Lenses

Contact Lens Solution(s)

Contact Lens Case

Hand washing Station

Step-by-Step Procedure:

MODULE 8 CONTACT LENS PROCEDURES 
MODULE 8C INSTRUCT PATIENT ON CONTACT LENS WEAR AND CARE

19.4.  Instruct patient on contact lens wear and care. 

Training References:

Self Study Course for Paraoptometric Certification, Chapter 11

Purpose:

To properly instruct patient on contact lens wear and care.

Objective:

Upon completion of training, trainee must be able to:

· Instruct patient on contact lens wear and care.

Performance Resources:

Patient

Instructional Videos (if available)

Contact Lenses

Proper Solution(s)

Step-by-Step Procedure:

