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Solving the problem of the red eye

Abstract

This software is designed to aid the clinician and the student in the differential diagnosis and treatment
of ared eye. The program, consisting of three disks, was designed with HyperCard v. 1.2.5 for the
Macintosh computer. Included in the program are objective and subjective findings, diagnostic tests,
suggested treatment regimens and any contraindications, follow-up care and prognosis for forty-five
etiologies of a red eye. One of the major features of this program allows the clinician to enter subjective
and/or objective findings. Given these findings, the computer will provide a list of possible ocular
conditions. From this list, the clinician can select one of the possibilities listed in which he/she feels is
most appropriate for that particular patient. At this point the program will proceed to a stack of
information specific for the selected condition. Once a choice has been made, the clinician always has
the freedom of returning back to the list of possible ocular conditions.
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Abstract

This software is designed to aid the clinician and the student in the
differential diagnosis and treatment of a red eye. The program, consisting of
three disks, was designed with HyperCard v. 1.2.5 for the Macintosh computer.
Included in the program are objective and subjective findings, diagnostic tests,
suggested treatment regimens and any contraindications, follow-up care and
prognosis for forty-five etiologies of a red eye. One of the major features of this
program allows the clinician to enter subjective and/or objective findings. Given
these findings, the computer will provide a list of possible ocular conditions.
From this list, the clinician can select one of the possibilities listed in which
he/she feels is most appropriate for that particular patient. At this point the
program will proceed to a stack of information specific for the selected condition.
Once a choice has been made, the clinician always has the freedom of

returning back to the list of possible ocular conditions.
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List of conditions covered in this program

Acute Angle Closure Glaucoma
Acute Interstitial Keratitis
Allergic Conjunctivitis
Anterior Uveitis

Bacterial Conjunctivitis
Blepharitis

Canaliculitis

Chemical Burns

Chlamydial Conjunctivitis
Conjunctival Foreign Body
Contact Dermatitis

Contact Lens Related Etiologies
Corneal Abrasion

Corneal Foreign Body
Corneal Ulcer

Entropian

Epidemic Keratoconjunctivitis
Episcleritis

Exposure Keratopathy
Filamentary Keratopathy
Floppy Eyelid Syndrome
Giant Papillary Conjunctivitis

Herpes Simplex Keratitis

Herpes Zoster Ophthalmicus
Hyperacute Bacterial Conjunctivitis
Keratoconjunctivitis Sicca
Ocular Pemphigoid

Ocular Rosacea

Orbital Cellulitis

Parinaud's Conjunctivitis
Phlyctenulosis

Pterygium

Recrurrent Corneal Erosion
Scleritis

Stevens-Johnson Syndrome
Subconjunctival Hemorrhage
Superficial Punctate Keratopathy
Superior Limbic Keratoconjunctivitis
Thermal / UV Keratopathy
Trachoma

Traumatic Iritis

Trichiasis

Vernal Conjunctivitis

Viral Conjunctivitis
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This software is desighed to aid both the student and the clinician in the differential
disgnosis of aredeye. There are four main sections to this program:

@ Main Menu

e A list of all conditions covered in the program which are separated by tissue involved.
This can serve as a menu to rapidly go from disease to disease.

e Differential Disgnosis: By entering signs and symptoms, the computer will come up
with a "List of Possibilities"”.

e 45 "Disease Stacks”: These stacks contain information about each condition including
treatment and follow-up.

Since ocular conditions do not always present with the same signs and symptoms, we
have programmed each condition with the TYPICAL signs and symptoms. As students, we
have limited clinical experience and have relied heavily on textbooks and our advisers for
the information contained in this project,

We have tried to be as specific as possible in describing the mansgement of those
conditions that are commonly treated by optometrists in states with therapeutic laws. Our
treatment regimens are general for those conditions that are best treated by other health
care professionals. Keep ih mind that most therapeutic modalities described here are not
the only way to treat that particular condition but are ones that were commonly given in
the references we used. Therefore, they are guidelines and not absolutes. It {s beyond the
scope of this program to list all contraindications and side effects of drugs listed here.
Please consult the Physicians Desk Reference if questions exist and to keep abreast of

revised recommendations. Click on arrow for more.

We realize that with a project of this magnitude and our limited clinical experience, that
crrors and omissions may cxist. Again we have strived o be as complete and concise as
possible, but we rccommend that you usc this only as a guide and not as the sole source in
treating conditions, cspecially those that you are not [amiliar with treating.  Therefore, we
do not imply or accept professional liability for trcatment of those conditions included in
this software.

Although cvery possible cause for a red eyc has not been included, we hope that this
program is helpful to all that usc it, and we welcome any suggestions or corrcctions so that
we can include them in the ncxt version,

Sincerely,

o e, ?l»;,x/,aﬁlg,ﬁ?e

Credits/ZRReferences =

All rights rescrved .
Copyright © 1992 IHow to use this program =
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Exposure Keratopathy
Phlyctenulosis

Blepharitis

Hyperacute Bacterial Conjunctivitis
Viral Conjunctivitis
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Corneal Ulcer

Anterior Uveitis

Acute Angle Closure Glaucoma
Scleritis

Chemical Burns

Corneal Foreign Body
Conjunctival Foreign Body
Superficial Punctate Keratopathy
Filamentary Keratopathy
Recurrent Corneal Erosion
Thermal/UV Keratopathy
Herpes Zoster Ophthalmicus
Herpes Simplex Keratitis
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This program is set up in the following manner. Navigation between
screens is accomplished by "clicking buttons”. Click the arrow in the
bottom right hand corner of the screen.

Main Menu

Jnstructions  List of Conditions Diff erentml Diagnosis Quit

/ List of i}OSSIblhtleS

Pt eneral Red
f{ejereﬂces He "Wk ¥ ! 'I)isease Stacks"
Stgns/ Symptoms
Work up
Ureatment

HFollow up =



Below are some examples of buttons used on the "Menu Cards"” for each
disease. Click on "Diagnosis" under the Menu below.

'0‘0

g

Sclerit

Menu

Diagnosis

Signs
Treatment
Follow up

4= Main Menu =)

Below are some edamples of buttons used on the "Menu Cards"” for each
disease. Click on "Diagnosis" under the Menu below.

All of these buttons will take you to a corresponding

scrcecen....
Scleritis
Menu Click a topic below:
Diagnosis e More Buttons
Si e Differential Dx
gns e Main Menu
Treatment .. or give additional choices
Follow up to pick from.




Below is an esample of what the "Differential Diagnosis” card looks like.

To begin, you must decide if pain is to be included in the differential, and if
so to what degree. "Click" one of the buttons below.

(] Severe Pain [ No Pain
(] Mild to Moderate Paln

as

s -.‘iy
By

L5

o e @ L
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o TET BT E A TER S N LT Pl A JF A B TUOr e e
ST DR R S ) B o M S R R pAEHOHIE

Below are more examples of other buttons used in this program. Some
will "auto hilite" and some will not. Click the button "No Pain"

[]No Pain <%—Buttons like this are used to enter in signs/symptoms.
Start again
Hide ]*3;:-» These buttons perform specific functions.
( ToMenu )

3%l << Back to "List of Possibilities", <%~ To Quit program
<% Gives additional information.

€¥> <% Takes you to "List of Conditions" covered in this program.

<’:ﬂ <% Takes you back to the previous screen.

4= Return




Below is an example of what the "Differential Diagnosis” card looks like.
To begin, you must decide If pain is to be Included in the differential, and If
so to what degree. "Click” one of the buttons below.

Y

Then click on the appropriate buttons to enter the signs and symptoms
to be included in the differential diagnosis,

iJphotophobia COchemosis
O burning O follicles
duJitching O high 10P
A r T b lessmumn A sslalaom —l H | PP
\ Although we have included the "typical" signs and symptoms for
cach condition, we have in many cases also included any "possible”

signs and symptoms in order to make it more clinically useful.
Therefore, we recommend that you enter in the signs and symptoms
that are most striking to begin the "differential”, and then those less
obvious to further the differential.  This will insurc that thc most
likely conditions causing the red cye will not be “thrown out" ecarly on
in the differential.

THERE MAY BE TWO OR MORE DISEASE PROCESSES ACTIVE AT THE SAME
TME OR MORE THAN ONE CAUSE FOR THE RED EYE!|

( Explanation of Signs and Symptoms _) ( More )

Below is an eyample of whal the "Differential Diagnosis” card looks like.

To begin, you must decide If pain Is to be Inciuded in the differential, and If

so to what degree. "Click" one of the buttons below.

Then click on the appropriate buttons (o cnter the signs and symptoms
to be included in the diffcrential diagnosis,

O chemosis
O follicles

e "Foreign body sensation” is the same as "sandy feeling” or "gritty feeling”
e "Tearing" in this program is the same as "Vatery Discharge”
e "Purulent discharge” is any type of discharge other than watery

discharge.
e "Blurred vision" MUST be caused by the red eye in order to include ites a
symptom. Best refraction and/or pinhole acuties to rule out refractive
error,
e "Headaches" is the same as "headache type pain” and must be connected

connected with the red eye.
® "Halos" are generslly secondary to corneal edema.

e Anterior chamber reaction is the same as "Cells and Flare”




[Odchemosis
O follicles
O high 10P
O papillae
CI miotic pupil ¢
COnodule
Oedema

i
A B W TR G S S TR

The "Diagnose” and the "Start Again” buttons are two
important buttons on this card. Click each one for

more spemﬁc information. More




There arc two times when you would usc this button:

¢ Obviously il you wanted to start over with a ncw sct of signs
or symptoms, this button will erasc all of the previously
checked signs and symploms.

e If you make a mistake in cntering a sign or symptom, you
may click that sign or symptom to "crasc" it only il it was the
last onc that you "clicked". For example, if you have checked
tearing, photophobia and blurred vision in that order, you
could "click" blurred vision again so that it would not be
considered in the differential, but you could not "click”
photophobia and crasc it since it was not the last onc that
you that you checked. In that case you must start again.

The "Disgnose” and the “Start Again” buttons are two
important buttons on this card. Click each one for

more specific information.

The "Diagnose” button allows you to view the conditions
under consideration or the "List of Possibilities™, If you
wish to return to the list of signs and symptoms to further
the differential, there will be a button to allow you to go

back and enter in more signs or symptoms.

@ LITB sensation Oedema

Diagnose §

”

Start Again

'iia!-‘&.:ﬁi"-’t&!ﬁk&t.%%'.‘:::-'ﬁ-;!_-i'ﬂu.'ﬂ-é-

The "Disgnose"” and the "Start Again” buttons are two
important buttons on this card. Click each one for

more specific information.




O chemosis
O follicles
J high 10P

O papillae :
O miotic pupil 3
O nodule
COedema

This shows how many conditions present with the signs and symptoms
checked above. It is recommended to "Diagnose” when this number is less
than five to allow you to sce several of the possible causes of the red eye. You
may always return to enter another sign or symptom to make the list smaller,




Conditions Covered in This
Program

Trauma:
Click a topic below.

Chemical Burn

Conjunctival Forecign Body
Corncal Abrasion

Corncal Forecign Body
Subconjunctival Hemorrhage
Thermal/UV  Keratopathy
Traumatic Iritis

( Cornea )(_ Trauma )
( Conjunctiva/Uveal Tract )
( Episclera/Sclera/Lids/0rbit )
( General Red Eye Work up )

<:D To Main Menu

g AR AT ks . Conditions Covered in This
,{Progrnm
Cornea:

Click a topic below.

Acute Interstitial Keralitis
Contact Lens Related
Corncal Abrasion
Infectious Corneal Ulcer
Dry Eye

Exposure Keratopathy
Filamentary Keratopathy
Herpes Simplex Keratitis
Herpes Zoster Ophthalmicus

Phlyct losi

( cornea )(  Trauma ) pl'cf;g";::‘;jos's
- Recurrent Corneal Erosion
( CunJunct!ua/UUeal Tract ) Sup. Punctate Keratopathy

( Episclera/sclera/Lids/0rbit ) s it
rachoma
[ General Red Eye Work up )

<:D To Main Menu




Conditions Covered in Chis
Program

Episclera/Sclera/Lids/0rbit:
Click a topic below.

( cornea )(  Trauma )

( Conjunctiva/Uveal Tract )
( Episclera/Sclera/Lids/0rbit )
( General Red Eye Work up )

Blepharitis
Canaliculitis
Contact Dermatitis
Entropian
Episcleritis
Ocular Rosacea
Orbital Cellulitis
Scleritis
Trichiasis

To Main Menu

Conditions Covered in This
Program

Conjunctiva/Uveal Tract:
Click a topic below.

(" cornea )(_ Trauma )

( Conjunctiva/Uveal Tract )
(" Episclera/Sclera/Lids/0rbit )
( General Red Eye Work up )

Acute Angle Closure Glaucoma
Allergic Conjunctivitis
Anterior Uveitis

Bacterial Conjunctivitis
Chlamydial Conjunctivitis
Epidemic Kecratoconjunctivitis
Floppy Eyelid Syndrome

GPC

Hyperacute Conjunctivitis
Ocular Pemphigoid
Parinaud's Conjunclivitis
Stevens-Johnson

Vernal Conjunctivitis

Viral Conjunclivilis

To Main Menu




General Work Up for a Red Eye

CAREFUL CASE HISTORY:
« Statement of chief complaint. Is it vague or specific? Vague is usually not as serious.
« How does it fecl? Explore the following:
-- Pain (slight/moderate/severe/dull/discomfort), discharge (type and amount)
itching, burning, FB scnsation, photophobia.
-- Time framec (onset, frequency, duration, getting better or worse?)
-- Vision affected? Diplopia?
» Trauma? (high speed object/ blunt injury/chemical injury)

« Patient's and Family's systemic health and ocular health (previous episodes)
» Patient's medications/ allergies (both medical and seasonal)

OBIJECTIVE: (Wash hands before and after examining the patient. Do not inocculate yourself

or the fellow eye --> use cotton swabs and two flourescein strips if red eye unilateral)

» Visual acuity ( if < 20/20 usc pinhole) Use topical ancsthetic if necded. Must get VA sl!

+ External exam with penlight (symmetry, edema, hypcremia, palpate for tenderncss)

» Pupils, Versions, Confrontation ficlds, Preauricular lymph node palpation

« SLE: Lashes/Lids/Conj (papillac, follicles, membrane, evert lid il necessary, chemosis,
hyperemia, hemorrhagic), Sclera/Episclera/Cornea (edema, infiltrates, KP's,
Anterior Chamber (cells/flare/hyphema/hypopyon/angle), Iris, Lens

« IOP (unless corneal insult , infection, or hyphema)

+ Fundus evaluation (DFE indicated in trauma)

g



[] No Pain [] Severe Pain
] Mild to Moderate Pain

If the level of pain is to be included in the differential diagnosis,
then select one of the above that best fits the patient's symptoms.

If you would prefer to not include the level of pain in the

differential diagnosis, then press the button below:
[C] Do not include pain

FTLETT




[1FB Sensation Check any of the appropriate L]Lid Crustlng
[] Photophobia signs and symptoms below: []Chemosis

/ : Anterior
[ ] Tearing ] Diffuse Injection U chamber Run

[] Purulent Discharge [ Sectorial Injection []Corneal Edema
L] Itching (] Perilimbal Injection [C1KPs

(] Blurred Uision ] Miotic pupil (] Hypopyon

[] Burning ] Mid-dilated pupil []Pannus

[J History of Trauma []SPK [] Symblepharon
[JLid Edema [1Subepithelial infiltrates [] Increased 10P
[]Headaches [J Stromal infiltrates ] Decreased 10P &
[] Halos [JLymphadenopathy [] Follicles

[l Skin Rash [] papillae

[] Diplopia

# Cundition(s)




Diagnosing...




“Click” on a condition to sce il's critical sign for a positive diagnosis.

A s
<.

Ko

-

a%d
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“Click” on a condition to sce it's critical sign for a positive diagnosis.

Infectious Corneal Ulcer
Recurrent Corneal Erosion
Herpes Simplex Keratitis
S. L. Xeratoconjunctivitis
Blepharitis
Viral Conjunctivitis
Vernal Conjunctivitis
Ocular Rosacea
ry Eye
Epidemic Keratoconjunctivitis




Glaucoma

Maln Menu
General Informaltion

General Information:
click a topic

Diagnosis « Incidence/Etiology

+ Predicling polential cases

+ Classllication & Naming

DOu
Wark Up
Treatment

Follow-up

** A True Ocular Emergency **

Bredicling Potential Casee pf PACQ:

RISK FACTORS:
& Nurrow angles
[5% of the papulation)
(.65% bave sngles that e critically narrow)

b. Hyperopia
e Fomales > males
d. Whites > blacks
e Age (mid 40s)
f. Fumily bimory

= Typically, an older person with & small globe and a slgnificant narrow
snterior chamber angle,

4= Incidence and etiology Types of Angle Closure w

To Main Menu For Rcute Angle Closure Glaucoma q

Lriticnl Signs for Acule fingle Closure Glaucoma:
+ Dval mid-dilated pupil (unreactive to light)
Closed angle in cye involved (gonioscopy)

Acutely elevaed 10P

Comeal microcysiic edema

Signs =

4= Types of Angle Cloture Glaucoma

fymptoms of Acule Angle Closure Glaucoma:
Significant oculer pain md discamfon
-- Paio may be moderate, bul ofien is severe
- Many times, the pain can jovolve the whole head which leads
the palient to report a brow sche or hesdache.

Nausea and ofien vomiling

Rapid loas of vision (blurred vieion)

Celored rings wound poimt sources of light (edema of comes)

Fronial beadsches

Ofien there s 1 history of mild miscks asocisied with pelicnt
futigue or followiog a period of sudden emotional miress.

* All eympioma shove need not be presemt +

4= signs

Incidence and Eliology of Acule Angle Closure Gloucoma:

* locidence:
Depending on the source, incidence cen range from 0.06% of the
geoen]  population to . 17% in caucasians more than 40 yean old.

« Huiology:
Results from s decreased g, humer outflow due to & restricted
aoterior chamber angle. Most ofien, the eys bas an snmomical
predisposition of & shallow enterior chember, and iris tlasue a
P

for the rietl

* Common cases include: pupillary block (more cemmon In
byperapes), angle ding (p! is), peo lusization, and
mechanical closure of mngle secondary to anterior displacement of
the Jeosliris diaphragm.

Predicling potential cases wp

& Menu

Iynes of fingle Closure Glaucoma:
* Acule (mom common}:
Increased 107, closed angle, mid dilued pupil, comeal edems, parilimbal
injection, blorred vision, balocs, nauses, squeous Mare, pain of trigeminal
distribution {may cfo toomb ache), optic nerve mnd visusl field changes.

* Sub- scute:
Sector irs mrophy
Olauk x

i iny

in leas due to increased pressure (50-50 mmilg).

Pigment dispenica
Disc and fiald changns

* Chronic:

Ciradual occlusion begina superiody
40.60 womllg 10P withow symproms

4= Predicling potentisl cases Critical Signs =

Slgns of Acute Angle Closure Glaucoma:
Sudden Incresse in 1OF (6090 mm 1g)
-« 10P mey be low if the paticol is in recavery.
Dilation of the veasels st the limbor (perilimbal flush)

“Sieamy” corpes (cderma)

Oval mid dilsted pupil (4-Smm) that is usreactive Lo light
-~ most relable sign

Cells and flare may be present
= If the JOP haz been elovaied for o prolonged period of
time during a previous smtuck--> gray aropby of the iris
mroms aod gleukomflocken,

h’ Critical Signs Symptoms ﬂ-

Gonloscopy wsp

Eonloscopy Van Herrick: Angfes that are estimated to be
Grade by the most o quarter of the cormeal thickness or less

poterlor maomy.  Wole smi. of
plgrenistion
// inTH.

B g o

SS S5

require gonicscopy to determine if subsequent diation
wil precipitete angle closure and incresss 0P,

<1/41 174 172 1720

Aneriar

- Schwabe's Line

Moderately narmow, closwre

possible. | - C = 20"

4

s, 5 : -
mﬁm & Pigmented TH

Posterior

ted TH

[ Grade 111 angle ) Kléna
=
Symptoms
i
Differeniial
Grade 0 angle Disgnosis ﬂ




Differential Diagnosis

Rule out other types of glaucoma: lWork-lin for Acule Angle Closure Gloucoma

« InNummuory open angle glavcoms (moderste to severe anterior chamber resction) + Hr: Onset? Modiculons? Any previous or present sympiome o fellow eyel?

Recent lsser treatment or surgery? Detuiled account of sctivities thetl preceeded

* Traumatic (bemolytic) glancoma { Hx of trauma + RBCs in anterior chamber) ife .

+ Pigmentary glaucoms: {angle s e;pau.. radial {rlnluunlil'lumuuiw. pigment eells « Visusl scully. Piohole if < 20720

in snterior chamber and om )

* SLE: Examioe boih cyes eepecinlly anterior chamber deptb, Look for KPs, posterior
hiae, fris tari

« Phacolytic glaucoma: (calaract, anterior chamber panicles or white flaky material i Swrilion Moma. or chamber oelig/flare.

present oo pupillary border and apterior lens capsule)

+ Combined open and closed mgle glancoma Jop

+ Cooicscopy of both anglea. May went to avoid il diagoosis s firmly

Aleo:
- Olwcomascyclitic erisis: mild calls and flars, fing KPs, open angle, eyo mot painful, If there ln o greas deal of comeal edema.

recurrent JOP spikrs in coe eye osually 40-60 mm Hg « Bvelume optic nerve.

4= Gonloscopy Wark up = 4= Differeniiel Disgnosis Emergency Treatment e

Emergency Irentment of Acule Angle Closure Glaucoma:
The following has been sffective in treating acuts angls clorurs,
1. 0ral hyperosmotic (Osmogiyn 1.0-13 mg/kg of body weight) max effact 45-120 min
2 Topleal bata blocker (Timoptic 0.5% 1 drop)
3. 500 mg of Diamox {Acatazolamide)

Emergency Irealment af Acule Angle Closure Glaucoma:
Acuts angle closure is a trus smargency and reqires Immediate caral Long term
mansgement Ls rurgical.

# Initlal Tx 10 lower the I0P
- Hyperosmotic (may induce vomiting) [ LOniraindications

-- Glycerol (I gram/kg of tody wi.)-—- can cause a problem in diabetics
-= Isosorblds and Manitol (IV) are alto used
- Andarson’s indentation procedure can be an allernative 1o the oral hyperosmotic,

{More on Indentation precedure|
{ Contraindications )

lol 05% or Lavobunolol 0.5%

- Carbonle Anhydrase Inhibitors { COntraindicalions

== Acetazolamide (Mamox)
-- Methazolamide (Neptazane)

© Valt one hour end reassess with gonioscopy 1o determine if ths angle Is open .
If 10P is less than 30 mm Hg. use | drop of 2% Pilocarpine.

® Vhen pressurs it controlled and attack is broken:
1'% Pred acetate qid
Azetazolamide 300 mg sequel po bld
Topical beta blocker bid ( When to use Pllocarpine }
Pilocerpine 7
*® Rafer for definitive ireatment ® *

# There is a high probabilty that angle closure may develop in the fellow eye, Treat
fellow eys with 0.3% pllocarplne qid if angle narrow unill definitive treatment.

= Dafinitive 1x includas: lasar /surgical iridectomy or irabeculactomy.

&= Work up Specific Tv 4= Treatment Follow up =

Eallg-lin of Acute Angle Closure Glaucoma:
#  Aflier definitive tresiment, patients wrs reevalusied in weeks to
moaths.

*  Visual fields and sterco disc photographs are oblained for
baseline purposee.

+ If & repest amiack occurs afier the patient has had the iridolomy, a
plateau iris may be preseot.

ﬁ' Trealment Menu



Nefinition and incidence of Acule Intersiiliol Keratitis (1K1

The term ioterstitinl keratitia refers to the mnd alive

infiltration sffecting all or just part of the corpeal stroms. Most ofien, IK is
sasocisted with a symemic diseass.  90% of cases are secondary to ayphilis

Main Menu

Gennrol Information:
Gonerel Informaltion Click & tepie

The stromal ecpacificatien {s geserdly silvery loecking and often has s parchy
or feamthery eppoarance.

Manifeaiations of keratitia usually are oot apparent wniil the age of 10 If 1he
cause ls congenitel syphilia, with the greatest frequency eoccuring between the
ngos of 10 and 20.

Signe O Symploms * Dalinlilon and Incidence

= Ellolo:
Work-Up i/

* Over the years, thero have been a reduciion in the number of cases of
congenilal syphilis, and encouniering a cass of acule interstitial keratics in
rare, The mosi usual presentations of 1K are congenital casas encoumtered
during routive exsms of adubs. Sigos of old IK ofwn persis throughoot life.

Trentment

Follow Wp

* There is = 3:1 predileciion for females.

4= Menu Etiology ==p

Main Menu for HSU Keratitls

Coongenital Syphilis:
- In the past, haa been responsible for 50% of the cuses of diffuse IK, most commenly
of the congenital form. The congenital form is usually bilaleral (10%),

Acquired Syphilis:
. 1K secondary to scquired syphilis i iecular (60%),
il der form.
- A positive FTA-ABS teat A the p of & previ infecti

Luillcal Signs for Acule Interstilinl Kerafitls

Tuberculosis: + Comeal mromal blood vessels and edema.
u L

- 1K is ofien unil d I Ihe heral inferior sector of the cornea with
central comea spared. Mluﬁm s less ny;c and Jees complete than tha due to

ayphilis.

* Leprony:
- IK is vsunlly s deep mfilirstion exieoding lrem the periphery 1o 1h§ center of the
comen. eapecially o the upper outer quad Frequently bil

G

« Cogiwn's syndrome, berpes simples, onchocercissls, mumps, and gold 1oxicity are
among the other pysiemic condions Imowm o causa IK.

4= Definition and Incidence ~ Crlticel Signs _ 4o Ellclogy Signs =

Diher signs of Acule Intersiilial Keralilis

Aptorior chamber cells and Mare

Fine KPs on corpeal endothelium

Indistinet celluler infiltratien

Miosin

Small sromal opscilics

Conjunciival iojecrion

The gross vascularization can give the comen a
“salmon patch” sppearsnce

juymoloms of Acule Interstilial Keralitls
Puin
Tearing
Pbotophobin
Red eye

Blorred vision

4= Criticol signs o symptoms s 4= Signs Work up =

Work Un for Acule Interstitial Keratiliz

+ Hiztory: Venereal diseare in the mother durlng pregonancy or in patient
s o i Ireatment for Interstitinl Keralitls
* Acute disewse or old inactive discase
- Topical cycloplegic 1id
- Topicel mervid
- Pred Fone q 1.6 hours depending on degrea of
mflammation.

& External examination: Look for signs of congenital syphilis or leprosy.

« Slit lamp examination: Look for signs of congenital syphilis or leprosy

( signs of Syphllis i Signs of Leprosy

- Refer 10 medical inemint for FTA-ABS sod PPD
~Underlying cause needs to b (remed,

# Dilated Mundur examination.
- Look for the ¢lasgic “ralt and pepper” chorioratinitiz or optic sirophy of
syphilis. There are signrs of an active eyphilitic disoase

4= symptoms ‘henlmem‘} 4= Work up Foliow up =




Enliow -l for interstitiol Keratills

o Acute discase:
- Bvery 3.7 days m fimt, theo see every 1.4 wha.
- Frequency of meroid sdministration is slowly reduced s the
infMummation subsides.
- IOP  should be monilored closely and lowered with medication

when > 30 mmHg.

» Old insctive diccase:
- Routive follow-up every year unlees trestment is required for
o underlying etiology.

¢= Treatment Menu =



Ellology of Allerglc Conjunclivitis

+ Immunological responses, kmown aa byp vl {} o i of
exogenous agenis can be important causes of =nujmr.lw-1 inflammation. Most
byperseasitivity resctions are classified clinically inte 2 types based oo the time
between exposurs 1o the antigen and the ef the | Togical

Maln Menu {tae reaponse: 2l

rgl.e (.‘o’um'tl.oius

Tliniagy _ (Dumedise (Type [} - medised by seram | lobuling (antibodies’
which produce sn eosinophilic collular reap This
symploms dnﬂoy- within minutes afer oxposurs to the a!l-eu!hl mf.lpe nd is
wad
Signs vasculur dilstion mf serous exmdan. An example of Type 1 la Iﬂyfem
with kching being the prominent symptom.
Critical Signs
. (Belayed (Type 1D - medisted by lymphocytes producing s 1
Differantisl Dlagnosls cellular reap This develops within bours er days afier

Introduction of the antigen and {s charscierized by the same general
signs of chomoeis snd byperemis. In meny camas, s mild follicular
resction may also be present.

Treaiment

Follow Up

+ Allergic conjunctivite o common [n persons sged 20-30 years with & bistory of
stople conditions, such as bayfover.

Q— Maln Menu symptoms wp

Slgns of Allerglc Conjunciluitis

Tha vison may Moctuste or remain uoaffected
Piek 1o red bulbar bypermmic injection
A “glazsy™ sppearing lustre to the mucous membranes
Chomosis (subconjunciival infiliration and edems)
-~ produces mild to dramatic awelling of the bulbar conjunciiva. The
conjunciival nun- may elevato wd roll over the limbur This b more
wmd p oo the poral jeoctive due to the eye
rubbing pmrn ot the outer canthus
Mucoid (mringy) whitish discharge that mey spread across the comea md
ubimately end up in tho fomices mt the inmer canthi
Lid edoma and erytbema
Small “velvety” 1o “glam” papilimy chenges on both the upper snd lower
palpebral eonjunctiva
Proquently, follicular changes are slss prosest

Sumntoms of Allerglc Conjunciiuitis

liching is the predominent symptom
Tearing

Watery discharge

Photophobis

4 tlology e Signs 4= Sumptoms Criticel Signs wep

Maln Menu for Allerglc Conjunctivitls
Differentinl Ningnosis af Allerglc Conjunctivitis

Bacterial juncliviti 41 B oL “meaty” red
eonjonctivitis that lnf.uun tnwmt the fomices. The comes is iypically
elear; the byperomic vesscla will blanch with a mild vasoconstiricion
usually & pepllary and a il dinch

P 7 ¥

Lritical Slgns of Allergic Conjunctivilis

Yiral conj as & pinkish-purple hyperemin
that increases toward |hn phcm ‘I’hm i- typically a fam TBUT a follicular

. # serous disch T of p vl node or
hth&nnpllﬁr.

Chemasin

Rod edematons eyellds
Cenjunctival papillae

No preauricular sdenopathy

Chronio 1] Ivitis - 1]} s enguler Injeciion with
Infarlor hyperamls: = plpulu'y :nmu and no discharge prosent.

£,

Vernal juncitivitis - Iy 1 allergy
with tha prescence of cobblamoos’ -pn-piﬂu on dn el comjunctive

4= Signs LT 4= Criticol Signs Treatment *E

Irentmen! of Allerglc Conjunciluitis

. 'rm gencral approach 1o the management (o allergie conjunetivitiz ineludes

pharmacologlc egents, and an avoidance to the particular offending
antigens,
® Dazentitation seems 10 be of value when allergle confunctivitis ir ssoclated with Eallow un for Allergic Conjunciivitis
pollen, dust, or other adrborne allergens
» Pharmocologle agents used in the !realmem of nllergic con}mc:lmls inciude the i
use of loplcal yaroconstriciors. antihi cor ; and cromolyn sodlu, * In moderate o severe resctioos, schedule to patient for a 24 - 48 hour
checkup.
» Yasoconsirictors - [e g, naphazoline (Vasocon A), phenylephrine, or :
oxymetazoline| (dosege) --» 1 gt 4 -6 X daily I:m:aed!nh beyond the second visit only for thoss cases that are
NOTE: long term uza of sgents with phenyisphrine may cause a rebound respooding slowly.
hyperemic effect that may presen! a greater problem 1o the patient,
® Antihistamines - fe g, an Una05% In ) tlon with V. 1A DDSR] Pstlenis whe aro en ﬂerudd Ml‘emal should be checked every 1 1o
(dosnge) —» 1 gt q 34 hours or every 2-7 hours for more severs cases. 2 weeln mtil the ber that the idal
# Cortlcosterolds - [e g.. prednisolone acetate (Pred forta) 10%] dossge thould be tapered accordingly.

(dosage) --» 1 g1. 4 2 howrs for 3-5 days (Prolonged used of steroldr Ls not

recommended bacauss they may lead 10 ocular infection or glaucoma.)
® Cromolyn Sodium [s g_ Opticrom 2%/4%]

{dosage) --» | g1. q 4-6 hours. Use Opticrom 4% In more reveras cases,

® Avolding the specific allargens seems 10 ba quite ruccarsful In cares of allergic
conjunctivitls which present secondary to ophthalmic preparations and/or cormatles,

4= DDu Follow Up ~wsp 4= Treotment Main Menu




Definition and incidence of Uueltls

DEFINITION:
* Uveitie s a goneral serm which can be  subdivided imo iritis, eyclitis,
indocyclitis, and choroiditis. Adjacent amss such s retine, vilreous, sclors
and comes wre frequently involved.

Main Menu
Generel Informatlon
Signs O Symploms

General Information:
Click o topic

Uveltis {t an inflsmmution of the iris, ciliery body or cheroid.

Cases that wre bil or ¥ to ooed a mom
extensive diagnostic evaludion --> endogenous erigin. Most common ones wre

oI i = Definitlon and Incidence
EnotagleMagnoais * Classllicatlon & Naming

listed under eticlogical disgnosls in the main menu.
DDu of Uveilis + Grading cells . 50% msocisted with HLA-B27
Work-Up

Treatment

Cen be limited 1o amerier or posterior chamber or can affect both.

INCIDENCE:

Foliow-Up + Peak Incidenca s in the 10.50 yr population.

= Them ix & marked decresss In incidence in people over the age of 70
* Ooe swdy repons incidence at mbout 12 cases /100,000 anterior uveitis, and
3 cases /100,000 prsterior uveitis

4= Menu Differentiating Signs w=p

Differentiating signs of Anlerior Uvellls Lommaon Fliologies of Upeltis
Grenulomalous us Nongranulomalous
{Moat likzly chronic) (Most likely scute oonet)

e The most common <auss of uveitis {2 unknown for all age groups.

= External caures include: trauma, ocular infection and allergic
reactions.
1. Large “mution fu” KPy 1. Fine KPy
1 Koeppe nodules (froquently) 2. AC cell resclion ® [nternal causes include: systemic di and |
3. Busscca podules (lexiona on iris) 3. Usunlly no nodules faciors
4, Posterior synechise (fresh) 4, Dense synechise (fibrous)
A, Geoenlly iovolve posterior 3. Genenlly anterior chamber
chamber, bt cen involve anierior
chamber.

Mare Spacifics wp

ﬁr Oefinition and Incidence Common Eliologles ﬂ ﬁ Differentiating Signs Grading Cells/Flore ﬂ

Etlology Segmen! affected:

Ankylosing spendylitis Anterior only

Bechet's discase Anterior

Histoplasmonis Posterior only Other Etiologles 1o Consider

Pars  planitla
InNammatory bowel Anterior Fuch's heterochromic irdecyclitis
Olsscomatocyclitic crisis

Juvenile rheomaloid arthritis Anterior

Rbeumatoid cooditions Anterior ::ae:hm“'h'm""" Zoster
Reifter's syndrome Apterior Lepitony

Sarcoidosin Anlerior, Posterior or both :::;;ﬁ:i:;ul';‘t‘:;:ﬂ::"m
Syphilis Hoth segments of posterior only

Texoplasmosis Boh segmenis of posterior only

Toxocara Poaterior only

Tuberculosis Both segmeots of asteror only

(Lab Tests) (Consultation) (Segment ﬂﬁsctel!)il]escﬂpllon]l Menu ) Cﬂ

Main menu for Anlerior Uveills ﬂ
Grading Cells and Flare
2s 3+

Te maoy 1o
10-13 counl

Critical Sign for Anterior Uveltis

Jou detectable Mod bam Muked hare Plaxtic intis » Cells snd Mure in the soterior chamber

faint baze Clear irin deail  Fuzzy lris fibrin clot

COMPLICATIONS INCLUDE

» Band kerstopathy

o Cararacts (sspecially posterior rubcapsular)

» Dzc/Macular edama

» Corneal edsma ( depands on damage 10 endothelium and height of 10P)

= Sscondary glaucoma {(debris in meshvork, rubecsls. iris bombe, trabecular
scleroziz and irebeculitis)

« Retinal datachment

» Macular surface wrinkilng QD

o

€= Common Eticlogles Critical Signs wap 4= Grading Cells and Flsre symptoms =



Sumeloms of Antecior Uueltis

Symplons way range from fooo 1o severe and are ool rolated
o the severily of the wveitis,

+ Acute opset of deep ocular pain [dull or puleating)
- many timea reporied s "in or behind® the eyeball
- iocressed discomfon with sear vision efien reported

Photopbobis (s consani symptem mnd may be the fire one)

- may be mild to sevem

Vision may be pormal or decressed ( doe to cells and Mawe )
- may be reporicd as s "haziness®

Red eye
Vurisble tearing but NO other form of dischurge

- mn mssociasted disemse entily in probably present if there
is & muceld or purulest discharge.

4= Criticol Signs

Differentiating Signs ﬂ

Algns of Acute Anterior Uuellis

Oeoerally vnilueral
Cells & fMare in enlerior chamber

cells > lymphocytes (white dots)
Mare -->» prowin ( milkiness or bazioess)

Slgns of Chronic Anierior Uueills

Cells & flare in wnlerior chamber

Lids oot lovolved

Occesional fized pupil
Circumecarneal hyperemia
Mutton fa KPs

Frequeni sccondary glaucoma
Dense syacchise

Iris modules snd granulomas

Lid congestion
Pupil may be miotic

Circumcoroes!l hypersmia (perillmbal flush)
PFine KPs oo comeal endothelium

Lower 1OP { occusionally may be clevated)
Posterior synechise

Cells in anterior vilreous may be present
Peeudopropiosis  (phetephobic)

Hypopyon if severs casa of snterior wveilis

+ Frequeot vitreorclinal involvement
Cynioid macolar edema

4= Dirterentiating Signs Differentisl Diagnosis we

Wark-lo of Bolerior Uueitis
@ An imporiant part of the work up ir 10 congider the rirk factors.
- Age Is Important {increases with age).
- Race: African Americans have 10X the risk for sarcoidosiz
- Sex : This further narrows the possibilitier with regard 1o tpecific etiologles,
- Sexual hinory, parsonal history. ocular hirory and syrtemic dizearss are all
lmportant considarations.

® Attempt 1o dafine the etiology ezpacially If chronic, bllateral or granuomatous. If
the history, symptoms. and/or signs strongly suggen an underlying eticlogy, then
1the work-up sthould ba tallored accordingly.

» Get a good casre Hx.

® Visual acuity (pinhole If « 20/20)

# SLE (conical beam 10 view calls/(1are in anterior chamver) [Grading celis/flore

« Check 10P.

» Dijated fundus examination along with vitreous examination (look for celis).

4= Differential Diagnosis

Treatmenl ~wsp

Eollow-Yo of Anterior Uyellls

+ Follow up depends of severity. It is recommended thu the patient be meen every 1.7
days in the wcute phuse. If the condition is chrobic and stable, then the patient can
be secn every 1.6 monthe.

« If the snterior chamber reaction is |mproviog, then the sieroid and cycloplegic cas
be tapered until chamber is free of cells. Flare may atill be present,
- Steroids can be tspered | dmp per day for 3.7 days

- Cycloplegica used every might wntil chamber clear and tapered slowly if
granulomatous reactions. | There in a bigher tendency for posterior syochiac)

Check vitreous and fundos for all flare vps, when vision is affected or every 3.6 mo.
Educate and waich for all the complicstions to meroid use.

To cases with recurrent uveitis, look for wn eliolgy.

4= Treatment Menu W

Differentiating Signs of Anterior Uueltis

Granulomatous us Nongranulomatous

{moat likely chronic) (moat likely scote onset)

1. Fie KPx
2 AC cell resction
3. Usually so noduke
4, Denss synechise (fibrous
5. Geoerally ant. chamber
chamber, but cen involve ant.
chamber,

4= symptoms Sign: =

Differential Dlegnosis of Anterior Uveltis

« Conjunctivitis: See main menu for the different types. L. )
= Vizion is usually not affecied and hyperamia iz generally confined 1o medial or
lateral angles or is diffuze. There is generally rerous or purulent dizcharge.
Puplllary responre ir normal &z well &z JOP. No significent photophobia or deep pain

» Angle Closure Glaucoma: See main meu, ®
- There iz a marked dacraass in vision es well a1 severs pain, corneal edema and
increased 10P. The pupll iz genesrally mid-dilated and nonreactlve.

» Rheg
- Elevaied retina with a break. This can reiease pigment cells into the vitreous or
entarior chamber

| other Less Common Conditions to Consider |

4= Signs Work up “wdp

Ireatment af Anterior Uueitis

Objectives of ireatment:
- Te docrosse the m-mr .nd I'wqunnuy of the stiscka
- To prevent posier and I ol dury
- To prevent damage ta-iffa Moad veasels snd blood - squeous barrier

T i waually pecific due to unknown eliclogy.

+ Cylooplegics:
SEVERD: Atropine 1% | git bid or Scopolamine 0.25% | gt bid (Use with caution!)
MODERATE: Homatropine S% 1id of qid or Cyclopentalae 2% bid - tid
MO.D : Tropicamide 1.0% tid or Cyclopentolats 1% 1id

+ Topical steroids:
SHEVERE: Prednisclone scetste 1%  every hour
MILD 10 MODERATE: Prednisolone scetaie 1% qid

+ Periocular repository sieroid should be idered If not ding well to topicals,

» Systemic smeroids are theo coneidered if wiill not reaponding well, and possibly even
syslemic immupcsuppreasive sgeats, This requirea meticulous follow-up by imvemist
snd oncologis.

e

Follow up =

PACIFIC ‘ : |
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Main Menu

Etlology
Symploms
Signs
Critical Signs

Differential Dlagnosis

Treatment

Follow Up

Symnloms of Bacterinl Conjunctivitls

* Tearing and lrritstion of ooe sye with frequeat cootralaters]
wisinocululon reporied

+ No associated reduction lo visien

+ There may be & ponitive oedical bistory, espocially in
children, a.g. upper respirstory infection (URI), or oiitis
media (ear infecticn)

« Prequent reponting of “lash maiting™ upon awikening

+ Frequently associated with chronic blepbaritis

+  Orittineas

4= Ellology Signs wd

Main Menu for Becterlol Conjunctivitis

Lriticol Signs of Bacterial Conjunciivitis

+ Yellowish greenish mucopurulent discharge which accumulates
greatest in the mg. The lati (L Iy i ¥
and st the imner canthue. These accumulations may aso prodoce bard
crustations oo the lid margios.

*  Often times, the patient will report “lash matting™ or “eyes mock shut”

o the momiog upon awakening.

&)

4= Signs 0u -

Ireplment of Eaclerial Conjunctivilis

+ Topical ibiotic therapy s g efficient 1o manage moet cases of bscierial
conjuoctivitin. The resulis of cultures xnd antibiotic sensilivities will provide
sdequate information for specific iberspy. Depending on the bacteris present, sa
specific antibiotic can be chosen. Sslecl an aatiblotlc [for more lalocmallos,

Sulfcoamides Erythroamycin Chlommpbenicol
Trtracycline Bacitracin Polymizin B
Geotamicin Tobramycin Neomycin

Erythromycin may be either bacteriostactic or bactericidal and is mon affective
agalnst gram-poritive cocel ruch ar 5. awrewr and 5 pneumonise. Erythromycin has one
of the lowest incidences of allergic or toxic side effects when applied wopically to the ey
The emergence of erythromycin resiriant 5, averus preciuder this as the drug of first
choice.

Erythromycin

Ellology of Bactarial Conjunctiultis

+ Acute bacierlal conjunciivitis can be csused by & oumber of microbial agemis,
The majotity of the cascs present with eitber % surens, 8. poeumonia or
H it the Ive sgent. Ouo rare otcasions, the lsclued bacteria can
s, & I or aven P. serugioosa.

* Acute bacterial comjunctivitis le found in all age rangea It o Initisly ovilserd
1 A

with [req 1

+ This may bo ¢ bisory of 2 to 3 days with so Iocroass in the objeciivs spas,
bawever, thorn s oo mmsocisied mednclion in vision,

d=r Main Menu Symptoms =

Slgns of Bacterinl Conjunctivitis

* Orossly hypersmic, meaty red bulbar comfuncliva:

-« Hyperemls growsr toward the lomices

- Injected arems are osaily movable with n cotton-tip applicaior.

- Injected wessels usnally presemt ma bregular (nonradisting) patterns and |
will blench with a mild vasoconsirictor

* Palpebral conjunciival papillas
* Yollowish green mucopuroleni discharge:

- Accumulations end 10 be (be greatest (o the moming giving rise to the
matied lashes

* Subcoojunctival bemorthage

+ Chemosis

= Initally, & diffuse superficlsl punciate kermitis may bo present but & waually
dissppears within the firmt couple of dayx following the onset

4= symploms Critical Signs s

Differential Dingnosis for Bacterial Conjunclivilis

* Differsntists sisphylococcal conjunctivitis from other organisms

-~ There fa no metd for immedisto cubuma in acuie forms bocause
stephylococcus is wannlly the cause (75% of the time)

. Sueptecoccus and gram negaive bacieria osmally produce byperscuswe
bacterial con pnctivitis

2. P s wsually d with a purplish flush or
collulitis on the lide

1 G i always hyp in conjunction whh vecereal signs
4. Chlemydis Inclusion conjumctivitia in nsoally more loxidious with » 2 - 4
wock history

5. Pscud i rapidly advencing, secondary infection

+ Sccondury causcs such s staphylococcal blepbaritis

4= Criticol Signs Treatment wp

Faliow Un for Bacterial Conjunclivilis

+ Rescheduts the putient within 3.5 days
» Prevemuive considersiicns for the patient snd docion

-~ Trem both eyes to reduce the risk of anteineculalion
- Inmtruct tha patient on general lid end skin hygicno

- Instruet the patient te aveid louching the eyes during the acuie
disense process 1o avoid the poasibilitios of reinfection

- Never reusa the medicamion beyond 6.8 wocks

-« Never paich =n sye with conjunctivitia
Moniter comes closely for sy changes during the follow op period

4= Treoiment Main Menu wp



Etiologu of Infactious Karatitis

Common Paibogens Rue of Key Characteristics
Progression

[ Bacterlal Corneal Ulcer |

Main Mena

Ganeral infoarmation:
General Information click o lopie

= Etiology

* Cornsal Ulcer va Infliltale
now « Genaral

8. suarcus Usually days Purulent ropy dischargs,
ipdistipe ins

5. Poeumo 12 days Cray ell muw:ﬂnd
ulcer.
P aeruginoas hours Urceniah  mucopuraloot

dischargefhypopyon

N, goenorrhess - 12-24 hours Hyperscute purulence

Diagnosls

Work Up
Trealment

7 Often a bluish, parplish
prescpial  flush

) Ommerdly 1o alcobolic or
debilitated persons.
Puracentral or perilimbal
infection.

Fatlow-up

4= Menu Ulcers vs Infllirates

General Informalion shout Cornenl Uicers

Any comeal bresk din. Bar e through Bowmans and Ulcers may resolt from hypersensitivity resctions, traums er infections.

Inio the stroma is an ULCER. Central uleers are ofien infe

while peripberal ulcers are dly toxic

g from ig ib i to Staph.

Comned] infilrales may sppear as small, whitish opacities in the

subepithelial wrew.  They are veoally ill-deflined with intact, overlying .
epithelium. They do oot siain. Unchecked comeal ulcers, regardless of where lhey begin, progress awsy from

ibe limbus,

A coroeal stromal Infilirete underlylng an epithelial break should be

consldersd a0 Infoctiva uker wtll praves otberwi. The most common cause of corneal iofecilon i developed commtrics b berpes

simplex.

Troe diff jstion between infecti and non-infectious uleers

roquir caNnring: Sigos, symploms sod disgoosis of comes] ulcerm vary grestly for bmb the comiact

lene wesrer and the nonwearer. Suspsct 0. organiems in contect lens weoarsm,

4= Eliology Genersl Information “wep = Uicers us Inflitrates Criticol Signs e

To Main Menu For Corneal Ulcer wap

Slgns of Infectious Keratitis/Racterial Carnaoal Ulcer
Cenerally unilateral
Epithelial defeets
Lrlticel Signs for Infectlous Cornenl icer Conjunciival injoction (severs crimson rod > 180 degrees)
Chemonin
+ Ab uler exiss if the Infilirate is sccampanied by an s;‘umll r:‘kr:n d,ndh inflammation surrounding the infiltrate
+ a " . ucopurulent discharge
overlying epithelial defect that staing with flowrescein. i il o
Blepharcspasm
Coroeal thioolng
@ Pspillary changes
Increased 1OP
Lid edoma
Puapil miclic

= All signe above need pol be present =

4= General Information Signs 4= Criticel Signs symptoms

Symotoms of Infectious Keratitls/Bacterial Corneal Ulcer

Significant scular pain and discomfon which may follow the
lollowing sequence
Irritation..> buming..> learing. > photophobis.. > blurred VA..»
foreign body seossion--> dull sching puin

Making the Diagnosis of Infectious Keralitis

+ Making tbe diagnosia can bo difficult. You must distinguish
microbial keratitie from ciber iypes of infiltrative and ulcerative
kernitia.

Discharge + Since there ia no sbenlule biomicroscopic sign of fection, you

Blurred vision especially if ceotral
Red eye

Photophobia

Foreign body seoastion

Buming

Teariog

May have & history of trauma

muct proceed with laborstory investigmions if there is any

« After muking the disgoosis snd performing the proper lab tests,

the mext three steps are to 1) iotiste therapy, 2) modify mitial
therapy, and (4) terminms therspy.

* All symptocs above need oot be prescot «

4= signs Making the Diagnosis 4= Symptoms Differentlol Dx =



Differential Diagnosis

For more Information about
the following conditions,
¢lick on each toplc below,

Fungel Keratitis l Rcanthamoeba lHarnu Simplex Keratllis

Work up ==

4= Moking Ihe Dlagnosis

Ireatment af Infectious Baclerial Keralitis

The two goals are to eliminate causstive sgent (bacteria) and suppress loflammatory
reaponte.

« Coosider and coordinaie the mow appropriste professicoals for care and
mansgement. Uleers and infilirates are generally tremied as bacterial uoless thers
I & bigh suspicion of fungal, acamthamoeba or 1ISV kersiitis. See DDa card.

Hospitalization should be idered if there i a severe sight threstening
infecton, if the patient is woable to comply with the sntibictic therapy due 1o the
I droinistrati i |

or If ay bictics aro noaded.

qs y of

* There is little to guain ioitisting stercid therapy prior 1o positive identification of
the orgeniem, Cornicosteroid therapy s controvemial,

+ Consult with ophthalmologist.

4= Work up Specific Ty wp

Eollow Uin of Baclerial Infectious Uicers

The patient is seen daily to reevaloste, The size and depih of
infilrale should be voted wong with degree of pain, sire of
epithelis] defect, and anterior chamber resction. Check 10P.

If ulcer mproves, snlibiotic iberapy is tapered Therapy i
modified based oo culure resulis

= If the oleer has oot improved, ulcer should be reculiured and
hospitalization should be reconsidered.  Some suggest reculire
within 48 bra., snd every 24 hours after until culture i peguive.

Continue with patient educstion, snd RTC if pajn increases or
vielon decreases.

4= Specific Tn Menu

Waork o for Infeclious Karntills

® Caga history: Do they wear contact lanses? If so, how doer patient take care of them
Doss patient swim with thelr lenses on 7 Any trauma or corneal forelgn body?
Abrasion with yegelabie matter? Any previous corneal direasa or rystemic lliness?
12 the patient taking any medication?

e Visual acuity/ Pinhole if < 20/20

e SLE: Document size, depth and location of lesion. Ir thers eplthelial loss over the
infiltrata? Look for antarior chamber reaction (hefore Mourezcain) and check 10P

o Il significant discharge. swab palpebral conjunctva. If you suspect an infectious
infiltrate or ulcer, & cornesl screping thould be performed,

» Corneal tensitivity testing <an healp differentiste HSV keratitls. Use a separate
wizp for each aye.

o If savers, refer to carnesl specialist ([ Severlty Grede of Keratitis )

4= Differential O Treatment wp

Ireatmentalinfectious Baclerial Keralilis

1. Cycloplegic (i.8. 5% Homatropine q2h) (which antiblotic 77)

2. Toplcal entiblotics {depends on size and reverity)
« If & small nonstaining infiltrate with no anterior chamber resction or no Hdechargs:
- Broad spectrum antiblotics (Polymixin B/Bacltracin ung qid)
- If contact lens wearar, use Tobramycin drops q 2-6 hrs. Also consider adding
Tobramycln olntment at night.
© If large siaining Infiltrate or moderate-tevers antarlor chambar resction or dischargs
- Fortified drops ¢h. Generally a minimum of 1wo aminogl ycosides are used
with one of them baing sither Gentamicin or Tobramycin. This means ons
drop every 30 minutes.
3. Subcon|unctival antiblotics should be consldered in revers cases.
4.0ral and IV antiblotics ara indicatsd in ulcers with significant threat of corneal
perforation.
5. Dral pain medicaions are often indl 4.

HOCONTACT LENS VEAR AND NO PATCHING [N AN EYE VITH AN INFECTON.

ﬁ Generel T Follow up 1*



“Blapharitis

HMain Menu

Filalogy
Descriplion
Skgne
Symploms
Criticnl Signs
Treniment
Follow up

Descriotlon of Bleoharitis

hasiti This condition usally presenis with & history of

wazing and waning sigos and symploms that sre usually of shorer duraven

than thoss of the eaher types of blapharitis,

The patienis

are usually younger,

wilh & mem age of 42, compared with 31 yewrs for the ether iypes of blepharitia.
It s more common io femules, representing 80 percent of the total casss,

2, Seborrhela  Blephariila:

This condition usually prosents

in an nider sge group

with & mesn age of 31 years and has a longer duration of symplome s compared
o staphylococcal blepbarivis,

This dition la disi

Aited fram

oan;
blepharitis by a shorier durstlen of aymptoms o the time of presentaiion and a
more pronounced inflammation of the eyelide.

4= Elology

Signs e

+ Burning
* luching

« Bumimg
* liching

+ Photophobia
*% thess symploms are characieristically worse i the moming **
dchorheic  Blepharitis;

+ lrritation

* Photwophobia

Sumotomas of Blepharitis

Suaphylococeal  Blepharltls;

+ lrritation

** thess symploms wre less severe than suphylococcal blepharilia **

Msibomise Cland Dysluaclion:
* Singing
+ Blurred vision secondary 1o the oil in the precomesl film

Critical Signs 1-)]

Iresiment far Bleohoritls

The treatment for tlepharitls is very similar and is routinely sdministered without the
use of bacterial culture:, However. If a certain treatment modality it unsuccessiul, a

f===_ . e e e e e e 4
Etiniogy of Blapharilis

» Chronic blepharitis is & diseass that will ba commonly seen in 1be offica. Recenly, o
updated elucification of chronic blephariiis based on the clinical nigns and sympioma
has been presesied. The current cluseification divides chronic blepharitle into three
mmain categories: the firet being that of staphylococcal blepbaritis, the second one
being scbortheic blopharitisn, and the third classification being meibomisn gland

dysfunction,

I. Siaphylococcal Blephariiin; This is caused by & chronie stsphylncocesl infection of the
bases of the lashes. The discase generally starts b early childbood and may cootinue
throughout lifs.

2 Sshomheis  Bloghariila: This i & disordor of the glands of Teis which is frequently

Lo d Wit sl ol .
1. Melbomi Gland _Dryal) i T\hhnmdhmﬁhdlghdlm‘:nh

tor form of sabersbel B

thought of as a p

4= Maln Menu

Descriplion =

Signs of Rlepharilis

. Suaphylococcal Rlepharitis: Clinical featnres mclude infllemed eyelids (gremer han
that of sebortheic blepbarilis) erythema snd, sometimes, edems wlong the anierior
ciliary pontion of the lide. The lid margins am typically invelved, including
telengisctatic changes. Crusting of the lubu eccars with collarites mrrounding
tha individusl cilic Anwrior sad ri ly oecur. Fiftean
percent of the cases Includs lullu wnd jareal 1| ival inc ludi
injection, snd when chrooic, papillary hypertrophy of the tarsal aonjuuuu. "
the resp is scuta, & follicul F may develop ever the inferior tarsal plate.

2. hhuuhu.ln_.lhnhuu.l.u C‘hhll l'o-um holudl inflammed syelida with leas
than riil The debris deposited on the
er.llh bas en oily and greaay =miumr that II eofien called “scurf”. There is

typically uleo dermatological findings 1o suppon the disgnosis.

1. Melbomi

QOland  Dysfuncii The most prominent feature s diffuse inflammation
sround the melbomsian glands, which ere often dilaed with retained meibom that is
not easily expressed. The od!i:en of the glands am cburucied end pout with

Inapi. d I Tha y mapoct of the lids arw froguenily only

& i

d with a dep

of sn oily scurd,

4= Description symptoms e

Maln Menu for Blepharills b

LCritical Stgnx for Alepharilis

hickencd eyelid margine wilh promient blood
haritis) snd/or inep d oil glands = the eyelid

marging {ul&omunlu]

4= Symploms Trealment

T
Eqllow lin Cora for Blenharitis

[ Aculs Forms 1 [ Chronlc Forme ]

sandard work up should involve a bacterial culture and/or smear 10 asgass the infecting
organism(s).

Dosage/Duration
Aculs presentation Chronic presenilation
1. Skin/zcalp hyglens Dalyiongoing Dallylongoing
2. Hot compresses Every 4 hours HS/ 3-8 imos / week
3. Lid massage Mot Indicated HS/ 3-8 Bmes [ week
4. Lidscrubs HS3/ for 1-2 wesks HS! lor 3 mes. then ATC
5. Lidointmeant qéh / 57 deyw [e.g, genlamicin| HE2-4 wk (Bacitacin|

4= Criticol signs

Follow Up ~wdp

- Should be sisbie of Improving In 48 o
72 hours.
+ Continue Weatment lor st leas! 5-7
days,
- H conditon s worsening:
+ Reconfem dagnosls
= Check pallen! compliisncaireinsbuct
- Ae-svaluste lor pro-ceplal cellufitie
development
« Comlde adding a broad-speckum

, Inskuct pr

= Treatment

= Improvement Is usuafly significant In
4-6 weoks
- Geadually reduce dosages lo mainisnance
levels
= Il no Improvement:
= Reconfirm diagnosia
- Chedk patient compliancarsineuct
- Continue iuiﬂml plan
- Di e n
lorma
- Advise patients on polential chronkcity
- Reduce fatty foods in al ssborrheic

g

types
= Inskuct on ongoing preveniative and
mainsnance thespy

Main Menu ‘#




Main Menu

Eliology

Signs & Symploms
Critical Signe
Differentisl Dlagnesis
Werk Up
Treniment

Slonz and Symnoloms of Canallculitls

Usnilateral red eye thal bas been recisiant to antiblotle therapy
Mild tenderness over the ossal mspect of the upperflower eyelid
Fpipberia

Watery dischurge

Tearing

Purulent discharge

¢= tliology Criticel Signs =

Differentiel Diagnosis of Canaliculltiy
usually presents with much more swelling,
and pain pared 1o ticulick

1 duct ob

! (o no ery or

= usually presenis with
d wround the p

- wsually sccompanied with conjunctivel
follicles In conjunciion with & disch

papillse andlor

Work Up wdp

4= Critical Signs

Irealment for Canaliculitis

R the ot i i end cullure

Irrigate the canaliculus with 100,000 ooitw/ml of penicillin O solution
or & 1% soluion of ledive. (Imig: thould tke place while the
patient is in the opright position so that the solution will drain owt of
the noss mod oot into the nasopbaryon.)

+ If the smears reveal & fungus - vee nysiatin 1:20,000 drops 1id in
conjunciion with o oysiato 1:20,000 soluton irrigston several
Limes per week

* U the smeare meveal = herpes virue . use irifluorothy midine 1%
drops (e.g., Yiropic) 3 X [ dey for sevaral weaks

Waorm compresses applied to the punctal wres qid

More t may be

d=rork Up

Maln Menu

4= Main Menu

Etinlogy of Canaliculilis

*  Cenaliculia ls » relatively rare dition ocurring in enly about
2% of the population whh tearing probleme. The moet likely
causstive agents wre Actinomyces, fungal, virel, herpes and
irsuma, Rscontly sa ailergio siclogy hax been mepomed.

* The inidal disgnosti picion is the ideration of (he

patient’s age. Actlnomy infecti e mere promi among
putionts over the age of 30, whersas herpailc infoctions bave a
highor incidence in pailents under the ags of 20.

signs O Symploms =

4= Signs 0 Symploms

4= DD

Mein Menu for Canaliculitls =

Lrilical slgns of Canaticulitix

® “¥rinkle sign” - compression of the madial canthal rkin
appearing as a wrinkls,

== This sign generally suggests that there may be internal
obsiruction of the lacrimal dreinage syriem.

== The obrervation of smooth skin with the ability 10
asdvance an instrument 1o the heard stop of the lscrimal
bone generally indicates a patent proximal drainege system.

» Erythematous skin surrounding the puncium

)

00K

Wark Yo for Canaliculilis

* Qenily apply preasure to the lacrimal sae with & cotton swab,
miling & toward the punctum, Observe for soy ponctal
discharge.,

* [If there is amy materinl expressed, laborstory amears and
cultures should be evaluated, Poumible smears or staine
include; (1) Oram's sain, (2) Giemma stain, (3} Thioglycolata
wnd Ssboursud’s culiures, or (4) & KOH smear il availabls -

(apply | drop of 20% KOUl oo a slide along with & sample of the
material expressed)

Treatment wp



Emergency Trealment For Chemical Burns

® The primary slep in management iz prompt dllution of tha offTending agent  Inital
irrigation thould take place at the sight of injury. If wearing contact lenses, lenses
thould be removed. If patient has callsd the ofTice, be rure 10 gt name and phone
P number, and instruct patient over the phone about Irrigation.

Main Menu ® Irrigate the syes and the ocular surface with coplous smounis of water or saline for
General Information: 2. a1 lsast 30 minutes or until pH resches normal range (7.3-7.7). It may be helpful to
Emergency Treatment Click & lopic pisce an syelid spaculum and toplcal anssthetic ln ayw prior to lrrigation If patient i
General Information + Ganeral . In'tas otfics.
Slane + Alkalle vs Acid @ It is assontial 1o irrigate the fornicas and remove any caustic material. Do not ure acidlc
9 = ClassHication ol burns I rolutions to nevtralize alkalies or vice wersa
Work-Up « Prognosis of burns y 3 minutes after irrigation (1o allow for equilibration), litmus paper shoutd ba touched o
Treatment ‘ the Inferior cul-de-1ac 10 check to see that pH iz sill in the normal renge.
Complications i ® Rapld iransport to an emergancy facility (Ophthalmologist) is generally necersary. Call
shead o that tre 1 will be walting when tha patisnt arrives.
Follow-Up o Emergency iresiment may be the most important determinant in the ultl 1

of the burn. Generally, rubsequent damege |2 directiy proportional to how laag the
offending egent remained in contact with the tiszue,

4= Maln menu for Chemical Burns

Aikalles vs Rcids Cammon sikalies:

* In geoeral, slkalics mre more damaging to
tha sys than acids and are undoubiedly the
mosl serious in view of their rapid ocular

A ium hydroxide (A ia)
= Enterz the cornea rapidly.

Gieneral information Ahoul Chemlical Burns penetration, and alkalies can cause - Used os fertilizer, refrigerent,
significant injury. The higher the pil, ibe and in chemical refinement
« Chemical burns may mange in severity from minor wrboroe more significant the ipjury.

- Household ammonis urually 7%,

imitationa Lo severs buma. but can be found as high ar 0%,

* Mo acids, on the other band, do pot

« When clinically significant chemical buros do occor, they penetrate the comes sod smerior chamber
conslitule & Lo ocular emergency and prompl Lrestment s well unleas their pil la 2.5 or Jeas,
warranted. They are usually caused by alkalies or scids, but Typically, acids cause o ground glass
surfactants and deicrgenis can also cause savers damage. sppearance 10 the comea.

s Calcium hydroxide
- aka lime, fresh lime, quick lims,
slake lime, hydraiad lime. plaster |
morter, cement and wvhite wash.
+ Tear gas, mace or ocular Injurles cassed by sparklers and * Acide geoerslly couse maximum damage
Nares sbould alse be trested 22 chemicsl buros. within the limt few minutes 1o hours

of injury and arc Jess progressive and
penotrating then alkalioes,

- Doer not penatrate wall but can
cauze superficial opacification of
the cornea. i

® Sodium hydroxide
- aka Lw caustic acid, and sodium

Common acids Common alkalias

4= Menu flkalies us Acids e 4= General Information Classification of Burns s

Clinkcal Frnlurm

Comeal epithalial damage
Ischemia

MILD: Ne
- Brosion of comeal epitheli
- Faint ?ui.mu of cn::ull o Comes hary, iris detuails visible
bemi of jupctive or sclers Tachamin loas than 1/3 a1 limbos
Total loas of epithelium
MODFERATE:
sl apacity blurring Iris details Suromel ham obecurea iris desall,
1 Ticbesmk i of junctive and Iechermda 1/3 to 1/2 st the Umbus

Comea opaque
Iris end pupd obscured
lIachemis affects mom then 1/2
of the limbus

“Aopei-HalTe classification Tor alkall ojuries .

- Blomiog of pupillary outline
- Blanching of conjunciival and scleral vessels

4= Aikolles us Acids Prognosis s 4= Ciassification of Burns Criticel Signs ==

Main Menu For Chemical Burns “wf

MILD TO MODERATH BURNS
- Comeal epithelial defects:
SPK .-» focal epitbelial loss--> sloughing of entire epith

Qther Slgns Associaled With Chemical Burng

Mm‘rommmwm
- Focal arcas of ival ¢h i iz andfor
bemorrbages, mild snterior chamber raction, mild lid
edemu , bume of perioculsr skin.

- Ne significant areas of perilimbal ische min
No signe of ibwerupted blood Mow 1hrough conjunciival or
episcieral vemels

MOUERA TH TO SEVERE BURNS:
Pronounced chemosis end perilimbal blanching
- Comesl edema and opacificuion such that view of anierior chamber,
irin and lens is compromised.
- May also bave s moderate to severe woierior chamber reaction.

MODERATE TO SEVERE BURNS:

- Increased IOP, bums of perioculer skin, local necrotic
reinopathy due to direct pepeirstion of alkali through the
sclera

4= Prognosis Signs = 4= Critical signs Work up ==



Ireatment (nfter irrigation) for Chemical Burns

lWark o of Chamical Burns =VRELERAL i dbwad W pwimeligcepiheliil: hetag,cavaliig patedd

and preventing sromal ulceraticn. Conault with DyMﬂmlogin

Irrigate eye 1ill ph is oeviral.
History:

Time of injury? Wha chemical was the patient exposed 18?7 Duralion
of exp before lrrigation end durstion of irmigati
the chemical ged imto the eyel

1. Antiobiotics sre casentinl lo prevent d 1 inofecti
(i.e. Tobramycin drops 0.3% qid anImuqr:in ointment 0.3% ghe)

7 How much of

A Cyelop}qln to reduce pain, inflammation, snd prevent wyncchis

(i-e. cyclop 1.0% or polammne 2.5% and phenylepbrine 2.5%)
Visual acuities

3. Hypotwasives in p
( Lo, Betoptic 0.5% bid)

Slit lamp exam with Nuorescein (Awsesz dumage)
- Bven eyelids 1o search for forcign bodies.
- Dpitholium { iniact v8 compromised)
- Comneal stroms ( clear va opscified)
- Perilimbal vessels ( engorged va blenched)

of i d IOP

4. Coni id use ia ial Some suggest uee for firet week in
moderste 1o sovere bums.  fie. Dexsmethasone 0.1% qid)

5. Two mew under invesigati
- Ascorbic acid Iul cltm acid IU‘
(d - of stromal ul

- Check 10P if pomible

6. Surgical intervenlion may bhe necesswry in some severo cases.

4o Signs Treatmenl == 4= Work up Complications wip

CLomolications of Chemical Burns Eollow-lio (or Chemical Burns
Below is a Lim of diti Ty isted with cb
Chronie anterior nveitis
Chronle glavcoms If using steroide, always taper after 5.7 days, especislly in alkall burms,
Entropion 16 minimize uleerstion risks,
Infection
Keratitin sicca Taper smiibiotic but coolioue wntil there is oo longer any staining.
Neovascularizalion and panous
Perforaion Prognosis s good for mild chemical bume with 1 ) in
Phihisie balbi 1 10 2 weeks. Moderate burns may take up o 6 woeks 10 bea,l especially
Scarriog if an alkaline burn.
Symblepharon
Ulceration

Rechock comes every 24 bours in modersle to severc cascs.

Prognosis ia poor in severe burns with significant risk of secondary
ulcerstion, infection, ecarring md perforation.

Lang torm therapy dopends oo the severity of iba bum,

4= Trestment Follow up =

4= Complications Menu for Chamical Burns =



Moin Menu

Follicies - pearly white or gray slevetions that ls an sggregaton of
ymphocytes and maciophages; blood vesssls can often be
nolsd coursing around he folicles.

Etiology

Symploms

Papitiae - small Junct o Il rally

L a L)
biood veassl surrounded by Inflammatory sxudate ln; cells,

Signs
Critical Signa
Werk Up
Qiffereniinl Diagnosis
Treatmenl
Follow Up

4= Maln Menu Symptoms wh

Slans af Chiamudial Conlunctivitis

Sumptoms of Chinmudial Conjunctivitis * Bdomaious eyelids
= Palpable presuricalar node

+ Pollicular coojunctivitis involving tha lower tarsus
« Acote bilsteral onsel g * Visible conjunciival lymphold follicles

» Waering aod mucoid discharge * Fine tamal pepillac

= Sticking of the lids v tbe moming « Fino and
= Poreign body nnnllﬂ:\‘ = Subepithelial/siromal lofilraes

» Conjunctival byperemia * Limbal iofiltration
+ Swelling of tha lids + Superficial peovascolarization / comeal peonus

onal binciival eh i

+ Ocemsional development ef mnerior uveitls (chronic)

@' Etiology Signs 3 h Symptoms Critical Signs ﬁ

Main Menu For Chlamydial Conjunctivitis =

Crilical Signs of Chiamudial Copjunctivitis

® An acute follicular conjunctivitie with 8 mucopurulent
discharge occurring after an incubation time of
approximately 4-12 days.

Work Up of Chiemydial Conjuncliultis
LABORATORY TESTS USED TO IDENTIFY CHLAMYDIAL INFRCTIONS:

1. Oiemss staining of smears

2. lsoladen o cel culiore *

). Direct N 1 ibodies (DFA)

4. FLISA teat

5. Serum antibody levels d P fixation (CF)
or microimmunofluorescent (MIF) s,

® This disease urually occurs in sexually actlve young adults
tut i# by no mesns limited 10 any specific population.

e The ultimate diagnosis ir facliitated by the prescence of
intraspithelial inclusion bodler apparent in epithelial

cells ined by conj tival ecraping
3

4=r Signs Diagnosis wp guv Criticol Signs oon  w

Ireatment of Chiamydinl Conjunciivitis

SYSTEMIC: It is Y 1o uvie sy i imicrobial becagse the

P n ydia are not limited 1o the eye.

Differentiol Disgnosis of Chiamydial Conjunctivitis

** Usually the history is the moat significant differential. With chlamydia, the
puient is typically & sexuslly sctive adult with a history, or recent urinary tract
involvemnent,

» For infents, effective therapy is provided by oral erythromycin, 40 mg/kg daily
in four divided doses for 7 weeks.

«  Aduhs: Duily sdministration of toirscycline 250 mg ps gld for & duration of 6 weeke

1. Bagierial coniuncilyitia - generally presenls as & “mealy” red conpunciivitls Erytbromycin is effective at doses of 230 mg po qid for 6§ weeke Doxycycline, which is

that increwses toward the fornicen. The comes ls typically clear; the
byperemic veasels will blench with & mild vasocoosincior; usually a papillary
il a 5 &ack

betier abeorbed than tetracycline, is ssotber altermative mt & dossge of 300 mg weekly
for 3 woeks or 100 mg daily for 1.2 weeks. Al sysiemic medication should be
sdminlsiared 1o the pulent a8 well as their ssnusl partnare

» 5 3 iviti - generally presents as & pinkish purple byperemia that
increases toward the plica.  Them is typically & fa TBUT: & follicular responee,

4 sorous disch and enl of fcular node or lymphadsnopuhy.

OCULAR: Topical rifampi yibromyzio, yeline or sulfl ide einiment
bave all been used 2.3 Xiday for 4 . 6 wooka

** Avoid ieimcyclind in pregeant females, mothers whe mre muming, and childrea
lees than ¥ years of age.

&= Work Up Trealment 4 00u Follow Up - =




Eoligww Un for Chismydial Conjunciivilis

Patieots with ocular menifestations should be examined every 1.3
weeks dependieg om the severity of the condition, The palent, as
well as their sexual pariners, should also be ovabisied by their
physiclan for other ited dis

Clinical signs of chlamydial conjunctivitis may taks 2.3 weeks 1o
resolve completely with trestment, Commeal findings euch s
SPK and subepitbolial infiltrates way persin for 6 12 mooths.

If the paient in & contact lens wearer, it Is very importeni tha
the lensea be discontimued wntil 2.4 weeks following iho
resolution of the discase.

4= Treatment Maln Menu =
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Critical Sign

Signs/Symptoms
Work Up

Treatment/Follow-up

Symploms

Signs

«  [Irritation

Palpebral conjunctival fereign bodies on
tarsus, I the FB s under the upper lid,

« FB senssijon to pain. lincar comeal scrawches may be present
« There may be FB sepsstion with each blink

« Bulbar conjunclival foreign bedies imbad
depending on whers the FB is locaed.

in the superfical coojunctival tisaue.

+ Tearing = Conjupctival laceration msy be present,
ival h

" Subconj thage way be
present.

» Chemosia

» Foreign body graouloms may develop il
Jong standing FB.

+ 10P could be Jow if scleral

« History of trauma

« Phoiphobia

clure

= Critical signs Work-up wp

Trestment of Conjunctlival/Subconjunclival Foreign Bodles

+ Remove forcign body (under magnificasion)

- Apply 2 drops of & topicel smembeiic.

- Lavage vigoroualy.

- If FB ix loocse and on the surface, it can be mmoved with & cotton.lipped spplicaior

or FB spud.

- If multple Bs, irigaion may remove tbem casicr. Remave ss many as possible
If they sre very amall snd mlatively insceessible, they can soowtimes be left in

tbe eye without barm Consult with x specialint.
- Detp FBs sheuld be raferred Lo » specialist.

+ Sweep the fomices with & serile cotton-tipped spplicator scaked with topical
mnesthetic.

+ Topical broadspecirum antibiatic  (Erythromyein, Gentamicin)
+ Amificial tears Tot symplomatic relicl.

FOLLOW.UP: Recheck in 3.5 days and PRM,

4= Work-up Menu w=p

Critical Sign for Conjunctival Foreign Body

# Fresence of conjunctival or subconjunctival foreign body.
# Generally there iz hinory of iraumea

« Some of the mora common typas of forelgn bodles Includs:

-- metal, bitr of rust, cinders, sand. vegetable matter,
giass, and ribergless.

h Mein menu for Con). Foreign Body Signs and Symptoms ﬂ

Work-up for Conjunctivel/Subconjunctivel Foreign Bodies

« Case History:
- If bistary of trauma, get the detnils of the accident. This includea the eveots,
and objocts producing the injury. History of grinding or meta) wiriking metal?

- Was eye protectinn wom? Whal was the ocular status befors the injury?
- Presence of systemic discase, allergies, meda, Mx of tewsus Immunizaticn,

* Yisual acuily with best correction snd pinhole.

* Slit-lamp Bram:
- Determine number and depth of foreign body(a)
- Event lid and inepect fornices for sdditional foreign bodizce (double lid eversion)
- Carefully evaluste the area to rule oul scleral lacerstlon and imtraccular FB.

« DIFR:

Carefully evaluate the area under the conj lesion, Look for possible
imtraccular FO and retinal damege eepecially if injury is due te metal mriking
metal.
+ Consider Bacen ulirisound and CT scan of erkit 1o rule omt intrascular/inreorbitel
I'B sndior ruptrured globe.

&= Signs

Treatment w=p



Ellologu Of Contact Dermatitls

Contact dermatitia ia either claapified as primary irritest (pomallergic)
or allergic.

Hain Henu

Primoary irritent is more common but s sees loss often o the office
because (be ooset is relatively rapid (1 - 24 hours) fellowing exposure,
It in this rapid onset thet wllows » selfl disgnosis snd avoidance of the
offending lrritent,

fhislegy
Common Orugs

Signs 0 Symploms
Critical Signs
Treatment
Follow Up

Allergic cootact dermatitis, oo the other hend, s & delayed cell -mediated
bypersensitivity reaction thst wsually iovolves the eyelid skin and mey
seconderily iovolve the cenjunctiva, The onset of allergle dermaritle
can ocurr snywhere from 12 - 72 bours after the sxposare 1o s long =
one year, depending oo the potency of the irritent

4= Moin Menu Common Rgents we

Comman Arugs or Subslances Known to Cause Allerglc Dermatitis

Cosmetics {including nall polish) Slans and Sumntoms of Contact Dermatilis
Local anenthatics

Feomyeln

Tobramycin Sudden onest of periorbital rab or eyelid swelling
Gantamicin “* NOTE ** hching

Baciiracin Mild watory discharge

Benzalkonlum chlorids Brythromycin bas never Diffuse cosjunciivitls

Thimerosml bocn reperied to cause an Papillary reaction

Parabans allargic contect dermatitial] Chamesls

Potasrium sorbate Crusing of the skin with eruptions may develop whem assoclated
Atropine with & secendwry Infection

Timolol

Phenylephrine

Lanolin

Rubtbar or nickel {eyelash curler)

4= Elology Signs 0 Symploms = 4= Common Agenis Criticol Signs =)

Main Menu for Contact Dermatilis #

Ireatment of Conlact Darmatitls

* Himinets tha offending sgeol.

Lritical Signs of Contact Dermatitis

* Cool compreases 4 - 6 times [ day for the more sevem cases

Periorbital edema

Erythema

Veskcles

Thickening or bardening of the skin

* Oral anthistamines (o.g., Beoedryl) 25 - 50 mg po 3 - 4 uees [ day. Topical
motlblstamines will bave livde effeet if the oculsr lovolvement la minimal.

Mild stereid or cream eciniment (e.g., 1.0O% bydrocortisone) iz helpful in
dry, subscuts, sod chromic smages, and should be applied (o the periocular
aren 2 - 3 timos [ day wntil the resction subsides.

4= Signs O Symploms Treatment s 4= Criticol Signs Follow Up =

Eollow Un for Conlact Dermatitis

* Reexamine withio one week and taper the mercid cream wpon
the remission of the sympiome

4= Trestment Main Menu sy



Contact Lens Reloted

Haln Menu

Signs/Symploms
Elloiogles
Werk Up

Troatmant

Elologies
Asrume that 1he contact lenses are the cause of the red eye until proven otherwire,

« Corneal ulcer or infiltrates:
- ¥hite corneal larion that may staln with flourescein.
- Corneal ulcers ars the most serious complication associated with contact lenses,
and must be ruled oul. Think Proud and Acanth ta srpecially in IV
- Corneal inflltrates may be infectious or sterile
- Sterite Infiltrates in patlents wearing contact lensas have a varisty of causer

Couses of Infilirates =

- Large ruperior tarsal conjunctival papliles slong with mucous. I1iching and lens
intolerance

s GPC:

Others to consider wp
= Hypersensitivity reactions:

- Staph

- Prazervative: in solwion (thimerosal/chlorhexidine stc.). Injection and ircitarion
often de ping afer lens claaning or Insertion  Diffuss SPK along with bulbar
conjunctlival foilicles and corneal infilirater may be present.

4= signs/Symptoms

Wark-up ﬂ

Solutton hypersensitivity:

= Chamical reactions to preservatives in contect
lens rolutions can be associated with serile
infiltrates,

Causes of Infillrative Keratitls

)

L Salution hypersensitivily ]

® The most common ceuser are thimerozal and
chlorhexidine

[ staph hypersensitivity

® May ren preudodendrites on superior cornea.
Thiz is referred to Pseudo-guperior Limbic
Eeranconjunctivitis. These preudodendrites
do not staln deeply with flourescein or have
terminal bulbs,
== Differsntiate from SLK and HSV kerattis,
Both are coversd in this program,

® <

{Conlact lens hgpeunnsllluily)

(" Tight Lens Syndrome )

( Other conditions ]

Ireatment

+ Trewmeni depends on the eviology. Geoeral therapy in presenicd bolow, bui for
specifics refer o the eppropriste seciion. In all cases, it in probably necessary, 1o
e least, temporurily discontinue conlact lens wear,

* The imp of early in comesl infections can not be over
emphasized. Thus il is safer 10 some pici infil as infecied
uleers pending results of culores.

+ It is beyond the scope of this pregram to lit all tremment plans for various
contact feos rolated problems. However, therapy for the threo conditions below
can be mecn by “clicking” on ene with the mouse.

Corneal Ulcer/infiltrate
Hypersensitivity reaction
Tight lens syndrome

4= Work-up Menu e

Slgns @ Symploms of Contact Lens Relaled Condillons

There iz & wide range of signs and symptoms depanding on the siology. Anyor ail
of the following may be present

» Varying degrees of pain Corneal odama
Photophobla Comesl iofiltraes

» Redeye SPK, peeudodendriles

= Foreign body sensation Cormnerl wulcer

® May have blurred vislon Myperemia (diffuse or porilimbal)

* ltching AC fon (mild/moderato/s

Dischurge

G

4= Moin Menu For Contact Lens Related Conditions Eliologles

Other Fliologles 1o Consider
Alto cevsider the following:

« Conisct lens deponite

* Comeal warpage

+ Comeal oeovascularizstion
+ Cemeal abrasion

* Poor contact lens fit

+ Lens inside oul

= Bpithelial thickening dus 1o loric/ traumaic reaction to coblsct lenses

Wark-Un For Coninct Lens Related Problems
= Complete cars hintory:
= Type of contact leng: RGP, roft { EW or DW), PMMA, disposabla?
- Method and frag y of disinfection. Vearing schedula? Homemade saline??
- Saverity and nature of ccular sympioms. Onset of symptoms,
- ¥hen were lenses last worn?
= SLE (RULEOUT AN INEECTIONIY)
= Evaluate 1 and conditlon of lensez. Daposite?
- If weer or Infiltrate is present, note size and rtaining. Nots amount of edema. Check
anterior chambaer for resction.
- Tlourescein stain 10 check for epithelial dafmets,
= Evert upper Lid 1o check for follicles /papilies.
= Check 10P.

® Corneal rmears If suspect an infectious ulcer. Vhen acanthamosba kerstitis is
suzrpecied use Glemsa stain, Otherwise corneal smears should be made with blood,

chocolete or Saboursuds medla. (" ynen to suspect an Infectlous ulcer? )
# In one study of untreated corneal inflitrates associated with contact lans wear,

Preudomonas was the most frequent organism cultured and accounted for half of the
culture-positive cases,

4= tliclogles Tresiment wp

Ireatment for Corneal Ulcer/Infiltrates

If no infection is suspected:
® Dircontinua contact lens wear
e Eliminate causatlve agent
® Tobramycin qid { may add Tobramycin ung hz)
& RTC in 1-) woekr depending on condition.
(Lenses can be resumed after condition resolves. Dispsnse new pair )

If Infection iz suspected:

* Discontinue conlact lens wear

» Congult with ophthalmologist for appropriate management
= Treatment includes fortified antibiotics and eycloplegics.
* No pressure paich

« Patient is usually evaluated on & dally basis.

» Spa rection on cornesal ulcer for more specifics.




Irealment for Solutlon Hunersensitivity

# Check the solution that tha patisnt s using for thimeroral chiorhezidine
or potarium sorbats.

# Discontinue lens wear.
# Artifical tears (preservative frae) 4-6 X daily uniil SPK resoived,

= Contect lens wear cen be resumed once cornea is claar. Consider
dispensing a new pair.

# Change 10 presarvative fres sysiem.

« Expiain proper lens hyglene including importance of thorough rinsing
after uss of entymes. Avold solutions with preservatives. <:|J

Ireniment for Tight lens Sundroms

= Discontinus contect lens wear.
» [l an anterlor chamber reaction Ls present, treat with cycloplegie.

® Patient will probably notice photophobia. irritation and tearing for the
next few dayz. [nfiltrates will probably last for several weeks.

® RTC in 3-5 dayz for refitting of contact lens. Fit with a flatier base curve

el



Lrilicel Signs far Corneal Abrasian

+  Presence of s epitbelial defect that mxins with
Nuorescein. This may range from iowl deouding of the
comeal surface 1o & mild punclele keratitis.

Main Menu

Crilical Sign

*  Comneal abrasicos may result from overwear of contact
lenses, foreign bodies, fiogerosil scratches, troe branch
ecruiches, chemicals or & host of other causes

Symptoms
Signs
Werk Up
Treatment

Follow up

4= Main Menu for Corneal Abrasions Symptoms s

Signs of Corneal Abrasions
Sumplomas of Cornes Abrasions

P 11 © Epithelial staining defect with fluroscein
P.hlzlo;::'::. 1 e - A vericel or tracing 1ype linser stein ir 1yplcal.
Foreign body sensation ® Conjunctival injection
Tearing . II:.N ed:ln::n ay be present

# Corneal adama
Blepbarospusm % Forneal ndey
Motion of the cye and blinking generally Incresses = Blepharospasms

d foreign-bod ion. @ [OP can be decressed
B EXiece L o Mild anterior chamber reaction may be prasent,

i b, f hing 1h .
Qerenilly); thers. -4, biscry “of ‘scyisching Uin: ey » Contact lens-induced abrasions may lake many forms

Carneal Stalning Patterns e

4= Critical signs Signs 4= Symploms Work up

Common staining patterns with contoct lens wear
** Click on cornea for more informalion**

Work-Up for Cornenl Abrasion
Case History:
Oenerally there is & history of seraiching tha eye. How? Where and when?
Detalle of sceident?  Vieual matus before the accident? What is the offending
agent? Does the patient wear contact lenses??

Visual scuity (with pinhole If < 20/20)
Extemal Exam:
- Iostall a drop of topical snestbetic unlens comenl wicer is suspected.
- Use bright pen light with oblique illumicatien (look for shadow oo Iris)

= Slit-lamp Exam:
. Cbeck for mild anicrior chamber iovolvement.
- Use Moorescein and measure size and depth; dingram locstion and aize.
- Lesions with swollen margine and negative staining should be suspect of wiral
Htiology.
+ Rule out corneal ulcer, horpes simplex kermitin, contast lems overwear, corseal
epithalial dyatrophiss.

Upper and lewer fornlees should be checkad s rule out retontlen of
feraige body, Evert of upper lid.

4= signs Treatmen! wp

+ Obusin ophihalmological consult if stromal jovolvement or comeal perferation.
* Tremment ranges from patieat masurance and po sction 1o (opical amibiotics,
cycloplegica and patching,
-- Lavage (may or may mot debride loose epithelial Mape)
.- Amibiotic oin O icin, Tob

ycin ., Polymixio B)
.- Cycloplegic: Cyclopentolaw 1.2% or H pine 5% (depends on severity)
- Pressure puch for 24br Eallow-lip for Corneal Abhrasions
- Generally & preasure paich is not applied if the abrasion hus & " . .
significent risk for infecticn (scraiches from a branch or fingemail). ¢ Reecamiostion should be daily until epithelium has retumed
to pormal Large sbrasioos maey take many days to boal. Daily
+ Mak all forei serial bas been debrided from ibe 4 with prophylactic satibictics, cycloplegics and
e Fure oreign material has Corided: from byl puching is dooe until epitheliom is bealed.
* ¥ery superficial abrasioos may be left uotresied or with antibiotic cover. As - :
tbe abrasion increases in size and depib or a4 the puient repons discomfor, * Many eomeas will be sdequaiely repaired within 14 hn.
then palching wilh mn antibictic cover is indicmed. A couisct leos U somerimes * If condition worsens, consult with ophihalmologist.

used ax » pach,

* Hew (beaiing pad or bot water bottlke } may be applied throughout the day in
ball-bour intervals to speed up bealiog process. Patient should be instrucied
o remain quiet duriog the imitial 24 bra. 1o lessen the chance of dimurbing
oewly formed epithelisl cells. Coosult puienl oo besling and RCE

4= Work up Follow up e §== Trealment Menu
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Critical Sign

Symplems
Signs
Work Up
Treatment

Follow up

Sumoloms of Corneal Forelgn Radies
Cenerally there s & bistory of a foreign body lo the
eye.

Foreign body scosalion with esch blink. Palient’s
discomfon varica from mild to very severe.

Tearing

May bave blurred vision

Photophobin

4= Critical signs Signs =

Work-un for Corneal Foreign Radles
Case history:
Was the patieat wearing prolective eyewesr? Time of iojury? If long standing,
loak for Ne of dary i
.- Did thia eccur during the course of employment?
[id the foreign hody arise from mewal siriking meta)? Was the object propelled?
-« If so, took for intracculer foreign body., What type of maerial?

Visual scuily with pinhole if < 20720
Sliv-lewp Hram:

- Determine epithelial depth { alit lemp oplc section)

- BEvert lid snd inspect fomices for additional foreign bodies

« Check for mild snierior chambor involvemaol.

- Mesmsure dimeosions of infilrawe if present

- Many times metal foreign bodies will form » rus ring (orange wtain)

- Rule out perforation,
If injury is due to metal striking metal, dilste end look w retins and vitreous Lo

rule eul intrsocular foreign bady. Also comsider x.ray.

4= signs Treatmenl =

CLaninindicated Therany

* No paicot with & corocal sbrasion or comeal foreign body
thould be malniaioed on topical anesthetics.
-- This will slow down the bealing process.
-- This will ulimately cause the total breskdown of
comeal epihelium and stromal, and cause edema and
severe pain.

« Do oot treat with medication containing topical meroids
bocause it incromses the chance of a secoodary bacicrial,
wital or fungal infection.

4= Trestment Follow-up ~w

Lritical Signs for Corneal forelgn Body

* Presance of corneal forsign body, rust ring or both
e Generally, there 1s an obvious history.

* Some of the more common types of foreign bodies:
== matal, bits of rust, cinders, rand, yagetable maiter,

gless, fibergloss.
)

4= Main menu for Corneal Forelgn Body Symptoms wep

Slans of Corneal Foreign Bodies

Appearance of puarticle or particles on corpeal epitbelium

Comeal FBs frequently cause track marks, sbrasions snd vleers.
A small isfiltrae (Coat's whita ring) end comeal edems may
eurround the foreign body, especinlly if it has been there > 24 bre

Hemoesiderosis (rust ring) may be presest if mewsllic FB

Conjunctival mjoction adjscent 1o limbus closest to the FB

-- The degree depends upen the muerial and the time on the comer

SPK (wperficial punctate kerstopauhby)

Lid edema may be present

Miid anterior chamber reaction may be present.

Hypopyon slong with an jocresse in pala if there is & secondary
infection doveloping.

4= Symploms

Work-up w

Irealment of Cornenl Foreign Bodies

+ Remove foreign body (using the slit lamp)
- Apply 2 drops of a topical snomhetic (proparscaine)
- Remove FB with & FB spud, 25.gauge nocdle or moistened cotton tipped applicator
withia tho slit lamp beam. (SPn xipadlaftans foflAhoschier S by Lou Castenia for
techniques)
- I multiple FBs, irlgation may romeva tham sasler,
Deap FBs (stromal) should ba referred ie a specialist

* Remove rust ring (usiog slit lamp). Melalic panicle will rust within 2-48 b

- Ususlly an Algerhruh is effoctive and will remave the st ring.

Af the nuat ring is centcred In the visual axls and appears doop, & may be safer 1o leave
it and allow the rust to migrale to the surface than aicmpt to femove it Consull with
ophithalmologisl. Do not stiempl lo remove nust ring if deeper than hasement

membrana,

+ Measure and nole sime of meaultant comeal defect
+ Cyloplegic (cyclopentalate 1.0 - 2.0%)
A P T

* Aotibiotic { iei

AETY b
- If you suspeci an intraccular FB, do not apply ointment. The injury may sllow ithe
emiment into the anterior chamber,
* Comsider preesure paich for 24 bre.

Contraindicated therapy w

4= Work-up

Eoliow-lip far Corneal Abrasions

* Il the resuliing commeal defect is small (< 1-2 mm), clean, and poncentral
aftar removal, then:
-~ Remove pressure patch afier 24 hr and treat with tophkal antibiolics
for 3.4 daye
Examples: Sulfsceismide drops gid or
Frythromycin ung bid or tid
-+ Fellow up PRN

+ Follow up in 24 hours to me-evaluste if any of the following are prescot:
-~ A ceniral or large comeal defect
-« Mucopurulent discharge andfor  infiltrus
-+ Residual rust in Lhe comes
Anterior chamber resction

** If thers is ao infilrme with o significant woterior chamber resciion,
purulert discharge, or exireme redness end pain, then an infection
oeeds 1o be ruled oot and the condition tresed more spgressively with
untibiotics, Conaull with ephthalmologiu.

4=r Contraindicated therepy Menu



Dry Eye

Main Menu

fAinalomy
Classification
Sgmploms

Signs
Critical Signe
Work tp
gitferential Dlegnosis
Treatmen!
Fellow g

@ Dry eye syndromes are best divided into fve categoriss. Thay include:

(_ Choose A Topic Below )

(_ Lipid Abnormalities )
({_Agueous Deficlency (KCS) )
( Mucin Deficiency )
(Lid-surface Abnormalities )

( Epitheliopathy )

Anntomy and Compasition of ihe Tear Film

* The procorneal tear f{ilm {s busically composed of thres layers: 1) a thin,
superficial lipid Jayer; 1) u relatively thick squeous layer; snd 3) = imner mucin
layer.

*  The superficial lipid layer, which is an cily coverlng composcd of wany and
cholesterol eaters, primarily fumu'ml to hhubll evaporation of the wnderlying
squecus layer. Tt s predomi d by the meibomisn glands, with the

glands of Zsls performing a ni-or “rale,

= The squecus layer, which lics between the lipld snd mm hym comprisos the

vast majority of the war film thick ke ly by the lacrimal
.'Imd, snd darily by the y Isorimal glands e{ Kul. wnd Wollring. I
1o lubrd the junciive and comes, and to provide olesnsing by

Mushing any debris from the u;u!.n surfsce.

* The innermoat layer of the tewr film is the mucio layer which provides a thie
bydrophyllic covering to the epithelinl surfece. Without this comting the comeal
surfece would repel the ag layer, pm Ing proper spresdiog of the tear
fMim. The mucio layer ls predomi 1y d by the p ival goblet cells.

Classificalion =

&= Main Manu

Symotloms of Dry Eya

Intermittant burning and learing which is exscerbamed by reading,
drafts, wind, smoke md fumes

Orittincea or foreign body scnsation

Tching

Rodoess of one or both eyes

Intermittant blurring of vision - a “film™ over the cye

Photophobia

4= Anatomy symptoms s

Slgos of Ory Fue

No dischurge prescol but thero may be an sccumulstion of mucold or lpid buildop
in the inferior cal-de-ssc

Encess mucous or debris In the war film
Cenerally & low grade bulbar hyperemia of asogular type

A ponspecific papillary (palpebral) comjunctivitia

The lid margin and the inferior tear mepiscus may be reduced (0.5mm) or even
abeeni in more sever casc

Punciate coroeal sndfor coojunctival etaining with ryose beogal or NaFl
Dcemional comneal dellen Tormation

Posilive “tear breakup time™ (BUT) . leas than 10 seconds oo the Schimmer test

4= symploms Critical Signs

4= Classification signs =

Iork Un for Ory Fye

» SLE uwsing Muorescein sinin, examining the tear meniscur snd the tear break.up time
»  Schirmer testing

Procedure for & lear breakup time:

Wet Nall mrip with saline

Ioatill NaFl in the Inferior culdessc or oo the superinr bulbar conjunctiva

Do pot touch or manipulua the lids

Have the paient blink 2 - 3 tmes

Hvaluata the NaPl putern [or breskup poinis afier 1 to 2 seconde. A positive breshup
time equals random puiterna of breakup polois fo leas than 10 seconds bul mere than

1 second.

L

Procedure for Schirmer tlesting:

1. Inetill 1 drop of snemberic in esch eye (mewsures bazal secretion only}
2. Place tbe Schirmer fiker peper al the junciion of the middle and leteral 1/} of the
lowar eyelid for 5 minutes

Normal secretion equals wening of gremer than or equal to 10 mm in 5 minutes

= Critical Signs DOK =

Main Menu for Dry Eye  wp

Lrilicnl Slgns af Dry Eye

+ A scanly eer meniscus scen st the inferior eyelid
margin. The meniscus should be at least | mm o
beight with & coovex shape

* A decreased tear breakup time (less than 10 seconds)

)

4= Signs Work Up w==p

Differential Dlognosis of Ory Eua

i - wually umilaternl; the kersitis b ofien dendritic but
may appesr similar; the face laxions of resscen are generally ahesni
- SPK am typically lnear from mn eyelash rubbing co the eye
- preseols a8 erythema, elengiociasias, end crusting of the eyelid

- SPK smeubs from poor eyslid clesurs with & Mailum of
the lids 1o cover iba entim globe
- SPK resulis from drops with preaervatives, cansiog a

hypersensitivity reaction
Wliraxlaler  bum/phoiak h - BPK cfen ssen |n weldats or from mn

lamps
: - SPK from chemical Loxicity, tight- lens
lyndrnme, conlact-lens overwear, ONC eic,

- bllaeral with recurment SPK in

me abesnse of conjunclivel injection
- The SPK are typically lincar sppearing s fine
scraichos wrranged vertically on 1be comes.

Treatment wp

4= Work Up



Irpatment of Dry Eue
Ealiow Un for Ory Eue

Local tremment of the dry eys ayndrome may aim o incressing the squeous phase
reducing th f th .
o g the: st of: la-diavar jie + If there is oo Improvement afier 2 weeks:

1. Incremsing the sqoeous phase: Iostillation of sodiom chloride 0.45%. This vemment .
P m:‘yu ...a"'i.- fow side effects. The only drawback to this method is 1. Question the patioe ca campliance and conlimuo to treat for 2.3 wooks if
that it s very shon.lived and mum be spplied frequently. nancompliant,

2. Reducing the outflow of wers: Occlusion of both puncia is required (o obisin & good 2. I the patient i compliant, upgrade the tresmtment.
effect. Permancol ccclusion by eautery ls only indicated in the mosi desperate casesn . bjectt i

Mucomimetica, or anificial tears with methylcelluloss (0.5%) or pelyvinyl alcohel = I ihere i lop ke md o, tsper the therapy o a
(1.4%), retain the Iacrimel Nuid in their mesbes, thus retarding the tear Mow. The winimal dosage end mcheck ﬂmr 3.6 monchs or PRN based ou the reverity.
indtilmion of thess ageow should be PRN, The only side effect is a plastic-like film ) = o

thu may dovelop on the pelpebral ciliary margina Ao sliemative to iho frequent NOTR: Puienis with savers "dry oye” should be discouraged from contact lons

of & is & drug.relcass sysem, A bydroxypropyl celloless WL

ophthalmic insert (i.e. Lacrisert) can be inatilled on the inferior taral conjunctive
#od has & dunioo of § 1o 16 boure

4= DOu Follow up = 4= Treatment Maln Menu =



Emw;_:_um Etiologu of Entroolan

Involutional (Aging): This usually iovolves the lower lid and is caused by
degencrative changes. With aging, sirophy of the
orhital tizsues can lead to a relanive enophihalmos and &

tendency for mward rolation of already mteousted eylid
Bruciures,

Maln Menu

flintogy
ial: Due to conjunctival ing in ocular pemphigoid, Steven-

lobnwu- syndrome, chemical bums, trauma, irachoma, wod othern

Symplinms
Signs

Spasic: Due to surgical trauma, occuler irritation, or blepharospasm.

adlll ]

Critical Signs Congeeitel: A rare ph that iz usoally nmuud with olht
atmormalities mich &8 tarsal b b e It
may be confused with lplbhpbm i.'m:&ul lid ml‘nldloﬂ which

is more common and typically resolves spootencously.

Treatment

Fallow Up

4= Main Menu Symploms ~wd

Slgns of Entroplan

& Inferior lid and lashes turnad inward, rubbing sgainst the
Sumploms af Enlronlan corneal surface

I ® Inferior (irregular to vertically oriented) foreign body
Ocular irmitation tracking on the cornea
Comeal foreign body eensaion
Hyperlacrimation or lid spuama

Red eye

® A spasiic 1id response upon forced closure of the lids
# Suparficial punctate keratitiz

& Conjunctival Injsctlon 'IE]

4= (Ktiology signs = 4= symploms Critical Signs e

Maln Menu for Entropian a2
Ireatment of Entroplan

A murgical procedure |8 wsually Indicaiad

If surgery b cooiraindicaed or refused:

Criticnl Slgns for Eniroplan

(s) Complete epiluion
(b) Low water hydrophilic bandage leoses may help

(¢} An ongoing lubrication for comeal protection and comfort is indicated
(4} Erythromycin or backrach 1id for the comesl SPK

® Inward turning of the ey=lid margin,

Bverting the eyelid margin awsy from the globe and taping it in plece with
adhesive Lape mey provide temporary relief

4= signs Treoiment e 4= Critical Signs follow Up ~=p

Eallow Up for Entranion

» If the comea ln relatively healthy, the condition does oot require
urgent atieslion.

« M the cornen s significantly damaged, aggressive imatment fs
indicated and follow up should be scheduled more closely uniil the
comenl involvement resolyes.

4= Treatment Main Menu =



mk Ker unn]uncthr

Main Menu

Etiology
Symploms
Signs
Criticel Signa
Ditferential Diegnosis
freatment
Follow Up

Symnloms af Foidemic Keratoconjunctivitis

A Tow grade fever
Foreign body sensation
Lid awelling

Blurred vision
Photophobla

Waiery discharge

4= Etiology Signs wb

Maln Menu For Epidemic Kerstoconjunclivitis

Lritical Signs of Foidemic Kerntoconjunclivitis

** Tha comeal Invelvement dlstinguishes EKC from other forms of
sdenovinl conjunciivitis

* A diffuse comenl SPK mmnifeating within the first week of the disenss

» Discrete elevated epithelial lesione thal stain with Muoreacein develop
afier about 7 days

*  Subepithelinl opacites begin to form beneath the epithelinl opacilies
between 10 - 14 days

* The -puhr.h-l l.monl l)'pudly d.luppeu within 4 weeks and ibe

P 1 op PP within 3 - months.

&)

4= Signs 00K i

Mmm_nmmmmm:mumn

* o most cases, EKC in self Imiun‘ with an ! for Y.
Abbough the fallicul iy ruos = Sivasi ol F - 1L} dlyl with lhn
comeal invelvement mlmdm' wmm "3 months, the opacities may perxint for up to 2
yun. T‘M I fon can lead to scaming, resubing lo =

icial ol
r ¥
+ During the acute phuse of EKC, the ln:lluml s geoerally supportive with the use of
bot topical astri L or lubricants providiog reliel of
d:u lymplou Prophylactic ose .r Iapc-l -nubmdu I8 recommended due to the
4 of dary

+  There has becn much cootroversy in the use of lopical sicroids in the management of
EKC. In paticnts with marked reduction in visual scaities, tvp-u.l umda will mluce
the opacitiesa and improve wision. However, the subepitheli
local immune P te viral iofecdon end,
process, ultimately prelonging the disease,

may Bupp m he-liu'

«  Videssbive bas shown mild bensfit, along with Viroptic, ws being sffsctive agalost
cenain adenoviruees kmown 10 case BXC

4= 0Du Follow Up wap

Ellology of Enidemic Keratoconjunclivitls

BEpidemic kermioconjunciivitis is known to be cansed by adeoovinues 8, 19, 21 with
the current type 37 predominanidy recovercd from persons in the United Stmes and
Burope with BKC,

Dutbreaks of HKC has boen kmown lo occur frequently i outpstient facilities and
faciory dispensarien.

The mn:e of the epd.d.emlo ofien goes i b and iz
d 1o Y. slit lamp unwiunlﬂu I-lil.ln#w of eye lmpu,
wmd in some euoo. the practitioner,

Infecied individuals continue to sbed the virue for 2 weeks and sheuld be considered
infective during this pericd and encouraged to have limiled cootset with ether
individuals.

The contrmetion of EXC can be minlmized through routine washing of hasds between
patients and the mechmnical wiping sod drying of inetruments.

Maln Menu Symptoms =

Slgns of Enidemic Keratoconjunclnills

Geperally, unilatersl o onset

Marked lid swelling

Acuote [follicular conjunctivitls in du lawer fomix
Conjunctival petechial and subcomfunctival b rhag
Chemosis

Bdema of the caruncle and semilunar fold
Pumrhuln ly-'hllinogllh,

P loa is met

Comeal diffose SPK

Discreie elevaiod epithelial losions

Subepithelisl inflltrates

Possible iritls

Translent vision loss In severs casse

4= Symploms Critical Signs w=p

Differeniial Diagnosis of Foldamic Karalocon juncliuitis

a pinkish purple hyperemia that increascs toward the plice
T‘Iml in typically & fam T‘BU'D- a follicular response; & teering discharge and

't of p lar pode or lymphadenopathy.
|ml "velvety” to “giam® pwiﬂs,chm;ummh&s
upper snd lower palpebral iva with the ab ¥
lyphadenopuby.
; - i o folieat Jumctivitis with a pursk
discharge typically seca lo seaally wtive adulte.  The d.eﬂnidn disgnosis is made
with p of halial | bodies apy ¥ el

obtained by cosjunctival l:rqnﬂl.l.

- usually unilsteral; the keratitis is ofien dendritic ol may
appear similar; the face lesions of rossces are gencrally absemt

loh syndrome -« u bilsteral conjmetivitis with bemorthagic crasting of

the lips and targel lesions on the skin which appear as red, central vesicles
surrounded by s pale ring which is surrounded by a red ring

4= Critical Signs Treatment

Enllow Un for Foldemic Keratoconjunctivitis

. Duc 1o the self-limiing osture of EKC, the paticnt should be
d on the duration of the dition with the possibility of
aggravation during i course.

* If the iremment regimen consimts of topical mteroid pee, the
patient should be monitored more eclosely with rowtine
intraocular pressore checks due 1o the oature of the drug.
Sieroid should be vked conservalively with proper tapering upon
improvement.

* Due 1o the cootagious namre of BKC, the paticol sheould avoid
coming I conlsct with other people ez much s poesible.

&= Treatment Main Menu s




Definilion and incidence of Folscledtis

Main Menu

General Information:

= Definintion:
General Information click o toplc Episcle

Episcleritin s generally a benign inflammation that occom
moet often in young adults with & teodency for regression
and then It can be bil | or wnil 1

Diagnosis * Delinitlon/incidenca

* Classliication & Naming
DO

+ Incidence:
- It ja relatively common end scema o occur sponimnecusly.
- Peak incidence ls in the founh docsde sod is twice as
common in fenuales a2 in males.

Work Up
Treaiment

Follow-up

4= Menu Classification ==

Malin Menu For Episcleritis -

Ciassification of Episcleritis
|, Geoerally, episclesitie is clusified ws twe types:

Critical Sign for Episcleritis

il 1 el

« Simple (75% of tbe cascs):
il dioplepnnl

ied by varahble degroes of 1 or rednesa

Iactimation snd pholophobia
- Scgmenial or diffuse injection and edema of episclers are
usually present
- Orey deposits tha sppear yellow io red free light may be
present (Iymphocytic infiluraion)

- lnjeclion may be diffuse, but this is pocommen.
- Episcleral vosscls will blanch with topical
phenylephrine 2.5% to differeatine from scleral

G

» Nodular (23% of lhe cases):
- Similar in patern and incidence of slmple, bul may run &
more protracied course
- A mobile, elevated edematous podule s present
- The nodule may be simple ar muliiple bul doos not undarga
pecrosis.
- Symptoms are generally mome intense than with simple.

4= Definition and Incidence Critical Signs == 4= Classificalion symptoms wap

Symptoms of Enfscleritis

Acule ooset of redoces (may be as litde wx 1/2 br)
- Generally, redness is seciorial, bul cen encempass entirm
snterior portion of the globe.

lons of Eniscleriils

Seciorial deep injection with spex gemerally towards
limbue (generally unilateral)

s lly, oaly di fort ie reporied (mild pain). but can be
abscnl to severe.  Patient may report heal and pricklmg. Tenderness over the ares of injection

Pain is uesally localired to the eye, bui can radisied 10 the forchead. Bpiscleral edema

- Bye is mrely tender lo the touch.

s i . A oedule which muy be moved over the underying

» Tearing is common, but po ocular discharge. sclers may be present  (nedular cpiscleritis)

+ Pholophobis (mild to moderae)

* Visual scuity is oot affected significantly.

R pisodes of dition are

= Above symptoms are preseot in podular episcleritis bul more
intense.

**Comes is rarely affected®*

4= Criticel Signs Signs w 4= Symploms Etiology =

Ellnlogles of Episcleritis
Below is a list of some of the sysemic cavses reported o the Ditfersntial Disgnasis Enlsclerills

literature!
Common forms of conjunctivitia:

Idiopaihic (most common cause) - Viral (buming , follicles, § icular lymphadenopuby)
Herpea zoster opthelmicus - Allergic (allergic llx, iching, white stringy mocoid discharge)
Reumateid anbritie - Bacterial (bright red injection, puruleat discharge)
Gout
Syphilis Phlycteoular keratoconjupctivitis
Collagen wascular discases

-Polyarteritis nodoss Scleritin (severe puin, diffuse injection)

-Sy i lupue eryik

-Wegner's graulomaiosis Acoo rowsces {chropic wecurring coroes] irriistion, skin lesiona)
Trauma
Qiant cell aneriiis
Sarcoidosis
Tuberculoais
Thyrotonicosis

4= signs Rule out ==p 4= Ellology Work up =P



Work-lip for Fpiscleritis

» Case Himory:

lnvestigate medical history
- raah, wrbritis, venoreal disease, recent medical bistory, medical problems

= Visual aculiy

4= Rule out

Externa! Bram:
Look for bluish bue of scleriis in naurel light (le ruls out sclariiis)

Slit-lsmp Exam:
Determine depth of injected vessels
- anestbetize with proparscaine and use & cotlon-tipped applicator 1o move
conjunctival vesscls.
Check for snierior chamber involvement (sbsent in simple form) and 1OP.
Check for presence of nodule?

1 gt of 2.5% pbeoylepbrioe in affecied cye should blanch cpiscloral vesscls,

Refer for disgoostic tests U case bistory suggests so underlying etiology or if
recurrent.

Eollow-Un far Enlxcleritis
* Normal course is osvally 10 - 21 days with or withomt treatment.

= Check weekly If patient is oo topical servoids uniil symptoms
bave resnlved. Also need o check 10P, Once symploms are
rezolved, taper sweroids.
Il patieot is om iflicial 1eam or fantibl L
paticol meed oot be seen for several wecks unless the condition
worsens or le sill bothering them.

Be sure 10 Inform patient thu epischeriie may recur in the samm
or fellow eye from & 3 month to 3 year period.

If more than 3 . Y medical workup.

4= Trestment Menu

Irealmenl for Simole Enlsclerilis

» Most cases resolve within 3 weeks without complicstion, snd Lremment is
often oot required  As wsocisiod wveilis (T%), mey be present.
lotranculer inflammation should ba excluded.

MILD (to relieve symptome):
- Anificial tears (Refreeh) qid , cold packe , lopical vasoconstrictor

MODERATH 10 STV

- Same stepe ws shove plisn seroid if lndicated

- Topical steroid (prednisolons 1% 6d or qid ) ofien will relieve the
discomfonn, It f& rare that mem frequent lopicel meroid tremimont i needed.

VERY SEVERE CASES:

y druge if topical sereids do mot provide

reliel
- Ihuprofen 200600 mg po J.4XKiday or

Aspirin 325-1000 mg po 3.4 X/day with food sndlor emtecids

Possible Complications l Tu for Nodulor Episcieritis

Treatment ‘* « Work up

Follow-up ﬂ
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Maln Menu
[tlolegy/Prezeniation

Symploms
Signa
Critiesl Signe
Work Up
Miferential Dlagnosis
Treatment
Fellow Up

Sumntoms of Funosure Keratonalhy

+ Oculas irritation

* Buming

= Foreige body sensstion
* Rodness of the oyes

** The sympioms are moch wore in the moming due to the length of
tima that the comea hat besn sxposed.

4= Etiotogy Signs =

§= Moin Menu

4= Symploms

Main Menu for Exposure Keratopathy b

Criticol Signs for Exposure Keratonalhy

blioking which wli ly leade 10 0 “dry eye”

+« SPK in lower ooe-third of comes appearing ss & horirootal besd

()

4mv Signs Work Up wsp

Differential Dingnosis of Exnosure Keratonathy

- vaually unilateral; the kevutitls is often dendritic but

may sppear pimilar; the face lesions of rosaces are peoerally absent
- SPK results from a poor tear lake or s decreased TBUT
Blesharitis -y - eryit lan piectasins, snd crusting of ibe cyelid
marging

apathy - SPK resulis from poor eyelid closure with & feilure of
the lids to cover Lba entire globe
i i - SPK reaulus from drops with presérvatives, cansing &
hypersensitiviey reaction
- SPK ofien seen in welders of from mmn
laomps
? - SPK from ehemical loxicity, tight Jens

syndrome, contact lens overwesr, GPC eic.
v i - hilaera] with recurrent SPK in

the abeense of conjunciival injection
Enszign body sensmion the SPK wre typically linear sppeasiog m fine
scraiches wrranged vertically oo the comea.
i - SPK are typically lincar from an eyelash rubhing on the eye .

4= Work Up Treatment wsp

4= Critical Signs

4= DDu

Ellology and Presentotion of Exnasure Keratopathy

Hep keratopathy p linically with comeal desiccation most netable in
the infarior inlarpalpobral arss of tha comes end confunctlve. 1 can lesd to &

frank epilhelial defect and o wonlofilirated olcoration.

Common camos are lisied below:

* Seventh nerve palsy (erbloularls ocull weskness, e.g. Ball's palsy.)
» Eyelid dalormiry:

o Felropian or eyelid scarring from traoma
b. Chemical bum
c. Herpes Zoster Ophibalmicos

Exophtbalmus
Nocturnal |agophthalmos (failore 1o close eyes during slecp)

Proptosis (e.g. due to sn orbital process, such s COrave's disesss)
P ia repair or | 1 4

F F plaaty p

ilgns of Funosure Keratopathy

+ Conjmetival injection

+ Comeal infitrie or uleer

+ Byelid deformity '

* Aboormal eyelid clossre with a routlne blink, howover, mmy
puicats are able to fome o complete closum of the Hde
Superficial punciste keratliis in & bend region where the comes
has been chronically exposed
Possibls comeal snemhesla

Epibelia) erasion tha ls greser In the moming

IWark Un for Fxnasurs Keratonathy

Bvaluate oyelid closure and the exient of comesl exposure.

Sl lamp ination with fl in dys to i the Lear
film snd comeal imtegrity. Leok for signs of sscondary infection
{; I Infil anterior chamb i or pavers
confunctival injection),

Rule cut: tear dysfonction or ma
disorder

Ireatment of Funosure Keratopathy

Correct the underlying disordsr

Anificial wars (Relredh tearm ql-6 brs)

Lubricuing ointment (Refresh PM gha - qid)

If severe, lape the eyelids closed & nmight im cenjunction with einiment
Application of =n BW or disposable soft CL with frequent imsiillation of
ubric ation

Humidification of the alr

Swimmers or protective goggles io maintalo a moist chamber for the eyes
If medical therapy [ails, surgical intervestion may be netded:

o Dyelid reconstruction
b Tamorrhaphy

€. Oxbilal decompremion for propeosis
4. Conjuctival Map

symptoms

Criticel Signs v

00K =

Follow Up ﬂ



Enllow Un far Exnosure Karatonathy

If comneal nlceration ls prescnt - re-evalusts avary 1.1 days,

Por leas severe comeal pubology - re-avalusts every 7-28 days,

Manage the dary comeal } avery 3 oomihe.

4= Treatment Main Menu e
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Critical signs for fllamentary Keratopethy

= Short stalks or strande of epithelial cells snd mucous which are
sitsched to the antorior surface of the cormes m ooe ond of the srand.
Click on comen for & close up look al the sirands.

@ Sirands urually develop In the lower third of the cornea.

s Sirands siain strongly with rose bengel and less strongly with
fluorescein

Maoin menu for Filamentery Keratopathy Symploms e

Oiher signs of Filamentary Keralopathy

Cenjunctival injection

Poor tear film

SPK  (wuperficial p

Small, greyish, eabepi
beneath the filamenta

4= symploms Work-up =

Common Etlologles of Fllamentary Keralopathy

® Dry eye syndrome; in particular keralocon|unctivitis sicea (KCS)
-- Thiz iz the most common atlology and If found In roughly 15% of patients with
rheumatoid disease.
-- KCS may alzo be iated with i di guch ar Sjogran’s,
-- Tha filaments may be distributed diffusely and are often associated with areas
that stain with fluoresceln. Refer 1o disgnostic tests in "KCS stack ™,

« Superior Limbic Keraloconjunctivitis (SLK)
== Superior conjunctivel injection and rosa bangal faining
== Fllaments are often disiributed over the superior portion of the cornea

- See disgnostic tests in "SLK stack”,

@ Prolonged patching
-- Postoperative, corneal abrasions can predispose cornea to filament formation.

» Recurrent cornsal erosions

= Eollowing eplthelial defecis of herpes simplex, herpes zosier or Thygeson's SPK

® Systemic disorders (i e diabates, proriasis, dermal dyzplasiac)

» Retained foreign body of upper lid

= Trachoma

ﬁ Main menu for Filamenlary Keratopathy

Lriticol Signs for Filameniory Karatonathy

* Shon atalks or strande of epithelial cells end mucous which em
atisched to the anterior surface of the comes o ooe end of 1be mrnd.
Click on comes for & close op look st the simnde

= Strandy usually davelop in the lower third of the cornes.

® Strands staln strongly with rose bengal and less strongly with
fluorescein.

Maln menu for Fllamentary Keratopathy Symploms ﬂ

Symotoms of Fllameniary Keratopalbhy

» Forcign body sensstion or griltiness
= Mild to severs discomfon
* Red oye

= Photophobia

and i d bliok rate if patient
of epiphoria and rhinorrh

* Symploms range [rom severe in acole ceses (o
annoying in chromic cases, and coset may bo
scute, subacute, or Insidicvs.

d=rCrilical signs Signs m

Work-Un for Fllamaniary Keralonaihy
« Caze History

= There are many conditions which can produce flementary keratopathy
(ofMen considerad a form of abarrant epithallal heallng).

= Thus, any condition leading o focal epithellal erosions may produce a
filamentary keratopathy.

= Try to sscertain the etiology. Etiology ﬂ

= Vigual eculty

# Slit-lamp sxam-

- Hote size and shaps of filaments. Sizs and shaps very widely from 0.5 mm to
over 10 mm in length, Initially, they are short and thin and becoma fatter,
longer, and more twisted in lime.

= Strands stain strongly with rose bengal and less rirongly with Nuorescein.

4= signs Treatment w=p

Main menu for Fileameniary Kerslopathy

Ireatment of Fllamenlary Keralogathy

= Initially the eye rhould be stabilized by eliminating the rlaments, with the long
Term treatment directed towvards treating the underlying cause,
Esratoconjunctivitis sicea (KCS) and supsrior limbic keratoconjunctivitls SLE) are

the mos! frequant causes.
Treatment for KCS Treatmen!t for SLK

= [f symploms are revers or {f the above treatment leils, then bandage soft contact
lens may ba needed The soft lent protects the epithelivm from the lids.

- Slnce rome bandage lenses have jow Dk and limlted oxygen permeabilivy. It iz
recomendad that the cornea be evaluated within 24-48 hoours to look for sdema
or corneal break down. If alens is nesded for several days or weeks, an
extendsd wear lens is recommendad.

4= work-up Follow up ==



Eallow-Up for Fllamentary Keratooathy
Check in -4 weeka
Fortunately, mos cuses redpond Le conventional therapy.
- KCS generally respoods well to byperionic ageots and artificial tesr.

For those who do pot respond lo conventionel tresimeni, mey wam to try
2 mucolytic agent (FDA bax pot approved for ocular use) or & bandage
soft contact lens.

-» The contact lens wsually provides a clinical il
but this is oot the best spprosch for all cases,

F

The prevection of funmber flamenu may require long-term use of & lear
f yias E gt ok

PP jon must be d

'] i cmmnot ba  elimi d.

y if the

Mansge primary condition approprisiely and advise of risk of recurrence.

4= Treatment Menu w=p



Definition and Incidence of Flopny Eyeild Syndrome

Floppy eyelid syndrome refers to the clinical findings of chronic
papillary conjunctivitia along with & mubbery, “foppy” eyelid that ia
euaily evorted.

rome

HMain Menu
Dalnltlon/Inclidence

It is an wncommon snd frequently unrecognized ceuse of chroaic
| ae 3 paplllasy R

signs & Symploms

The coodition is wsually bilmersl but teods 1o be worse on the aide

that is slept on.

Criticol Signs

The mechmnism is thought te relate to lows of tarsal imiegrity,
causing the eversion of the syclid during sleep, reeulting in the
mechenioal lrrilstion to the lids snd conjunciive.

Differantinl Dingnosls
Work Up

Treatment It is commonly seem in middle aged obess men who may complain of
& chronic mucaid disch md p jon of the eyelids

during aleep.

Follow Up

4= Main Menu Signs & Symptoms q

Main Menu for Floppy Eyelld Syndrome

Slgns and Symptoms of Flopoy Eyelid Sundrome

A chronically red, imitsiod eys, often wome upon awakealng.
A mild mucous discharge

A soft and rubbery tarsal plais

A superior tarsal papillary conjunciivitia

Superficial punciate keraitls (SPK)

The puicot is typically obese

Critical signs af Flopoy Eyelld Syndrome
® A diffure paplllary conjunetivitie

¢ An upper eyelld which can be evertad sesily without the use of
NOTE: The symploms am thought to arise from the spomiancous afinger or cotton-tipped spplicator exarting a counter pressure
eversion of the upper eyelld during sleep. The everion
wllows the superior paipebral coojunctive 1o rub againm

® A poflt rubbery warrus that con be folded on [teslf @
a pillow of manmss.

4= Definition/Incldence Critical Signs = 4u= Signs 0 Symptoms 00K =

Uernal con junctivitls

Varnal conjunctivitis presents with
large conjunctival papillss referrad
as cobblerions papillas under the
upper ayelid Itis generallya
Yeroal coojunctivitis reasonal disease and a history of
atoplc 1 tivitls s i
Qisot papillary conjanctivitis present. A variation to this Iz
limbal vernal which presents with
perior  limbic | jusetiviti large conjunctivel papliiss slong
the llmbus. Eversion of the upper
Tounie kerstoconjunctivitia eayelid iz necessary 1o make the

* Click on a specific disease »
Weork Un far Flonoy Fyelld Sundrome

Pull the akin of the upper eyelid toward the paticot’s
forehead and waich 1o see if the eyelid spontancously overts
or iz aboormally lax.

Perform & slit-lamp evaluation of the comes and conjumctiva
with Muorescein staining.

4= Critlcal Signs Work Up 4= DOx Treatment =

Ireniment for Flonoy Eyelid Syndrome

1. Topical amtibictice or lubricants for any mild comesl or conjunciival aboormality
{e.g., erythromycin ecioiment 2-3 X [ day for SPK, then Refreah PM oimment gha
when comeal paubology resolves)

Ealiow Up for Fioppy Eye Sundrome

The patient chould be followed every 2.7 days m firt snd then

2. The eyelida should be taped closed during sleep, or an eye shicld can be wom, 1o
prevent the eyelid from rubbing agsinet the pillow or muiress. The paient
should be insmtrucied 1o refrain from slecping face down oo the pillow or matress.

every few weeks le months as the cooditlon sabilizes.

3. If the case iz scvere encugh, an eye lid
performed.  This s osoally the definitive means of

g surgical p d can be

= Work Up Follow Up e 4= Treatment Main Menu e



Ellologu of 6PC
The etology s not completsly undarstood.

Maln HMenu

Clant plpdl!uy cunjnmind: in l.bouﬂn o be a specific
Ellology

1o &
P""“"" whbcb become adherent to the anterior sarface
of bath rigid md soft contact lenses, There peom te be
two poasible i

Symploms
Critical Signs
Oiher Signs

Cantribuling Factors

Treatment
Management

Tallow Up

{1} Type 1. immediss
) Type IV - delayed

Qiant papillary conjunctivilis can alse be initisted by
mechmical trauma caused by patients rubbing their
ayed lo mlieve the common symptom of jiching.

&= Main Menu Diagnosis wsp

Main Menu for 6PC =
Symoloms of GPC

P g Aymp P d by the patient way include:

« lhehing
* Burning, stinging
» Poreign body scosstion
* Loowss lenses tha will oot center
* Mucous discharga (more prominent nasally)
= Pucwsing vidon due to the lens depoala and mucous
* Oeneral lens intolerance (s decreased weer Ume)

Lritical Signs of 6PC

@ The dlagnodl o!‘ GP\': is made by evertung the upper eyelid,
i t 0 voar tact lenses, Carsfully
Inlpocl the upocr palpabral conjunctive searching for
papillary hypertrophy. [ﬂ

Obtein u history of the lenses including: details of conmtact

lens use, the sge of the leases, md the clesning and soryme
regimen used.

¢ Papillary hypertrophy of the upper tarsal conjunctiva:

» Macropepilles (03- 1.0 mm in sze) @
® Giant papillse (: thean 1.0 me in tize)

4= Etiology Critical Signs ~wd 4= Diagnosis Other Signs

Oiher Slgns of GPC

Contsct-lens deposils

A bigh riding lens that will not remuin cenlored
Mild v.u]uunlnl Injection
T PP to the 5 i

Contributing Faclors 1o GPC

comeal ining io more severe cuses
Cﬂn)mclivll byperemis snd edema
Prosis

Lens deposits

Increased wesring time [e.g., sutendod wear]
Older lenses | larger lensss
Tioted or cpaque lenscs

Aumsociated Allergic Signs
Che mosis
Tarmal edems
Watery discharge
Soeezing
Congeation
Drowzinese (drug indoced)
Dry throat, lips snd nesel pasasges
Nosg bleods

Individual sctivity of the lens type [eg., materidl]

Awple bistory [eg., excems, ullergies, asthma eic.]
Paticou age
Censtica/predisposition

Other Signs
4= Criticel Signs

Treatment
Cantributing Factors v

Brimery Goal lo Irealing GPC

Cromolyn sodium (Opticrom) has been pulled from the
marke and the chances of i1 returning are very slim
according 10 the manufactors. Howesver, Levocabastine
ir 8 new drug 10 be ured in the treatment of allergic
conjunctivitls. It has an entihirtamine sction thet Is
more effective than Cromolyn rodium in rtopping

+ The main goal in the tewment of GPC is 10 allow continued

contect leos wear with the least obstructive therspeutic regimen.

« The i L]

The main

emphusis ln ihu lpprnzh s 1s sop lhc inMlammalory response

redness. (iching. tearing and ayslid end conjunctival
in order to make the patient ax comforiable ws possible.

rwelling. It is not yet approved for eo-pdenl urs by the

EDA but iz axpected to recelve approval in
+ Never promise success o the patientli

4= Contribuling Factors Treaiment 4= Treaiment Management wp



Management of GPC

New contact lensss wilh the same parameiers and design,
Different soft lonses - (e.g., C31)

Enllow Un for GPC
Dispocsble lenscs:

The patient should ba s d svery 2 - 4 weeks noting
their progress. Once the symptoms have been
extinguizhed, slowly taper the use the cromol yn sodium.

OPTIONS:

-+ woer bs lenses for 2 weeks and then throw them away,

vis Mnne Tt 1 wesk snd thoes orow. Themk RNAF. WOTE: GPC can alzo result secondarily to an sxpored suture

of an ocular prosthesls or post calaract surgery. Il
this s the cese, the suture thould be removed and
then treated with Opticrom 2% qid until the
symptoms have rerolved, m

clean the lenses every night, eoryme them overy 3 days,
and then throw them away afler | week.

Rigid ges.permeable lepnes:

ADVANTACHS:

Cromolyn sodlum (Opticrom) has been pulled from the market and the chancesz of it
returning are very flim according 1o the manufaciors, However, Lovocabastine is a new
4rug 0 be used in the treatment of allargic conjunctivitls. It has an entihistamine action
that if more efTective than Cromolyn todium in stopping redness, itching, tearing and
eyulld and conjunctival senlling. It ir not yet approved for topical ure by the [DA but is

- less mirface 1o stiract depoaits
betier edges
. easier to care for sxpactsd to receive approval in 1992,

4= Tresiment Follow Up =

&= Monagemenl Main Menu



" Main Menu

General Information:

General Informalion click a loplc

= Delinilion/Incidence

* Primary/Secondary Inlaction
Don * When to Consull?

Diagnosis

Work Up

Treaimenl

Follow-up

Prlmnary us Secondary Infection

Primary HSY kerstitis usually is l'ou:d in infents and young children,
snd s rare In adula, akhough § Ia i ing with i ing
HSY-2 infecticns.

In the recurreol cases, ibere s often a history of previous stischs,
This is helpful In making s diegnosis.

+ Several of the aggravming or inciting faciors are ax follows:
. sunlight, traums, exireme heal or cold, fever. stercids, infectious
disease, surgery and epilation.

"nm program concenirsics maioly en the trealment of the prlmnry
T and sugg T3 for the form, eap
if keratitis in not limited to the epithelium.

4= Definition and Incidence When to consuil

4= Primary vs Secondary Form

Main Menu for HSU Keralilis =

Criticol Signs for Herpes Simpled Keratitls:
» Singie or multiple dandritic ulcars are pathognomonic

for HSV keratitis. However, [ may present in many forms
meaking it 8 challenge to diagnoss and treat

Primary Ocular Herpes

» Usually presents as an acute follicular kerstoconjunctivitis.
= Reglonal lymphadenitls with or without a vesicular blepharitisor
culaneous involvement.
Recurrent Ocular Herpes
* May occur ag one or a combination of the following:
- Eplihslial infectious ulcers
= Eplthelial trophic ulcers
- Stromel interstitial keratitis @
- Stromal immune disciform keratitis

k When to Consult Symploms *

* A lioe to coume pun:mn superficinl keratitis may be present o the [limt sisck.
Pive p itis--» Courie p keratitin..> Dendritic kermitis ..> Geographic

« Initially, lesions am confined to the epitheliom  However, the mnierior sirome will
mevilably be involved.

* Ofien, muliiple or subepithelial iofilirates are present (appearing withing 1.2 weeks).

Dendritic KEeratilia

Fine punciste keralitla

Oeographic ulcer

Defioilion and Incidence of Herpes Simolex Keratitls

* A dendritic epithelinl kerati \! ty duced
ma an acule or chromic dl.luu 'br infection 91' herpes mnpln
wirus type | (HSY ). HSV -2 can be the cause -.> check history.
Acute follicular conjunctivilia and skin lesioos are commonly
presemi.

» HSV keratits remuins the leading cause of comeal blindness in
the [1.8. (responsible for mome than 1.5 million cases per year).

* Primary infection occum in 70-80% of the populaion between
tho ages of 2.5, and by the age of 15, 90% of the population is
infecied systomically.

+ lofectlon ususlly resuls from contaet with infeciad individuals

by montly saliva snd mwouih cootact, but alse from active skin
lesions.

Primery us Secondary =

When 1o Consult??

+ Anytime there i & siromu, disciform or interstitial lkeretitis, the
petient thould be under opbibalmological care. If the keratitia s
severe, then a comecal specialist thould be lted

+ Prmary care in most cases, & adequue if ¥ is & primary ISV
infection er o mild 1o d HEV infection that is
restricted 1o the epithelium.

Critical Signs =

Sumpotoms of Primary Herpes Simolex Keralitis

PRIMARY INFECTION (uncommon in first § months of life):
= Oenerally infants snd young children { ages 3.15)

* Symproms usually sppear 2-12 days after ipitial coolact with infecied person. They
inchide:

Mild muueise and fever.
- Lid edema may be
+ Red eye, FR senastion aml tearing are generally unilateral and rarely severs, but
the eye may be sharply painful during the firs atiack.
- Skin lesions ar common. Chiel concern may be the skin lesions peut 1o the eye.
< Muay algo repont s mild phoiophobie and burping irttetion.
- Geoerally all ocolar symptoms are imilateral.

+ Within 3 weeks, 30% of patiesu will develop comeal lesione (epitbelist)
- FB, photophobiz and blurred visicn are common.

4= Criticel Signs Signs wap

Slans af Becurrent tofection

RECURRENT HSV KERATITIS
- Almost alwvays azsociated with a stromal or Interstitial form

# Alwvayz unilaleral
« Follicular conjunctlvitls
= Moderate 10 severe bulbar hyperemia with occasional conjunctival hemorrheges
# [prllateral preauricular Iymph node may be slightly enlerged and tender.
o Tearing (serous) discharge (quick tear break up time)
# Dendritle keraitis (more common) or mewsherpetic (trophic) keratopathy
# Corneal hypothesia
« Neurotrophic ulcer Corneal Lesions “wp
= Corneal stromal dizease
- necrotizing interstitial keratiiis
= dgciform keratitls

Work-up -

4= Symploms

Signe for Primary infection




Work Uo for Hernes Simplex Keratitls

= History:
- Heas tha patiant had any previous spirodes?
- History of & corneal abrasion?
- Contect lans wearar? Vhat type? Vhat care system?
- Hes the patient recently besn on topical or systemic sterolds?
- Any previous nasal. oral or geniial sores?
- Immune deficiency state?

DO for Herpes Simplen Keratitis

Rule oul the Following:

+ Herpea Zoster Ophthalmicus
» PCF
- HKC
Chlamydia
Recurrent comeal erosion
Raciorial infections.
Contact lens related peeudodendriies

= Visual acuitites (pinhaols If « 20/20)

= External examination:
= Skin lerions typically involye the lids and pariorblial arsa, If present, note slze and
location. Initially, thesa consist of vesicles which rapldly form superficial crusts
and then heal without scarring.

4 DDu More wap

Clinical Features of Primary Herpes Simplen infection

All of the mbove mm covered in this program.

Conflrmatory Lab Tests If Diagnosis Is In Doubt

4= signs Work up =

General Ireatmen! for HSU Keratills

® No steroids in an epithelial kerattist

Work up for Herpes Simolex Keralitls

* Slit lamp examivetion with [OP measuremenis.
- Look for an scute follicolar comjunctivilis.
- Epithelial and/or siromal involvemem?
- Dendrites? Ulesrative or infiltrative?
- An ul ive dendrite will be dep d versus an infiltrative dendnie which is
raised  Fluomecein will undermine a ulcertive dendrite versur & shedding effect
over & jnfilirative dendrited.
ial or discily k is?

- Anterior chamber reaction] Check before vsing NaFil.

® Skin lesions can be troated in & variety of different ways:
- mildly abreded with wazheloth and treated with Acyelovir ung,
- alcohol serubs tid for 14-21 dayx
- antibiotic ung (bacitracin or erythromycin) Th Skin lesions “wsp

& Antiviral therapy (Viroptic) for keratitis/conjunctivitie
- needs to be lapered due to loxicity but continue several days afler
epithelial healing. If Inaffective afer | wesak, rwiich to another.

Ti of Keratitis =

= Supportive gystamic tharapy - ad Ilb (aepirin, ibuprofin ete.}

® Hol comprazres (ad 1b)

o Cycloplegia if indl 4 {anterior chamber r )

» Co-manages with padiatrician or primery physician if primary HSV keratitis
® In recurrent cares consult with ophthalmologist

+ Test for corseal hypoesthesin.
Tlyp theain develops and & with each recurrent atisck.
- Usa & separats wisp for each eys.

k General Tv ﬂ

Clinicol Tealures of Primary Herpes Simplex Infectlion

I Tu for Neurotrophic Ulcer ] | Tu for Stromal Involvemant ]

4= work up Follow-up ==

Confirmalory Lob tests if diagnosis Is In doubt

Irentinent of Corneal Enithelinl Disease

Antiviral sgent:
Trifluorothmidioe (¥iroptic) 1 gt 1%  9X/day or
Vidaribine (Vim-A) 3% cintment $X per day
** Trewl for 7-14 days until msclution **

Ireatment of Eyelld/Skin lnuolvement

« Warm compressee lo skin lewions tid for 7-14 days
+ If eyelid margin is involved:
Trifluerothmidine (Vireptic) 1% drope 53X per day or
Vidaribine (Vira-A) ointment SX per day L
Treat for 7-14 days until reanlution. Cyleplegic (Scopolamine 0.25% tid) if ant. chamber
resction s present.
Avtibiotic olmiment if lesions become iofected

(bacitracin or erythromycin) Il patieot s on steroids, bave them tapered aince this

is an epithelial dizsass,
Topical scyclovir cintment tid for 7.14 days

.- Acyclovir is expensive and has nol been proven

effeciive. [t is not approved for aphthalmic use

Coosider geotle debrid of infocted epitholi

-~ This may iocresss the risk for spreading the wirus,

@ follow-up emp (:9 Follow-up =

Ireatment of Carneal Stromal Disease.

Irentmenl of Neurotronhic Ulcer + Patieot should be uader opbthalmelogical cars,
If mild case

* Ocular lubricants for mild puscisie epithelial snining: + Cycloplegic if anterior chamber reaction

Anificial tears (Cellufresh drops) q 2 bours and
Anificia) tesr ciniment (Refresh PM) ghs.

Il severe sndfor ceniral, then im addition to cycloplegic:
* Avtiviral

Trifluorothmidine (Viroptic) | gt 1% drope tid
+ Topical meroids

Prednisolone scotats 1% qid

*** Coptreindicated in comeal epithelial disesse®**

» If & small comeal epithelial defect s preseot them use
ythromycio o and p paich for 24 bre.
[then continue qid for 4 days or until resclved)

* If comeal ulcer is preseni, refer to ophibalmologim or
comeal specialis.

« A comeal transplant may be required.

(:g follow-up “wep CD Follow-up s



Foltow up for Primery Herpes Simplex Keratitis

Eallow up for Herpes Simolen Keralltis

* Patieot sbould be examined in 2.1 duys w0 evaluse respooss to therapy. Rocheck
every 3 deya uniil comes it clear and every 3 daya unill skin leslons reacivs.

4 %

With prolonged treaimenl, the antivirals can p
mmmiu of lpllbclll] healing, superficial stromal arulliuuiun. r-umm
is, or imal punctal Tuai

* Rvalusie tbe following:
- Size of epithelia]l defect and ulker
- Comoal thickness snd depth 1o which wlcer ls Involved. If stroma is involved,
it is beat 1o get comeal specialisl consultation.
- Aoterior chamber macien and JOP

If epithelial defects do nol resclve afier several weeks, suspaci neuvrotrophic ulcer
or sntlviml toxlcily. Consuh!
- Qeperally st this polni, sotvirals will be wtopped.

Be aware of complications:
- Bacterial or fungal infection

.= 4 1 eallulit

- Stromal i‘nv::l\'enlwnl

Antivirad medications for comeal deodrites and geograpbic ulcers should be
continued 59X daily for 10-14 days 90% of epithelis] dendrites heal within 14
days or lees witboul scarring.

Topical sicroids, if used for mromal disease, are tspered slowly over monihs 1o years.

Adviss patient or patient’s pareois on recurrence risks
Prophylactic antiviral sgents are used td, No antiviral is peeded when sicroid i

given once & day or less, Routine checks or FRN

4= Genersl Tn More k4 Menu =p



i Lrilical Signs of Herpes Zosier Qohthalmicus
Main Menu

® Acute vezicular skin rath which charactarintically appears

Critical Sign on one 1ide of the forehesd and obeys the midline.

Symptoms * Typically the rash will only involve the uppar eyelid,

Signs » Generally produces a definitive pattern of severs pain

associated with the lid involvement.
Oifferentiol Diagnosis

Work Up # Lymphadenopathy

)

Treatment

Follow-up

4= Main Menu for Herpes Zoster Dphihaimicus Symptoms w=p

Niher Signs of Hernes Zoster Qothalmicus,

The opbihalmic form gemerally will bave s combinsion of iwe or more of
Symotoms of Heroes Zosier Oolhelmicus the following:
Aoy er all of the following may be prescor: Tollicular conjunctiviia . ofien with psoudomembrancs (~ S50%)
Scleritis  (~50%)
Any of these comeal changes wmay preceed the rash or peuralgia (—40%):
dandrien (dondrits In

X - BEpithelial peend iofiltrative #nd not ulcerated)
Moderate 1o scvers pain . SPK (dilfuse)

Acute ekin rush

- Suomal or oewrotropic keratitia
Red oye S i e

Iris  atrophy

Uveltis very commen If & kerstitis (s also prosent
Olsucoms (acutely due to trabeculitia)

BOM palsies which generally msclve (- 30% )

Ceneral malelee, fever andfor chills
Headsche

May bave blurred vision The following posterior pole changes may also occur:

+ Rotinal changes:
- Retinius, choroidits
* Optic neuritite

4= Critical Signs Signs = 4= symptoms 00K w=p

Differentiol Diagnasis

+ The ocular iovolvermeni i varisble and can mimue
many nlerior segment discases * Case Ha;
< How loog bas there been u rash and puin msocised with 7
* Herpes simplex keratitia « Any risk faciors for AIDS? lmmuoccompromised? Cancer?
- In this case, the rush will pot respect the midline or
follow a dermatome, + Visusl acuities
+ Check corneal i (1 lly greatly reduced)
- The dendritea will stain well with MNoumscein and * SLE:
bave true end bulbs in ISV kerstitie. [n Herpes - Flourescein staining
Zoster, there is poor saining of tbe dendrites. - lop

IWork-ito for Herpes Zosler Onthalmicus

- Patienls with HSY are typically younger than thoss « DFE:
with Herpes Zoater. - check for any posterior imvolvement.

- Seo Herpes Simplex Keramitis of this program. Them * Medical evalumtion may be helpful te determine if petient is
could be an overlying 1SV infection. immunocompromised,

4= signs Work-up = 4= DOu Treatment w

Irealment of Herpes Zosler Oothalmicus

+ Medical, dermatological and ophihalmic specialits are indicated, depending
o0 severily,

Eallow-lip af Herpes Zoster Oothalmicus

« Therapy may include all or any of the
Paticnts should be followed every | 10 7 days depending om severity, il
Cool compresses + anlibiotic ung for skio lesions ocular involvement is present,
- Avalgesics if pain iz severe (mpirin or ibuprofen)
Adviee puieot of its recurrest fchrooic nature, euralgin sod permessent
Systemic seroids il padent is oot immunocompromised and case i severe scuring ricks.
- Tapical meroids (i uveitiz or comeal edema --> dou'l use loo carly)
- Cycloplegic ( if uveitin)

- Systemic mntivirals:  Acyclovir (Zovirax), IDU or vidarahine

- Topical sntivirals

HZV fa contagious to all those who have not had chicken pox.

Patieot should be followed up every 3 6 monthe afier initial scute sitsck,

- Cimetidine [ Tagamet]
--has be shown o decrease pain and sop viral progression

4= Work-up Follow -up = 4= Tresiment Menu =



Main Menu

Ellology of Hyperacute Conjunclivilis

Etinlogy Hypeoracute conjunciiviiis is generally caused by a gram negative

dipiococe] of the Nelsseria species. Thess are aggrestively invading
bacteria that can produce a revera conjunctivitis that iz often bilateral.
Dfven ocurring In the child, edolezcent, and adult, the conjunciivitls can
Hiart &g & routine mucopurulent conjunctivitis that can rapidly evolve
into assveres inflammation with coplus date and marked ch |
end iid edema. Thiz clinical appearance requires laboratory
confirmation, hospitalization snd{ diate therapy.

Signs & Symploms

Criticsl Signs

Work Up

Difterentiel MHagnosis
Trestmunt

Fallow Up

4= Maln Menu Signs O Symploms e

Maln Menu for Hyperacts Conjunctivitis  w=p
Signs and Symoloms of Huneracute Conlunclluitis

Copius mucopurulenl discharge
- geoerslly sccommlates jo tbe lower col-de-xsc wnd overilows al tho inoer canthus
Intermitiant blurring of vision sccondary io the copiue discharge
Conjunctival bsmorthages
-- these esn range from petechise (small dow) lo larger wreas of gross sub.
conjunctival blood
Conjunctival papilles
Chemesis
Trus or pssedomembranes may davelop in the fomices mod/or oo the palpebral
conjunctive
Forcign body sensation
Lid cdems and erythema
Tenderness of the globe presenting as & throbhing pain
Frequent follicles wnd presuricular lympbadenopathy or enlargement muy occuor,
imicking & virsl ¢

Lriticalsigns of Huoeracule Conjunctivitls
¢ Coplus mucopurulen! discharge

== generaily sccumulates in the lower cul-de-sac and overflows
at the inner canthus

* intermittant blurring of vitlon recondary 10 the copius drcharge.

£

4= Eticlogy Critlcel Signs wsp 4= Signs 0 Symploms Work Up =p

Differential Disgnosis of Hyneracute Conjunetivitis

* Pomsible organisms (o consider:

Waork Uo for Hyoeracute Conjunciiuitiz

il i b

I, Sirepioooccus proumenies - usually
insod with presepial collulit
» Laboristory workup s Indicated: 2. Hemophilus infl - in children with a predisposed medical Hx,
Neiuseris gonorrh - P a8 rapid proliferstion, exiremely purulem
-+ Conjunctival scrapings lor culiure snd semaitivities: discharge, and @ poshtive vevercal history.
(blood agar, chocolue agar [37%, 10% CO2] and Thayer Maniin plue) 4. Pacud - afen d to iojury sod oasally comeal mvolvement
-+ immedisie Orem sem,

+ Alwaye consider tbe risk of comeal fovasion of hyperacule bacieris + Differentizl considermion for hyperscute bacterial comjunciivitis can be
through an Intaci corpes. plished [lairly ly by sge alope (rule of [ives).

Onaci Posible Org

O 5§ days Gonmococcus
5 days to 5 weeks Chlamydis

5 woeks 1o § yoam Surep
3 yewrs and older Susphylococcus

4= Critical Signs 00K = = Work Up Treatment w=p

Iresimenl of Hyoeracule Conjunctivitis

¢ Initiated if the results of tho gram stain show gram oegative intracellular

diplococci or there s a high suspicion of a clinical gonococcus Infection. The
berspeautic regimen 1a s foll Eollow un for Hyoeracute Conlunclivitis
* Reschedule in 24 1o 48 hours on the basis of the presenting severity.

1. Dbuin coojuoctival cultures and ping T ie very imp 1o instituie

trearment priee (o shaining the culure resukte. » Adjust the Initisl broad specirum therspy to & specific drug upom recelpt of the
1 fmigation of the eys with saline gid uniil the discharge b eliminated. laborstory results.
3. Topical Baciuscin or Tetracycline ciniment gid uotil resolution.

» If the eondition is stable or improving within 24 te 41 hour, cootinve therapy
+ If the eonj ival eul fi Neissaria apecics, procede with the following: modersimg dosagea for & miniowm of 10 to 14 days.

3. Hospitalization is advised wnd sysiemic therapy is recommended, o Il the ditien is ble or Ing within 24 1o 48 hoor, adjum the
4, Symemic therapy for ibe adull conssts of three forma: medications, incressa the desages, edd oral dication snd jder the disg:

* Aqueous crysial penicillin G, 4.8 million untis IM in divided dosea * Monitor tbe comea carefully for any sigos of bacterlal kermiria.

sccompmied by oos dose of | gm probenecid PO

» Spectimomrycin, 4 gm o ope visil, v iwo divided dosea given IM » Upen reselution of the comdition, advise and educale the patient oo prevention.
= Tetmcyeline bydrechloride, 1.5 gm IM followed by 500 mg PO qid for 14 dayn
This mode of trestment ls need if the patient in sensitive o penicillin.

4= DDn Follow Up ~wsp &= Trestment Main Menu =p



Delnilion and inclidence of Ocular Pemohlgold

Ocular !‘-mu;oul

higoid ia » P 1 bullous diseass of the aged affecting the
hrink rring, sod edbesi When the

muc ol umhrwn lesding 1o

Maln Menu

Qefintlion/Incidente

conjoctiva b fovelved, normal li.uun is replaced by scar lissue (cicatrization).

A bluery of vauma combised with the ahl-nrulinn of renl.lnnl dry spots oo the
cormes should alen the climi of a7 mucin Y.

Symploms
Deular Signs
Systemic Signs
Criticnl Signs
Wark thp
Differeniial Disgnosis
Trealment

Dcular pemphigoid nﬁ, bt.ll -'Iti a lrp:al dry sye complaint In the elderly
puicol.  The kg lad ing cen lead ln
ymblaph I i wllh an pien and hissis, lagop and

P 4 itig, and the insbility to elevaie the eyes

The incidence of ocular pemphigoid s very low (1 in every 20,000 paticsus).
Woman are acffecied more than men in o ratio of 7:3. The average age m
preseoution s over 60 years snd there iz no racial predelection.

Fallow Up

4= Mein Menu symploms =

Dcular Signs of Ocular Pempohigold

Superficlal punctua kerstivis

Secondary bacterial conjusctivits

Comesl uleer

Increased intraoccular pressum

Poor tear film

Eantropien

Trichinsin

Corneal opacification wilh paoous and keratinization
Recurrent corneal erosions

Corneal noovasculardzation

Psucdopierygin

Oblitermion of the fornices and restriction of ocolar metility

Symnloms of Ocular Pemphigold

Insidious coset of redocas
Foreign bedy sensation
Photophobia

Tearing

4= Ktiology Ocular Signs s 4= Symptoms systemic Signs =

Muaoin Menu for Dcular Pemphigold ‘ﬂ

Sustemic Signs of Qcular Pemohlgald

Mocous membrsne vesicles of the nose, oral cavity, pharynx, laryox,

esophagus, mous, vaging, or uretbrs

Lritical Signs for Ocular Femohigold

Denuded epitheliom and scarring which can lead 1o strictures of the

esophagus, snoa, vagina, or urcthra

* loferier symblepharon - lioear folds of counjunciiva connecting
the palpebra) conjuncilve of the lewer eyelid 10 the inferior

bulbar conjunciive.

A desquamative gingivitia in the mowth ia common

Vesicles and bullee may alsc be noled oo the skin with erythemuious
plagues or acars near the affecied mucous membrancs

4= Ocular Signs Critical Signs wdp 4= Systemic Signs Work Up =

Differential Dingnosis of Ocular Pamohlgoid

- Usaally preseots as an sctue onset of redness ofien
mompmled ty lmt and melaise. The oculsr involvement o mimilsr to that cf
ocolar p ing with aymbleph and pimn with trichiasi
The d\l'fﬂnnlnllll' -ign with Sievens fehnsen syndrome iz the the lps are
typically swollen and cruned, sod “larget lesicos™ of the skin ( red cenlens
surounded by & pale rone) e ofien found. .‘hn-wn Jubm sydrome is alio &
ult limiting condition in which the ¥, al ink end symbleph

i wmule, unkike the chronic progressive course of ocular pemphigoid.

Wark Un (or Dcular Pemohigoid

Himory: la the paticot on any chronic topical medications?
Has there been an scute coset of ilinem in the pant?

Skin and mucous membrene (especislly the mouth) eramination.

Slit lamp cnamination, capecially looking for inferior symblepharon. Pull
down the puicois lower eyelid snd have them look wp.

Check ihe intreocular pressure. - usually adenoviras o beta.
sireptococcus thal can eccur with or without scarring. Symblepharon can follow

with severs presenistions.

3. Seyere chemical bom - chemical burns can generafly be elicited through an
euensive case history, bowever, the signe are; epithelial defects ranging from
scattered SPK 1o focal epithelial loas to aloughing of the emire sphbelium.

Dermatology: ear oose and throat; g
il nocded.

Gram's stain and culwre of the iva if =
is sompected.

Consider & conjunciival biopsy for immupofluercscence studies.

4, Chronic_topical medicalion - eg., epmephrine, pilocarpine or aotiviral sgents,

4= Critical Signs 00n  wp 4= Work Up Treatment =




Ireatment of Dcular Pemohigold

* As in any tear - film deficiency, the trestment of mucin . deficiem dry eye with peular
pemphigoid ix mainly with anificial tears (e.g., Cellufresh 4 - 10 X / day). Vilamin A
drope are ly beneficial in the p ion of epitbelial growih and

differentinticn. T;e meio goal is 10 muinteio patient comfon rather than wiemptiog

to beh the prograsion of the disorder. Frequent instilistion of an ertificial tear
Eollow llp for Ocular Pemahigald

ontment & bedtime may be paniculady wseful m managing mild cases.

» In addition 1o the basic discasc procems, dary becierlal jnfecti blepharitis) . . .
may complicae the clinical problem In such casea, lid scrubs followed by sotiblotic Fhoteyd:, i oRAL IS’ neuii X BCONeMORN:
ointments (bacitracin tid) have shown 1o be effective. < Brery 1 - 3 monihs diring remissi

+  Timolol bas bees shown 1o euscerbue ocular pemphigoid. [t is ded that
increnses in the 1OP levels should be d with bon hyd inhibi

= B ian and trichiasis cen be d with surgical methods in their early siages
but spocial care needs to be laken not te funher shomen the alresdy shrunken
conjunctive.

+ Syuemic weroids (prednlsolene 60 mg po q day) for preventing acole sxacerbations.

4= DM Follow Up = 4= Treatment Main Menu =



Definition of Ocular Rosacea

Rosaces ix & common chronic skin disorder of uslmown etiology.

Main Menu

Definition
Symploms

It is more prevelent in females end usually manifests between the ages of
30 to 30 yewrs. i also loads 1o be mors prevelant in the irish populstion.

Signe Charscteristically, the facial flush areas (forebead, nose, and chesks) =nd

tha V of the peck we involved
Crillcal Signe
Diftsrantial Diagnosis
Work Up
Treatment

The p loe and rhinophyma ls diagnostic of

4= Main Menu symploms ~wap

Algos of Ocular Bosacen

Rbinophyma of the noee ofien ocurrs in the late stages
Blepharitis

Telengicctanins of the oyelld margios with inflammation
Chalazia

Meibomianitis or syes are common

Conjunctival injection /| epiacloritl

Punctaie epitholial erosions

Peripheral wvascularization

Subepithelial infilirates with comeal thinning

Comesl perforation may occur secondary to the infiliration and thieniog
Lritis

Sumntoms of Ocular Rosaces

Bilaterel chronic ecalar irritstion
Redocss

Buming

Forclga body sensation

Tearing

Photophobia

4= Definition Signs wsp 4= symploms Criticel Signs wp

Main Menu for Ocular Rosaces we Differential Niagnosis of Ocular Rnsacen

atluis - usually ooilaterak: the keruitis is often dendritic but
may appesr similar;  the face lesions of rodaces are genemally abeent
- SPK resulis {mm & poor teer lake or & decroased TRUT
Critical Slgns of Ocular Bosacan - prosents s srythema, telangioctanlas, and crusiing of the eyelid
marging
- SPK results from poor eyelld closmire with & failum of
the hida to cover the entire globe

- SPK reaulus from drope with preservatives, causing o

Telangiectasias of the cheeks. nose or forehead

Pustules, papules, and/or erythema of the cheeks, nose or forehasd bypersensitivity rescticn
- SPK ofien seen in welders or from am
Superficlal or deep corneal necyarculaizaion Larmps
- SPK from chemical loxichy, tight leos

Stromal {nflitrates may sometimes ba zeen as an sxtension of the .,..,4-“,;.,,_ contact-leos overwear, GPC e,

corneal neovascularization . bilmeral with recurent SPK in
ithe abacnse of conjunclival injecticn
i - the SPK we typically linear appearing w fino
scraches arranged vertically on the comea
Tochasia - SPK am 1ypically linear from an eyelash mbbing oo the eye

4= signs 00 = 4= Critical signs Work Up

Ireaiment for Ocular Rosacen

Wark Un for Ocular Rosaces . Tetmeyclioe 250 mg po qid X 3 - 6 weeks. With palienis the! oxhibit » contra
indication 10 tetracycline, such sa 1 pregnant or ouring mether, erythromycin
of the same dosage and duration may be substitoted, Ouce the relief of symplome

becomes provelani, slowly tsper the dose over s couple of weekr

*  Baernal examinsion:

«~ Look for 1be charscieristic lelangiectasins, pustules,
pepules, sndfor erythema of the cheeks, lorehead or
oose. These findings sre often subtle and are beat
scen i pawral lighting conditions.

Some paticnts may wso experi . lated blopharitis which can be treated
by sntibacterial (a.g., baciuaci in B) lid scrubs a1 beduime.

Trestment of chalaxia:
» Warm compresses for 15.20 minutes qld in conjunction with light massage
over the lesion
+ Tor more severs casca,
erythromycin ung)

- Inepect the eyelids for chalaria

+  Slit luop examinaticn: Ly 0

a topical iotic(e.g-, bacilncin or

«+ Look for wlangiectmiss of tbe eyelid margins,
J the

) o for any injection, and
check the comea for mny oeovascularieaion,
especially inferiory.

It small comesl perforstions are presepi, they may be treated with cysmescrylate
while larger oves may require surgery

if the SPK wmiain with i mndjer
may be necessary

o DOx Trestment &= Work Up Follow Up e



Eolloiw Un for Dcular Rosacea

Tbe follew up for Ocular Rosaces ls varishle depending on the savericy of the disease.

= Patieon wilhkoul camaal | should be foll, d every 4.6 weeks,

» Puicos demonagirating comeal avolvement should be fallowed more
frequently.

** [t is jmportant 1o counsel these patients since this discase may be s chronic
condition and seme rigne of meibomiwnitia or blopharitia may persist afiar mosi of
tha sy mpioms are rollevad

4= Treatment Main Menu



Ovbitol Ceflulitls

Lriticol Signs of Orbiinl Callulitls

HMaln Menu

Critical Sign * Progressive lid edema
Sympioms ® Irythema (usually a deep. dark purple-red color)

Signs
Oifferential Dingnosis
Werk Up ¢ Restricted, painful ocular motility

Treaiment

ﬁ‘ Maln Menu for Orbital Celiulitis s!;rnplnms‘ﬂ

fther Slgns of Orbital Cetlulitls
+ Coojunctival iojection

dymnloms of Orbital Cellulitis
Acute 1o subacute presentation

Mod. to severo ch. i

Swollen lids

Moderste to severe pain Retinal wenous comgestion (possibly)
Red eye Opilc disc edema (possibly)
Occasionally, patieat may suffer from general malsise. Purulent discarge
Headache May have aboormal pupillary resction
May bave blurred vision May bave mduced comeal senastion

Patient may bave diplopia

4= Criticol Signs Signs = 4= symptoms 00K =

Ditferentiol Diagnosis of Orbilal Cellulits
Siousitia (especinlly in children)
Wark-Un for Drbital Callulitis

Infection (staph, strept, bemophilus, fangal) ® Case Hx:

§ Recant onset? Sinusitls? Maleise (fever, chillz), Headaches?
Anctiovenous fistula (i.e. carotidcavermous fimuls) Trauma? Diplopla?

Cavermous sinoe thrombosis » Check for proptosis

- dilated wnd sluggish pupil, paresis of CN IILIV. VI
- usually bilaers « Check puplils, opthalmoscopy.

Preacpial cellulitia = Differsntiate from other orbiial 4. and pressp
- Nooe of the following: diplopia, resiriction in ecular
maotility, proptosis, junctival i ® Refer (o medlcal praclitiomar Immediately If swspecl
erbiisl esllulltls. This conditi uaually requires
Trauma hoplialization mmd v life thresteming!l
Neoplasm

4= signs Work-up w=p &= pon Treatmenl wp

Ireatment of Orbital Cellulitis

* REFER TO MIDICAL PRACTITIONER
+ Therapy way mclude all or any of the following:

- Hospitalization
- Parculersl iberapy
- Drainage for abscesses
- IV snubintica opto | week

+ Follow-up should ioclude same day verification of referral and care.

k Work-up Menu ﬂ



h Etlology

i s

Parlnoud s Ocudt l'.'unjuw:twl.m

HMain HMenu

fllotogy
Signa & Symplams
Criticat Signs
Work Up
Treaiment
Follow Up

Ao scote woil
Chemoals and Injection
Fever and geoeral malaise

There is generally & bistory of exposurs to an animal, uzoslly a cal.

Work up for Parinaud's Oculoglandular Conjunclivitis
Laboratory testings should include:

Conjunctival scrapings for Oram's, Oicmas, and scid [ust siainings
Blood, L in-Jenson, Sub d's, and thioglycolaie cultures
CBC, RPR, FTA-ABS testings

Hrythrocyte sedimenialion rate (RSH)

Chest X-ray if b Josis of idi in fn d

Critical Signs =

T

Ellolegu of Parinaud's Oculoglanduler Con junctivitis
» Cat semitch discase - u bistory of being scraiched by a cal within 2 weeks of
the cmsat of the symptoma.

Tolauremis - & history of contact with rabbit, tcke, or otber wild snimale.
Tuberculosis and other mycebsctoria.
Syphilis
Dthers Include:

o Leukemis

4= Main Menu

symploms ==

Main Menu for Parinaud's Deuloglanduler Conjunctivitis e

Lritical Signs of Parinaud's Dculagiandular Conjunctivitis

® Granulomalous nodule(s) on the palpabral conjunctiva.

® Dramstic Ipsilateral preauricular or rub dibul
and snlargement greater than [ em,

4= symptoms

Work Up =

Irealment of Parinoud’s Oculoglandulor Conjunciluilis

1. Varm compressas for tender lymph nodes,

2. Antipyretics as needed,

1. If ocular Involvement only, treat with a brosd-specirum antibiotic
{e g gonismicin} q3-4h until remisrion of scutes ocular rympioms.

Specific akin teats (Hanger Rose test, PPD and Frie lz-.ll]

Ly ia ix

4= Criticel Signs

Click n topic

Cut seraich discase
Tularemia
Tube rcalosiz

Syphilis

4= Treatment

gic titers are ¥

Treotmen! “wsp

Cel Scratch Disease

The trestmant of cal scratch direacs Is
pallistive. Ir discomfort occurs, analgesics,
warm comprarses, and antipyretics are
wvorranted. A conjunctival blopsy may
shorten the courre of the dizears and provides
aspocimen 1o rule out eny Infeciiout agents

Lymph node needle aspiration is generally not
recommendsd bul may by necassary f there ir
marked suppurstion or pain. Systemlc and
toplcal antiblotics ar well as ferolds do not

affect the course of the dizease,

follow Up wsp

¢= Work Up

For Ireastment of specific etlologies:

Enrinaud's Gculogiandular Conjunctivitis

* Repast the oculer examiostion in 1.2 weeln,

* The patient should be informed thu the presariculer
lymphadenopuby can pervisl for weeks to montha.

4= Treatment

Follow Up “wsp

Main Menu =



ycLs

Eliology of Phiyclenulosis

Ph!yctﬂlulll onj ftis Is an

y condition char ized by the

of o ¥ ival or comeal nodule. The presenting podule is a direct
l\:lnlt d a nmnpncul’m delayed bypersensitivity reaction to foreign protein.
ivills occurs ldwide, 1yploally affecting childres, with =
!unnr Incldence in femsler. Tt is usually uvoilateral in preseoistion with s scuos or
whacute ocoset of sympome. Some of the common eislogics are listed below:

Main Menu

Etlotogy
Symptoms
Critical Signs
Differential Diagnosis
Work Up
Treatment

* Staphylococcus (ofien relued 1o blepherilis)
* Tubercaloss
+ Acoe Rossces Keraiils

» (xber mfections ageni slsewbere in the body

Follow Up

4= Main Menu Symptoms w=p

Phlycienules - localized
Sumploms of Phiuctenulosis .. charscterized by & raisod, ci ibed, focal

calls and dobris causod by superficial epithelial toxine.
Iiching -« the lesions are pssocisted with variable degroes of sorrounding edema and
Tearing byperemin.
Irrilailon or pain -- the lesions are characteristically seen oo the bulbar conjunctiva or proxims! 1o
Mild e severs photophobia tha limbus. The moel common siles for Hmbal phiycienalos are the Inforier
Forcign body senzation circumlimbal arcas, especially wi the 4 and ¥ o'clock positions.
"Sandy” o1 “griuy” [lecling
Mucopurulent  discharge Bulbar injection - encther commoa sign where the Injected vessels crome s band
Blepharospasm of hyperemis (het typloally pointa leward the leslen.
A bistory of slmilar eplsodes -« the vessels may overlie the comeal portion of the phiystenuls resulting In

muperficial pannus.

Mucopurnlent discharge

SPK - genarally in the surrconding areas of the comes

§= Etlology signs = 4= Symptoms Criticol Signs ey

Maln Menu for Phiyctenulosis e
Differential Dingnosis of

Ehlyctenulosls

Fer mers Information
cick u lople Herpos simplex keratitis may presost as
wn SPK, a dondritic kermitis, or a geo-
graphic ulcer. The edgea of the berpetic
Inflammed pingueculum lealons sre mildly beaped wp with
Small pterygium awollen epithelial cells which sain
with rose beogel while the central
ulcorstion staing well with fluoresceln.

Herpes simplex keratills

Criticel Signs for Phiyclenulosis

= A rmall white nodule on the
bulbar conjunctiva in the center of a hyperemic area. Often limes,
this will occur &t the limbus, Infectlous corneal uloer
Ocular rossces
Herpes simplex keratitis

Vernal conjunctivitis

Corssal  shylsclenuly - A small white nodule, initially atl tha
limbus, bordared by diated blood vessals which migrats toward the
center of the cornea producing corneal neovescularization and
wleeration. ONen bilateral. @

4= Signs 0on = 4= Critical Signs Work Up ~w=p

Irealment for Phiycienulosis

» Topical smeroids (e.g., predninclone scetme I1R) in relaively high doses (gid for 34
days) o “mel” the infilirmte quickly minimizing the risk of ssicrior stromal scurring

Work up for Phluclenulosls +  Prophylectic antibictic ung WS X 3 days (e.g. baciiraci ythromycin or icin)

History: tuberculosis or any recent infection (e.g. sisphylococesi). + Eyelid bygiene bid 10 gid
SLE: Inspect the eyelid margins for blepbaritia or rossces.

PPD (tuberculin akin teat). +  Anificial tears {e.g. Relreah drops) 4.6 X [ day

NOTH: The PPD should be read beiween 48 and 72 bourn afier placement, » If severe phou bis {s prescot a loplegic in tiemt fon.
A positive resction I defioed w ehin indurmion (oot just erylhema) Tore; phetopbeble S icaie e

of 10 mm or mare. « If severs blepharitis, vese wetracyclme 250 mg peo gqid
Chest X-rey if the PPD iz positive o TB is suspecicd. - this therspy is pot recommended with pregnamt women, nursing mothers, or

children younger then § yeam bocause lotrscycline may permancaily discolor the
teeth

* If PPD or chest mray is positive for TB, mefer 1o lotermist for work up
+ I central coroesl scwrring, peneirstiog kerstoplasty may be of benefit

4= DOu Treatment wp 4= work up Follow Up =



Eallow Un care (or Phijclenulosis

Recbeck within 3-5 days depending on the steroid dossgo,

The phiyctenule should ehow quick reponse end reversal. If oo, incresse
the dosage of the sicroid Upon improvement, cootinue the steroid until
complets reduction of the raised Jesion snd towl resolulion of corneal (anterior
stromal) haze is observed. Often, permepent snterior swromal leucomatous
bazy scer will periet with or without overlying panous.

Maintein antibiotic use for 2-3 weeks after discoounuing the sterold.
Continue eyelid hygieoe indefinately

Use anificial tears ws needed

4= Treatment

Main Menu s



Pr.uum .

Mailn Menu

Symploms
Signe
Critical Signe
Rifferential Disgnosis
Treatlmenl

Follew Up

dlgna of a Plerygium

A thick, Neshy, tiwngular mass of tssoe (yellowish in
color) with the spex leading onto the comes.

Most commonly foumd on the oasal aspect of the comes.

FPreq y & P with varying degree of
advencement in each eye.

A rich surfsce vascularizalion resembling panoes.

Occasionally there in & ferric line (orange hrown) seen o
the lesding edge knowo as Stocker's line.

Auccied SPK or & corveal dollen are sometimes present.

4= Symptoms Critical Signs =

Differentiol Dingnosls of o Pleryglum

1. Conjunctival lInirasplibalial wmeoplaning Preaents s & unilateral
jeity like, velvety or leukoplakic mass, ofien elevaled end
vascularired but set in & wing.shaped configurstion.

2. Dermalids A :m‘mi:d wlnl. lesion, usually ll the inferotemporal
limbus, It s [y d with n def of the oar - often
presuricular skio tags - andor verebral skeletal defects [Ooldenbar's
syndrome].

3 Pennumi This commealy prescots as blood veescls growlng into the
comes, and {8 often secondary 10 contsct dens wear, irachoma,
phyloctenoler kermitis, stopic disewse, blepbasitls, oculer roascea,
berpes kerstilie, and others. It i I'Illl.l", a the level of Bowman's

b with minimal Lo no el

4= Critical Signs

Treatment =

Eollow Up for a Pierugium

Messure and disgram the lesion. Pb | slion is

{a) Recbeck first discovercd lesions i 6 - 12 montha,
(b] Lonogsanding lesions wre vsually sable.

If tresting with a varoconsiricior, then tbe patient should be followed is 2
weeks. The drops may be discontinued when the inflammalion hae subaided,

iy tresting with & atersid, then follow the pmnl every 1.2 woeks,
i both the infl and Taper and
discontinus the seroid ever several days once the “inflammation has resslved

4= Trestment

Main Menu =

Sympoloms of a Plerygium

Ocular irmitation
Conjunctival hyperomia
Forcige body sensation
Redoction of vision

4= Moain Menu signs w

Main Menu For Pteryglum ==

Lritical Signs of a Plarygium

* A wing -h:yed lalrl of fibrovascular u-m arising from the

bral iva and g5 ooto the cormes.

)

4= signs Dbn  w=p

Ireaiment of o Plaryglum

1. Protect the eye from sun, dust, and wind (e.g., sunglusses or goggles) s sunlight and
chronic irmtation wre thought 1o be faciors in the growth of prerygiums.

1. Roduce the ocular irmiation il presooi:
() Mild: Anificid wam (e.g., Refreah 4.8 X/day) sodlor a mild topical
vasnconsiricior (Naphcon A tid - qid)).
(8] Mederate 1o severe: A mrild lopical steroid (e.p., Fluorometholone tid - gid)

3. If a comeal dellen s pmeur. then =pply artificial tesrs oiniment (e.g., Refresh PM)
and patch the oye for 24 hours,

4. Surgleal removel may be indicated when!
{a) The lesion is interfering with contact km wesr,
() The patient is szperiencing ilation that is lieved with the sbove

teatment.
{e) The peeryglum involves the visual sxis

4= DOu Follow Up =
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Maln Menu Blagnosis:
chick o lopic

« SignaiSymploms

* Ciritical Signs

* Dihar signs

Generel Information
Disgnosis

Work tp

Treatmant/follow-tp

+ Anpterier corneal dystrophies:
EPITHELIAL RASEMPNT MEMBRANH DISORDIRS MOST COMMON CAUSE:
= Map-Dot-Dystrophy/Fingerprint
- Meesmann’s
- Rois-Bucklor's
S 1 comeal dy
- Lanice
- Macular
- Oranular

hies tead 1o be biluteral

Severe dry eye

A previous comeal asbrasion, chemicalithermal Injuries
Radial K, estaraci surgery, retinal surgery

Diabetlc pulenu

Bullous kermopathy, Band k 3 s Nodular
Degeneration

Mocturnal lagephihalmons

4= General Information

Sympotoms of Recurrent Cornenl Ernsion

Mot presentstions occur upon wakening

Recurrent attscke of scute ocular pain or discomfon

FB seosation (“gritiy/sendy”™ feeling)

Photophobie

Tewring -This Drequenily bappeos wpon awakening or during aleep.
Buroing

Lid spesma

Often there I& & hinory of a comeal sbrasion (o the iovolved eye.
May bave blurred vision depending on degree and location
Cenerally unilateral

Other Signs Assoclaled with Aecurrent Corneal Eraslion

Mild case oficn prescots as SPK

Comeal edema In mevere cuses (brownleh baze --> brawny edema)
Decrenscd vidon s some cases

Microcyss, bullee, and filament formation

Map dot-fingerprint  dysirophy

R

Critical signs

Ireaimeni for Becurrent Corneal Erosion

* Acule mild cases are treated as comeal shrasions,
- Anificial ware QID + ociniment HE (preservarive [ree)
- Coosider aniibiotic and cycloplegic d ding on preseniatinn,
- FU: 1.1 daye uniil epitbelivem is beadid

+ Moderate cases (25-30% of comea iovolved or paticnl hae had ome (o iwo recurrences)

- Canl!d.n dcbnd}u] epithelium if it is loose or beaped up and mat healing.
- Cy 1 (Cyclap 1 1% or H P %)
Anlbhlad: ointment [Genmtamicin, Tabramycin, Frythromyein)
- Pressure puch for 24hm.
- The sbove procedure may need to be repented if lamge or permisienr defects.

- Alier epithelial bealing ia complete:
« Hypenonic drope gib for 4.6wecks and hypertonic oimiment tid 8 12 weeks
» Artificial tears to sct as » lubricant may belp.

- F/ll: Monthly for 4 6 months

¢ Work up

fianeral Information Aboul Bacurrenl Corneal Erosion

= Any damage o the epitbelidd b (EBM) or Bowmans layer
will dizrupt the adhesions between the enterior swoms snd the epithelinm.
Tharefore any chroaic sdverse stimuli with er wilbout trauma to the
comes can resull in an unuiable comeal epiiheli Comneal dystropi
disberes and tranma contribute to RCH.

* There is aigoifi value in & positlve attituda d cornoal
eroslon, It is important to couvey Lo the patient that most of thess cases
will eveniually heal. [ will belp them foel beuer sbout the condition. In
savere cascs, this is & tough discase 1o ireat,

Ltioiogies wp

Critical Signs wap g [llologies

Work up wep  dpr Signs/Symptoms

Treatment for severe coses wap 4mw Tn for mild/moderate coses

Maln Menu For Recurrent Corneal Erosion =i

Lritical Signs for Aecurrent Corneal Frasion

* VYuaries from s comeal o s

of the comeal epitbelium.

* b I possible thet ibe epithelial changes may reanive
within hours of the cosst of sympioms po tho dum
may ool sce the ab lity during

EE]

Signs/Symploms

litork-Un for Recurrent Corneal Erasion

Case iln:

- Recurring osture?  Traums (abrasion)?

- Reocent sorgery (Common I8 p ive patients wte. )
- Radial K patients have about a 20% increase i EBM chenges.

- Contact lems wearer? (DW.EW,ROM) Care aysiem used?

- Medical bistory (diabeies?) Medications?

- Family He with & slmilar problem?

* Vieal acoity

* SLA:
- Floursscein sainiog.
- Check for comeal d
- Check endothelium

Treatment

Irealment for Recwirent Cornenl Frosion

= Savers Cares (» 30% of the cornes Involved):
=Consider dobriding the entire area
~=¢ycloplege + antibiotlc ung + patch until heajed
= Consider bilateral patching to totally immobilize the ayes (max 48-72 hrz)
- Consider a contact lans patch for several months as alternative to bilaters] patch
== If InfMlammstory response, wait until rezolved before fitting lens.
== The lans should be fit a lintle locse
— The lens should be s thin, high water content lens {low pover or plano)
- B&L collagen dogradable lans
-= Hypertonic drops can ba usad over the lens (3RNall 11d/qid)
== [/U weekly lor the firn 3-4 veeks
¢ In severe, chronically re-eroding corneas, conrult with a corneal specialist.

((7u ror recalcitront coses )

= [n all cases, reassurs and educate patiant of the dit Vision thr I
complications are rare. and most eventually will haal, DII'C\I!I chronic nalm and
lmporiance of long term managament and preventive massures.

Menu s



Scleritis

Maln Menu Signs 0 Symptoms:

6eneral Information Click a topic

Signs D Symplama + Critical Signs

* Symptoms

Etlolegy « Other Signs/Complicalions

DOH
Work-Up

Treatment

Follow-Up

Sumnloms of Sclerills
* The mou prominant feawure is severe and boring ocular paio.
- The pain may radine to the forchesd, jaw or brow and may
awaken ibe petent duriog the might.
= Red eye
+ Tearing
+ Photopbobia

+ losidious docroase in vision.

= Recurrent episndes are commoo. There is oo dischare,

4= Criticol signs Signs =

Definilion and Incidence of Scleritis

Unlike episcleritis, sclerilin is relatively rare and
has s gradual coset,

It affects lernales more than males wilth & peak
incidence i the Mib 1o &b decade.

Scleritin Ie bilateral 30% of the time with 1f2 of 1he
emes occurring spontaneously in both eyes.

Scleritis always produces & coocurrest episcleritis.

4= signs Classification ==

Ditferentinl Dingnosis

« Bpiscleritis:
- The sclera & not involved lo episcleritin.

Episcleritis is generally not ws painful,
Generally, them s seciorial injection va.
& bluish diffuese injction o scleritis.

4= Clossification

Work up s

Crilical Signs for Scieritis
+ The ballmark symplom is severe pain.

i of sclarsl, eplscleral =nd
vessols - can be sectorial or diffuss.

+ The sclers ban a charscierimic bluish bue (best scen in
osturel light) and may be thin or edematous.

&= Moin Menu For Scleritis symptoms e

Qiher Signs Associated With Scleritis

Comeal changes occur in 37% of cases.
- peripheral Enruitis
- limbal guuering
- keratolysis
Uveliz (occur i 35% of cases)
Scleral thioning (eccur in 27% of cases)
(lascoma (occur in 13.5% of cases)
Sclersl nodules (non-mobile)
Exudative reinal detachment
Sub.retioal granuloms
Catarsct

EIop (p
Rapid onset of hyperop

= symploms Definition and Incldence e
Linssitication of Scleritls
= Diffusa:
- 0% of the casca
- G 1 lued whh Tag 1 di {le. vh id ditiona)

herpes roater and goul.

» Nodular:
< 45% of the cases
- Mos frequectly associated with herpes roster
- Nodulo is immovable, tender to the touch; 1he sckera below the podule dots nol become
becrotic.

= Necrotizing:  Scleromalacis perforans may eleo be preseni,
< 1A% of the cases (2 mom severe type) --> 29% of paticois arc dead within 5 yearn
- Sclera & well vascularized and exuberani ioflemmation is prescor.
Sclera b and underlying cheroid can be scen,
Ocular apd sysiemic complicaticns 60% of the lime oiber than scleral thinning

* Scleromalscis perforans (pecrotizing with Jittle or oo inflammation):
- Generally, with longstanding caees of rheumatoid anhbritis.
- There is generally oo puin and almem po oiber symploms.
- "Melting™ of the cpisclera and sclern

R . ~ T e N R e S FETTV
4= signs 0Du == I

Work-Un of Scleritis
Medical Hx
- Have there beco aoy other episodeal
- Any medical probloma? There s a bigh assccistion
with many eystemic disorders.

It is important in examioe 1be sclera in nawral light
(Moo thore will be a blutah hoe in matwral Light.

SLE with a md filter 10 determine If avascular aresa
of the eclera onist,

DIE 10 see Il wny posterior invelvement,

Reler to i inl or
physical examination.

== Differential Diagnosls

Trealment *



Irealment of Sclerills

Refer 10 Opbthalmologist.
Steroids
- Tapical steroids incresss comfert bul many limes are ool enough.
Therefore, sysiemic stervide are highly recommended eapecially in
= severs of pecrodzing scleritis
- Subconjunctival sieroide are not recommended,

Follow-up of Scleritis

* Pollow-up rcally depends on the degree ef acleritie.

in pain indi a te

N idal anii-iofl y ageots (NSAIA)Y

) fe.g. Onypb Maproxen)

Immunosuppressive drugs in severs or unremitting cases.

Surgery is indicated in some cases.

for

Mo ocular is
10 rheumatologin,

&= Work up Follow up ~wd 4= Treoiment Menu =



Stevens—Johnson ng.(um

Maln Menu

Etiology
Symploms
Signs
Critical Signy
Iitork tp
Differential Dingnosly
Trealmeni

Ellology of Steyens-Johnson Sundroma

Stevens -Johnson syndrome is = acuie inflammu
polymorphic skin disease which may be procipilated by many
agents, including any of the following:

DRUGS INFECTIOUS RGENTS

= Sulfonamides * Various bacteria
» Barbitusies * Viruses (esp. berpes)
* Chlotpropamida * Pungi (ssp. Mycoplasma)
= Thisride divretics
+ Phenytoin
* Sulicylares
+ Tetrneyeline
* Codeine

Follow Up * Penicillin

§= Main Menu symptoms =

Sumptoms of Stevens-Johnson Sundromea

Fever

Generalized malsise and anbragiss
Sore threat

Cough

Yesicalar skin ruah

Red eye

Click A Topic Cornea
Cicatrization
Conjunctive Dense opacity
I Subepithelial infiliration
arnes Karatoconjunctivitis sicea
Eysilds Nuvlﬂ':nlllizl.llﬁ
Globe Panous

Comneal ulceration or perforstion
Lacrimal System Punctsts koratitia

Other

4= Etiology Signs i 4= symploms Critical Signs

Moin Menu lor Stevens-dohnson Syndrome ﬂ

Waork Uo for Sleyans—lohnson Syndrome
History: Attempt to determine the predisposing factor.
Critical slgns of Steyens-Johnion Syndrome

® Target lesions on the skin which appear oz red. central vessicles
rurroundad by a pale ring which is surrounded by ared ring

SLE: Look for comesl peovascularizaion and be certain to
evert the eyclids end cxamine tbe fomicea for papillac.

Oblain conjunctival and comesl scrapings for staine snd
LT if m inl s d

® Hemorrheglc crusting of the lips
® Bilatersl conjunctivits @

Obtain o clectrolyle profile mnd u complele blood count

4= Signs Work Up ﬂ! 4= Criticol Signs DOK w=p

Irenlment for Stevens-Johnson Syndrome

Hospiwlization
Troat the predisposing factor(e) [ o.p., mmove the apilgen, reat the infection, eic.]
Topical sternida (c.g., prednisolons scetwe 1% 4.8 X / day). The duration of the
sicroids deponds on the sevority of the InMammation.
4. Sywmic meroids (e.g., prednisons 80 - 100 mg po q day) in coojunction with an FI2
blocker (e.g., Ranitidine 150 mg po bid).
NOTE: Systcmic steroids are ial in the T of Swevens Jobnaon
syndrome, If you suspect that & patient may bonefit from stervids the
following i & systemic seroid work up:
. Blood tests: Fasing blood sugar sodfor glucam toleranco tes,
CBC with a differential, snd « pregoancy test s pecded

ol o

A slowly progressive scarring of the conpnciive with
bl i h of the fornices and

¢
dry eye. Ther ia typically also evidence of mucous
H d i ;
- o baltia b, PPD) skin test with an allergy panel.
e Chea X-rayn,
4 Sicol guaise s,
¢, Blood pressure.

Topical antibictica (e.g., eryithromy or Bacitracin wog 2-3 X / day).
Anificial tears for confort {e.g., Refreah drops q 1.2 bours) pm.

Cycloplegic {e.g., sropive 1% ud).

If symblepharon, break with & plass rod bid afier instillatlon of an anocsthetic.
Supportive symemic care (Lo, bydratien, local moulh wnd skin cem, systemic
antibiotics etc)

4= DOw Follow Up s

R ko

4= Work Up Treatment =




Eallow Un faor Stevens-Johnson Syndramsa

The puient should b followed daily while in the hospital, with monitoring for
the develop of sn infecti comeal ulcer or clevation in the intreocular
pressure. When the acute phase has resclved, the puient should be secn oo 2
weekly outpaient basis wilth moenitoring for any long e ocular
plicati such as ing, that may ariss,

Topicel seroid and antikictic trestment should be malnialned for w loast 42
bours alter the scute phase has resolved. The meroids should then be tapered

accordingly.

If the conjunctiva bas been severly scarred, the use of anificial learm and
lubricating oiotment may peed 1o be used indefmitely.

If trichiasis develops, cryoth or ical ropair may be Indicated.

Consider kermopromthesis H the eye hus beon badly scarrod bot will shows
wigns of visusl potential

4= Treotment Maln Menu e



Etlology of Subconjunclival Hemorrhages

A subconj th is painl and ooe of the

most ar p i There are many
eticlogies which are listed below:

Maln FMenu

Ttiology
Symploms

I Valsalw ahé
i ote.)

Traumatic: The heenarﬂu'e may be isolated or mssociaied
with = bulb, or & rup d globa

Signa

Critical Signs
Work Up
Differential Megnosls
Treatment
Foltow Up

Symemic hypertonalon thw is nol umder good contrel
A bleeding dizorder or menstrustion

1diopathic

4= Maln Menu Symptoms =

Slgns of Subcon junctival Homarrhagas

Looss blood in the bulbar subconjunctival spaces which is veually usilaters)
Symptems of Subcenjunctival Hemorrhages but can preseot bilaterally.
Flu shesths of wniform rod bloed withoul vosssl patterna (one may see sreaks

*  Oculsr Irrilation #a the blood spreads).

» A repid coset appearance of “hlood™ oo the eye iypically leads to en

immedista patient coocern Blood will typically sccumulate more toward the limbus, yot there |8 wually a

clowr space desotng a visible border beiwees the blood end the comes.

+ The puient may of may mot elicit & posilive bistory as 10 the etiology

of ithe hemorrhage The spread of ibe blood can ooccur i any direction, to sny degres during the

first few boun or daye

Over an average of 7-21 days the blood will turn orsnge, Lo pink and back 1o
white. Ramly will permanent blood staming poreist.

4= Eflology signs wap 4= Ssymptoms Criticol Signs

Maln Menu for Subcon junctival Hemorrhage Wark Un far Sub Junctiual }
Fole out & history of trenma {e.g., ocular, bead or to the eyes).

Rule oul looal inflammatory disease (e.g., hyporscute hemorthaglo
conjunctivitis).

Lrilical Signs for Subconjunctival Hemorrhages

Rule oul jaled ey {e.g-. i lar or blood
dyscrasias, febrile 4 kemi

* Blood underneath the coujunctivs, ofien In & secior of the eye. Always messure the blood p in p ing with

lulnﬂjnnulnl Iwmurﬂugul umrly hum IM condition of
is

+ Pollowing irsuma, the eotire view of the sclers may be obsirucied.

G

by

If ke pllmm has recument mhwujuucuul bemorrhages or a history
of bleeding/ , & Bl g time, PT, PTT, snd CBC with
d;l‘l’cmunll(p‘nn‘lnu} ahirald be obtained md & medical consultstion

considered.

4= signs Work Up -}I 4= Critical Signs D0x =

Irentment of Subcopjuctivel Hemorrhages

Differentinl Niagnosis for Subcopjunclival Hemarrhages
Atemp to determive the etiology through a careful history. Refer to a

general medical practitioner If indicated.
iz s a red or purple lesion beneath tbe conjpunctiva

which is saally alighliy elevaied These patieots shoulb be evalused for AIDS. Reassure the patient as to the self limiting maure of the hemorrhage.
Hzplein & slow resclution (by color) over s period of 7 1o 21 days,

2. (hher con Iyal 1 - 8.4, hymph with

Anificial tears (e.g., Cellufresh) may be prescribed if mild ecular
irrilaiion is presenL

Allomating hot and cold paoks may sid in the reshsorption of ihe lonss
blood but this is probably more & placeba then therspy.

4ur Work Up Treaiment ~wsp 4= DOu Follow Up =



Eallow un for Subcoojunctival Hemarrheass

» Thbis cendition wiually clear spontaneoulsy wihin 1.2 weeks.
Patiaots are advisad to vetum if the blood does mot fully resalve, or
il they suffer s recurrsnce.

» Por recarrool preseotations - recheck &t 3 10 6§ moutha.

+ If there wre more then 1} recurrances whbin 1 yewr, o full medice
workup by & physician s indicued for hyp ion or & bleeding
diatheais.

4= Treatment Maln Menu
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Ganersl Informalion

Critical Signs

Signa/Symplems
Ellelagy
Work Up

Treatmant

General Informeation

. Moat spoity lesions on the comes are superficial, bui thers am
varistions i slze, locwioo wod distribotlon. The elinicien must
) Bt (ocai ithelial, sub.epitbelial o ¥

*» Size
- Small lesions wre geoerally epitbelial (can not be seen w/o shit lamp).
- Larger lesions may be epithelial or subepithelial.

* Siwpiog patieros

of the lesions s of

; diagnostic value,
Staining patterns wep

Common Etlolagles w

Commen Eleiogles of Punciale Enithellol Erosions (PEFY

+ Thermal/UV kerstopuihy (photokerstoputhy)
« Trauma ( moo speciflic response to injury )
« Mild chemical injury

I ole e find p pithelial i wr pant of the picture
with almaost every form of superficial comeal disturbance, but 1hese
wre particulardy sirikiog o the following:

Dry eye syndrame
Staph  blepharokerat j ivilie
Neuroparalytic keratitis
Topical drug toxicity
Forcign body under the lid
Exposure kerstopathy

* Conisct lens related disorders

The position of sidoiog will belp determine the etiology.

The conditions in italics are not coversad In this program.

FIRE PUNCTATE KERATOPATHY:

# Staph Blepharok
* Viral keratitis

= Chlamydial

* Molluncum confagiorum

* Dryeys syndrome
® Exposure keratopathy

COURSE PUNCTATE KERATOPATHY :

o ddenovirus

® Harpes simplex keratitis
» Herpes goster keratitis

* Paceinia

Critical signs

feperal Informalion

. Ilatarically, the nomenclature baa beem very somlusing, Below am
some of the different terms used:

Punctatle Epithellal Erosions (PEE):
* Fine focal defects which are gonemally dopreased.  Thess will anin
with Muorescein and mss bengal.

Punctate Epithelial Microcysts (PEM):
+ Can eccur in lolued groups or confluently,

Punctale Epithellal Keratapathy (PEK):
* Round lesions which may be very small or very large.
* Theas rop i of apithelinl cells which are ofien

ded by en infl y eoll infikrae.
+ These sain poorly with Muerescein but well with rose bengal,

More 1*

4= Meln Menu

Click of cornae for possible elinlogy

Superior
Distribullon:

Atopic  kerstoconjunctivitls
Sup. limbic keratitia
Inclusion (chlamydial)
keratocon junciivitia
Vernal conjunciivitle
Trachomu-foclusion conj.

Comman Eliglogies of Puncinte Enithelial Microcusts (PEM)

+ These can occur in isolaied groups or conMuoemly.

* I localized:
1. May be an wrea of eplihelial bealing,
2. Superficial dysrophic process susoclsted with recumrent erosion.

Maln menu for Superficial Punciate Keretitls w

Crilicel Signs for Sunerficlal Punctate Keratonnthy

+ Small pinpoint spithelial defects which stain with rose
bengal or Nuorescein.

© There iz mozt likely an underiying cause.

.

4= tliologles signs/Symptoms wep



Work-Up fer Superficlal Punclate Keralopathy

# Since SPK ir nonspecific, the goal of the vorkup iz to find owt the stiology.

» Case History:
+ Conjunctival injection = Iz patient a contact lens wearer? Ir there a hirtory of trauma?
+ Small pinpoint epitbelial defocts which stain with - ls the patient using any eyedrops? Is there any discharge or eyelid matting?
fluorescoln or ross beogal - Any ssrociated symptoms may haip srtablish etlology { allergic itiching.
virel burning. Inflammatory pain).

o Stit-lamp Exam: Ure fluorescein. Staining pallerns *
= Look at stalning pattern, May also wan! to use rose bengal.
- Look for follicular/ papillary resg in both upper and fower lids (evert).
= Look st eyelld closure. May be worthwhile (o evert upper 1id 10 search for FB,
- Evaluate tear film,
= If SPK Is sccompanied by infiltration or significant ocular anterior chamber
T 1 musl be excluded, disgnosed and treated,
= Inspect coniact lenses for fit and for defects, deporits etc.

+ Some pain depending vpon eticlogy
» Pomign body sensation
Phoatephobia
Red eye

Corneal edema snd iofiltration can be present but are
geoerally limited to the anterior stroma.

* Look for accompanying signe in the lids and conjunctival |

4= Criticel signs Work up e &= signs/symptoms Treatment

Treatment of Superficinl Punctale Keratopathy

Non-Specific Treatment of SPK

= Antibiotlc (therapeutlc or prophylectic) -» gentamicin or tobramycin
- Prophylactic doze { bid for 2-3 days )
- Therapeutic doge { minimum qid for -7 days; depends on severity)
= Erythromyein olntment ¢an also be uted

= Hon preseryed lubricants are vajuable (Cellufresh)

= Hypertonic dropr or olntments can be used 10 reduce recondary epithelial
edema.

» Cycloplegles in moderale 10 severs cates fo reduce ritk or secondary anterior
chember reaction.
Non specific Tx for non-contact lens wearer

Non specific Th for contect lens wearer ﬂ
» See appropriate seclion 10 treat underlying cause. o

4= Work up Menu

tears gid { Le. Refresh)
* Lenses may or may not be wom, depending oo the sympioms and ihe
degree of SPE.
* Should be rechecked within & few days 1o o week, depending oo the
sympiome and degree of SPK

MODERATH TO SEVERE CASE:
» Discontinue contact lens wear
* Tobramycim drops 4 6 X dady snd Tobramycin ung ghs

» Consider cycloplegic for pain { lomairopine)

FOLLOW UP:
Puient should be foll d daily wotil wignifi improvement is seen.

.
+ Paient should not wear lenses uniil condition resolves.

Discontinue antibiotic whes SPK reselves.
If cootsct lenses are thought responsible , babits or lenses should be
changed. See specific treatment of cootact keas problecs.

Non-Sneciflc Ireniment (or Non Coniacl Lens IWenarer

MILD:

» Anificial tears qid ( lLe. Refresh)

* May sdd a lubricaling cintment at bodtime (Le. Rafreab PM)
= Returm il symploms worsen or do not improve.

MODCRATE TO SEVERE:

* Antibiotic cintment (i.e. erythromycin oiniment)

» Cycloplegica
- picamide 1% or cyclopeniolae 2%

= Pressure patch for 24 hours

* After patch iz removed:
-- Continue antibiotic ointment 2.3 X | day for 4 days

POLLOW UP:
*+ Geperally 1old 1o return il symploms worsen or do mot
imprave, Follow up based on underlying cause.




Lritical Signs for Superior Limbic Keraloconjunctivitis

» Thickening and inflammstion of superior balbar conjuncrive
especially =t the limbus. Rose bengal will stsin superior
comea wod limbal area,

Maoin Menu

Critical Sign

* SLK is s chronic and ing iofl ion of unk

etiology. It affecu the superior palpebral sod Bulbar
coojunctiva and teods 1o Tun a course of months o yeam.

E3)

Symploms
Signe
Wari Up
Troatmani
Fallow - Up

4= Main Menu For SLK symploms “wp

fiher Slgns of SLK

Signs are geoerally bilateral bot are often asymmetnc

jumploms of SLK
Meoderate to severe foreign bady sensation

Fine n i iml on

comen, limbus and conjunctiva

Ofies & sharp perin is reponed.

Mild photophobin
Marked hyperemin of superior bulbar snd palpebral
Tearing conjuncliva

Burning Papillae on superior palpebral conjonctiva

Red eye corneal

and filaments muey be

Course may be chromic with exscerbations and
remissions.

F v herathia 3
roughly 17 of the casen

4= Criticol signs Signs == 4 symploms Work-up wap

Ireatment of Sunerior Limbic Keratoconjunctinitls

+ If mild case of SLK, symptoms are usually eliminaied with:

. - Topical lubricants (Cellufresh 4.8X daily sad Refrcsh PM gqh)
Waork-Up for SLK - Some svocmo use of low dose storvide ln addition to lubricents
Cuso History:

- Have thers botn my t cpisodes? « U moderate to severe cause of S1K:

1% Silver Nitrate (DO NOT USE SILVER NTTRATE CAUTERY STICKS)
-~ After topical snesthesin (proparscaine), apply silver nmitrala
with & cotton lipped spplicator for 10-20 seconds to soperior tareal
and superior conjuncliva

Vieual scuity

Slit lamp exam with fuorescein:

- Look s superior comes snd coujunclive
- Look s superior limbal area

- Even upper eyelid

-- Topical satibiotica gba for | week {erythronrycin)
- This treatment may need to repeated soveral times (soe follew up)

- If wignificani mucous or filamenie are present, coasider:

Up to 0% of SLK is imed with byperbyroidi - Acetylcysieine 20% drops (Mucomyst 3.5 X daily)

May want to send out for thyroid funclion tesls
.- T3, T4, TSH

« Trest dry eye or blepharitis if present

4= signs Treaiment wsp 4= Work-up Follow up

Jfoliow-Uo for SLK
+ Follow up every weck.

« If signs and sympioms perein, then reapply silver nilrste

et weekly follow up. If the silver mitrate ls unsuceessful,
afier 3 or 4 applicatices, then coosider mechanical scraping,
eryoth caulery or i

4= Treatment Menu w=h



Thermal/UV Xeratopathy
Critical Signs for Thermal/UU Keralopalhy

® Confluant SPE in an interpalpebral dstribution.
= Fluorescein will stain the SPE

( show stalning petlern )

Main Menu

Criticat Sign

Symploms
Signs
Ditterential Diagrosis @
Wark Up
Treatment

Tellow Op

h Main menu for Thermal/Ul Keralopathy Symploms ﬂ

Sumoploms of Thermal/UL Keralopalhy

Foreige body sensation
Maoderate to severe ocular pain
Red eye

Tearing

Photophobia

Blurred vision

Qther signs of Thermal/Ul Keratonathy

Coojunciival injection
Mild 10 moderste eyelid edema

Often s history of welding or using sunlamp wfo protective Mild corcas adame  may ‘ba prossot

eyewear, + Relatively miotic pupils which react sluggishly

Symptoms are typically worse 6-12 bra. after exposure.

4= Criticol Signs Signs w 4= symploms 001 =

Ditrerential Dingnasis of Pholokeralooathy

Tonic epithelial k y from exp 1o dug or
chemical (ie. yein, tobramycin, Iviral e1c.}

Exposure keratopathy (poor eyelid closure) "
= Tpicad edinim
= Rule oul toxic
or drug.
* Vieusl scuity

shealinl k.

Inadequate blink

Noctumal lagophthalmos
- eyelids remain panielly eopen while aleeping,
= SLE:
- Fluorescein stain.

Keratitia sicea
- Bven eyelide and search for foreign body.

4= signs Work-up wp 4= oon Treatment e

Ireatment of Thermal/Ul Keratonatlhy

* Cyleoplegic (cyclopentalaie 1.0 . 2.0%)

Eotlow-lip for Thermal/Ul Keralonathy

+ If tbe eye fecls much betier the following day, petient in
1o begin Lopical entlibiotics

* Antibiotic oioiment  (erythromycia)

= Pressure patch for 14 brs.
- Bilateral patching is desirable but most ofien impractical. Generally,
the more severely affecied eye in pawched.
- Have patient put sntibiotic eintment In fellow eye at home
- Some also bave paticot pach the fellow eye upon going to slecp.

» If the eye is significantly symptomaic, thea patient
should rewr for reevaluation. W signilicant SPK mill
preeent, then reareat with cycloplegic, mntibiotic and

* Ordl pain medication 13 nceded andlor cold compreszes 10 incresss patch. RTC in 24 hours,
patient comfon.

* Patient is iostrucied 1o remove patch afier 24 bm.

4= Work-up Follow up “w=p 4= Trentment Menu
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Eliglogy of Trachoma

HMoin Menu
[tinlogy

® The causative organism of trachoma s Chlamydial trechomatis,

# Trachoma tends to be an endemic in underdeveloped countrias and among

Symploms certain ethnie groups.

Sigas
Critical Signs

& Asia

b. Africa

¢. South America
Clasaifneation 4. Americsn Indians

Bifferential Disgnosis ® Trachoma is generally spread by direci contact (hands. sexual, or cervical).

Troalment

Follow Up

4= Muln Menu Symploms wsp

Slgns of Trachoma

® Chronie follicular conjunctivitis

Lid edama

Chemosis

Hypersmia

Papiliary hyparirophy may mark tha folliculsr response

Lineear conjuncuval zearring (Arit's lines)

Epithalial keratitis

Marginal and central Infiltrates :I‘Ll'h:n:’“;f:' f::“““

;m“ci:lr;::"f::::"m / Pennus upper half of tho comes
gl and conjunctiva b

IR S S il ace Nanhad 1o thia vma.

Trichlasir and antropian in the later rtagers

4= Etlology Signs wmp 4= Symptoms Critical Signs

Main Menu for Trachoma

MacCallen Classification of Trachoma

- The upper tarmal plue demonstrates immature follicles without
evidence of conjunctival acarring

Lritical Signs of Irachoma

» Chronic follicular conjunctivitis that, urually, infiislly afTect
the upper tarsal plate

- The upper tarual plate demoomraies mamye follicles with
mederue papillary hypenrophy

- The papillary bypenropby tho follicular rosp

e Limbal follicles and Hertert's pits are pathognomonic of

trachoma @

- Conjmctival scarring develops with contipued follicalar
bypenrophy

- The follicular bypenrophy oo the opper tarsal plato is replaced
by cicarricial scarring

4 Signs Classificalion w}l 4 Criticol Signs 00x

Ireaiment of Trachoma
Differenlial Diagnosis of Trachoma

1. Bagterial [t ivitls - Jly prescols as & "mealy” red conjunctivitis e
intreases toward the fomices. The comen i typically clear; the hyperemic vessels
will blanch with & mild vasoconstrictor; wsually s papillary responsc wnd =

mucopurubent discharge.

All cases of trachoma, mild to severe, should bo treated with oral tetrscycline
{ of erythromycin) 230 mg for 3 1o 6 weeks.

Topical oipiments (leiracycline, erythromy or ides) for 2 to 3 months
bave shown some success, bul are not the Lremiment of choice.

2. Chlamydial i iviti Uy sexually itted typically scen in The family b and imi | should also bo treated with lopical

ointments bid for 1 10 2 moathe

teenagers and young adulle. A hidory of vaginitie, cervicitie, or urethrilis may be
noted. Chlamydial cobjuoctivitis presenis ms inferior taursal coojunctival follicles in
conjunciion with tiny gray -while subepitbelial infiliraes. It le generally diagnosed
with conjunetival scrapioge and a Oiermen sizin, The suin shows buopbilic bodier in
the cpithelial celle, poly b k leukocytes, and lymphocy

In casee with sctive comenl lovolvemeot, topical servids mey be indicaied.
Hi . the prognosis for reap is guarded.

If there arc any suggestive vensreal signa or sympioms prosent, refer for o
medical evalusion.

4= Clossification Treatment = 4= DD Follow Up



Eollow Up for Irachoma

Follow the patient every 2 1o 3 weeks In the beginning, and then ms meeded.

An active disesse usually takes about 3 te 6 months to run lia course (with or
without treaiment).

Most cases result in wome degree of conjunctival and comeal scarring, and the
patient should be informed sbout the prognosis.

Careful instructions should be given to patients under care and, alao, ooes o &
{ AT AT ird A

bigh risk (exp ie, or sthaie pepul of u

These mstructions should Include hygicne snd the lﬂlﬂlln:in' f;! early algos.

4= Treatment Maln Menu wh



T roumatlc 1r itis

Lritical Signs for Iraumatic ldtls

Maln Menu
Critieal Signs

Symploms

& Ganerally, there it & history of (rauma.

* Conturion Infury to the Lris stroma results In cellr
and flare in the anlarior chamber,
(3 I

Signs
Work Up
Treniment
follow Up

4= Main Menu For Traumalic Iritls Symptoms ﬂ

Slgns of Traumnlic Irliig

Pain In ihe wraumatized eye when Hght is shined in
Paio wither eye
Photophobis Lower IOP (may sometimes be higher)
Tearing Smaller pupil which dilates poorly in trsumatized eyo
Wistory of ocular irauma within the last fow Perilimbal conjunctival injection

days

Somectimes decreased vision

4= Critical signs Signs = 4= Ssymptoms Work-up ==

Work-lin (or Traumatic frilis
Complete case bistory. Oet the osiure of the sccident.

Ireatment of Corneal Foreign Rodles
* Cylkoplegic (cyclopentalae 1.0 - 2.0% qid or bomairopine tid)
-~ Some practitioner also treal with sieroids iniially:
- | drop of prednisclone 0.125% - 1.0% qid

Visual scuities

Compl pihalemi TPy PR P BT or
messuremenl and dilated fundus examination.

* Recheck in u few days lo ooe week depending upon the severity of
Iritls. Spontancous recavery is the rule.

Consider gonloscopy and 120 pi. screening field,

4= signs Treatmentw 4= Work-up Follow up wep

Enllow-Un for Traumatic iritis

+ If there ia mo impravement in § - 7 days, weroid therapy
thould be siarted (predniwcloce 1.0% gid) in sddition to
cycloplegic therapy.

Tved

sgemt is discontinued,

-- In ooe moath:
I. Check tbe anierior chamber angle with gomioscopy
looking for angle recession which predisposcs the
eye to glancoma.

2. Check ors serrsta with scleral depreasion and BIO for
retioal breaks or detschments.

4= Treatment Menu =P



Etlology of Trichiasis

Hpiblepharon: Congenital versus scquired
Main Menu

Chronle blepbaritis:  Thickenod erpb infl d eyelid margios with
oxcess secretions and ielangieciatic blood vessels
nmning acroes them

Symploms

Dnwropisn: Ioward umiog of the eyelid margin. May be due 1o Steven.
Jot yod ocular pemphigoid ! bume,

Sians or ethers

Hicel Signe
o 9 Idiopathic preseniation
Treatmant

Foliow Up

4= Maln Menu Symptoms =P

Slgns of Irichiasis
Sumnoloms of Trichlasis
Inferior lid invelvement more efion than saperior

x Misdirected eyelash or lashes
Ocular frritation Inferior venical or regular foreign body tracking
Superficial punciate keratitls
Conjunctival injection
Comeal abrasion

Forcign body sensalion
Frequeot byperlacrimation and epiphoria
Red eyo

4= ttiology signs w 4= Symploms Critical Signs wmp

Maln Menu for Trichiasls -
Irentment of Trichiasls

Remove the misdirecied lashes.

& A fow misdireclod lashes can be romoved st the alit lamp with

fine cilin forcepe (recurrence s common: 14 weeks in youths snd 4.6
Crtical Sions for Trichlasis el g et
b, Diffuse, severe or recurrent trichlasls, the misdirocted lashes can
® Fine fllamentary lashes or complete lash{es) turned inward someiimes be romeved as sbove, b definitive (berapy g
rubbing sgainst the inferior corneal surfsce. @

requires electrolysis, cryotenpy, or nngu:r_;.

Treat the SPK with ibiotie i ( &g, eryib of baci
for several days,

Treat any sctive or chronic marginal lid disorders.

4= Signs Treatmen! 4= Critlcol Signs Follow Up w=p

Eallow Vo for Trichiasis

* The patient cen usoally sell-mansge the condition with proper
matruction.

* The patieot should retorn if corpeal Uritation reoccurs.

4= Treatment Maln Menu ﬂl
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Vernal Conjunctivitia

Elleingy of Vernal Conjunctivitis

Bil 1 infl : of e
It may occur in ome of two forma:

Vernal conjunctivitis is o 11y

conjunclive wually prescoling in warmer weather.

+ A palpebral form which is distinguished by cobblestone papillse on the tareal
conjunctiva which may be sssociated with sheild wlcers of the superior comecs.

Maln Menu

Etlology
Symploms

* A limbal form which occurs with papillary hyperirophy on the limbal
conjunciive sssocisied with white, chelky concrotions known as Trantes® dots

Signs
near the limbus, Limbal vernul (s more provelant in black puienis

Critlca! Signe
Differentinl Diagnosis

Treaimeant
Follow Up

e rgi with young males between

There s oeuslly « family or p 1 history ef
the ages of 12 and 30 Being af the highest riak.

4= Main Menu Symploms =

Signs of Uernal Conjunclivitis

VYoroal conjunctivitie ls moetly bil Il in § ion and s
with dary lid conjostion end a doptoak

] ista of thick, ropy, whilish-yellowish strands of
pmctiva, spread ooto the

The di T y
deose muccus thal wmay cover the sup
comes, and sccumulate st the imner canthus,

Sumnloms o lernal Conjunctivitis
Intense  diching tarsus and J,
Watery discharge
Tearing

Photophobix

Foreign body sensation
Burniog

Mucous discharge
Blurred vision

Cenreralized  palpobral/perilimbal byperemia
bl M jumctivitis oo the rior tarsal plate.

Diffusa papillary ("
ior SPK d in the upper ome-

} in

The most coroeal in
third comeal reglon.

With limbal lnvel , the most [req sign are Trania’s dote. Trenta's dots are
moat frequently found on the superior limbus sod sppear as puffy, white, round dota

sbout | - 2 mm in size. They may be fat or slightly ruised (in the momre advenced

discsmn).

Critical Signs ~wp

4= Ellology Signs wmp 4= symploms

Main Menu for Vernal Con junctivitis ﬂ

Dirferentisl Dlagnosis of Uernal Conjunctivitis

Atopic kerstoconjunctivitia - & ycar-round allergy

SLX (superior limhic keratoconjunctivitis) - wsually & milder, leas
sympiomatic prescotatlen.
also less symplomatic and more related 1o & caoms (e.g., cootsct leoses).

Crilicol Slgns af Uernol Conjunctivitis

» Largs conjunctival papillae, commonly referrad 10 as “cobblesione papitisa”™ un

the upper ey=iid. Eversion of the upper eyelld iz ¥ to make the 4
A variation to this is limbal vernal which prerents with large conjunctival

follicles slong the limbus,

der

GPC -

lofectious ceusen of & seasonal nature er itching.

» Thick, ropy. vhitsh-yellowizh strands of dense mucous may cover the superior
tarsus and conjunctive. spresd onto the cornea, and accumulais a1 the inner

<canthus, @

Trestment “w

Signs Work Up Critical Signs
& s -p L o 9

Ireatment of Uernal Conjunctiultis

® All forms of vernal conjunctivitls respond dramatically 10 sterolds. The recommendad
concenirstion and dosage Us | % pradnisolone {or an equivalent) q2-4h for 3-7 days.

The duration may have 10 be prolonged in more severs cares,
— Taper the steroids 10 the lowest maintenance dose (a.g. 1 g1t 3 X per week) and
il this maint e dose for 4-6 weeks,

== ¥ith the long 1erm use, sterolds can Jead 10 the development of catarsciz or an
elevation of the intraoculer pressure. Thess must both be monitored if wopical

sleroids are used.

« Topical antiblotics (e g.. erythromyein ung or sulfacetamjde drops qid).
-- & bandage hydrophilic lenz iz r 1ded for prophylaxis

« Cyclaplegic agent (e g.. homatropine 3% tid).
« Cromolyn sodium {Opticrom) 4% qid may be introduced during the tapering of tha

fierolds but 11 is not efTective as initlal therapy.

* Cool compresses qid,

Follow Up "=

ﬁ Work Up

Eallow lip for Yernel Conjuncliuitis

Milder forms of vermal conjunctivitis osually respond very quickly and
completely to steroids in | week and may or may not meed maimensnce

e gimens.
Limbal vernal does mot require muintenance regimens wilh sieroid nsage.

Patients with more severe forms should be carefully sdvised of the chrosic

natwre of their disease with remissiona and exacerbuions over m cxctonded
period of years (generally 5-10).

oo or 1o be

Adviss puiicnis in ion te repon symp upon
mechecked on an enoual basle

Main Menu

d=r Treatment
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" Viral Coujum:u

Main Menu
Ellology

Symploms
Slgns
Critical Signs
Differeniial Dlagnosis
Treaiment

Follow Up

Tearing and irritation of eoe eye with (requent contralateral autoinoculation
reporied

Watery discharge

Photophobis

A hidory of onsct i rypically 3.7 days

There may be a prodromal medical history, especially in children, e.g.. upper
respirstory infection (URI), otitis medin (ear infection), s lew grada fever, or
most commonly - pharyngoconjunciival fever (PCF)

Occassionslly, thers is u previous bistory of conjunctivitis

A mild Nuctuation i visual scuity (iransicot)

Eliology of Diral Conjunctivitis

& Viruses are single-cell organisms sroaller than bacteria which are mads up of single
neuclelc acid (DNA or RNA) rirands that can grow or multiply indspendently.

» Some of the viruses that have been known 1o infect the eye are as follows:

| " DNA Virus |

Adenavitus

Cytomegalovirue

Epstein-Barr [mononudeosts)

Herpes simplex

Malluscum contaglosum

Verruons {papifioma)

Vaccinla

Variola {small pox) Pollovirus
Varleslla (horpes 2ouler) Pahine
HIV [AID49) Ahinevirus

4= Mein Menu Symploms =

Signs of Uiral Conjunclivitis

* Red edematous eyelids with & purplish-pickish bulbar hyperemis
= The injection uevally begins mt the loner canthus and slowly spreads latenslly 1o
invelve the entire bulbar conjunciiva (vessels may blanch with &  vasocensirictor).
*  Membrane/prendomembrane formatien in the inferior cul-de-ssc.
* The most coomon discharge ls tha of & serous (teary, walery) varistion.
* Follicular changes - pale mounds of infil cellular lation on the
palpabral conjunctiva of varylng diemeter.
- Pollicular changes in the lower cul-de-sac of children wo contidered 10 be
normal in quist eyea
- Follicular changes oo the superior tareal plate (in childrea or adulis) in weually
net coneidered (o be normal.
Che mosia
Subh

Occasional p icular lympbadenopaiby (lend on palpaion).
Sub.epitbellal comeal infiltrales may develop several weeks after the initisl onset.
Stromal infiltrses which may persist for menths 1o years following the infection.
There is iypically a quick NaFl tear break.up time which cen ohimaiely producs
sccondary comesl SPK which may staim with ross hengal.

4w  Eliology Signs ==

Main Menu for Uiral Conjunctivitis =

Leltical slon af Uiral Conjunctivitis

» A follicular response of the suparior larsal conjunctiva.

()

&= Sigm Differential Dlagnosis wp

Ireatment for Biral Canjunctivills
There is no prescription cure for viruses of eny kind.
Antivirsl ageots are poi effective for adenoviruses,
Propbylactic ib ia] use is queationable as to the value and efficiency.
Steroid snd steroid combinsion drugs sbould be limited to the more severe
presentations.

Options:

I, Ocular lubricenta [
dessication.

and protect tbe tear film from

Topical preparations {e.g., Naphcon A) will improve
the sppearsnce and may reduce the symploms.

3. Wum/cool compresses seversl times [/ day for 12 weeks.

4= Differential Diagnosis

Follow Up ~wp

4= symptoms Critical Signs =

Differential Disgnosis for Uiral Conjunclivills

#» Thera ars four specific aticlogies thel need 1o be ruled out when considering viral
conjunctivitiz a2 & potential disgnosis.

( Choose A Topic Below )

[Pharyngoconjunctivel Fever (PCF) |

memlc Keraloconjunctivitls ([K[:i

! Herpes Simplex Virus (HSU) I

I Chiamydial Conjunclivitls l

4= Critical Signs Trestment -)l

Enilow Un for Wiral Canlunclipitis

of p plays = key role In the reduction of
spreading the viral Infeciion from ons eye Lo the other.

I ia very important to advise the paticol that "This may get worse before It gets
better”.

Carefully fnstruct the patient on the coolsgious nature of somm viruses

scole P i i ly 53-8 days after the fint signs of tha
infeclion aro repomed.

- U pecific ad irus, lhe dition will bave impr 4.
- If virulent adeoovirus (e.g.. BEKC), & will worseo and the comes wsually becomes
fnvolved,

Fducate the palient on the poteotial dormant nsture of oculer viruses snd the
: s, : : 7t s

b for mild to

of signs and symproms.

4= Treotment

Main Menu =



Conclusion

This software is designed to aid both the student and clinician in the

differential diagnosis of a red eye. There are four main sections to the program:
«  Main Menu

» A list of all conditions covered in the program which are separated
by tissue involved. This can serve as a menu providing rapid
transference from one disease to another.

« Differential Diagnosis: By entering signs and symptoms, the
computer will come up with a "List of Possibilities" for the etiology of
the red eye.

« 45 "Disease Stacks": These stacks contain information about each
condition including a treatment and follow-up regimen.

Since ocular conditions do not always present with the same signs and
symptoms, we have programmed each condition with the "TYPICAL" signs and
symptoms. As students, we have limited clinical experience and have relied
heavily on textbooks and our two advisors for the information contained in this
program.

We have tried to be as specific as possible in describing the
management of those conditions that are commonly treated by optometrists in
states with therapeutic laws. Or treatment regimens are general for those
conditions that are best treated by other health care professionals. Keep in
mind that most therapeutic modalities described here are not the only ways to
treat that particular condition but are ones that were commonly given in the
references we used. Therefore, they are guidelines and not absolutes. |t is
beyond the scope of this program to list all of the contraindications and side
effects of the drugs listed here. Please consult the Physicians Desk Reference if

questions exist and to keep abreast of revised recommendations.



We realize that with a project of this magnitude and our limited clinical
experience, errors and omissions may exist. Again we have strived to be as
complete and concise as possible, but we recommend that you use this only as
a guide and not as the sole source in treating conditions, especially those that
you are not familiar with treating. Therefore, we do not imply or accept
professional liability for the treatment of those conditions included in this
software.

Although every possible cause for a red eye has not been included, we
hope that this program is helpful to all that use it, and we welcome any

suggestions or corrections so that we can include them in the next version.

All rights reserved

Copyright © 1992
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