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PISCLOSURES

* NADA!!



LECTURE OBJECTIVES

* Recognize the historical, clinical, and physical exam teatures of
causes of "Redt Bye' that can be dispositioned sately as an
putpatlent.

* Recognize the historical, clinteal, and phgslaat exam features of
caunses of "Red Bye' that will need urgent vs emergent referval.

* Review common ophthalmologie diagnosties and physical exam
features to build an accurnte diagnoesis to disposition and treat
the patient appropriately.



LET'S REVIEW SOME EYE ANATOMY
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THE EYE

LET'S REVIEW SOME
EYE ANATOMY




1. RECOGNIZE THE FHISTORICAL, CLINICAL, AND
PHYSICAL EXAM FEATURES OF CAUSES OF 'RED EYE
THAT CAN BE DISPOSITIONED SAFELY AS AN

OUTPATIENT.
* Common etiologies:
* Stye (Hordeoluum)
* Chalazion
* Blepharitis
* Subconjunctival Hemorrhage
* Conjunctivitis (bacterial, viral, and allergic) - simple
* Corneal abrasion -simple
* Corneal forelgn bodies-punctate

* Acute Dacryocystitis § Acute Dacryonoenttis



2. RECOGNIZE THE HISTORICAL, CLINICAL, AND
PHYSICAL EXAM FEATURES OF CAUSES OF 'RED EYE
THAT WILL NEED URGENT VS EMERGENT REFERRAL.

* Bacterial and vival infectious keratitis
* Laroer corneal abrastons and Ulcers
* Acute angle-closure glawcoma

- ngmma
* HYypopyon

/////

e Ocular Burns (Alkall, Acld)

* Blunt Traumwa



2. REVIEW COMMON OPHTHALMOLOGIC PIAGNOSTIC AND
PHYSICAL EXAM FEATURES TO BUILD AN ACCURATE

DIAGNOSIS TO DISPOSITION AND TREAT THE PATIENT
APPROPRIATELY.

o leieal aoul’c@

* Fuwndoscople exam

* Fluoresceln-staining exam
* Slit-lamp exam

* 1OP (Intra-ocular pressure)
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*  Gathering an accurate history is paramount in differentioting which patients would be
Ldeal to manage on an outpatient basis and those needing referval to a specialist.

* nquirting on whether the patient has sustained visual loss, eye pain, contact-wear use,
and/or travwma to the atfected red 858@;) Ls an bmportant first step.

* Comwmown types of eye pain are characterized as burning, throbbing, and aching. The
clinteian should also ask whether the patient has had Loss of vision, photopsia or “flashing
Liohts” (common. precursor to vetinal detachment), pho’cophobla (t@piaau@ a corneal
process), forelgn-body sensation, discharge from the eye(s) and what type.

* Foreigwn body sensation is a cardinal sigw of a corneal process and should warrant further
Lnvestigation to evaluate for corneal abrasion, corneal ulcer, or corneal forelgn body.



IT'S ALL ABOUT THE HISTORY....YES, [T
REALLY IS

* If the patient sustained trawma to the eye, inquire further it the patient sustained
blunt trawma, toreign body, or a potential chemical Are/LAV burn to the eye.

* Blunt trawma may include physical fights, or objects that may have beew thrown
Lnto the eye.

* I the patient elicits a history concerning for forelgn body, tnguire further as to
whether the forelgn body may have been a metallic shaving, penetrative travuma
(¢.9. high-speed machinery), or organic material that may carry tnfective vectors
(e.0. C. tetani). \Wevre they wearing, ege—pmtect’ww?



PHYSICAL BXAM: VISUAL ACUITY

* Visual acul’cg LS tgpicau@ documented usinwg a
Swellen wall chavt or Rosenbawm card. f a
Swellen chart s used, the patient should stand
20" from the wall that the charvt is mounted on

*  (The only exception to this vule is chemical and Ls asked to veao the smallest Line L whteh
burns to the ege(s), in which coplous trrigation the patlew’c can veaol owe—mL{ 0{ the letters
takes precedence of visual acuity.) cowecttﬂ.

*  This process is conducted for each eye
individually and thew with both eyes open. If
the patient reports using eye glasses or contact
lenses, they should be worn durtng acuity
testing.



PHYSICAL EXAM: PEN-LIGHT EXAM

© Simple pen-light examination can be helpful in differentiating ditferent causes of red eye.

* Used lnitially for observing for pupil dilation, constriction, and direct/consensual
pupillary reflexes.

e Red re{tex Ls also MeLp{uL to qu’whtg Let You lkknow that the vetlna Ls not obscured or
detaching!



PHYSICAL EXAM: FLUORESCEIN-STAINING

*  Fluorescein dye works by staining corneal
epithelial cells that have been damaged by
trawma or tnfection and fluoresce green with
the atd of a UV Wood’s Lamp or by usiing the
cobalt blue-light filter on an ophthalmoscope.




PHYSICAL EXAM: |

FUNDOSCOPIC 1

*  Direct fundoscopic exam is very helpful tool for
examining the cornea, lens, optic cup and

nerve, retlna and retinal vessels.
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PHYSICAL EXAM: INTRAOCULAR PRESSUR!
(loP)

* Most office are now equipped with a Towo-Pew,
which can measure tntraocular pressure. The
average of all three measurements is
documented tn the chart.




PHYSICAL EXAM: SUT-LAMP EXAMINATION

* If You ave comfortable performing this special
test, it should be done before and after
fluoresceln staining to check for cornenl
abrasions and to evaluate the anterior chamber

with wore detall.
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what cawn Stag:

* Hordeolum (stye)

*  Conjunctivitis (viral, bacterial, and allergic)
* Blepharitis

*  Subconjunctival hemorrhage

*  Corneal abrasion (small) § punctate ulcers

* Corneal foreign bodies (mintscule)

*  Acute Bacryocystitis

*  Acute Dacryoadenttis

what weeds to go:

Bactertal and vival bnfectious keratitis
Larger corneal abrastons ano Ulcers
Acute angle-closure glauvcoman
Hyphemn

Hypopyon

Uveltis/Lritis

Ocular Burns (Alkeall, Acld)

BlLUAL Trauwma



ACUTE HORDEOLUM

*  nternal hordeolum’s, or Stye’s, are o common
superficial infection of the meilbominn  gland
and Ls most frequently caused by S. qurews.
Patlent’'s will usually complain of erythema
and a localized, vistble papule over the eyelid.
These patients can safely be managed with
warm compresses and ophthalmic
erythromyein 0.5%, twice daily for 7 days.

e: ).E. Tintinalli, J.S. Stapczynski, O.). Ma, D. Yealy, G.D. Meckler,
: Tintinalli's Emergency Medicine: A Comprehensive Study Guide,
ion: Copyright © McGraw-Hill Education. All rights reserved.




ACIUTE BACTERIAL CONJUNCTIVITIS

* ‘Bacterial conjunctivitis classically presents with
coplous mucopurulent discharge with “matting” of.
the eyelids upon awakening,. N

* Patlents will also have chemosis (swelling of the
conjunctiva) ano occasionally have photophobin
with forelgn body sensation.

S—

* These patients should still wndergo fluorescein
staining to avold missing an uww(@r%iwg corneal
ulcer or abrasion (from scratching).

*  These patients can safely be managed with
ophthalmic potg mgj)(’u/u B/trimetmprim, azh x #
days. If the patient reports recent extended contact
lens usage, ensure that the patient is covered for
Pseudpmonas with a ophthalmic fluoroquinolone
(Ciloxan or Ocuflox).




ACUTE VIRAL CONJUNCTIVITIS

S \
e Patlents with viral cowj wnetlvitls will MSMQLL@__\/
present with wntlateral eye redwness that ma Y | 001 “q5 08
progress to both eyes several days later and Ls

commowtgj pmceo{ed b@ AN UPPEr res]slmtorg
tnfection.

* Adenovirus Ls the most common cause of vival
covuj unctivitis and is usually self-limited,
requiring only conservative therapy.




Ln patients with underlying atopy and -
presents with bilateral eye redness, itehing,
hinorvhea and a watery discharge. Once the -
allergen s removed and treated with systemic
antihistamines, the eyes wmay be treated with
cool compresses and arvtificial tears.




CORMNEALAER ASIONES

Clinteal Pearls:

e Severe pa’m, plaotoplaob’m, waf@ viston, but VA
should still be Lntact!

*  Fluoresceln uptake with Woods Lamp confirms
the diagnosis.

* Rule out globe per{omt’ww.

e Alwn Ys evert LLats!




CORNEAL FOREIGN BODIES

Clinical Pearls Classie vust ring appearance

* FB sensation with pain

* May need to rule out Lntraocular FB
* EBvert lids

* Fluorescein stain




DACRYOADENITIS VS DACRYOCYSTITIS

Dacvroadenttls Dacry ocgs’cl’c’us

=3

Dacryoadenitis TN Dacryocystitis
» inflammatory enlargement of lacrimal gland « infectious Obstruction of nasolacrimal duct
« rapid onset « rapid onset
- unilateral, severe pain, redness, and pressure N . unilateral, severe pain, redness, and epiphora (overflow of tears)
« supratemporal region - inframedial region

* Mainstays of treatment:
*  \WArM COMPresses
. Sgs’cem’w antibiotics (Strep anod MRSA)
*  Awnalgesies

* oOccastonal 1§D for daa%oadem&s (t would
recommend referval to Oculuplastics Uf You
have them)



SUBCONJUNCTIVAL HEMORRHAGE

* This ls a common disorder of the
subconjunctival tissue arising from a painless
collection of blood. These heworrhages occur
spontaneously, but may be preceded by
repetitive vomiting or coughing. Vision s not
affected and this disorder is self-limited,
mainly education and reassuring the patient.

o -

Source: J.E. Tintinalll, J.S. Stapczynski, O.). Ma, D. Yealy, G.D. Meckler,
D.M. Cline: Tintinalli's Emergency Medicine: A Comprehensive Study Guide,
Sth Edition: Copyright © McGraw-Hill Education. All rights reserved




2. RECOGNIZE THE HISTORICAL, CLINICAL, AND
PHYSICAL EXAM FEATURES OF CAUSES OF 'RED
EYE' THAT WILL NEED URGENT VS EMERGENT
REFERRAL.




CORNEAL ABRASIONS AND ULCERS

Source: ).E. Tintinalll, J.S. Stapczynski, O.). Ma, D. Yealy, G.D. Meckler,

D.M. Cline: Tintinalli's Emergency Medicine: A Comprehensive Study Guide,
© McGraw-Hill Education. All rights reserved.

Oth Edition: Copyright

Cornenl abrasions may be caused by frequent contact
use, foretgn bodies blowwn tinto the evje (e.q). dirt on a
windy day), or metallic forelgwn bodlies that can be

ejected tnto the eye while grinding, working underneath
vehicles or during construction.

Patlents ma present with Lintense pam, pmtopmbia,
redwness and tearing.

Examination typically includes tnstilling fluorescein
stain lnto the affected eye by dropping 2-2 gtts of
ophthalmic tetracaine over the strip and allowing it to
drip divectly linto the eye.

The abraston will usually appear as a Linear, or punctate
superficial defect of the corneal. Multiple, Linear abrasion
should raise the concern of retained foreign body under
the upper egeL’w{.
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Again, patients should undergo fluorescein
staining to avold missing other causes of viral
conjunctivitis, such as HSV keratitis or zoster,
which may present as o denolritic ulcer.




CORNEAL ABRASIONS AND ULCERS

* fthe ulceration is thought to be velated to contast
wear use, Pseudomonal tnfectlons should be
covereo with ophthalmic fluoroquinolones (Cipro
or Ofloxacin, 3-4 times daily). Otherwise,
erythromycein olntment can be used for most
other simple corneal abrasions (3-4 tlmes daé%).

* Corneal abrasions are move serious tnfections of B
the eye because they tnvolve deeper Layers of the
cornen. The epithelial Layer LS tgpécaug Lnvaodeo
tra umatlcaug (allowing bacteria to enter the
cornen), divect Lmvasion b5 bacteria, or corneal
destceation during Bell’s palsy (via sloughing of
epithelivum bU 656@0{5 not completely closing).




ACUTE ANGLE-CLOSURE GLAUCOMA

* Patlents presenting with this condition wibl
ﬂ( & typleally have an abrupt onset of severe paiw;
k {% . T, decrensed viston tn the affected eye and
A‘ | 2 :’-‘-—» injection of the conjunctiva. Patients may also
‘ N ' complain of headache, nausea and vomiting.

. Phgsicm eXam vay veveal a ”cLow)lg cormea”
with a {L)(@d pl/qsLL, cowj unetival ’LVLJ&G“CLOVL and o

& w . : “havd” globe. The hallmark of diagwnosis will be
B 5\& | markedly elevated (0P (> 60-20 mmtg).
» R .. .. i W These patients will need prompt referral to a
. -, s Local emergency department or same day
SO LR TR o St 00 e DY 00 e evaluation by an cphthalmologist.

Oth Edition: Copyright © McGraw-Hill Education. All rights reserved.



HYPHEMA

F‘

* Hyphema is a collection of ved blood cells in the
anterior chanmber of the eye and Ls typleally
sustained travwmatically. A hyphema can be
seew grossly by having the patient sit upright
and will usually “layer out” as the patient Lies
suplne. Treatment is self-limited but should be
directed by an ophthalmologist.

Source: ).E. Tintinalli, J.S. Stapczynski, O.). Ma, D. Yealy, G.D. Meckler,
D.M. Cline: Tintinalli's Emergency Medicine: A Comprehensive Study Guide,
Oth Edition: Copyright © McGraw-Hill Education. All rights reserved,




ANTERIOR UVEITIS (AKA: IRITIS)

Uveitis

A : ,..; 0 ‘ Y ;
L RIS
: E E CILIARY BODY
CHOROID

e

Wvettis ts an inflammation of the fis and
cLLLWM bodg (also called Lrldocgc&tﬁs) and Ls
typieally characterized by severe photophobio
pain, and a constricted pupll that is secovwmrg
to pvqsiumg SpaSML.

Typieally treated with a long-acting
cycloplegic agent, Tropicamide 1%, 1-2 gtt q
Smin x 2 doses only.

These patients will need veferval to
ophthalmology within 24-4gh for topleal
corticosterolds.



OCULAR BURNS

Allkall and Aclod Burng

o Ocular burns are the 2% most common type of burn
after the hands!

o Allkall burns are more sertous thawn actd burns because
pmticutate matter can remaln tmbedded with the cul-de-
sac and cause continued damage to the eye.

2 APPLU toplcaL Tetracaine!
. Oopious Lrrigation with NS or LR using Morgaw lens.

*  Check pH with litmus paper before and after Lrrigation.




BLUNT OCULAR TRAUMA

Clintcal Pearls:

* History ls King!

* Bvertlids!

*  Always fluoresceln stain them!

© Slit-lamp if you are able

* Always CONSIDER Lmaging these patients!

*  (Basy to miss FBs and orbital bone ngurg)
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Source: J.E. Tintinalli, J.S. Stapczynski, O.]J. Ma, D. Yealy, G.D. Meckler,

D.M. Cline: Tintinalli's Emergency Medicine: A Comprehensive Study Guide,
9th Edition: Copyright © McGraw-Hill Education. All rights reserved.
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Source: ).E. Tintinalli, J.S. Stapczynski, O.]. Ma, D. Yealy, G.D. Meckler,
D.M. Cline: Tintinalli's Emergency Medicine: A Comprehensive Study Guide,

Sth Edition: Copyright © McGraw-Hill Education, All rights reserved,



