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Therapeutic Case 1:  Antibiotics:  Fluoroquinolones, fortified antibiotics, and anti-fungals

Patient arrives with intense pain, red eye and loss of vision.  Began yesterday but getting substantially worse. 

Additional Hx: History of blepharitis and Meibomitis  

SLEx:  
Inferior gray/white infiltrate with overlying epithelial breakdown, 2+ conjunctival injection, 1+ cell and flare. 

DDx:  
Infectious Keratitis:  Bacterial, Viral (HSV), Fungal


Difficult to distinguish fungal from microbial in early stages

Testing:  Culture on three plate: Blood agar, Chocolate agar, Sabourouds and Gram or Giemsa stain


  Or  mini-tip Culturette

When to culture:  1,2,3 rule




1mm from visual axis




2 or more abnormal findings – hypopyson, satellite lesions or multiple infiltrates 




3 mm in size or larger




nosocomial environments




immunocompromised individuals




Post-surgical

Co-manage with corneal specialist in these cases

Dx:  
Staphylococcal bacterial keratitis

Tx:  
Fluoroquinolones loading dose (q 15min x 1-2 hours)


Continue igtt q1h during day, q2h at night (or consider and ung in milder cases)


Cycloplege for comfort (homatropine 5% bid)


For severe or those listed above criteria – alternate fortified antibiotics (q30h with fluorquinolone)


Consider collagenase inhibitors, P.O. tetracycline


Microbial Keratitis treatment regimens:


Fluoroquinolones:



Ciloxan (ciprofloxacin 0.3%)*



Ocuflox (ofloxacin 0.3%)



Levofloxacin (Quixin 0.5%)



Moxifloxacin



Gatifloxacin


MOA: inhibit bacterial DNA gyrase



Bactericidal



Highly effective



Relatively Expensive

For most bacterial eye infectious (conjunctivitis) polytrim would be a better choice

Central or large corneal ulcers should be comanaged with a corneal specialist


Ocuflox q15min for first hour then q30 min in day and q2h at night.  May consider alternating fortified antibiotics and then discontinue one of the meds when sensitivity is shown. Taper to q2h when under control.  

Steroids may be considered after improvement can truly be documented and sensitivity to the medication is shown on cultures.  Can only be used concurrently with prophylactic use of antibiotic.

Therapeutic Case 2:  Dry eye therapy *:


Patient arrives complaining of foreign body sensation beginning two days ago not improving “even with the use of artificial tears”.  Hx of keratitis sicca, and uses tear supplements and ointments at night.

Slit lamp finding: strands of clear material attached to cornea that moves with the blink.  

Dx:  Filamentary Keratitis

DDx:  Recurrent erosion, K-Sicca, 

Tx:  Mechanical Debridement vs mucomyst 10%


Don’t forget to treat the cause: K-sicca:

Keratitis Sicca:


Incidence


Predisposing Factors



-age



-gender



-cl wear, refractive surgery



-environment (caffeine & smoking)



-anterior segment disease





-Blepharitis/Miebomitis



-Medications – systemic and topical



-Systemic disease

· RA

· Diabetes

· Acne Rosacea

· Sjogren’s


Diagnostic tests


Treatment



-Education



-Environmental management



-Systemic management



-Lid hygiene



-Tear supplements



-Puntal occlusion



-Doxycycline



-Steroids –Alrex 0.2%



-New medications: Cyclosporin A

Therapeutic case 3  Antihistamines, mast cell stabilizers, steroids, cyclosporin and oral allergy medications

33 y.o. caucasian female arrives complaining of “itching eyes, red and swollen”.  Mild mucous discharge, worn contact lenses for 4+ years, runny nose and itchy

Dx:  Seasonal Allergic Conjunctivitis

Incidence:
Seasonal and perennial allergic rhinitis

-Affects 16% of the population

-35% experience nasal and/or ocular symptoms of > 7 days

Incidence has doubled in the last 20 years

Eye Disease treatments

-10 times as many prescriptions filled OTC vs. scripted

-Indicates high incidence with poor physician recognition

Affects

-Skin and sub-cutaneous tissue of eyelids

-Primary and most severe effect on conjunctiva

Spectrum of diseases characterized by Type I hypersensitivity

-Antigen specific IgE (immunoglobulin E) is responsible for the immune response

Four different ocular allergic diseases – Type I hypersensitivity

1. Acute Allergic Conjunctivitis

2. Vernal Keratoconjunctivitis

3. Atopic Keratoconjunctivitis

4. Giant Papillary Conjunctivitis

Key Symptoms:
Itching (<10% present without itching – usually overlooked by blurred vision)

Hyperemia

Injection

Mucous, ropey discharge

Papillary reaction

Ocular Allergic Diseases

Acute Allergic Conjunctivitis

ii. Most common form of ocular allergic disease

iii. Bilateral 

1. Occasional unilateral e.g. cat dander after petting a cat and then rubbing eye

iv. Red, ITCHING eye

v. Tearing and burning

vi. Slit Lamp evaluation

1. Edema

2. Erythema

3. Chemosis

4. Ropey mucous discharge

5. Upper and lower tarsal conj show mild infection

6. Cornea is rarely involved

7. ~ 70% have associated systemic involvement

a. rhinitis

b. asthma

c. atopic dermatitis

Vernal Keratoconjunctivitis (VKC) – 0.5% of allergic eye disease

vii. Children ages 4-18

viii. Males > Females

ix. Warm windy climates and a strong family history of atopic disease

x. May be year round symptoms worse in fall and spring

xi. Two types

1. Palpebral

2. Limbal

3. Can occur together

xii. Symptoms

1. marked itching

xiii. Slit Lamp exam

1. stringy, ropey mucous discharge

2. eyelids appear edematous and ptotic

3. large raised cobblestone papillae on the upper tarsal surface

4. hyperemia and injection

5. Limbus shows gelatinous elevations with whitish inclusion

a. a.k.a. Tranta’s dots

b. Are aggregations of eosinophilic leukocytes

c. May have superficial infiltrates and in severe cases, epithelial defects with plaque-like deposits at base

d. a.k.a. Shield ulcer

e. usually located centrally – visual axis

b. Atopic Keratoconjunctivitis (AKC)

i. Chronic disease

ii. 5-6th decade of life

iii. Symptoms

1. chronic itching

2. burning

3. light sensitivity

4. tearing

5. chronic redness

iv. Signs

1. conjunctival injection

2. eczema on upper and lower eyelids

a. erythema

b. scaling

v. Slit lamp exam

1. meibomian gland inspissation and discharge

2. bulbar conjunctiva shows injection and signs similar to KCS

3. severe cases can develop subepithelial fibrosis and symblepharon

4. cornea

a. SPK in mild forms

b. Marked surface irregularity and epithelial desiccation with ulceration, neovascularization, keratinization and scarring in severe cases

c. Giant Papillary Conjunctivitis (GPC)

i. Chronic inflammation of the upper tarsal conjunctival surface

ii. Note in patients with:

1. ocular prostheses

2. exposed sutures (nylon)

3. most commonly, soft contact lens wear

iii. Current etiologies

1. mechanical trauma

2. antigen-antibody reaction in the upper tarsal conjunctiva from deposits on the surface of the contact lens or other involved material

iv. Symptoms

1. chronic irritation, redness and itching

2. decreased wearing time of contact lenses

v. Slit lamp examination

1. hyperemia of tarsal conjunctiva

2. giant papillae

3. mucous discharge

4. eventual SPK and even epithelial defects

vi. Giant papillae

1. result of chronic collagen deposition

2. uniformly disturbed

3. smaller and flatter than the cobblestone appearance in VKC

Therapy – Acute Allergic Conjunctivitis

a. Treatment choice is based on correct diagnosis and understanding the pathophysiology

b. Identify and avoid allergen

c. Non-medication therapy

i. Cool compresses

ii. Artificial tears to wash away or dilute the allergen

50% of patients have pre-treated with OTC antihistamines

Acute presentation – mild to moderate edema and erythema
Mast cell stabilizer/anti-histamine combination meds

-Patanol bid

-Zatador bid

-Optivar bid

Acute presentation – moderate to severe edema and erythema
Corticosteroids – blocks arachidonic acid pathway

-Alrex (2%) – indicated for allergies

-Lotemax (5%) – most effective for allergy

-Pred Forte (1%) 

-2 week pulsed – very effective



Cyclosporin A


Combine with: Also a much better combination in dry eye patients

Mast cell stabilizers: 1-2 weeks more

1. Crolom

2. Opticrom

3. Alomide

4. Alamast* bid

5. Alocril* bid


Systemic involvement

Oral allergy medications

Benadryl

Heavily sedating – crosses the BBB

Claritin (loratadine) qd

Allegra (fexofenadine) qd

Zyrtec (cetizine HCL)

Clarinex



Prescribe Claritin-D or Allegra-D if allergic sinusitis is present

Oral Inhalers – better serve most patients especially those with dry eye

· Steroid inhalers

· Flonase, Beconase etc.

· Antihistamine inhalers

· Astelin

· Mast Cell stabilizing inhalers

· Crolom

Therapeutic Pearls

vii. Avoid eye rubbing

1. Mechanical mast cell degranulation

viii. Refrigerate drops

1. Soothing and patients aware of drop

ix. Contact lens use?

1. Depends on severity and contributory factors

2. Evaluate upper tarsal plate and lower fornix

3. Choose bid drop

a. 15-30 min prior
4. Consider daily disposables

