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1 [g] Episcleritis, Scleritis, and Iritis 
Joseph A. Pruitt, O.D., M.B.A., FAAO 

Staff Optometrist 

Minneapolis VA Health Care System 


2 [gj Episcleritis 
G>:1Inflammation of the episclera 


0:3The connective tissue sheath between the sclera and conjunctiva 

0:3 


G>:1Generally benign condition occurring in young adults 

0:3Marked tendency to reoccur 


3 [gJ Episcleritis 
G>:1Two different forms: 
G>'.1 

0:3Simple: accounts for NBD% of episcleritis 

0:3 

0:3Nodular: accounts for N20% 


4[gj Simple Episcleritis 
G>:1Acute onset of signs and symptoms 


0:3Sometimes within ½ hour 

0:3 

0:3 


G>:1More common in women than men 

0:3Women: 20-50 years old 

0:3Men: 30-60 


s[g] Simple Episcleritis 
G>:1 Patient complains of mild to moderate discomfort 

0:3 Hotness, pricking, etc 
0:3Tenderness may be present on direct palpitation to the irritated area 

G>'.1 

G>:1Note: pain should be localized to solely the eye. Pain radiating to the forehead think 
scleritis 

6 [g] Simple Episcleritis 
G>:1Lids may be_involved in severe cases 
G>'.1 

G>:1Photophobia may be present . 

0:3Should be mild, if severe think corneal disease 

0:3 


G>:1No discharge; but may experience epiphora 
G>'.1 

G>:1Vision should not be affected significantly 
0:3 ... if at all 
0:3 


G>:1History often reveals recurrence of similar problem 

G>'.1 

7Q Simple Episcleritis 
G>:1Appears as wedge or sector of deep injection and inflammation 


0:3Redness varies from firey7brick-red7mild red flush 

0:3 
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03Should not appear bluish as in scleritis 
03 
03Typically apex of wedge towards the limbus, base away 
03 
03LJsually in interpapebral area (temporal > nasal) 
03 
03Mild elevation of overlying conjunctiva possible 

a~ Simple Episcleritis 
c;,,,LJsually unilateral 


03Although can be bilateral 

03 


G>aMay involve entire anterior segment in rare cases 
G>a 
G>aAnterior chamber reaction absent 
G>a 
G>aPalpebral conjunctiva and cornea remain clear 
G>a 

9~ Simple Episcleritis 
G>aMust rule out any other causes of red eyes 


03RUle out common forms of conjunctivits 

03Rule out pingueculae and phlyctenulosis 

03Rule out scleritis 

03Rule out trauma 


G>aTypically by history 

03Mechanical injury 

03Chemical injury 

03Radiation exposure 


10~ Simple Episcleritis 
G>aTreatment 

G>a 


03Mild cases: optional 
c;,,,Self-limiting ("'1-2 weeks) 
c;,,,Cold pack q 3-5 hrs for "'5 days 
G>alf symptomatic and concerned about cosmesis 

G>aMild steroid (FML, Pred Mild, Alrex) QID 
G>aTopical NSAID (Acular, Nevanac, Voltaren) QID 
G>aOral NSAID PRN 

G>a 
11 ~ Simple Episcleritis 

c;,,,Treatment 

03 

03Monderate to severe cases: 


G>aPrednisilone 1% (PredForte) or Lotemax QID--)Q4H 
G>aOral NSAID* 

G>aibuprofen (1200-~600 mg/day) 
G>aNaproxen (220-660 mg/day) 
G>a 

*Always want to use the lowest effective dose 
12~ Simple Episcleritis 

3 2 
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~Follow-up 

03Weekly until resolved 

03Normal course (with or without) treatment 10-21 days 

03'Once resolved, see on annual basis 

03' 


~Education 
03Advise patient of possible recurrences for next 3 months "7 3 year period 

13 [QI Simple Episcleritis 
~.2:: 3 recurrences warrants systemic work-up 
~ 

~However keep in mind: 
03'Only 30% of patients have associated clinical findings 

~Of those, only 5% showed association with collagen disease 
~7% associated with Herpes Zoster 
~3% associated with gout or syphillis 
~The balance, various other conditions 

14 g Simple Episcleritis 
~Reported associated systemic diseases 


03Rheumatoid arthritis 

03Systemic lupus erythematosus (SLE) 

03Giant cell arteritis 

03Polyarteritis nodosa 

03Sarcoidosis 

03Herpes zoster 

03Tuberculosis 

03Syphilis 

03Gout 

03Thyrotoxicosis


1sg Simple Episcleritis 
16 g Nodular Episcleritis 

~Far less common 

03'Only N20% of all cases 

03' 


~Symptoms similar to simple form, but more severe: 

03Pain often present w/o palpitation 

03Tenderness greater than simple with palpitation 

03Photophobic responses may be moderate to severe 

03Vision still normal despite presentation 


17 g Nodular Episcleritis 
~Recurrent history not as frequent with nodular as simple 
~ 

~Recurrence of the two are NOT mutually exclusive 

03Simple episcleritis can recur as nodular and vice versa 

03' 


~Systemic associations continue to be rare 
1s g Nodular Episcleritis 

~Signs 
03Similar to simple, but more intense with development of a nodule 

~Nodule is an organized area of cellular infiltrate in the center of sectoral 
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inflamed wedge 
c;,alncreases in size rapidly initially, often reaching the size of pea 

c;,aUsually a single site, but can be multiple 
c;,alncreased edema and infiltration as compared to simple form 

c;,aEspecially in area of nodule 
19~ Nodular Episcleritis 

c;,aAnterior chamber may show mild reaction 

0.3Trace cells + flare 

0.3 


c;,aCornea still remain completely uninvolved 

c;,a 

c;,aAfter multiple occurrences in the same area, the superficial lamellae of the sclera can 

appear transparent 
0.3Not to be confused with scleral thinning or necrosis 

2or@j Nodular Episcleritis 
c;,aDifferentiation: 


0.3Nodular = increased objective & subjective intensity 

0.3Nodular = presence of a nodule 

0.3 


21~ Nodular Episcleritis 
c;,aTreatment 

0.3Same as moderate to severe episcleritis 
c;,aPrednisilone 1 % 

c;,alncrease to q2-4 h based on severity 
c;,aOral ibuprofen 

c;,a1200-1600 mg/day 
c;,aRarely in severe cases, oral steroids are needed for prolonged non-responsive 

cases, which is called...? 
c;,a 


c;,aPeriodosis fugax 

c;,a 


0.3Patient to be followed weekly until resolved 
22~ Nodular Episcleritis 

c;,aNormal course for nodule regression can extend months with or without treatment 
0.3LJsually no more than 2 to 3 months 
0.3 

c;,aWhat is a quick and easy test to differentiate between episcleritis and scleritis...? 
0.3Instill phenylephrine 2.5% and or 10% if necessary 

c;,aWhy does this work? 
0.32.5% drop does not penetrate into sclera, but 10% does 

23 ~ Nodular Episcleritis 
24 ~ Scleritis 

c;,aSevere destructive disease 
0.3Potentially leading to loss of an eye 


c;,aMost common in 4th to 6th decades of life 

c;,aWomen > men (8:5) 

c;,aBilateral in 52% of patients 


0.3Qf which, 50% are bilateral at onset 

c;,aRemaining will develop in other eye within 5 years 
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2s[g] Scleritis 
GidVery severe pain 


wAlmost intolerable 

wOften prevents sleep 

wOften is accompanied by general malaise 

wMildly relieved by analgesics 


GidGradual onset 

wGenerally building up over several days 


GidPain can radiate to the brow and jaw area 

25 [gJ Scleritis 

GidOften a history of recurrences 

GidVision is typically reduced 

GidSevere photophobia 

GidProfuse tearing 

GidAngry red eye 


wUsually diffuse with 360° involvement 
wDeep scleral vessels may produce a bluish to purplish color (which cannot be 

blanched with 2.5% phenyl) 
27 [g] Scleritis 

GidSclera may appear edematous as well as thinned 

GidOften associated with corneal involvment 


wPeripheral corneal thinning or guttering (keratolysis) 

GidAnterior uveitis almost always present as well 

Gid Inflammatory nodules may be present on anterior sclera 


2s fol Scleritis 
GidOften associated with other ocular findings 


wPosterior involvement 

wGlaucoma 

wCataracts 

wHyperopic refractive shift 

0:3 


GidHigh likelihood of systemic disease 

0:3>50% 


29 [gJ Scleritis 
GidAssociated systemic diseases: 


wRheumatoid disease 

GidMost common 


wHerpes Zoster Ophthalmicus 

wSyphilis 

wGout 

wTB 

wOthers 


GidSubacute Infectious Polyarthritis with Mucositis (formerly known as...?) 
(iid 

GidReiter's Syndrome 

GidGranulomatosis with polyangitis (formerly known as...?) 
(iid 
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~Wegener's Granulomatosis 
30 [fil 	Scleritis 

~can be divided into different types 

0.3Which may not indicate etiology 

0.3Although may help with treatment and prognosis 

0.3 


~Different types of scleritis: 
0.3Anterior 


~Diffuse 

~Nodular 

~Necrotizing (with or without inflammation) 


0.3Posterior 
31 ~ Scleritis 

~Diffuse Anterior Scleritis 

0.3Most common 

0.l'Least severe scleritis 

0.l'Inflammation is widespread 

0.3Normal radial pattern of vessels is lost 


~Due to anastamosis, beading and tortuosity of vessels 
32 [E5] Diffuse Anterior Scleritis 
33 ~ Scleritis 

~Nodular Anterior Scleritis 

0.3Appears similar to nodular episcleritis on cursory exam 

0.3Nodules consist of scleral tissue 


~Immovable 

0.3Nodules are tender to the touch 

0.l'Sclera may appear transparent below the nodule 


~But is not necrotic 
34~ Nodular Anterior Scleritis 
35 ~ Scleritis 

~Necrotizing Anterior Scleritis with Inflammation 

0.3Associated with severe inflammation and extreme discomfort 


~Often wakes up patient during night 

0.l'Extreme danger of losing eye 


~Thus, early detection is crucial 
0.l'Sclera itself will appear swollen with overlying areas of inflammation 
0.3 

36 ~	Scleritis 
~Necrotizing Anterior Scleritis with Inflammation ( continued) 
~ 

0.3Following the acute inflammation, the sclera becomes transparent 
~Underlying choroidal pigment becomes visable 
~ 

0.3If inflammation continues the entire anterior segment can become involved 
0.3, 

37~ Necrotizing Anterior Scleritis with Inflammation 
38~ Scleritis 

~Necrotizing Anterior Scleritis without Inflammation 

0.3Also called...? 
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c;,aScleromalacia perforans 

c;,a 


ue-Characterized by an almost total lack of symptoms 


ue-Occurs almost exclusively in individuals with longstanding polyarticular rheumatism 
0.3 

c;,aMajority of which are women 
39 [gJ Scleritis 

c;,aNecrotizing Anterior Scleritis without Inflammation ( continued) 
c;,a 

ue-The anterior sclera loses its covering of episclera 
c;,aAn area of yellow-white tissue develops as a result 
c;,aEventually separates or absorbs leaving behind just conjunctiva or nothing at all 

40 [gJ Necrotizing Anterior Scleritis without Inflammation 
41Q Scleritis 

c;,aPosterior Scleritis 
c;,a 

ue-Thought to be more common than recognized due to not being able to view 
posterior sclera 

0.3 

ue-Usually only discovered if anterior scleritis is involved or if other signs in orbit lead 
towards it being present. 

0.3 

42 [gJ Scleritis 
c;,aPosterior Scleritis 
c;,a 

ue-If inflammation remains posterior 

c;,aexudative retinal detachment is possible 

c;,aRetinal swelling 

c;,aSwelling of the disc 

c;,a 


ue-If inflammation extends outward EOMs become involved leading to: 
c;,aProptosis 
c;,alower lid retraction 
c;,aOphthalmoplegia 

43 fol Posterior Scleritis 
44 [gJ Scleritis 

c;,aDue to severity, condition requires prompt diagnosis and urgent care 
c;,aComplete physical examination by internist and lab work is crucial 
c;,aReferral to a specialist is advisable: 

ue-Uveitic specialist if anterior 

ue-Retinal specialist if posterior 


c;,aTopical therapies (i.e. steroids) are of questionable value 

ue-May increase patient comfort 

ue-BUT. ..? 


c;,aBeware of long-term use 
45 [gJ Scleritis 

c;,aNarcotics may provide temporary relief of symptoms 
c;,a 

8 7 
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~Intensive inflammatory control is mainstay of treatment 
~ 

~Mild to moderate presentations 
· 03600 mg oral ibuprofen qid x 1-2 weeks 

0325 mg oral indomethacin tid x 1-2 weeks 
46 fE5] Scleritis 

~severe or posterior uveitis 
0360 to 100 mg oral prednisone for 3-5 days, then taper 
03Qr more intensive immunosuppressive agents (e.g. methotrexate) 
03 

~Complications from oral treatment 
03Indomethacin 


~GI upset 

~Can be treated with H2 blocker 


47 ~ Scleritis 
~Complications from oral treatment ( continued) 
~ 

03Prednisone 

~Hyperglycemia 

~ 

03Immunosupressive agents 

~Leukopenia 

~Bladder toxicity 

~Opportunistic infection 


48 ~ Scleritis 
~Treatment with subconjunctival or subtenons is contraindicated 


03Could lead to perforation 


~Surgical treatment for defects in sclera is rarely needed 

03LJnderlying disease is not treated 


49 ~ Scleritis 
~Follow-up 

03LJnderlying medical condition should be managed by appropriate specialist 
03 
03Essentially must be followed closely, but base f /u schedule on severity of 

presentation and opinion of specialist 
03 

50 [gj Scleritis 
~"Brawny" scleritis 


03Disambiguation ...sort of 

03 


~In literature it has been described as: 
~Gelatinous-appearing swelling surrounding the cornea with a tendency to 

involve the periphery of the cornea (a.k.a. gela~inous scleritis) 
~ 

~Necrotizing Anterior Scleritis with Inflammation 
~ 

51 [g] Uveitis 

9 8 
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~Inflammation of one or more of the 3 parts of the uveal tract: 

03Anterior...? 

~ Iritis, iridocyclitis 


03Intermediate...? 

~Pars planitis 


03Posterior...? 

~Choroditis 


03All 3...? 

~Panuveitis 


03 

52 g Anterior Uveitis 

~Typically involves photophobia, pain and excessive tearing 
~ 

~Visual acuity may be mildly reduced 

03Most often 20/40 or better 

03 


~Deep peri-limbal injection of the conjunctiva + episclera 

03Normal palpebral conjunctiva 

03 


53 [g Anterior Uveitis 
~Cornea may have mild edema or grayish-brown endothelial deposits (i.e. keratic 

precipitates) 
~ 

03Granulomatous 
~Large; yellow-white; some call "greasy" 

03Non-granulomatous 
~smaller; white; fine 

54 [g] Anterior Uveitis 
~Hallmark sign...? 

03Cells and Flare 
~Cells= 

~wscs floating in the aqueous 
~An accumulation of WBCs in the anterior chamber is...? 

~Hypopyon 
~Flare= 

~Liberated protein from the inflamed iris or ciliary body, which causes a 
"smokey" appearance 

55 [gj Anterior Uveitis 
~Posterior synechia may be present 


03Less frequently, anterior synechia 


~IOP initially reduced due to hypotony of ciliary body 
03But eventually may rise due to accumulation of inflammatory by-products in 

trabecular meshwork 

56 [g] Anterior Uveitis 
~May be chronic or acute 


03Chronic is very often due to underlying systemic disorder 

03 
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03Acute is most often the result of trauma 
~Can also just be idiopathic or may be the 1st sign of underlying systemic disease 

~Thus, your call if you adhere to "1 non-granulomatous" rule 
57 [El) Anterior Uveitis 

~Treatment is aimed at stopping inflammatory response 
03Pred Forte 1 %/Lotemax 0.5% qid to q1h based on severity of presentation 
03 
03Cycloplege if great discomfort or posterior synechia 

~Homoatropine 5% 
~ 

03Qccasionally injectable and oral steroids are needed 

~oral prednisone 60 to 80 mg 

~Kenalog 40 


58 ~ Anterior Uveitis 
~When should lab tests be done...? 
~ 

03Recurrent or chronic 

038ilateral 

03Recalcitrant 

03Granulomatous 

03If history suggest 


591Ql Anterior Uveitis 
~What do you want to order and why? 


03CBC 

~Assesses general health 


03ESR/CRP 

~Non-specific for inflammatory conditions 


03ANA/RF 

~For rheumatologic disorders, RA, SLE etc. 


03RPR/FTA-ABS 

~Syphillis 


03ACE/Serum calcium 

~sarcoid; (x-ray) 


03ELISA 

~Lyme disease, toxo 


03HLA Typing 

~B-27: Ankylosing Spondylitis; (x-ray) 

~B-5: Behcet's 

~A-20: Birdshot Choriopathy 


03PPD 
~TB; (x-ray) 

03MRI 
~MS 

60 [QI Anterior Uveitis 
~causes 


03Idiopathic ( 40%) 

03HLA-B27 Arthropathies (21 % ) 

03JRA (11%) 

03Herpetic (10%) 


11
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03Sarcoid (6%) 

03FHI aka FUS (5%) 

03SLE (3%) 

03IOL related (1 % ) 

03Miscellaneous 


61 [g] Anterior Uveitis 
~Most often, if properly treated, resolves without consequence/complications 

03Howeve~ possible complications include: 

~Band keratopathy 

~Bullous keratopathy 

~cataracts 

~CME, ERM, or macular hole 

~Glaucoma (rare) 

~Death (very rare ...but possible) 
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Simple Episcleritis 
Co.5-----

01 Acute onset of signs and symptoms 
C."5 Sometimes wilhin 1/2 hour 

01 More common in women than men 
C.'13 Women: 20-50 years old 
c.'IJ Men:30-60 

Simple Episcleritis 
03 --------- -- ·

at Appears as Wco.ltcor sector of deep injcclion and 
innamm,1tion 
l'll R(•J1ws~ \'.irle~ from flr1•y"7brick-wd"7rni1J to?d nush 

~J Should not appe.ub]ulsh as In sdcrllls 

l,J Typically apex of wedge towards the limb us, ba~ aw,,y 

l,J Usually In Jn1,.,rp,1pcbr,1l arc,1 (temporal;,, nasal) 

UJ Mild t>[evutlon of owrlyini;conjuucll\'.i 11cn..~ll,l1.• 

Episcleritis 
03· 

m Jnn,m1m,1lion of the episdera 
C."1 The connccliw Lissue slwalh bclwl:1.!n the sdera and 

conjunclivn 

m Gc1wrully blmign condition m:curring in young 
udulls 
~ Marked t,mdo.mcy to re0<.:cur 

Simple Episcleritis 
0~3'----~ 

nl Patient complains of mild to moderate discomfort 

C,,! Hotness, pricking. etc 
03 Tenderness may be present on direct palpitation to 

the irritated area 

rn Nolr:: pni11 sho11M be /omli:ed lo S{)/e/y the tyr:, Pain 
rmlinting lo tlieford1emf fl1i11k sdc:riUs 

Simple Episcleritis 
('.>3-

rn Usually unifotcral 

c.~ Althoui;h can be bil,1ter;i\ 


n1 lvlt1y involvl? mdirl? nnlt•rior Sl'Bmenl in r.trc rnst's 

rn Anterior chamber r<'clClion absent 

()1 PalpebTill conjunctiva ,md corne,1 remain clcclT 

Episcleritis 
03 

Ol Two different forms: 

c.1;1 Simple: nccounl'> for -80% of eplsclt!ritis 

C:>J Nodular; nccounL<; for -20% 

Simple Episcleritis 
-- C?>J_,1~----

01 Lids may be involved in severe cases 

01 Photophobia m,1y be present 
OJ Should be mild, if s!!vcrethink com!!al disease 

01 NoJischarge; but may cxpt!rienrnepiphor.i 

e>l 	Vision should not be affected significantly 
w ...1(111,dl 

~ Hislory often rcvcals recurrence of simil.ir problem 

Simple Episcleritis 
03'-- 

nl Must rule out nny other c<1uscs of red eyes 

"'1 Ruic out common forms of conjuncliviL<; 

OJ Rule out pinguL>cuhw und phlyclcnulosis 

c.~ Ru\coutsclerills 

C.il 	Ruleoullraunrn 


C"ll Typtcallybyhisl"ry 


c.~ Mt>chanical injury 

"'1 Chemical injury 

OJ Ra.\ialion exposure 
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Simple Episcleritis 
(?.3 

OlTrl',1tmen1 

wMildc.1ses:C1plio1rnl 
<>I ScJf.Jimttlng(-1-2 wL>tJ\;s) 

~ Coldpockq3-5hrsfor-5d,,y5 
oi UsymJ•!om~liruml l'C>llLr.rncd.ihout CO!>ntL'51s 

n1 Mll<I 1wiolJ (tML, l'n-d Mild, Alme) QID 
01 Topk~l NSAlll (Aulu. Nol"ANI~, Voll,mn) QJI) 

ni o,~JN5All>i'fl.N 

Simple Episcleritis 
-C.'t_J'Z',,----- 

c.-1,:::3 recurrences w,irrnnlssyslt?mic work-up 

Ol However keep in mind: 
~ 	Only 30% of palienls have associated dmical findings 

t>I OflhOS(',OJ\ly 5~ sholl'ed a~so,:;ia\lon wilhcolla&cn 
Jisear.e 


m 7~11S!>Oeidh!J wL1hH11rpe.5Zoster 

t>I 3$ cmoclaled wlthgoul or syrhlllb 


t>I 1l1e b.:ildnCI!, \'dTiou.~other condlLlon~ 


Nodular Episcleritis 
(?.3 --·-·· . 

~F11rlessrnmmon 

~ Only-20~ of 1111 cases 

~Symploms similar lo simple form, but more severe: 

l1J P,,in often rrCS<?nl w/o pnlpilnlion 
w Tenderness gn>nler Umn simple wilh palpitation 
l.'IJ Pholophobicrcspotl5-CS may be modernle losevcrl! 
OJ Vision slill nonmil dt>splte pn!Senhition 

Simple Episcleritis 
(?.3 

01 Trc,lluwnl 

wMundcr.ilcloSl.!Vl!rcc.iscs: 
Pl 1'1t'dnisllurml'\, {1'1c,ffo1ll•)or l-'1ll!tlmxQID~QIH 
c>1 OralNSAID' 

rol lliuru1fon(llOO.Jl,()(lo,1:/do)') 
r.i N~p10,en(l21H,l,lhn,:/tl•y) 

Simple Episcleritis 
c,3,,____ 

c~ Reparled nssodaled systemk disi..>ases 
c..":!'. Rl1eumaloldarlluilis 
OJ Sptemlclupuserythematosus(SLE) 
OSGii111lcclla1Lerilb 
c..-.s Polyanerlllsnodosa 
OJSarcoldosls 
UI Herpt.'SZOS\l'I 
wTubc,atln!lb 
us Syphilis 

t.'CGnut 


l.:iS Thpotoikosis 


Nodular Episcleritis 
C.."3. --

ol Recurrnnt hislory 110L 11s frcqurml wilh nodul11r ns 
simple 

('J1 Rccurrcnc(.I of 11\(.1 two 11rc NOT mulm1lly cxdusivt• 
OJ Simphicpbdcrilis c,m 1ccur ns nodularuml vice vcr:,a 

cJISyslcmic nssociillio11sconli11uc to be r.1re 

Simple Episcleritis 
03 

01 Follow-up 


<.>S Weeki)' unlil rcsolv~rl 

<.tJ Normil]coursc (with or without) lwntmiml 1CJ..211d,1ys 

U! OnL"t.' w~lved, see on annu.11 basis • 

n1 Edurnlion 


(;IJ Advise patient of possibh.' rl?l:urrcnn'S ror ni.?xt 3 

months 7 3 Yl'<H J"l'fiml 

Simple Episcleritis 

Nodular Episcleritis 
(?.3 -----····-··---····-··· 

('l15igns 

t,$ Similorlosimph.>, bul morl! inlcnsc wilh dovclopmcnl 
orn nodule 
r.Q 	 Noduleb 1111 or&,111iwd ,111,•a of (cll11l11rlnHllrnlt.' in 1111: 

c;enlcmfst-<lor-.illnD,,mt.'1lw1?J&t.' 
C>'I lrKre"'L~in ~lie r•phlly lnlU~lly. olt<-n 1eRthlnr, lbt ,11.~ of~-· ~ UsuJ1lyasi11gl1?;il~,hu1 rnnbemulliplt.' 

r.Q h1c1c,,~,_.dedcmaaml lnflllratlon nscot11parcrllo~in1ple 
form 
r.Q Br«lnllyl11,11~~ofn0<lul,• 
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Nodular Episcleritis 
03 

G1 Anterior ..:h,nnb(•r m<1y show mild rc.iclion 
C.•jTracccclls+Jlarc 

01 Cornt•.i still rcm,1in cmnplctcly uninvolved 

GI A[tt!r multiple! oi.:cummces in lhes,1me ilrl!,l, the 
.superfidal lamcllac of the sdl?rtl mn appc,ir 
lr,msp,ucnt 
w Nol to be 1·onfusc,J with sclernl lhinnint.1 or necrosis 

Nodular Episcleritis 
C"G 

G1 Normal course for nodule regression can extend 
months with or without tre,Hment 
(.,j Usually no more than 2 lo 3 monU\5 

rn Whal is a quick and e,isy test lo difforenti.lle belwcen 
cpisclcrilis and sclerilis ... ? 
~ InsLill phenylephrine 2.5% and or 10% if necessary 

o'I Why dues this work? 
(.>J 2.5% drop does nol penetrate inlosdern, but 10% does 

Scleritis 
C:?3-· 

01 Very severe pain 
(.>J Almost intolerable 

(.,j Oftan prevents sleep 

c.'13 Often is accompanied by general nMlaise 


c.•J Mildly relieved by analgesics 


O'I. Gradual onset 
c.,1 Generally buillling up over sever.ii days 

rn Pain can r,1di,1te lo lite brow 11nd jaw ,1n•a 

Nodular Episcleritis 
03 

01 Diffownti,1tion; 
C.,j Noduli'lt = inO.:rl?ilSCd objL>cllve & subjcclivc intensity 
UJ Nodul.ir= presence ofa nodule 

Scleritis 

01 Ofllm a history of recurrences 

Ol Vision is typirally reduced 

rn S1iwre photophobia 

01 Profusl~ le.iring 

m Angry red eye 
C.":1: Usually diffuse wiUt 36()0 involvement 

'-'i Deep sderal vessels may produce a Muish lo purplish 
color (which cmmot be bland1r.d with 2.5% plwnyl) 

Nodular Episcleritis 
C':13 

c-.ciTreatmenl 
c.-.i S.imcas modcr,,hito~cvcrccpbdcrltls 

t-1 l'n•dnbl!oncl~ 
r,i lnr1e••eto,1?-lhha1e,lonsen1lty 

M Or,illbuprufon 
c.1120().lb<lllmi;/d,,) 

~l RJw\y In ~l'l'<'rnC,1!><':!,, ur,11 sll'ruld~ .uc n~..._·,fod for 
proluni:,.J. non-responslnicar....'!., IVhkh I~ call,'<!. •• ? 

c.,:i Pathml to b,.• followl!J wi!ekly until Mmlwd 

Scleritis 
C."3----

01 Severe destructive diseuse 
c.s:i Polenlinlly leading to loss of nn eye 

(';11 Most common in -lth to 61h dec,1desof life 

01 Women > men (8:5) 

Ol Bilateral in 52% of patients 
c.,J Of whirh, 5{)% arc bil.ilern[ al onset 

ot Rem,1lnln~ wlll dll\•elop In other aye within 5 yr,irs 

Scleritis 
(':13··· ·-- 

(';115dera may 11ppt•ar edematous as well 11s thimwd 
010flcn nssod,1ted wilh cornc,11 involvmcnl 

c.s:i Periphcrn\comcal thinning or guttcrinu (keralolysis) 
01 Anterior uveilis ,1lmost 11hvuys present as well 

01 	 Inn,1111matory nodules may lm present on anll~rior 
sdern 
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Scleritis 

~	Often ,1ssoci11lcd with ollwroculilf findincs 

w Poslcrior involvemcnl 

wGl,1ucom.1 


t.iiC,1t.1rncls 


w Hypcropicrdrnclivcshift 


~l J-liCh lik!.!]il\ol)d of S}'Sh?lllkdisPt1SC' 

w >50% 

Scleritis 
(_"3;----

"'1 Diffuse Anterior Sdcrilis 
~ Moslcommon 
UJ Ll?aslscvcrcsch!rilis 
w InflammatiC;'ll is widespread 
~ Normal radinl pilllern of vessels is losl 

!>l DuC!lonna5tamool5,~adlogand lonuosllyof\·csrels 

Nodular Anterior Scleritis 
03--··-··-·--·-··· 

Scleritis 
ol ::::~~1~tJ;~11;1;:s:isca~~. 

r.i MosL,·ommon 

~ HcrJl'C'li 2<-stw Ophlh,1lmku5 

(.:d Syphlll~ 
wGout 

(.:dfl\ 

,t1 Oilwrs 


r.,i 	Sul"1c'\ll1.'lnfo.:tloU!, l'oly.irtlirlll~wllh Muc<>'<ilis(fomwrly 
1:nOIVllilS.,.7) 

<-I Rol1.r,·,syn1homt 

U Granulumal~b.1vlth p11lyn11gUl,(forn1~1ly ki,m,•n a, .••?) 

Diffuse Anterior Scleritis 

Scleritis 
03---·-··-

n1 N1icmli1.inB Anterior Sclerilis with ln0,,mnMlion 
W Assoch1ted wiUt severe inOanmrn\io11m1d extreme 

(llscom(ort 
Pl Ollcnwn\:.esupp,tlienldurlnr,nl1;ht 

t>J E:dreme t.limi~cr of losi111; eye 
Pl Tims,l'arlydl'll'<lionl$OW:Ja\ 

uJ &:[era il~l?!fwill appear swollen wiU1 overlying mcus 
of inflamnmlion 

Scleritis 
~	Ct1n be divided into clifft>~Jlypcs 

c.l! \Vhkh may nol indicalc cliology 
l>:l AlU1oughmayhclp wiU1 trc,1tmcnl,mrl prognosis 

Ql Diffownl lypi!s of i.clcrilis: 
wAnlerior 

mDiffuM! 
r>l Nodular 

m Nccrolli.lnr, (wilh or wl1ho11L l110,1mnhl\lon) 

us Poslcrior 

Scleritis 
.. (_"3----

~ NOllul.u Anlerior Sderilis 
c.'1;$ Appears similar lo 11odular cpisderitis on cursory 

exam 
~ Nodules consisl of scleral tissue 

n1. lnuno\·ablc 

C.'1;$ Norluh.-sare lender lo lhc touch 
WSciera may app1?ar transparent below lhc nodule 

O'I Bul[$OO\m.'CIOlic 

Scleritis 

01 Nci:rolizi11g Anlcrior Sclerilis with lnnalnmalim1 

(cunlinucd) 


l'I;$ 	Following the nculc mfl,1mnmlion, thcsd1na l'l!i.:onll's 
lr,msp,ucnl 
Pl Um.lerlyln&d1oroiJal pii:nwnl h,.-coml'!> \"):,able 

Ol If innammnlion conlinul!S U\i.' 1.mliw a11\crior scgmcml 
('illlbc.'(omcinvolvcll 
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Necrotizing Anterior 

Scleritis with Inflammation 


03 

Necrotizing Anterior 
Scleritis without 
hulanunation--· 

Posterior Scleritis 

Scleritis 
C..'>3 

ot Ni>crotizing AnlNior Sdcrilis without lnflc1mm,11ion 
C>J Also rnllcd ...1 

~Sdc>ronrnl,1cJa1X"rforans 

C."1 Ch,1rn.:terizcd by an almost lolnl l.ick of symploms 

C!>J 	 Occurs almosl exclusively in individuals with 
longstanding polyarlirul.ir rhcumalism 

C":Q M,1/orltyofwhlcharcwomen 

Scleritis 
03,,.._____ 

Ol Posterior Sderilis 

C!>J Thought lo be more common than t'C(Ognized due to 
not bl.linr; ilbll' lo view posterior sdern 

c.~ 	Usually only discovered if anterior sderilis is involved 
or if other signs in orbil lead lowards il being present 

Scleritis 
ol Dmi lo scwrity, romlilio~~UirC'SJ'i-Oil,pt ·c11~P,l\()Sis 

nmlurvmtrarc 

~ Complete physkt1I cxnminntion by inlernist nm\ lnb 
workiscrudal 

Q1 Rcforr.11 lo u spedalisl is aclvisablti: 
us Uvciticspcdnlist ifunlcrior 
DJ Retinal specialist if posterior 

Q1Topk,li tlwT<lpics (i.e. steroids) nrc of questionable vc1luc 
us l\.foy increase p,1licnl comfort 
OJ BUT...? 

Scleritis 
03 

Ol Necrolizing Anterior SclcriLis without lnflamnrnlion 
(continued) 

C!>J 11,c anterior sdern loses its covering of cpisdcra 
c:q Anar,:,aof ycllow-whllctlssuc<lc1•dopsas,1 result 

f.l'I 	 E\·ent11ally~"l1.iMtcsor.ibsorhs IMl'ing bi~hlnd Just 
<:onju11cth·,1or nothln!~•ll nil 

Scleritis 
(.1r'~----- 

e>.1PoslcriorSderilis 

t>J 	 If inOan1m,1lion r~nalns posl<!rlor 

f"•l exud,lti\'erctinal detachment Ls p,;,s~iblc 

r...i Rclin,1l~wclling 

m Swellinr,ofthcdl~r 


l'IJ 	 If lnllamm,1\!on l'Xll'lnl.~outward EOMs Ix-come hwolwJ 
leading to: 
m ['roptosl~ 
C-1 Lower lid rctr.idion 

M OphLh,1lmopl~r,la 


Scleritis 
03----

Q1 N,ucotics may providti tempornry n•licf of 
symptoms 

Q1 Intensive inn,1mn1c1lory conlrol is mninstny of 
lre,1lmcnt 

r~ Milu to mmlr.rnlc presen\alinns 
c.•J 600 mg oral ibuprnfcnqid x 1-2 weeks 
W 25 mg oral indonwtlrndn lid xl-2 weeks 
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Scleritis 
0'3· 

<°'11 Sewre or poslerinr uwilis 
(.\l (iO to 100 mg owl prcdnisonl' for 3-5 days, tht>n lapt!r 
<.,J Or more in1e1tsiw immunosupprcssiw ai:cnls (c.,:. 

mclholrcJmlc) 

·oicomplicalions from oral tn.>,1Jmenl 


t.,J JnJomcllmdn 

c,zGlup.,cl 

c>l C1111lx•trcalcdwilhH:?bhx:l-cr 


Scleritis 
...(.-,7,w,----

~Follow-up 
<M 	Underlying medical condition should be managed 1:>y 

appropriatespecinlisl 

~ 	Essentially must lie followed closely, bul base f/u 
schedule on severity of pr~ntalion and opinion of 
spc,..;alisl 

Anterior Uveitis 
03-· 

Oi Typically involves photophobin, p,1in and excessive 
le.iring 

m Visual ncuily urny he milclly ,educed 
UJ Most oflen 20/,IO or belier 

O'i Deep pcri-limbnl injcclinn of lhc conjuncliVd + 

cpi!.clcrn 

UJ Nonm1l p.ilpcbrnl cunjuncli\'a 

Scleritis 
03 ····--··-· 

<l3 Cumplicc1lions from om] lre,1tmcnl (continued) 

~Prcdnisonl! 

c>l Hypc1ilyum1h1 


c....s 	 lrnmunosuptL'!>sivuugcnls 

r:q Leul;opcnl11 


01 lll.iJJerlo~ld1y 


c>l Opportunlstlclnfo.:tlon 


Scleritis 
·C:e-----

Oi "Bmwny" sderili.s 

C>.I Disambigunlion..•sorl of 

C'>1lnlihm1tu1eilh;1sbeend~ribt!i.lns: 
C1I G<!L:ilinou,-.~rrcoiln& ,.w,Ulnr, 1u11oundinc I.he cornea 

w!th.,kndtncytoim·okellu.•pcriphtl)'ofli1cc0rnca 
,~.u.r,,J3Un0u1KforHb) 

C1I N<..:101Wnr, AnLuior SdrriU1 with lnOnn,malion 

Anterior Uveitis 

m Cornc,1 may lrnve mild eclemo nr grnyish-brown 
cndolht>linl deposits (i.c. J.crntic prcdpilnlcs) 

c.~ Grnnulonmlous 

~ Uur,e;yc\low-wllllc;somccall"r,rc,uyM 


~ Non•grnnulomatous 

C"1Snmll<•1;whllc;finc 


Scleritis 

Ol Tu•t1tment with subconjum:lival or Sl•hlcnnnsis 
rnnlrnimlic<lled 

~J Could h!ad lo perforation 

01Sur&ic,1l lrcalmcnl for defects in sdcr.i is rnmly 

11ccdcd 


W Underlying disc,1sc is nol lwnled 

Uveitis 
..."..c:,..,:;-----~

('>l Inflnmmdlion ofonc or more of lhC?3 parts of 1111? uwal 
lr.1cl: 

<.O:fAnlcrior.••? 
Pilrltis,lr!cloc..Tditis 


w lnlcrmcdiale.•.? 

<.>l Purspl.inltis 


UJ Pos!crior... 7 

('>'I a,o,odltls 


wAIIJ••• 7 

01P,muvcitis 


Anterior Uveitis 
03··---......--..... ··-

01 H11ll111o1 rk sign ... ? 

~ Cells und Flare 


CA WIIU00,,lini;ln1h~,1~11,011s 
M .\no>,;cumu!ollonnl\\'l~inlhe~Nrrlor<harn!..,1 b ... 7 

c..i IIJTVI~"" 
ot Flatt•• 

CA Llbc,atcd 1110lein (111m lh~ lnn~mnl irU 01 cm~rr hoJy, 
which nu1e. a ¥smohf' "rf"-·.u~n"' 
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Anterior Uveitis 
03 

01 Posl('rior sym•chi,1 may be prC's<'nl 

c.•J Ll'Ss frequently, anli.>rior syncdtia 


01 IOP inili<1lly reduced due tu hypolony of dli<1ry body 
c.>J Bulcvcntm11ly may rise due toaccumulntionof 

inn11mnrnlory by-produds in lrnbccular mcshwork 

Anterior Uveitis 
. ~ -CY._,".-----

~When Should l,1b tests be done...? 

0$ RJJCurrenl or chronic 

C>J Bilatcrnl 

C>J Rcrnldlranl 

C.'>! Granulomalous 


c.i.J lfhislorysuggcsl 

Anterior Uveitis 

at Mosl often, if properly treated, n•solves wilhoul 
consl'CJUenn?/complicnlions 
c.,~ However, possible complicalions inclu1lc: 

C">I 11,m<l kcr,1lop.ithy 


01: Hnllousl..cr,1top.ithy 


CllCatar.icts 

ell CME, ERM, or nm~-u.lar hole 

c>tGl.iucoma(r.nc) 


C>t ~ath(\'!'ryrar!' ...bulpossible) 


Anterior Uveitis 
03 

01 M<1y be chronk or ncu le 
C.">J: Chronic is wry often due lo underlying systemic 

disorder 

W A,:utcis most often llmrt-sultoftrnunm 
01 Cm ,1lso just lw idiop,1thicor nmy he the I" si&n of 

underlying systemic disL·~sc 
r-t Thu,,yourrnllif>ou,1dh~1~lo"lnon·1:••llllllnm,,t1>u," 

,ulc 

Anterior Uveitis 
<"-I Wh~tdo you want to order and why? 

('I ~~fS:<M....,-i,n~iOllwahh--·---{j«'3-----

ei F.$R/CRP 

A N=•f"'clf1cfor1nn.unm.:110,ycond1l!on., 


ei ANA/RF 

A ~o, rhoum,uolog1cd1smde,s, R.-\, !>l.Eelc. 


ei RPR/ITA-ABS 

('1 SyphUh, 


C'I ACE/S..rumuklum 

('1 S,m1>1d;(x-rny) 


t'I EU5A 

r.1 L)'m~tl!,oa,0,10,0 


t'f 	Hl.ATyplnJ; 

r.1 U-l7:,\.,ky!M!nSSJ'<md}'IIU<;(x-r~J') 

('1 IJ..5:U.,h,~1·, 

A A-l0;!\nd1ho1CJ.<H!or,1thy 


~ l'l'D 
<4 TU,(x·•~y) 


~ MRI 

<41'>15 


Anterior Uveitis 

C"-3 


rn Tm1lmcnl is aimed al slopping inOanu11i1tory 
rnsponsc 
<.,,J Pred Forte 1 %/Lolcmaxtl,5% qid to qlh based on 

severity of presentation 

~	Cycloplcgc if great discomfort or posterior synechia 
Dl: Homoalroplnc5% 

W Oc~1,sionally inject,1ble ,mJ or,1\ steroids arc nccJcd 
c>? Oralprcdniwnc6Uto80m1~ 
ca Kl·n~log-10 

Anterior Uveitis 
01Cnuscs.__ . - C.'£>-<------

0$ ldiopathic(-I0~Q) 


w HLA-B27 Arthropalhies (21%) 

C'<!JRA(ll?Q) 


Ced Hcrpclic(10%) 

Oj Sarcoid (6~~) 


Oj FHlak..1 FUS(5%) 

01 SLE(3%) 


01 JOLrclatcJ(1%) 


C>J Miscellaneous 
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Work: (951) 654-0803 x 2280 
jpruitt@rsbcihi.org 

Cell: 	 (909) 721-7751 
pruitt.joseph@gmail.com 

Joseph A. Pruitt, O.D., M.B.A., FAAO 


Objective: 

Education: 
Nova Southeastern University, Fort Lauderdale-Davie, Florida 	 2008-2011 
Master of Business Administration, 2011 

West Los Angeles Veteran Affairs Healthcare Center, Los Angeles, California 2007-2008 
Residency Certificate, Geriatric/Primary Care, 2008 

Illinois College of Optometry, Chicago, Illinois 	 2003~2007 
Doctor of Optometry, 2007 

California State Polytechnic University, Pomona, California 	 2000-2003 
Bachelor of Science, Biology, 2003 

University of Memphis, Memphis, Tennessee 1999-2000 
_Major in Biology 

Licenses: 
Tennessee #2753 	 Date of Issue: July 10, 2007 

• 	 Active 
• 	 Injectible Certification 
• 	 Therapeutic Certification 

California #l3429T 	 Date of Issue: Sept. 28, 2007 
• 	 Active 
• 	 Therapeutic and Pharmaceutical Agent+ Lacrimal Irrigation 

and Dilation + Glaucoma (TLG) Certified 

Georgia #OPT002454 	 Date of Issue: June 12, 2008 
• 	 Active 
• 	 Diagnostic and Therapeutic Pharmaceutical Agent Certified 

Minnesota #3130 	 Date of Issue: June 17, 2008 
• . Active 
• 	 Diagnostic Pharmaceutical Agent (DPA) Certified 
• 	 Therapeutic Pharmaceutical Agent (TPA) Certified 

Board Certification: 
American Board of Certification in Medical Optometry Date ofrecertification: Feb 2018 

• 	 Board certified 

Certifications: 
Drug Enforcement Agency (DEA) Certified 	 Date of Expiration: Mar 2020 

Cardiopulmonary Resuscitation (CPR) & 
Automated External Defibrillator (AED) Recommended Renewal: Mar 2017 

Bausch & Lomb Overnight Orthokeratology 	 Date ofissue/Completion: April 6, 2006 
• 	 Certification Number: 20060406002 
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Paragon Corneal Refractive Therapy (CRT) 	 Date ofissue/Completion: Dec. 28, 2007 
• 	 Certification Number: 161000 

Advance Competence ih Medical Optometry (ACMO) 	 Date Tak.en: June 13, 2008 
• 	 Administered by the National Board of Examiners 

in Optometry (NBEO) 
• 	 Examination only made available to candidates 

meeting specific clinical experience requirements/pre-requisites 
• 	 Passed examination · 

Employment: 
Riverside San Bernardino County Indian Health, Inc (RSBCIHI) Oct. 2014- present 

• 	 Director of Eye Care 
• 	 Staff Optometrist 

Riverside San Bernardino County Indian Health, Inc (RSBCIHI) . July 2014- Oct. 2014 
• 	 Staff Optometrist 

Minneapolis Veteran Affairs Health Care System 	 Nov 2008- June 2014 
• 	 Low Vision/Staff Optometrist 
• 	 Optometric Residency Coordinator 

o 	 Spearheaded and implemented program 
• 	 Student Externship Coordinator ./ 

o 	 Spearheaded and implemented program 

. Wal-Mart Vision Center (Red Wing & Rochester, MN) 	 Jul 2008- Nov 2008 
• 	 Associate Optometrist 

EyExam of California 	 · Oct 2007- June 2008 
• 	 On-call/Fill-in Optometrist 

Faculty Appointments: 
Western University of Health Science/ College of Optometry, Jan 2015 - present 
Pomona, California 

• Clinical Assistant Professor of Optometry 


_) 
• RSBCIHI Externship Site Program Director 


o 	 As part of being RSBCIHI Eye Care Director 

University of the Incarnate Word-Rosenberg School of Optometry, 

San Antonio, Texas May 2012- June 2014 


• 	 Clinical Assistant Professor 
• 	 Minneapolis VA HCS Externship Site Program Director 

Midwestern University-Arizona College of Optometry, Glendale, Arizona May 2012- June 2014 
• 	 Adjunct Clinical Assistant Professor 
• 	 Minneapolis VA HCS Externship Site Program Director 

Southern College of Optometry, Memphis., Tennessee 	 Dec 2010- June 2014 
• 	 Adjunct Faculty 
• 	 Minneapolis VA HCS Externship Site Program Director 

University of Missouri, St. Louis College of Optometry, St. Louis, Missouri Jul 2009- June 2014 
• 	 Adjunct Assistant Professor 
• 	 Minneapolis VA HCS Externship Site Program Director 

Experience: 
Riverside-San Bernardino Indian Health, Inc 	 Oct 2014 - present 

• 	 Director of Eye Care 
o 	 Oversee all organizational Eye Care activities 
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• Staff Optometrist 

Riverside-San Bernardino Indian Health, Inc 	 Jul 2014 - Oct 2014 
• 	 Staff Optometrist 

Minneapolis Veteran Affairs Medical Center 	 Nov 2008- June 2014 
• 	 Staff Optometrist 

o 	 Primary Eye Care 
o 	 LowVisipn 

• 	 Sole low vision eye care provider 
o 	 Polytrauma/Traumatic Brain Injury (TBI) Ocular Health & Vision 

Assessments 

• 	 VISN 23 Low Vision Continuum of Care Conference (May 2009) 
o 	 Faculty 
o 	 Planning committee 

• 	 Established Associated Health Education Affiliation Agreement with 

University of Missouri, St. Louis College of Optometry, Ferris State 

University Michigan College of Optometry, & Southern College of 

Optometry for the optometric externship program 


o 	 Externship program director 

• 	 Established Associated Health Education Affiliation Agreement with 

the Illinois College of Optometry for the optometry residency program 


o 	 Residency irl Primary Care/Brain Injury and Vision Rehabil.1-tation 
o 	 Residency program director 

• 	 Designed the program's curriculum 
• 	 Secured all necessary approvals and funding. 
• 	 After the initial site visit, program received full ACOE accreditation 

Wal-Mart Vision Center (Red Wing & Rochester, MN) 	 Jul 2008- Nov 2008 
• 	 Associate Optometrist 

Residency: 
West Los Angeles Veteran Affairs Healthcare Center Jul 2007- June 2008 

• 	 Geriatrics/ Primary Care 
o 	 Primary Care including Diabetic exams 
o 	 Low Vision evaluations/exams 
o 	 Nursing home/in-patient exams 
o 	 Medically justified specialty contact lenses' exams/fittings 
o 	 Lecture Internal Medicine's and Endocrinology's 

Residents & Interns on Diabetic Retinopathy 
• Given during Chief Resident rotation 

o 	 Precept Southern California College of Optometry's 
interns 

Optometric Extemships: 
Atlantic Eye Institute, Jacksonville Beach, FL Feb-May 2007 

• 	 OD/MD private practice with an emphasis on 

Contact Lenses and Primary Care 


• 	 Observed multiple surgical procedures: 
o 	 Cataract Extractio:q 
o 	 Blepharoplasty 
o 	 Strabismus recession and resection 

Memphis Veterans Affairs Medical Center (VAMC), Memphis, TN Nov 2006-Feb 2007 
• 	 Emphasis on Primary Care 
• 	 Assisted in direct care in a high patient volume 
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medical optometric eye clinic 
• 	 Assisted in optometric injections and fluorescence 

angiographies procedures 

Illinois Eye Institute (IEI), Chicago, IL 	 Aug-Nov 2006 · 
• 	 Emphasis on Pediatrics/Binocular Vision, 

Advance Care, and Low Vision 
• 	 Performed comprehensive eye exams on pediatric 

patients (infants-1 lyrs of age) 
• 	 Performed comprehensive eye exams on "at risk/2nd chance" 

children one day a weekat Maryville Academy 
• 	 Constructed, tailored and performed successful 

binocular vision/vision therapy treatments to 4 children 
. over a 10 week period 

• 	 Assisted in the treatment of advance glaucoma with 
attending University of Chicago ophthalmologist 

• 	 Performed problem specific examinations one day per week in IEI's 
Emergency/Urgent Care/Walk-in clinic 

• 	 Performed full Low Vision examinations including 
Low Vision device selection and training 

Body of Christ Optometry Clinic, Tegucigalpa, Honduras 	 May-Aug 2006 
• 	 Emphasis on Primary and Advance Care 
• 	 Performed full-scope optometric care in' a high 

patient volume medical clinic geared towards the underprivileged 
• 	 Also worked· closely with a local ophthalmologist 

o 	 Observed and assisted in Cataract Extraction 
and Incision and Curettage procedures 

o 	 Provided pre and post-surgical care 

Primary Care Clinical Education 
Illinois Eye Institute, Chicago, IL Aug 2005-May 2006 

Volunteer Optometric Assistant 
Body of Christ Optometry Clinic, Tegucigalpa, Honduras Jun-Aug 2004 

• 	 Assisted staff optometrist in direct patient care in the 
clinic and multiple remote satellite outreach locations 

Professional 

Affiliations/ Memberships: 


• 	 Accreditation Council on Optometric Education 
o Consultant, 2014-present 

• 	 American Academy of Optometry (AAO) 
o 	 Fellow; Class of 2009 

• 	 American Optometric Association (AOA) 
• 	 Armed Forces Optometric Society (AFOS) 
• 	 European Academy of Optometry and Optics (EAOO) 

o 	 Candidate for Fellowship 
• 	 Fellowship of Christian Optometrists (FCO) 
• 	 Minneapolis V AMC Medical Staff Association 

o Steering Committee, member 2010-2014 
• National Association of Veteran Affairs Optometrists (NAVAO) 

o Newsletter Committee, member 2010-2014 
• 	 National Optometri'c Association (NOA) 

o Minnesota's NOA State Representative 2010-2012 
o National Optometric Student Association (NOSA) 

• 	 NOSA National Vice-President: 2006-2007 
• 	 NOSA-ICO President: 2005-2006 
• 	 NOSA-ICO Vice-President: 2004-2005 
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• Volunteer Optometric Service to Humanity (VOS}:1) 
• Journal of Rehabilitation Research and Development 

o Peer Reviewer, 2013-2014 · 

Activities: 

Honors/Rewards: 

Publications: 

• 	 VOSH Medical Mission Trip, Bamenda, Cameroon (May 2010) 
• 	 Mayo Medical School/Brighter Tomorrow's Winter Warmth Festiva,1 (Jan 2009 & 

. Jan 2010) 
o Fun day of activities for children battling cancer and their families 

. o Volunteer 
• 	 Veteran Affairs Disaster Emergency Medical Personnel System (DEMPS) 

o 	 Volunteer (Aug 2009-present) 
• 	 FCO Optometry Mission Trip, Port Au Prince, Haiti (Feb 2007) 
• 	 SVOSH Medical Mission Trip, Addis Addaba, Ethiopia (Mar-Apr 2006) 
• 	 FCO Optometry Mission Trip, Tegucigalpa, Honduras (Apr 2003 & Nov 2004) 

• 	 Recognition of Excellence in Teaching as Clinical Assistant Professor, Western 
University Health Sciences/College of Optometry (2015-20'16 Academic Year) 

• 	 Nomination for Medical Staff Clinical Excellence Award (2012 & 2013) 
• 	 Recognition for Outstanding Dedication and Service a§Adjunct Assistant 

Professor, University of Missouri - St. Louis (2010-2011 Academic Year) 
• 	 J.ournal of,the American Optometric Association: Optometry's Eagle Award (Nov 

2010) 
• 	 Certificate of Appreciation (July 2009) 

o 	 Department of Veterans Affairs - VISN 23 
• 	 Awarded for participation in VISN 23 Blind and Low Vision 

Continuum of Care Conference 
• 	 Recognition for Clinical Excellence (May 2007) 
• 	 Derald Taylor Low Vision Award (May 2007) 
• 	 Clinical Dean's List (summer 2005; summer & fall 2006, winter & spring 2007) 
• 	 Academic Dean's List (fall 2004) 
• 	 Wildermuth Leadership Award/Scholarship (Aug 2006) 
• 	 Vistakon Acuvue Eye Health Advisor Citizenship Scholarship (Jan 2006) 
• 	 NOSA Service Award/Scholarship (Aug 2004) 

Pruitt JA. The Management ofHomonymous Hemianopsia Secondary to Hemispheric Ischemic 
Cerebral Vascular Accident. Accepted for publication by Review Optometry (July 201 OJ 

Rittenbach TL, Pruitt JA. A Roundup of Recently Approved Ophthalmic Drugs (and their Use in 
Practice.) Rev Opfom. 2014. 151(2):22-28. 

Pruitt JA. Management strategies for patients with AION. Rev Optom. 2011. 148(6):57-65.. 

Pruitt JA. Neuro-Optometric Rehabilitation Association Program Summary. Optimum VA: The 
Official Newsletter of the National Association of VA Optometrists Summer 2010. 

Pruitt JA, Ilsen P. On the frontline: What an optometrist needs to lmow about myasthenia gravis. 
Optometry 81(9): 454-460. 

Pruitt JA, Sokol T, Maino D. Fragile X Syndrome and the Fragile X-associated Tremor/Ataxia 
Syndrome. Eye Care Review: Ophthalmology, Optometry, Opticianry 4( 2): 17-23 

Posters/Presentations 

Pruitt JA. The Curious Case of the Functionally Legally Blind Patient with 20/25 (6/7.5) Visual 
Acuity. Accepted into American Optometric Association Annual Meeting: Optometry's Meeting (2012) 
Poster Session. 
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Pruitt JA, Prussing N. Successfully Treated Horizontal Diplopia Returns with Subsequent 
Traumatic Brain Injury. Accepted into American Optometric Association Annual Meeting: Optometry's 
Meeting (2012) Poster Session. 

Pruitt JA, Prussing N. The Curious Case of the Functionally Legally Blind Patient with 
20/25 (6/7.5) Visual Acuity. European Academy of Optometry and Optics Annual Meeting (2012) 
Poster Session. 

Pruitt JA, Prussing N. Successfully Treated Horizontal Diplopia Returns with Subsequent 
Traumatic Brain Injury. European Academy of Optometry and Optics Annual Meeting (2012) Case 
Presentation Session. 

Pruitt JA, Prussing N. Traumatic Brain Injury Resulting in Horizontal Diplopia Resolved 5 Years 
Later with 12 Weeks of Vision Therapy. Minnesota Optometric Association Annual Meeting (2012) 
Poster Session. 

Pruitt JA, Wiley LM. Overcoming Mental Barriers in Visual Rehabilitation. American Optometric 
Association Annual Meeting: Optometry's Meeting (2011) Poster Session. 

Pruitt JA, Prussing N. Traumatic Brain Injury Resulting in Horizontal Diplopia Resolved 5 Years 
Later with 12 Weeks of Vision Therapy. European Academy of Optometry and Optics Annual 
Meeting (2011) Poster Session. 

Pruitt JA. Overcoming Mental Barriers in Visual Rehabilitation. European Academy of Optometry 
and Optics Annual Meeting (2011) Case Presentation, Session. 

Pruitt JA, Wiley LM. Overcoming Mental Barriers in Visual Rehabilitation. Minnesota Optometric 
Association Annual Meeting's (2011) Poster Session 

Pruitt JA, Ilsen P, Yeung C. Ptosis Crutch: Success Treating Myogenic Ptosis Secondary to 
Myasthenia Gravis. American Optometric Association (AOA) 2008 Optometry Meeting Poster · 
Session 

Pruitt JA, Ilsen P. Ptosis Crutch: Success Treating Myogenic Ptosis Secondary Te. Myasthenia 
Gravis. Southeastern Congress of Optometry (SECO) 2008 Multimedia Poster Session 

Lectures and Other: 
Riverside-San Bernardino County Indian Health, Inc.: Eye Care Rounds (Nov 2016) 

• Ptosis Crutch: Success Treating Myogenic Ptosis Secndary to Myasthenia Gravis 
• CA Board of Optometry-approved CE 

Riverside-San Bernardino County Indian Health, Inc.:·Eye Care Rounds (Sept 2016) 
• Visual Fields 
• · CA Board of Optometry-approved CE 

Riverside-San Bernardino County Indian Health, Inc.: Eye Care Rounds (July 2016) 
• Ethical Concerns with Short-term Mission Trips 
• CA Board of Optometry-approved CE 

Riverside-San Bernardino County Indian Health, Inc.: Eye Care Rounds (July 2016) 
• Systemic Urgencies and Emergencies 
• CA Board of Optometry-approved CE 

Riverside-San Bernardino County Indian Health, Inc.: Eye Care Rounds (Mar 2016) 
· • Episcleritis, Scleritis, and Iritis ' 

• CA Board of Optometry-approved CE 

Illinois College of Optometry: Prac.tice Opportunities Symposium (Mar 2011) 
• Represented and presented on VA Optometry 
• Participated in panel discussion on "Residency-trained Optometrists" 
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University of Minnesota: Pre-Optometry Club (Oct. 2010) 
• Presentation on the profession of Optometry 
• Presented and represented VA Optometry and NOA 

Illinois College of Optometry: Capstone Ceremony (May 2010) 
• Represented and presented on VA Optometry 

Illinois College of Optometry: Practice Opportunities Symposium (Mar 2010) 
• Participant in Residency-trained Speaker's Panel 
• Represented and presented on VA Optometry 

Illinois College of Optometry: White Coat Ceremony/Smart Business Program (Sept 2009) 
• Participant on Recent Graduate Speaker's Panel 
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