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1(CJ) Episcleritis, Scleritis, and Iritis
Joseph A. Pruitt, 0.D., M.B.A., FAAO
Staff Optometrist
___ Minneapolis VA Health Care System
2(CJ| Episcleritis
«Inflammation of the episclera
«8The connective tissue sheath between the sclera and conjunctiva
o3
«=Generally benign condition occurring in young adults
«sMarked tendency to reoccur
3{)] Episcleritis
«xTwo different forms:
®

«sSimple: accounts for ~80% of episcleritis
o3
«sNodular: accounts for ~20%
4[] Simple Episcleritis :
«rAcute onset of signs and symptoms
esSometimes within Y2 hour
(%
%
«’More common in women than men
«sWomen: 20-50 years old
«8Men: 30-60
5[=]) Simple Episcleritis
o’ Patient complains of mild to moderate discomfort
«3 Hotness, pricking, etc
3 Tenderness may be present on direct palpitation to the irritated area
®
«Note: pain should be localized to solely the eye. Pain radiating to the forehead think
scleritis
6{C]) Simple Episcleritis
«rlids may be_involved in severe cases
®
«kPhotophobia may be present -
«3Should be mild, if severe think corneal disease
3
«kNo discharge; but may experience epiphora
®
«rVision should not be affected significantly
eg...if at all
3
«=History often reveals recurrence of similar problem

®
7(CJ) Simple Episcleritis
"aRAppears as wedge or sector of deep injection and inflammation
«3Redness varies from firey-> brick-red->mild red flush
3
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esShould not appear bluish as in scleritis

Cg .

s Typically apex of wedge towards the limbus, base away
8

«gUsually in interpapebral area (temporal > nasal)

8

«3Mild elevation of overlying conjunctiva possible
=] Simple Episcleritis
«Usually unilateral
e3Although can be bilateral
N
«=May involve entire anterior segment in rare cases
= .
a=Anterior chamber reaction absent
®
«’Palpebral conjunctiva and cornea remain clear

®
I} Simple Episcleritis
&:Must rule out any other causes of red eyes
«gRule out common forms of conjunctivits
egRule out pingueculae and phlyctenulosis
w8Rule out scleritis
«sRule out trauma .
«xTypically by history
«38Mechanical injury
«gChemical injury
«gRadiation exposure
10(E9) Simple Episcleritis
«RTreatment
= ,
esMild cases: optional
=Self-limiting (~1-2 weeks)
«rCold pack q 3-5 hrs for ~5 days
If symptomatic and concerned about cosmesis
xMild steroid (FML , Pred Mild, Alrex) QID
o’ Topical NSAID (Acular, Nevanac, Voltaren) QID
=Oral NSAID PRN
- ®
11(&] Simple Episcleritis
Treatment
3
osMonderate to severe cases:
RPrednisilone 1% (PredForte) or Lotemax QID->Q4H
«=Oral NSAID*
«=Ibuprofen (1200-1600 mg/day)
&=Naproxen (220-660 mg/day)
I
*Always want to use the Jowest effective dose-
12L_j Simple Episcleritis



«=Follow-up
egWeekly until resolved
egNormal course (with or without) treatment 10-21 days
e30nce resolved, see on annual basis
«“3
o=Education
_ osAdvise patient of possible recurrences for next 3 months -> 3 year period
13{C]| Simple Episcleritis
&> 3 recurrences warrants systemic work-up
®
okHowever keep in mind:
«80nly 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[E1) Simple Episcleritis
- =Reported associated systemic diseases
«g8Rheumatoid arthritis
8Systemic lupus erythematosus (SLE)
«3Giant cell arteritis
«gPolyarteritis nodosa
gSarcoidosis
aHerpes zoster
cgTuberculosis
«3Syphilis
w3Gout
g Thyrotoxicosis
15(CJ1] Simple Episcleritis
16{0] Nodular Episcleritis
«rFar less common
«30nly ~20% of all cases
3
&Symptoms similar to simple form, but more severe:
«3gPain often present w/o palpitation
s Tenderness greater than simple with palpitation
«sPhotophobic responses may be moderate to severe
«gVision still normal despite presentation
17(CJ) Nodular Episcleritis ‘
«=Recurrent history not as frequent with nodular as simple
®
=Recurrence of the two are NOT mutually exclusive
«Simple episcleritis can recur as nodular and vice versa
3
&®:Systemic associations continue to be rare
18(CJ) Nodular Episcleritis
«RSigns :
«sSimilar 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
Increases in size rapidly initially, often reaching the size of pea
&:Usually a single site, but can be multiple
«=Increased edema and infiltration as compared to simple form
a=Especially in area of nodule
19(&) Nodular Episcleritis
«RAnterior chamber may show mild reaction
egTrace cells + flare
3
«eCornea still remain completely uninvolved
®

«After multiple occurrences in the same area, the superficial lamellae of the sclera can

appear transparent
«3Not to be confused with scleral thinning or necrosis
7| Nodular Episcleritis
«=Differentiation:
«8Nodular = increased objective & subjective intensity
«gNodular = presence of a nodule

[©24
21{F1 Nodular Episcleritis
RTreatment
cgSame as moderate to severe episcleritis
=Prednisilone 1%
«Increase to g2-4 h based on severity
&=0ral ibuprofen
«1200-1600 mg/day
«=Rarely in severe cases, oral steroids are needed for prolonged non-responsive
cases, which is called...?
®
a:Periodosis fugax
&R
wsPatient to be followed weekly until resolved
;2| Nodular Episcleritis
okNormal course for nodule regression can extend months with or without treatment
egtsually no more than 2 to 3 months
3
«What is a quick and easy test to differentiate between episcleritis and scleritis...?
esInstill phenylephrine 2.5% and or 10% if necessary
&®Why does this work?
52.5% drop does not penetrate into sclera, but 10% does
23 Nodular Episcleritis
)| Scleritis
«rSevere destructive disease
egPotentially leading to loss of an eye
Most comman in 4% to 6% decades of life
®=Women > men (8:5)
’Bilateral in 52% of patients
30f which, 50% are bilateral at onset
«=Remaining will develop in other eye within 5 years
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25(C] Scleritis
cRrVery severe pain
«sAlmost intolerable
«30ften prevents sleep
«30ften is accompanied by general malaise
«3Mildly relieved by analgesics
«rGradual onset
3Generally building up over several days
___ xPain can radiate to the brow and jaw area
26|21 Scleritis '
«Often a history of recurrences
«rVision is typically reduced
«:Severe photophobia
«rProfuse tearing
aRAngry red eye
«sUsually diffuse with 3600 involvement
«8Deep scleral vessels may produce a bluish to purplish color (which cannot be
blanched with 2.5% phenyl)
27(J) Scleritis
«’Sclera may appear edematous as well as thinned
«ROften associated with corneal involvment
«sPeripheral corneal thinning or guttering (keratolysis)
«=Anterior uveitis almost always present as well
ok Inflammatory nodules may be present on anterior sclera
28{C]] Scleritis
«0ften associated with other ocular findings
esPosterior involvement
«3Glaucoma
csCataracts
osHyperopic refractive shift
3
«=High likelihood of systemic disease
. 8>50%
29|CJ) Scleritis
«rAssociated systemic diseases:
«gRheumatoid disease
«kMost common
esHerpes Zoster Ophthalmicus
«3Syphilis
esGout
«3TB
«g0thers
:Subacute Infectious Polyarthritis with Mucositis (formerly known as...?)
®R
cRReiter’s Syndrome

«Granulomatosis with polyangitis (formerly known as...?)
xR
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Wegener's Granulomatosis
30[&] Scleritis
«=Can be divided into different types
«8Which .may not indicate etiology
«sAlthough may help with treatment and prognosis
3
«rDifferent types of scleritis:
wgAnterior
RDiffuse
«&Nodular
«Necrotizing (with or without inflammation)
esPosterior '
31[=J] Scleritis
«:Diffuse Anterior Scleritis
©8Most common
csleast severe scleritis
“egInflammation is widespread
«sNormal radial pattern of vessels is lost
«Due to anastamosis, beading and tortuosity of vessels
32(23] Diffuse Anterior Scleritis
33|E)| Scleritis
«eNodular Anterior Scleritis
esAppears similar to nodular episcleritis on cursory exam
«8Nodules consist of scleral tissue
«Immovable
«sNodules are tender to the touch
gSclera may appear transparent below the nodule
o «=But is not necrotic
34|E3] Nodular Anterior Scleritis
=) Scleritis
«eNecrotizing Anterior Scleritis with Inflammation
csAssociated with severe inflammation and extreme dlscomfort
«rOften wakes up patient during night
«aExtreme danger of losing eye
«xThus, early detection. is crucial
sSclera itself will appear swollen with overlying areas of inflammation
3
=i| Scleritis
&®Necrotizing Anterior Scleritis with Inflammation (continued)
®R
wgFollowing the acute inflammation, the sclera becomes transparent
«=Underlying choroidal pigment becomes visablée
&R
«3If inflammation continues the entire anterior segment can become involved
o3,
= Necrotizing Anterior Scleritis with Inflammation
38(=)| Scleritis
«:’Necrotizing Anterior Scleritis without Inflammation
«gAlso called...?
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&Scleromalacia perforans
®
egCharacterized by an almost total lack of symptoms

e80ccurs almost exclusively in individuals with longstanding polyarticular rheumatism
3
«:Majority of which are women
39(J] Scleritis
«=Necrotizing Anterior Scleritis without Inflammation (continued)
xR
8The anterior sclera loses its covering of episclera
AN area of yellow-white tissue develops as a result
«=Eventually separates or absorbs leaving behind just conjunctiva or nothing at all
40[J) Necrotizing Anterior Scleritis without Inflammation
41(CJ] Scleritis
«rPosterior Scleritis
= .
«8Thought to be more common than recognized due to not being able to view
posterior sclera '
3
e8Usually only discovered if anterior scleritis is involved or if other signs in orbit lead
towards it being present .
3
42(CJ] Scleritis
=Posterior Scleritis
®
«sIf inflammation remains posterior
eexudative retinal detachment is possible
«=Retinal swelling
«=Swelling of the disc
®
«31f inflammation extends outward EOMs become involved leading to:
oRProptosis
«Lower lid retraction
«Ophthalmoplegia
43]CJ] Posterior Scleritis
44(C] Scleritis
«=Due to severity, condition requires prompt diagnosis and urgent care
«eComplete physical examination by internist and lab work is cruc1a|
«rReferral to a specialist is advisable:
egUveitic specialist if anterior
«3Retinal specialist if posterior
«=Topical therapies (i.e. steroids) are of questionable value
«sMay increase patient comfort
«3BUT...?
«=Beware of long-term use
45 Scleritis
«=Narcotics may provide temporary relief of symptoms
®



&Intensive inflammatory control is mainstay of treatment
]
&=Mild to moderate presentations
- 3600 mg oral ibuprofen gid x 1-2 weeks
3825 mg oral indomethacin tid x 1-2 weeks
46(] Scleritis
aRSevere or posterior uveitis
@860 to 100 mg oral prednisone for 3-5 days, then taper
30r more intensive immunosuppressive agents (e.g. methotrexate)
o _
«rComplications from oral treatment
egIndomethacin
&Gl upset
«=Can be treated with H2 blocker
47|&]] Scleritis
«=Complications from oral treatment (continued)
®
sPrednisone
aRHyperglycemia
&R
«gImmunosupressive agents
erLeukopenia
=Bladder toxicity
«ROpportunistic infection

- 48| Scleritis
«Treatment with subconjunctival or subtenons is contraindicated
esCould lead to perforation

" &=Surgical treatment for defects in sclera is rarely needed
esUnderlying disease is not treated
45[E} Scleritis
«=Foliow-up _
esUnderlying medical condition should be managed by appropriate specialist
3
esEssentially must be followed closely, but base f/u schedule on severity of
presentation and opinion of specialist
3
50()] Scleritis
&R"Brawny” scleritis
esDisambiguation...sort of
3
klIn 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. gelatinous scleritis)
& ) '
a=Necrotizing Anterior Scleritis with Inflammation
®

51[] Uveitis
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&Inflammation of one or more of the 3 parts of the uveal tract:
«sAnterior...?
o® Iritis, iridocyclitis
«glntermediate...?
«=Pars planitis
«gPosterior...?
«=Choroditis
Al 3.7
crPanuveitis
3
52(CJ) Anterior Uveitis
=Typically involves photophobia, pain and excessive tearing
R
«rVisual acuity may be mildly reduced
«3Most often 20/40 or better
o3
a=Deep peri-limbal injection of the conjunctiva + episclera
«gNormal palpebral conjunctiva
3
53(CJ) Anterior Uveitis
«=Cornea may have mild edema or grayish-brown endothelial deposits (i.e. keratic
precipitates) :
™R
«gGranulomatous
:lLarge; yellow-white; some call “greasy”
«sNon-granulomatous
«Smaller; white; fine
54(J) Anterior Uveitis
=Hallmark sign...?
3Cells and Flare
=Cells =
&WBCs floating in the aqueous
«RAn accumulation of WBCs in the anterior chamber is...?
&Hypopyon
cxFlare =
«=Liberated protein from the inflamed iris or ciliary body, which causes a
. “smokey” appearance
55(CJ] Anterior Uveitis
«:Posterior synechia may be present
esless frequently, anterior synechia

RIOP initially reduced due to hypotony of ciliary body
«3But eventually may rise due to accumulation of inflammatory by-products in
trabecular meshwork

56(CJ] Anterior Uveitis
«’May be chronic or acute
sChronic is very often due to underlying systemic disorder
3
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. e8Acute is most often the result of trauma
«=Can also just be idiopathic or may be the 15t sign of underlying systemic disease
«:Thus, your call if you adhere to “1 non-granulomatous” rule
- 57(E] Anterior Uveitis
' «=Treatment is aimed at stopping inflammatory response
«3Pred Forte 1%/l.otemax 0.5% qid to q1h based on severity of presentation
(€4
«s8Cycloplege if great discomfort or posterior synechia
«kHomoatropine 5%
&R
es0ccasionally injectable and oral steroids are needed
a=0ral prednisone 60 to 80 mg '
«=Kenalog 40
1| Anterior Uveitis
«When should lab tests be done...?
®

egRecurrent or chronic
cgBilateral
. egRecalcitrant .
egGranulomatous
«gIf history suggest
59(CD) Anterior Uveitis .
What do you want to order and why?
«3CBC ' :
«RAssesses general health
«3ESR/CRP .
«=Non-specific for inflammatory conditions
sANA/RF
«=For rheumatologic disorders, RA, SLE etc.
sRPR/FTA-ABS |
&:Syphillis
«3ACE/Serum calcium
aeSarcoid; (x-ray)
«sELISA
aLlyme disease, toxo
«sHLA Typing
«:B-27: Ankylosing Spondylitis; (x-ray)
«=B-5: Behcet's _
«rA-20: Birdshot Choriopathy
«8PPD
oRTB; (x-ray)
@8MRI
®’MS
60(J] Anterior Uveitis
«xCauses
esIdiopathic (40%)
esHLA-B27 Arthropathies (21%)
3JRA (11%)
egHerpetic (10%)
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esSarcoid (6%)

sFHI aka FUS (5%)

3SLE (3%)

«3I0L related (1%)

«sMiscellaneous

61(C]) Anterior Uveitis
«kMost often, if properly treated, resolves without consequence/complications

«gHowever, possible complications include:
«RBand keratopathy
«rBullous keratopathy
«xCataracts
«rCME, ERM, or macular hole
«=Glaucoma (rare)
arDeath (very rare...but possible)
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Episcleritis
O\gN O —

a Inflammation of the episclera

3 The conneclive lissue sheath belween the sclera and
conjunctiva

2 Generally benign condition oceurring in younyg,
adults
ot Marked tendency to reoccur

Episcleritis
3

o’ Two diflferent forms:

< Simple: accounts for ~80% of episcleritis

o Nodular: accounts for ~20%

Simple Episcleritis
. C')g,__m_____

2 Acule onsel of signs and symptoms
s Sometimes wilhin ¥2 hour

&t More common in women than men
3 Women: 20-30 years ofd
<3 Men: 30-60

Simple Episcleritis
T 7
e Patient complains of mild to mod di
s Hotness, pricking, et

s Tenderness may be present on direct palpitation to
theirritated area

@3 Note: pain shonlid be localized to solely the eye, Pain
radiating to the forchend Hink scleritis

Simple Episcleritis

@t Lids may be involved in severe cases

¢ Photophobia may be present
©f Should be mild, il severe think corneal discase

ot Nodischarge; but may experience epiphora

at Vision should not be affected significantly
of .. Mfatall

e Hislory often reveals recurrence of similar problem

Simple Episcleritis
I S

@ Appears as wedge or sector of deep injection and
inflammation
o3 Redness varles from firey-Ybrick-red=> mild red flus

o Shouldnot appearblulsh as in scleritls
s Typically apexof wedgetowardsthe limbus, base away
@8 Usually in Interpapebral area {temporal > nasal)

o5 Mildel Tyi j bl

Simple Episcleritis

-

@t Usually unilateral
3 Although can be bilateral

@t May involve entire anerior segment in rare cases
@t Anterior chamber reaclion absent

@t Palpebral conjunctiva and cornea remain clear

Simple Episcleritis
G A

@t Must rule oul any other causes of red eyes
3 Rule oul common forms of conjunclivits
@t Rule out pingueculac and phlyclenulosis
<3 Rule out sclerilis
< Rule out trauma
& Typlaallyby history
3 Mechanical injury
s Chemical injury
o3 Radiation exposure

13
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Simple Episcleritis

3
@1 Treatment
a Mild cases: aptional
@ Seli-limiting (~1-2 weeks)

e Cold pack q 35 s for ~5 days
e I symptonmaticand concerned about cosmesls
@ Mild stesold (FML, I'red Mild, Alrex) QID
«® Topikal NSAID (Aculat. Nevanac, Vollaten) QID
& D1l NSAID PRN

Simple Episcleritis

1 Treaunent

w3 Monderale lo severe cases:
@ Prednisitune 1% (FradForte) or Lolemux QI QIH
ot Oral NSAID*
£a Thuprofun (1200-1600 o/ day)
€4 Naproren (220-6601 g/ hay)

*Alusys want §o use the tewest effective dose.

Simple Episcleritis
(9% -

o1 Follow-up
< Weekly until resolved
s Normalcourse (with or without) trentmient 10-21, duys
1 Once resotved, see on annual basis )

& Educalion
4

ise palient af possible for next 3
mionths=> 3 year period

Simple Episcleritis
CoF—

12 3 recurrences warrants systemic work-up

2 However keep in mind:
5 Only 30% of palients have associaled clinical findings
@ Ofthose, only 5% showed associatlon wilhcollagen
disease
@ 7% associated with Herpes Zoster
62 3% assoclated withgout o syphillls
& The balance, various othet conditions

Simple Episcleritis

& Reporled associaled systemic discases
«$ Rheumatoid antluilis
3 Systemiclupus erythematosus (SLE)
& Giantcellarlerilis
«f Polyarteritisnodosa
3 Sarcoldosis
st Herpes zostur
8 Tuberculogis
ot Syphiilis
< Gout
s Thyrotoxicosis

Nodular Episcleritis
. [ ——

caFarless common
@2 Only ~20% of all cases.

Symploms similar to simple form, but more severe:
o3 Pain often present w/o palpitation
<« Tend ler th ple with palpi
@8 Pholophobic responses may be moderale lo severe
@ Visionstill normal despite presentation

Nodular Episcleritis |

o1 Recurrent history nol as (requent wilh nodular as
simple

@ Recurrence of the two ure NOT mulually exclusive
o3 Simple episcleritis can recur as nodular and vice versa

& Syslemic associalions continue (o be rare

.

Nodular Episcleritis
(&

1 Signs
©f Similar (o simple, bul more intense wilh development
ofa nodule
= Nodulels an osganized arca of calulnrinfilirate inthe
centerof sectoral inflamed wedge
@ Increases in size rapidly Initally, often teacliing the size of

res .
& Usuallya single site, but can be mulliple
& Increased ed d ascompared tosimpl
form .

& Especlally in area of nodute
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Nodular Episcleritis
e

ot Anlerior chamber may show mild reaclion
o Trace cells + flare

o1 Cornea still remain completely uninvolved

&1 Alter multiple occurrences in the same area, the
superficial lamellae of the sclera can appear
transparent
@8 Not to be confused with scleral thinning or necrosis

Nodular Episcleritis
o3

@ Dilferentiation:
©f Nodular = increased objective & subjective intensily
©3 Nodular = presence of a nodule

Nodular Episcleritis
(_% . -

< Treatment
4 Sameas moderateto severe eplsclerltis

@i Predalsitone 1%
4 Increase 10 y2-4 h based on seveslty

4 Oral ibuprofen
€2 12001600 mg;/day

1 Rately in severocases, oral steralds are needed for
prolonged non-responslye cases, which Is called...?

€2 Periodosis fugax

g Patient tobe followed weekly until resolved

Nodular Episcleritis
G S

ot Normal course for nodule regression can extend
months with or without treatment
< Usually no more than 2 to 3 months

&t Whatisa quick and easy fest to differentiate belween
episcleritis and scleriti;
©4 Inslill phenylephrine 2.

ot Why dacs this work?
< 25% drop docs nol peneltrate intosclera, but 10% does

and or 10% if necessary

Nodular Episcleritis

Scleritis
,,,,, - C”S——~-——~—;

@ Severe destruclive disease
4 Potentially leading to loss of an eye
& Most common in 4% {o 6™ decades of life
o Women > men (8:5)
atBilaleral in 52% of patients
o5 Of which, 50% are bilateral at onset
& Remuining will develop in other eye within 5 ycars

Scleritis
(93_ A,

a1 Very severe pain
©$ Almostinlolerable
@ Often prevents sleep
3 Often is accompanied by general malaise
s Mildly relieved by analgesics
o’ Gradual onset
<3 Generally building up over several days
& Pain can radiate lo Lhe brow and jaw area

Scleritis
g
o Often a history of recurrences
@t Vision is typically reduced
@ Severe pholophobia
ot Profuse tearing
@ Angry red eyce
o Usually diffuse with 360° involvement

o Deepscleral vesscls may praduce buish to purplish
color (which canmot be blanched with 2.5% phengl)

Scleritis

aiSclera may appear edematous as well as thinned
a1 Oflen associaled wilh corneal involviment
< Peripheral corneal thinning or guttering (Keratolysis)
@ Anlerior uveilis almosl always present as well
@ Inflammatory nodules may be present on anlerior
sclera
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Scleritis
3
&1 Often associnted with olher ocular findings
@ Poslerior involvement
«$ Glaucoma

s Cataracls
©3 Hyperopic refractive shift

o1 High likelihood of syslemic disease
o >30%

Scleritis
o Associnted systemiic diseasgsiy

o Fhoumatciddisense G
4 Moslcotmmon

8 Hespes Zoster Ophihalmicus

<t Syphills

8 Gout

@ TH

«f Omhers
ot Sub with Mucositis {fonnerly

knownas...?)
€2 Relier'sSyndome
4 Granulomatosiswith polyanghtls (formerly kasawn as...?)

<@ Wegener'sGranulomatosis

Scleritis
@3 Can be divided into di[fc@_glypcs . .

@ Which may not indicate eliology
s Althoughmay help with treatiment and prognosis

@ Different typos of scleritis:
<« Anlerior
@2 Diffuse
1 Nodular
o {withor withoul
¢ Poslerior

s
Scleritis
RN ¢ - (S — —
o1 Dilfuse Anlerior Sclerilis
3 Moslcommon
w3 Least severe scleritis
¢ Inflammation is widespread
<3 Normal radial pattern of vessels is lost
o D beading and Ny of vessels

Diffuse Anterior Scleritis

2 Nadular Anlerior Scleritis

< Appears similar to nodular
exam

©s Nodules consisl of scleral tissue
& Inunovable

2 Nodulesare lender to the touch

@ Sclera may appear transparent below the nodule
@ But s not necrotic

is on cursory

Nodular Anterior Scleritis

N A

Scleritis
[ a—

@ Necrotizing Anterior Scleritis with Inflanunation
@3 Associnted wilh severe inflammation and extreme
discon(ort
@1 Olten wakes up patient duing nlght
e Extreme dangger of losing eye
4 Thus, carly detection is cruclal
8 Selera itsel will appear swollen with overlying areas
of inflammation
.

Scleritis
(€ SR —

@t Necrolizing, Anlerior Sclerilis with lnflammalion
(continued)

« Following the ncule inflammation, the sclura becomes
transparent
2 Underlyingchoroidal pigment becomes visabhe

o4 Ifinflammalion continues the entire anterior segment
<« become involved
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Necrotizing Anterior
Scleritis withésnﬂammation

With necrosis

Without necrosis

& AT

Scleritis
©F - e

&t Necrotizing Anterior Scleritis without Inflammation
< Alsacalled...?
et Scleromalacla pecforans

s Characlerized by an alimost tolal fack of symploms

@4 Occurs almosl exclusively in individuals with
longstanding polyarticular theumalism

@ Majority of which are women

Scleritis

o’ Neerolizing, Anterior Sclerilis without Inflammation
{continued) .

©f The anterior sclera Joses its covering of episclera
@ Anarcaof yellow-whiletissue developsas a resull
ot Eventuallyseparates or absorbs Jeaving behind just
conjunctivaor nothingat all

Necrotizing Anterior
Scleritis without -
- - Inflanmmation——

Scleritis

@ Poslerior Scleritis

i Thought to be more common than recognized due to
not boing able to view posterior sclera

<3 Usually only discovered if anlerior sclerilis is involved
or if other signs in orbil lead lowards it being present

Scleritis

2 Posterior Scleritis

5 If inflammation remains posterlor
61 exudativeretinal detachment is possible
1 Retinal swellin
at Swelling of the disc

5 If inflammation extends outvard EOMs become invalved
Teading to:
© lroplosis
2 Lowerlid retraction
@t Ophihalmoglegia

Posterior Scleritis

Scleritis

o Due o severity, condition Auduires prompt dingnorts
and urgent care )

o’ Complete physical examination by inlernist and lab
work is crucial

@ Relerral to a specialist is advisable:
< Uveitic specialist if anterior
<5 Retinal specialist if posterior

o Topical therapies (i.c. sleroids) arc of questionable value
@ May increase pationt comfort
o3 BUT...2

1 Bewareof long-termuse

Scleritis

ot Narcotics may provide temporary relief of
symptoms

o ive infl, 'y control is mainstay of
{reatment

& Mild to moderale presentations
@ 600 mg oral ibuprofen gid x 12 weeks
o3 25 mg oral indomothacin tid x 1-2 weeks.

17



http:Rcforr.11
http:polyarlirul.ir

3/15/2017

Scleritis

GiSevere or poslerior uveilis .
¢ 60 10100 myg oral prednisone for 3-5 days, then aper
o4 Or more inlensive immunosuppressive agents (e,
metholrexale)

‘caComplicalions from oral trealment
o Indomethacin
@ Glupse!
& Canbe treated swith H2 blocker

Scleritis
3

1 Complications from oral continued)

3 Prednisone
& Hyperglycemiu

s Immunosupressiveagents
ez Leukopenia
o Bladder toxicity
2 Oppottunistic infection

Scleritis

&2 Treatment with subconjunctivat or sublenonsis
conlraindficated
o3 Could lead Lo perforation

1 Surgical treatment for defects in sclera is rarely
needed
2 Underlying disease is not treated

Scleritis -
[ Q. A ——

a3 Follow-up
@ Underlying medical condilion should be managed by
appropriatespecialisl

and

«3 Essentially must be followed closely, but base (/u
schedul ity of p : inionof

F

spedialist

Scleritis
Cpg______...

2 Brawny” sclerilis
©4 Disambiguation...sorlof

@ Inlitesature it has been described as:
& Gelatinous-sppeating swelling surrounding the cotnca
with a tendency to invelve G periphery’ of the cornea
(a.ka, gelatinous scluriis)

@ Necrolizing, Aniatior Seleritis with inflammation

Uveitis
NG S

<2 Inflammation of one or more of the 3 parts of the uveal
tracl: .
3 Anterior...?
& lritis, irldocyclitis
« Inlermediate...?
& Pars planitis
<« Posterior...?
e Choroditls
w All3..7
o Panuveitis

Anterior Uveitis
[ S—

@1 Typically involves pholophobia, pain and excessive
tearing

o Visual acuity may be mildly reduced
ws-Most oflen 20/40 or beltes

& Deep peri-limbal injeclion of the conjunctiva +
episclern
©3 Normal palpebral conjunctiva

Anterior Uveitis

a1 Cornea may have mild edemn or grayish-brown
endothelial deposits (i.e. keratic precipilates)

@ Granulomalous

@ Laige; yellow-wiilie;some call “greasy™
w3 Non-granulomatous

& Smaller; white; fine

Anterior Uveitis
(e

@t Hellmark sign...7
©4 Celis and Flare
o1 Cells=
& WHCs floating in the aqucous
@ Aneccumulolional WHCS (nthe anterior chamber 15.,,7

& Flare=
8 Liberated prolein from the inflamed iris o clliary body,
wliich causes a “smokey” apposttance
.
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Anterior Uveitis
CQZ e e e -

&t Poslerior synechia may be present
o8 Less frequently, anterior synechia

@1 IOP initially reduced due to hypotony of ciliary body
©$ Bul lly may rise due ionof
i ¥ by-products in

Anterior Uveitis

1 May be chronic or acule
©s Chronic is very often due lo underlying systemic
disorder

s Aculeis most often the result of trauma
1 Canalso i
unileclying

be idiopathicor may be the 1% sign of
ystemle disease

2 Thus, your call if you adhere 1o “1 non-granulomatous”

rule

Anterior Uveitis
3
a2 Treatment is aimed al stopping inflammatory
response

o5 Pred Forte 1%/ Lotemax 0.5% g 1o qth based on
severity of presentation

o3 Cycloplege il great discomfort or posterior synechia
@ Homoalropine 3%

o Occasionally injectable and oral steroids are needed
2 Oral prednisone 6010 80 myg,
@ Kenalog40

Anterior Uveitis
G A

@ When should lab tests be done...?

©$ Recurrent or chronic
< Bifateral

©$ Recalcitrant

&t Granulomatous

< Ifhislory suggest

Anterior Uveitis

@t Whatdo you want to order and why?
s CHC

@ Asswes general health ™ %
o ESR/CRP

@ Norespecificfor inflammatory conditions
<3 ANA/RF

@ For theumatologic disorders, R, SLE ete.
<t RPR/FTA-ABS

1 Syphillis

E
@ Saucoid;Geray)
ELSA
ea Lymedisease, lovo
1 HLATyping

@ B

josing Spondylis; (etay
@ B5:Beheel's
@ A-20: Birdshol Chartapathy
@ D
o TD;(xeray}
e MR

@ M

Anterior Uveitis
ot Causcs.. SIS
<4 Idiopathic (40%,

3 HLA-B27 Arthropathies (21%)
<« JRA (11%,

4 Herpetic (10%)

o Sarcoid (6%)

s FHlaka FUS (5%)

< SLE(3%)

<8 |OL related (1%)

@t Miscellancous

Anterior Uveitis
Q)?.._A._. e e

&t Mosloften, if properly trealed, resolves withoul
consequence/complications
@z However, possible complicalions include:
e Band keralopathy
ot Butlous keratopathy
ot Cataracts
&t CME, ERM, or macular hole
@ Glawcoma (rare)
et Death (very rate...bul possible)
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Work: (951) 654-0803 x 2280
jpruitt@rsbcihi.org

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

Joseph A. Pruitt, 0.D., M.B.A., FAAO

Objective:

Eduéation: .
Nova Southeastern University, Fort Lauderdale-Davie, Florida 2008-2011
Master of Business Administration, 2011 :
West Los Angeles Veteran Affairs Healthcaré_ Center, Los Angeles, California 2007-2008
Residency Certificate, Geriatric/Primary Care, 2008
Miinois 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

s Active

¢ Injectible Certification
¢ Therapeutic Certification

California #13429T : Date of Issue: Sept. 28, 2007
‘e Active :
e Therapeutic and Pharmaceutical Agent + Lacrimal Irrigation
and Dilation + Glaucoma (TLG) Certified

Georgia #0OPT002454 ' Date of Issue: June 12, 2008
e Active i v
s Diagnostic and Therapeutic Pharmaceutical Agent Certified

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

Board Certification: _
American Board of Certification in Medical Optometry Date of recertification: Feb 2018
¢ Board certified

Certifications: A
Drug Enforcement Agency (DEA) Certified Date of Expiration: Mar 2020
Cardibpulmonary Resuscitation (CPR) & ' :
Automated Exter_nal Defibrillator (AED) Recommended Renewal: Mar 2017
Bausch & Lomb Overnight Orthokeratology Date of Issue/Completion: April 6, 2006

¢ Certification Number: 20060406002
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Paragon Corneal Refractive Therepy (CRT) Date of Issue/Completion: Dec. 28, 2007

R Advance COmpetence in Medléal Opt’omet'fy (ACMO) T 7 Date Taken:Juneé 13,2008

Employment:

Certification Number: 161000

Administered by the National Board of Examiners

in Optometry (NBEO) '

Examination only made available to candidates

meeting specific clinical experience requlrements /pre-requisites
Passed examination

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

Faculty Appointments:

On-call/Fill-in Optometrist

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

L]
)

_ Clinical Assistant Professor of Optometry
RSBCIHI Externship Site Program Director-
o As part of being RSBCIHI Eye Care Director

Un1vers1ty 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 D1rector

University of Missouri, St. Louis College of Optometry, St. Louis, Missouri Jul 2009- June 2014

[ ]
Experience:

Adjunct Assistant Professor
Minneapolis VA HCS Externship Site Progrém Director

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

Director of Eye Care
o) Oversee all organizational Eye Care activities
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e Staff Optometrist

Rlver31de San Bernardino Indian Health, Inc Jul 2014 - Oct 2014

o  Staff Optometnst

Minneapolis Veteran Affairs Medical Center Nov 2008- June 2014
e Staff Optometrist
o Primary Eye Care
o Low Vision
*  Sole low vision eye care provider
o Polytrauma/ Traumatic Brain Injury (TBI) Ocular Health & V1s1on
Assessments

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

e 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 in Primary Care/Brain Injury and Vision Rehablhtatlon
o Residency program director’
»  Designed the program’s curriculum
» Secured all necessary approvals and funding
»  After the initial site visit, program received full ACOE nccreditation

Wal-Mart Vision Center (Red Wing & Roch‘estef, MN) : , Jul 2008- Nov 2008
e Associate Optometrist ' .
Residency:
West Los Angeles Veteran Affairs Healthcare Center . . Jul 2007- June 2008

¢ Geriatrics/Primary Care
o Primary Care including Diabetic exams
Low Vision evaluations/exams
Nursing home/in-patient exams
Medically justified specialty contact lenses exams/fittings
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

O 0 O O

Optometric Externships:
Atlantic Eye Institute, Jacksonville Beach, FL Feb-May 2007
e OD/MD private practice with an emphasis on
Contact Lenses and Primary Care

s . Observed multiple surgical procedures:
o Cataract Extraction
o Blepharoplasty
o Strabismus recession and resection

Memphis Veterans Affairs Medical Center.(VAMC), Memphls TN Nov 2006-Feb 2007
s Emphasis on Primary Care :
¢ Assisted in direct care in a high patient volume

22



[ TN

Professional

medical optometric eye clinic
¢ Assisted in optometric injections and fluorescence
ang10graph1es procedures

Ilinois 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-11yrs of age)

e Performed comprehensive eye exams on “at risk/2nd chance”
children one day a week-at Maryville Academy

o Constructed, tailored and performed successful
binocular vision/vision therapy treatments to 4 children

~over a 10 week period

o Assisted in the treatment of advance glaucoma Wlth
attending University of Chicago ophthalmologist

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

¢ Performed full Low Vision examihations 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 hlgh
patient volume medical clinic geared towards the underprivileged
s 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

anary 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
e Assisted staff optometrist in direct patient care in the - :
clinic and multiple remote satellite outreach locations

Affiliations/Memberships:

e 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 VAMC Medical Staff Association
. o Steering Committee, member 2010-2014
o National Association of Veteran Affairs Optometrists (NAVAO)
o Newsletter Committee, member 2010-2014
¢ National Optometric Association (NOA)
o Minnesota’s NOA State Representative 20 10 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 (VOSH)
Journal of Rehabilitation Research and Development
o Peer Reviewer, 2013-2014

Activities: :
e VOSH Medical Mission Trip, Bamenda, Cameroon (May 2010)
¢ Mayo Medical School/Brighter Tomorrow's Winter Warmth Festival (Jan 2009 &
- Jan 2010)
o Fun day of act1v1t1es for children battling cancer and their families
.o Volunteer
o Veteran Affairs Disaster Emergency Medical Personnel System (DEMPS)
o Volunteer (Aug 2009-present)
s FCO Optometry Mission Trip, Port Au Prince, Haiti (Feb 2007)
e SVOSH Medical Mission Trip, Addis Addaba, Ethiopia (Mar-Apr 2006)
» FCO Optometry Mission Trip, Tegucigalpa, Honduras (Apr 2003 & Nov 2004)
Honors/Rewards: : . -
e Recognition of Excellence in Teaching as Clinical Assistant Professor, Western
University Health Sciences/College of Optometry (2015-2016 Academic Year) .
¢ Nomination for Medical Staff Clinical Excellence Award (2012 & 2013)
- Recognition for Outstanding Dedication and Service as Adjunct Assistant
Professor, University of Missouri — St. Louis (2010-2011 Academic Year)
e Journal 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)
s Academic Dean’s List (fall 2004)
s Wildermuth Leadership Award/Scholarship (Aug 2006)
¢ Vistakon Acuvue Eye Health Advisor Citizenship Scholarship (Jan 2006)
* NOSA Service Award/Scholarship (Aug 2004)

Publications:

Pruitt JA. The Management of Homonymous Hemianopsia Secondary to Hemispheric Ischemic
Cerebral Vascular Accident. Accepted for publication by Review Optometry (July 2010)

Rittenbach TL, Pruitt JA. A Roundup of Recently Approved Ophthalmic Drugs (and their Use in
Practice.) Rev Optom. 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, Ilseﬁ P. On the frontline: What an optometrist needs to know 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 Meeung 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

Meetzng (2012} Poster Sesszon

Pruitt JA, Prussing N. The Curious Case of the Functlonally Lega]ly Blind Patient with
20/25 (6/7.5) Visual Acuity. European Academy of Optometry and Optics Annual Meeting (20 12)
Poster Session.

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

Pruitt JA, Prussing N. Traumatic Brain Injury Resulting in Horizontal Diplopia Resolved 5 Years
Later with 12 Weeks of V1s1on 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.

Pruift 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 Optometnc
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.A Ptosis Crutch: Success Treating Myogenic Ptosis Secondary To 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)
e Ptosis Crutch: Success Treating Myogenic Ptosis Secndaly to Myasthenia Gravis
e CA Board of Optometry-approved CE

Riverside-San Bernardino County Indian Health, Inc.: Eye Care Rounds (Sept 2016)
e Visual Fields
o 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
o 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)
o Eplsclentls Scleritis, and Iritis
s CA Board of Optometry-approved CE

Illinois College of Optometry: Practice 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}
e Presentation on the profession of Optometry _
“ o Presented and represented VA Optometry and NOA =~ - T s

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

Ilinois College of Optometry: White Coat Ceremony/Smart Business Program (Sept 2009)
o Participant on Recent Graduate Speaker’s Panel
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