All About Eyes in Primary Care  (Dr. Ian Livingstone)
1. the eye – anatomy and physiology

2. red eye and allergic disease

3. age related macular disease
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What service can we develop for the benefit of the practice and our patients?
Introduction

Eye problems are common – around two million people in the UK have a sight problem. Eye problems account for 1.5% of general practice consultations in the Eye problems are significant causes of preventable disabilities. The general practitioner has a key role as part of the primary healthcare team in the prevention and treatment of eye problems
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red hot

1. the eye – anatomy and physiology

Cornea has to be clear to produce clear image on retina

Cornea thinnest in middle, meets sclera at limbus

Caruncula – fleshy mass medial corner

Grey line where skin meets conjunctiva – ant holds lashes, posterior conj

Choroid v vascular between sclera and retina

6 muscels, insert anteriorly, can get myositis, hurts to move, little red

Orbital floor v thin, v intimate with maxillary sinus

Lymph – pre auricular swells in chlamydial and adenoviral conjunctivits. Outer 2thirs esp, rest submandib nodes

Corneal sensation V
Facial and occulomotor lids/ptosis

Most light bent by cornea, only a little by lens

Myopia focus in front of retina hypermetropia behind
Astigmatism different axes refraction like a spoon
Presbyopia hits us all, lens cannot get fat to accommodate for near focus, with time yellowing of lens and nuclear cataract

Vitreous adherent band around optic disc and ora serrate where retina ends

Lens held by suspensory ligaments, ant and post chamber, ciliarry body produces aqueous humor which drains into the canal of Schlemm

2. red eye and allergic disease

All we need to worry about is the cornea, must not become dry. Loads of lube

Common disorders

· conjunctivitis

· episcleritis/scleritis

· keratitis

· acute glaucoma

· anterior uveitis

· trauma

history includes acute onset or chronic

redness, itch, pain, discharge, lids stuck together on wakening, visual loss (= corneal involvement) Cl wearer,known associated disease, contact. Itch is allergy

examination VA, kids, conjunctiva, location of redness, clarity of cornea, iris detail, stain cornea with fluorescein. Evert lid

Cobblestones- reaction to allergic eye disease, including to the FB of a CL. Entropion, lashes irritate sometimes only on tight squeeze

Ptosis, dendritic, pseudomonas ulcers, blepharitis 30% casualty, pterygium,irritate, lube, lube, lubechemicals irrigate, alk v bad

Iritis pain, photophobia, reduced VA. Conjunctivitis discomfort, annoyance, not reduced VA, unless adenoviral

Anterior uveitis, ciliary body

Choractic precipitates = white cells. Hypopyon is pus

Iris sticks to eye, posterior synichae, dilate pupil to avoid inc IOP

Think of the normal then maculopathy and retinopathy etc

Conjunctivits, episcleritis acute glaucoma, ant uveitis, Scleritis v v v rare

Conjunctitis under 3w, bacterial, usually bilat lids stick together, adenoviral common, watery, contagious

>3w chronic. Blepharitis, incurable malady, viral or chlamydial, allergy, toxic to chemicals, iatrogenic

Stain cornea, exclude HSV

Gut chloramphenicol, consider viral or chlamydial if unresponsive

Blepharitis, like atopy, stubborn

If itch = allergic.

Seasonal hayfever, perennial house dust mite, [ets etc, topical antihist or mast cell stabilisers. Remember CL induced common, dry & allergy
First line gutt otrivine antisitin

Second stabiliser cromoglycate qds

Or combo is olopatadine

Prostaglandin inhibitors best avoided and steroid no no no

Refer if not responding, keratitis or suspect corneal infection

Blob mucus cornea, esp CL wearer, pseudomaonas ulcer!

Scars, reduces VA


Episcleritis

Acute onset with FB sensation, focal redness, VA unaffected spont resolution but often recurs, systemic assoc rare, can treat but recurs, topical vasoconstrictor maybe

Scleritis v uncommon, severe dep pain asoc collagen disease

Ant uveitis red VA and cicumcornaeal rednes limbus, keratitic precipitates, occasional hypopynon, small irreg pupil margins due to adhesions, needs steroids, only Ix if recurrent or bilat
Acute glaucoma, red eye plus plus plus plus, elderly hymermetrope, preceeding haloes, red vision, onset often at night
Notes


· CL wearer if acute, infection rather than allergy

· Trauma FB or penetrating injury – what is the VA?

· Adult chlamydial conjunctivitis unresponsive, consider subclinical genital
3. age related macular disease
Commonest cause of blindness in west in patients aged 60 yrs and over
40,000 new cases UK per year, leads to reactive depression of course

Classification Early (dry) late (wet)

Yellow white deposits macula drusen – early (or dry) ARMD, not threatening

1 in10 late AMD wet or exudative, 80% bleed causing irreversible fibrotic scar, 20% get geographical atrophy

Symptoms

Bilat early “dry” AMD usually asymptomatic.  Drusen and mild pigment changes alone may have normal VA. Patients with late “wet” AMD have reduced vision, , often central distortion, map on Amsler grid, macula changes slit lampusually present with distortion, blurring or a scotoma in the central vision in late stages

Since 2005, potential treatment for leaking blood vessels of wet amd wavy lines, window of opportunity. Stop blood and fluid causing los of photocells and pigment. Amsler grid, can be a subtle distortion, small bleed, small leak. Fluorescein angiogram gold standard

Self test and refer. Stereoscopic slit lamp. Fluorescein angiography, ideally within a few days of onset of symptoms
So treat wet to prevent scars and loss

Atheroma, drusen, alzheimers – inflammatory markers

VEGF, vascular endothelial growth factor factor H polymorphism of complement, also involved in glomerulonephritis and ?colonic cancer (avastin)
Anti-VEGF agent macugen, lucentis, avastin (vascular endothelial growth factor)

Bind free VEGF restore the balance and lead to regression of leaky blood vessels, prevent further visual loss. Remarkably effective (95% patients at 2yrs no further visua loss, one third recover vision

Local side effects infection, detachment, systemic cardiac, stroke, BP, glomerulonephritis

Prevention, better than cure, lutein in leafy greens and oily fish (presavision ARED vit combo) stop smoking. Statin and aspirin no demonstratable effect, yet. So got drusen, stop smoking, leafy greens “presavision” 



 Color photograph Of the fundus shows nonexudative age-related macular degeneration (ARMD) with geographic atrophy of the retinal pigment epithelium (RPE) and drusen. Absolute atrophy of the RPE occupies the foveal region in this case of nonexudative ARMD. The central atrophic region causes a corresponding central scotoma. Note the large choroidal vessels, which are visible through the RPE defect. Drusen surround the region of geographic atrophy.


 Color photograph of the fundus shows classic choroidal neovascular membrane (CNVM) causing subretinal hemorrhage. Subretinal hemorrhage, which resulted from a classic CNVM, occupies the foveal region, causing a dense central scotoma. The subretinal hemorrhage can be large, mimicking a choroidal melanoma. On occasion, the subretinal hemorrhage can break through the retina, causing a vitreous hemorrhage. Patients who present with vitreous hemorrhage and evidence of age-related macular degeneration (ARMD) in the other eye should be thought to have a CNVM, especially if they have no history of diabetes or other causes of vitreous hemorrhage

History: ARMD cannot be diagnosed in individuals younger than 50 years, according to the international classification system (Bird, 1995). 

Patients with nonexudative ARMD typically have mild symptoms, with minimally blurred central vision, contrast disturbances, and mild metamorphopsia. If geographic atrophy develops in the foveal region, patients may notice a corresponding central scotoma, which can progress over months to years. 

Patients with exudative ARMD typically describe painless progressive blurring of their central vision, which can be acute or insidious in onset. Patients who develop subretinal hemorrhage from a classic CNV, for example, typically report an acute onset. Patients with occult CNVM may experience insidious blurring secondary to shallow subretinal fluid or pigment epithelial detachments (PEDs). They also report relative or absolute central scotomas, metamorphopsia, and difficulty reading. 
http://www.goodhope.org.uk/Departments/eyedept/armd%20pathol.htm 
4. Neuro-ophthalmology; acute visual loss and double vision

Vascular

awoke sudden visual loss, monocular, prob acute central retinal artery occlusion. Central retinal artery is the first branch of the carotid
assessed and managed eye casualty. Look for embolic cause

giant cell arteritis, v unusual under age 60yrs age

zigzag lines, haloes, migraine, always. Even if no previous, no headache

RAPD – no direct but preserved consensual reflex (like a tinted lens over one eye)

Vitreous haemorrhage
Compressive lesions Progressive loss of vision, ?compressive lesion

Tumours, insidious. Delay in diagnosis cos field loss not acuity change. May also get loss of smell, just confrontation with a red pin

Horner’s  sympathetic, risk of stroke

Inflammatory

Milder forms of MS start with optic neuritis, more sensory than the brainstem/balance parapresis, 
Diabetic diplopia/ptosis, acute 3rd nerve palsy , or or 4th or 6th. Ischaemic, recovers in 3m,  pupil spared
5. How to examine the eye

0.4% benoxinate, short acting, 10-15mins
Look down, grab eye lid just nasal to midline, empty needle cartlidge

Corneal abrasion

Mydrasil tropicamide, mydriatic, should not drive, may help, but 1 okay, may inform

RAPD – so long a sdefect in front of prism – shine light in bad eye, pupil will dilate

99% action arcades, disc, macula, not peripheral retina

Look around, then look at light to see fovea

Plus lens to magnify if no refractive error

Distant target, 30% to visual axis, not at light, search blind spot, how is the disk, 

then arcades
history
· One or both? 

· What disturbance of vision? 

· Rate of onset? 

· Any blind spots? 

· Any associated symptoms e.g. floaters? flashing lights? 

· Exactly what is worrying the patient. 

· Contact lens use?  

· Myopia? (increases risk of retinal detachment 10 fold) 

· Any family history? (FH of glaucoma in a 1st degree relative gives you a 1/10 lifetime risk, or squint) 

· Any history of diabetes, hypertension or connective tissue disease?

examination

· Snellan chart, 3m or 6m, simple text for near vision, 

· Pinholes

· Fields, remember red and the quality of the red, simple 4 quadrant testing.

· Pupils: a bright torch and magnifying glass

· Squint

· Movements

· Opthalmoscopy: Start at 10, red reflex?, green filter enhances blood vessels, dilate prn, risk of acute closed angle glaucoma remote.

6. Diabetic eye disease

Diabetic retinopathy commonest complication. Lot of diabetics in Uk and increasing

commonest cause of blindness in UK in 20 – 55yr olds

20 years after onset of diabetes >90% IDDM and >60% NIDDDM have retinopathy

Common, significant, treatment available, sensitive and specific test – National screening framework. 
Diab retinop screen – comprehensive, regional, digital photog, quality assurance, screening an dtreatment, multi disciplinary team , photographer, database, grader, eye clinic

£75 million, RHA obliged to implement, all PWDs, quality assurance, digital imaging, PCT database from GP’s 80% participation, 90% of photos must be gradable, 90% grader agreement, 70% maculopathy seen within 13w,
Grading of retinopathy

Diabetic retinopathy has four stages:

1. Mild Nonproliferative Retinopathy. At this earliest stage, microaneurysms occur. They are small areas of balloon-like swelling in the retina's tiny blood vessels. 

2. Moderate Nonproliferative Retinopathy. As the disease progresses, some blood vessels that nourish the retina are blocked. 

3. Severe Nonproliferative Retinopathy. Many more blood vessels are blocked, depriving several areas of the retina with their blood supply. These areas of the retina send signals to the body to grow new blood vessels for nourishment. 

4. Proliferative Retinopathy. At this advanced stage, the signals sent by the retina for nourishment trigger the growth of new blood vessels. This condition is called proliferative retinopathy. These new blood vessels are abnormal and fragile. They grow along the retina and along the surface of the clear, vitreous gel that fills the inside of the eye. By themselves, these blood vessels do not cause symptoms or vision loss. However, they have thin, fragile walls. If they leak blood, severe vision loss and even blindness can result. 

peripheral disease retinopathy and maculopathy (between arcades) are different conditions

use PRP for retinopathy, less good for maculopathy. Stops 50% from getting worse

peripheral disease does not progess to sight threatening maculopathy

Retinopathy 
R1 microaneurysms, haemorrhages and exudates

R2 >20 haemorrhages in all 4 quadrants, venous beading (sausages) in 2        or more and IRMA (new vessel precursors)


R3 new vessels

R3 urgent referreral, any abnormal, 2nd grader, 90% continue screening, 10% eye clinic

Maculopathy
1DD, 2DD disc diameter

ACE inhibs protect from retinopathy, intensive treatment of BP 35% reduction in retinopathy incidence, also for cholesterol

(Yellow deposits, hard exudates, drusen, new vessels wet ARMD)

ACE inhib prevent retinopathy. Anti-VEGF stops retinal capillaries leaking
False. Often there are none in the early stages of the disease. Vision may not change until the disease becomes severe.
	NSC 
	International Classification: 
	Symptoms 
	Features: 

	R0 

	No DR 
	None 

	Normal retina 


	RI

	Mild non-proliferative 
	None

	Microaneurysms only see photo

	RI 

	Moderate non-proliferative 

	None 

	Extensive Microaneurysm, intraretinal haemorrhage, and hard exudates. (Previously termed mild pre-proliferative) See photo and photo

 HYPERLINK "http://eyephoto.ophth.wisc.edu/ResearchAreas/Diabetes/DiabStds/DStd8a.htm" \t "_blank" .

	RII 

	Severe non-proliferative 

	None 

	Venous abnormalities, large blot haemorrhages, cotton wool spots (small infarcts). (Previously termed severe pre-proliferative). 
Venous abnormalities: venous beading, venous loop, venous reduplication, IRMA, multiple deep/round/blot haemorrhages. See photo and photo. 

	RIII

	Proliferative retinopathy

	Floaters, sudden visual loss 

	New vessel formation either at the disc (NVD) or elsewhere ( NVE ). 
Photos: flat new vessels,    raised,   florid

	RIII 

	Pre-retinal fibrosis+/- tractional retinal detachment 

	Floaters, central loss of vision 

	Extensive fibrovascular proliferation, retinal detachment,. pre-retinal , vitreous haemorrhage , glaucoma. 


	M 

	Diabetic maculopathy 
	Blurred central vision 

	Exudative maculopathy presents with leakage , retinal thickening, microaneurysms, hard exudates at the macula. Ischaemic form can have a featureless macular with NVE and poor vision. 

Milder forms: 
exudate < or = 1DD of centre of fovea,
circinate or group of exudates within macula
any microaneurysm or haemorrhage < or = 1DD of centre of fovea only is associated with a best VA of < or = 6/12
retinal thickening < or = 1DD of centre of fovea (if stereos available) 

The macula is defined as a circle centred on the fovea, with a radius of the distance to the disc margin. Photos: moderate,   severe

	P 

	Photocoagulation 

	Reduced night vision, glare 

	Small retinal scars through out the peripheral retina. 


	OL/UG 

	Other lesion / Un-gradable

		Un-gradable is usually due to cataract, other lesions usually refer for assessment



	


http://www.patient.co.uk/showdoc/40000883/
7. Cataract and refractive surgery
pseudomonas ulcers CL rare but v serious
CL’s for .5yrs greater risk than laser refractive surgery

Improves night vision Almost exclusively small incision technique. Improves outcome

Wavefront scan bounce laser off retina measures the prescription of the eye at every mm point. Huge diference in prescription over different areas of the cornea

Dry eyes biggest problem with corneal surgery, other serious complications uveitis, infection, blindness, retinal detachment myopia
Symptoms

· Blurred vision

· Glares or haloes around bright lights

· Reduction or loss of colour perception

· Reduction or loss depth perception

· Difficulty with vision at night or in dim light

· Changes in refraction

Have surgery when affecting daily life, inc reading. An opportunity to correct short sight, long sight or astigmatism, 

Wavefront technology correct all refraction problems of eye

8. Glaucoma

Commonest cause of blindness. A sneaky thief of sight, subtle silent

Half undiagnosed. Blindness tip of the iceberg

Major impact on quality of life, red mobility, increase falls by 4 fold

Glaucoma is the most significant factor predictive of hip fracture apart from previous hip fracture. Increases the odds of a car crash by five fold, fitness to drive

Glaucoma is disc changes and visual field loss

Risks, increase with age, race, familial and raised IOP, major risk factor, arb figure >21mmHg

Pathogenesis largely unknown, raised pressure cos of decreased outflow? But why cause disc change?

Focal, notch loss of visual field or diffuse concentric los

If vertical cup to disc ratio .0,6 suspicious

Visual fields are the most important measurement in glaucoma
· what we are trying to preserve
· goldman, Humphrey, characteristic patterns, if in doubt rpeat

cortical filling of visual defect – why we are not aware of our blindspot, cortex fills in scotoma defect hence glaucoma patient might not notice much wrong with their vision – hence problem with mobility not vision

progressive disease, make efforts to reduce progression

do you bump into things? 

do you trip on thing?

Do you have difficulty on the stairs?

Do you have difficulty finding things?

Do you have a problem following a line of print/

Mild, mod severe decreased performance in all forms. End stage tunnel vision is v significant disease, but it is not insignificant disease before then

2 eyes, need to copare fields of both eyes to get impression of what patient is capable of. Large scotoma in one, but good vision in other ok. Overlapping scotomas big loss, esp if inferior visual field (take the better value for each spot)

Are patients aware of progression/ no

Therapy – to maximise quality of vision over remaining life span

Lowering IOP helps, the only intervention with evidence, even if pressures normal

Mydriatics, beta blockers, alpha agonists, prostaglandin analogues latanoprost,-potent drug
1. A 17 year old man presents to your surgery with discomfort in both eyes. He has been developing symptoms on and off for six months. He describes the discomfort as "an itchiness." He also describes sneezing and a running nose. His eyes do not produce discharge and he says his vision is blurred. On examination, his visual acuity is normal once excess tearing is wiped away. His conjunctivae are injected. What is the most likely diagnosis? 

	 
	Your answer 
	Correct answer 

	a
	Bacterial conjunctivitis 
	 
	 

	b
	Allergic conjunctivitis 
	 
	[image: image2.png]




	c
	Viral conjunctivitis 
	[image: image3.png]



	 

	d
	Blepharitis 
	 
	 


a : Bacterial conjunctivitis
Bacterial conjunctivitis typically presents with acute symptoms of redness and discharge. Both eyes are usually involved, although asymmetrically, and one may become affected a day or two before the other. Patients typically describe a build up of discharge at night with the lashes stuck together in the morning. The conjunctivae develop a velvety red appearance that is maximal in the fornices and least at the limbus. Laboratory tests are not usually needed and initial treatment is with broad spectrum topical antibiotic ointment. 

b : Allergic conjunctivitis
Allergic conjunctivitis is often associated with nasal symptoms, hence the name rhinoconjunctivitis. This can be either seasonal or perennial. Seasonal allergic rhinoconjunctivitis is the most common form, with the most common allergens being pollen particles. Perennial allergic conjunctivitis is due to the allergens of dust mites, animal hair, or washing powders. 

Both forms present with acute but transient bouts of sneezing, itchiness, and redness. It is important to note that itchiness is the predominant symptom. Treatment is with topical mast cell stabilisers (for example nedocromil) or antihistamines. Most episodes resolve with these agents. 

c : Viral conjunctivitis
Viral conjunctivitis presents with acute watering, redness, and discomfort. Both eyes are affected in 70% of patients. It typically presents shortly after a viral upper respiratory tract infection. The discharge is watery and you can often observe small focal subconjunctival haemorrhages. Tender periauricular and submandibular lymphadenopathy is often observed. Treatment is symptomatic and supportive with cold compresses and topical lubricants. 

d : Blepharitis
Blepharitis is common. It is usually symmetrical and bilateral. It is characterised by inflammation of the eyelid margin and is due to either meibomian gland dysfunction or staphylococcal hypersensitivity. The main symptoms are burning and grittiness. There is no discharge, although there may be crusting in the mornings. 

Treatment is with topical lubricants and lid hygiene, involving hot compresses and scrubbing the eyelash bases with cotton wool buds dipped into hot water and baby shampoo (you should be able to get exact instructions from your local eye casualty department). 

A 28 year old man presents with a three day history of a painless red right eye. The onset was sudden but his vision is unaffected. There is no history of trauma or rash. On examination the eye is red, but visual acuity is 6/9 bilaterally and there is no evidence of corneal staining with fluorescein. Fundoscopy is normal.

1. [image: image4.jpg]



What is the most likely diagnosis?
	 

	a
	Corneal foreign body 

	b
	Central artery occlusion 

	c
	Subconjunctival haemorrhage 

	d
	Episcleritis 


a : Corneal foreign body
You should suspect a corneal foreign body if there is a history of sudden trauma, such as a scratch or high velocity foreign body impact (for example during drilling). 

b : Central artery occlusion
A central artery occlusion presents with sudden painless and severe loss of vision. The eye would not be red. 

c : Subconjunctival haemorrhage
Spontaneous subconjuctival haemorrhage is often associated with hypertension or heavy bouts of coughing or straining. The redness is a solid red haematoma. Although the appearance may be alarming it will resolve without treatment in two to three weeks. You should refer a patient with subconjunctival haemorrhage to hospital only in the context of a head injury. If you cannot see the posterior aspect of the haematoma laterally, this may indicate a base of skull fracture. 

d : Episcleritis
Episcleritis is usually a benign self limiting condition that normally resolves in two weeks without treatment. It typically affects young adults. It is often localised to one area of the globe and doesn't look like a blood clot.

Clinical tips

Other important things that can help you arrive at the correct diagnosis are: 

· A history of trauma or a foreign body. This is typically a scratch to the eye or high velocity debris in the context of drilling or angle grinding 

· Blurred vision. Subjective changes in vision are a sensitive early indicator of serious pathology. Remember that any patient with a watering eye may experience decreased vision while looking through a film of water. Ask whether the patient's vision improves when they wipe their eye 

· Haloes around lights. This indicates extremely high intraocular pressure and is an artefact of the diffraction of light through a cornea distended with water. This is a cardinal symptom of acute angle closure glaucoma 

· A recent upper respiratory tract infection often precedes viral conjunctivitis 

· Wearing contact lenses. Patients are at risk of corneal ulcers and should be referred if you are in doubt 

· Pain on eye movements. This symptom suggests inflammation and is an indicator of serious pathology such as orbital cellulitis, scleritis, or optic neuritis. 

Other important things to look for include:

· Periorbital erythema. A preseptal cellulitis involves the superficial tissues of the eyelids and is often associated with just one eyelid (the upper or lower). There is no pain on eye movement. An orbital cellulitis involves all the superficial tissues around the eye as well as the deeper orbital contents. This is an emergency and you should refer the patient immediately 

· Intraocular pressure. You can detect gross differences in pressure between the eyes digitally. Ask the patient to close their eyes and gently palpate the corneas through the lids to gauge how hard the eye is. It is often useful to compare the feel of a normal eye (your own) with that of the patient. An eye that feels as hard as a golf ball probably has very high pressure and will be painful (acute angle closure glaucoma). 

	 Learning bite

	Herpes zoster ophthalmicus is an unusual but important problem. It is a reactivation of varicella zoster virus infection in the ophthalmic division of the trigeminal nerve. It can be treated in the community in the same way as shingles anywhere else on the skin. But if the eye becomes red you should refer the patient to your local ophthalmologist. If the tip of the nose is uninvolved, intraocular involvement is unlikely and referral to an ophthalmologist is unnecessary. Treatment is with oral aciclovir. 


A 42 year old nurse who wears extended wear soft contact lenses presents with a one day history of pain and blurred vision in her right eye. You suspect a corneal ulcer. Which one of the following features on examination is most suggestive of a corneal ulcer? 

a : Fixed, mid-dilated pupil
Both pupils should be equal in size and reactive to light. A fixed, mid-dilated pupil in one red eye is a sign of acute angle closure glaucoma. 

b : Focal fluorescein staining of the cornea with an area of corneal opacification
The cornea should be completely transparent. You should refer the patient immediately if there is any cloudiness or opacity. Fluorescein dye absorbs light of one wavelength (blue) and emits light of a different wavelength (green). Place one drop into the eye and shine a blue light onto the cornea. Focal fluorescence indicates epithelial disruption, such as a corneal abrasion or corneal ulcer. 

c : Normal visual acuity (once any excess watering or discharge is wiped from the eye)
A visual acuity test is crucial. A normal visual acuity in this context is unlikely unless the abscess is peripheral and small. Central or large abscesses distort the cornea and reduce vision. Use a Snellen chart at 6 metres (or an equivalent scale at a closer distance). Make sure you check the pinhole acuity because this will eliminate any refractive error and can make the recording more meaningful. 

d : Marked palpebral conjunctival injection
Examine the pattern of redness. Circumciliary injection (a red ring around the cornea) indicates iritis. If the palpebral conjunctiva is injected then conjunctivitis is likely. In the context of a corneal ulcer you would expect the bulbar conjunctiva to be involved. With subconjunctival haemorrhage there is a characteristic solid red coloration (like a blood clot) that is painless and is not associated with corneal opacity.

A 28 year old woman presents with a three day history of a red eye. You begin the consultation by taking a history. Which one of the following features suggests a diagnosis of uveitis? 

a : Intense photophobia
An intense aversion to light is an indication of uveitis. Uveitis can be primary or secondary to serious intraocular pathology. Uveitis can be anterior (iritis), posterior, or both. Loss of vision usually indicates worsening or severe disease and increases the urgency of the referral. 

b : Purulent discharge from both eyes with the eyelids being stuck together in the mornings
A purulent discharge indicates bacterial conjunctivitis. Patients typically report that their eyelashes are firmly stuck together in the morning and opening them requires effort. Bacterial conjunctivitis can be safely managed in the community with topical chloramphenicol four times a day or fucidic acid three times a day. 

c : Marked itchiness in both eyes
Itchy eyes suggest allergic conjunctivitis. This often occurs in the spring and summer and is associated with allergic rhinitis. 

d : Grittiness and discomfort, particularly around the lid margins and eyelash follicles
Discomfort at the lid margin and around the eyelash roots indicates blepharitis and is usually associated with a "gritty" eye. 

e : Serous discharge without adherent eyelids in the morning
A more serous discharge indicates viral conjunctivitis.

Bottom of Form

A 34 year old primary school teacher presents with a four day history of bilateral red eyes following a recent upper respiratory tract infection. She reports grittiness in both eyes with discomfort that is worse on blinking. She describes a watery discharge and although there is some crusting of her eyelids in the morning, they are not firmly stuck together. On examination her vision is 6/6 in both eyes. The conjunctivae are diffusely inflamed. No corneal clouding is evident and pupil reactions and fundoscopy are normal. Her periauricular lymph nodes are palpable. What is the most appropriate course of action? 

Viral conjunctivitis is the most likely diagnosis. There is no specific treatment for this condition and most episodes are benign and self limiting. Management is supportive with topical lubricants, such as guttae hypromellose, and cold compresses. You should advise the patient that she is infectious (especially when her eyes are watering) and may pass the virus to others in her household via towels or pillows
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