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	Ludwig’s: secondary infection involving 2nd and 3rd molars
s/s severe pain, swelling, fever, malaise, dysphagia, dysphasia
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	Common organisms: streptococcus (aerobic), prevotella, Peptostreptococcus (anaerobic)
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	Odontalgia: pain medicine, dental nerve block, abx, stress f/u care
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	Alveolitis: irrigate socket, topical analgesia (gauze moistened with clove oil), change daily
Post extraction bleeding: small vessels continue to bleed. Apply pressure—bite gauze roll, may need lidocaine with epi or suture. Avoid hot or hard foods
ANUG—non-contagious infection
Risk factors: immunosuppressed, nutritional deficit, smoking. Common after URI. Most often adolescents and young adults
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	Bells palsy—no CT needed, differentiate from stroke because BP can’t raise eyebrows/wrinkle forehead (stroke can). Because facial never affected expect incomplete eye closure—tape eye shut, eye drops. Moist heat and facial massage
May r/u Lyme disease, but Lyme disease usually has bilateral facial paralysis
Trigeminal Neuralgia
Might be caused by structural lesion on nerve causing rapid refiring in nerve
Precipitated by exposure to cold, facial stimulation (washing, make up application, eating)
Occurs more on R side than L 
Narcotics, minimally helpful
Regional nerve block
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	Sinusitis
Inflammation of mucous membranes that line paranasal sinuses
Maxillary sinus most affected
Progresses over 5-7 days
Most common cause: haemaophilis influenzae, Streptococcus pneumoniae
Suspect bacterial if worsening after 5 days
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	Otitis externa
Green exudate: gram-neg bacteria (pseudomonas)
Yellow exudate or crusting: staphylococcus aureus
Fluffy white to black materal: Aspirgillus or candida
Clean ear, ear drops for 1 week (fungal or abx)
Ear wick (otowick) saturated with abx may be placed if swelling to great for drops (falls out 2-3 days)
If no improvement in 7 days, get cultures and follow up with ENT
Otitis media
s/s: decreased hearing, irritability, fever, N/V/D, vertigo
Assessment: nasal drainage, erythema of pharynx, erythema of TM, retracted or bulging of TM, yellow/white discoloration of TM, drainage
Tx: pain, abx?, bendadryl
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	Meniere’s disease: Etiology unknown, theory destruction of vestibular and cochlear apparatus from increased fluid/pressure in endolymphatic system. maybe r/t head injury, infection, allergies, or inner ear deterioration.
Assess: spontaneous nystagmus regardless of position change, fall risk b/c of vertigo. Maybe abdominal pain, diaphoresis, bradycardia b/c of vagal nerve stimulation
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	Anterior and superior displacement of the jaw—spasms and muscle contractions of the jaw prevent condyles from returning to normal position
Risk factors: malocclusion, poorly fitting dentures, bruxism (grinding/clenching), emotional stress—alters muscular balance
D/C teaching: soft diet for 3-4 days, avoid stress on TMJ, awareness of habits that make them at risk for TMJD, avoid opening mouth too wide
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	Facial CT or xray
Treat pain and edema
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	LeFort I: transverse maxillary bone fx, occurs just above the teeth separating from maxilla, may note lip laceration or fractured teeth
LeFort II: pyramid shape fracture mid face: may not nasal and face swelling, malocclusion, CSF rhinorrhea
LeFort III: complete cranial facial separation involving maxilla, zygoma, orbits, and bones at cranial base. May note: massive facial edema, able to lift zygomatic bones, eccymosis, diplopia d/t nerve entrapment, or open bite/malocclusion. 
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	Neonate STI eye infections: gonorrhea, chlamydia, herpes
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	Emergent tx or blindness can occur (pressure damages optic nerve, retina not perfused)
s/s:  severe sudden onset unilateral pain, HA, blurred vision, halos around lights
Assessment: hazy cornea, pupil poorly reactive or fixed, pressure 40-80mmHg, rock-hard if palpated
Tx: Opthamology consult, iridotomy, admit
Medications: analgesics, antiemetics (no extra pressure), diuretic agents, Beta-adrenergic antagonist eye drops (lower IOP), Pilocarpine eye drops (lower IOP)
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	Blockage must be relieved within 1-2 hours to preserve vision
Assessment: may be able to perceive light or count fingers, afferent pupil defect (pupils don’t restrict the same when light shown into eye), retina pale and edematous
Tx: ophthalmology, digital massage of globe (physician only), maybe surgery
Meds: betablocker drops (decreases IOP), acetazolamide, carbogen gas (95% O2, 5% CO2) if available for vasodilatation, tPA?
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	Interventions: visual acuity, clean eye medial to lateral, warm compress for bacterial, cool for viral, eye drops and pain medication
Patient education: hand washing, medication administration, no contacts, no makeup, throw away eye make up
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	Interventions: visual acuity, slit lamp, tono pen, steroids, cycloplegics to paralyze ciliary muscle, warm compress
Patient teaching: light sensitivity (protective eyewear)
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	Periorbital Cellulitis: swollen erythematous eyelid, mild-diffuse conjunctival injection. Causes: laceration, bug bite, sinusitis, common bacteria: pneumococcal, staphylococcal, or streptococcal
Orbital Cellulitis: decreased visual acuity, proptosis (eye displacement), pain with movement
Assessment/diagnostics: fever, edema of structures, discomfort, decreased pupillary reflexes, afferent pupil defect, orbital CT, culture discharge, blood cultures, LP to R/O CNS  infection (if pt looks toxic). 
Treatment: ophthalmology consult, Warm compress, possible surgery for abscess, IV abx 
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	Video of lateral canthotomy
https://youtu.be/MhGQ1ikN93M
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Abscess 

•

Peritonsillar Abscess

•

Hot potato voice (muffled)

•

Unilateral with Dysphagia

•

Fever, malaise 

•

Tx outpatient unless airway compromise or sepsis

•

Needle aspiration?

•

No gargling—may cause rupture

•

antibiotics

Maxillo-

Facial
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Abscess 

Peritonsillar Abscess

Hot potato voice (muffled)

Unilateral with Dysphagia

Fever, malaise 

Tx outpatient unless airway compromise or sepsis

Needle aspiration?

No gargling—may cause rupture

antibiotics
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Common organisms: streptococcus (aerobic), prevotella, Peptostreptococcus (anaerobic)
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Dental Conditions

•

Odontalgia (dental pain)

•

Pain management and prevent further tooth decay

•

Tooth Eruption (teething)

•

Pain, irritability, decresed intake, fever, URI s/s

•

Tx: massage gums, ice chips wrapped in cloth over area, analgesia

•

Pericoronitis (inflammation of gingival tissue)

•

s/s pain, submandibular lymphadenopathy, red/inflamed soft tissues 

around crown, trismus if widespread

•

Tx: massage gums, irrigation, drain abscesses, pain medicine and f/u with 

dentist

Maxillo-

Facial
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Dental Conditions

Odontalgia (dental pain)

Pain management and prevent further tooth decay

Tooth Eruption (teething)

Pain, irritability, decresed intake, fever, URI s/s

Tx: massage gums, ice chips wrapped in cloth over area, analgesia

Pericoronitis (inflammation of gingival tissue)

s/s pain, submandibular lymphadenopathy, red/inflamed soft tissues around crown, trismus if widespread

Tx: massage gums, irrigation, drain abscesses, pain medicine and f/u with dentist
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Facial





Odontalgia: pain medicine, dental nerve block, abx, stress f/u care
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Dental Conditions

•

Post extraction bleeding and pain

•

Pain normal for up to 3 days

•

Alveolitis (dry socket)—loss of healing blood clot

•

Acute Necrotizing Ulcerative Gingivitis (ANUG or Trench Mouth)

•

Painful bleeding gums, fever, cervical lymphadenopathy, foul breath

•

May note grey membrane that bleeds with pressure

•

Promote good oral hygiene, good nutrition

•

chlorhexidine rinse (or ½ strength hydrogen peroxide) and antibiotics

Maxillo-

Facial
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Dental Conditions

Post extraction bleeding and pain

Pain normal for up to 3 days

Alveolitis (dry socket)—loss of healing blood clot

Acute Necrotizing Ulcerative Gingivitis (ANUG or Trench Mouth)

Painful bleeding gums, fever, cervical lymphadenopathy, foul breath

May note grey membrane that bleeds with pressure

Promote good oral hygiene, good nutrition

chlorhexidine rinse (or ½ strength hydrogen peroxide) and antibiotics
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Alveolitis: irrigate socket, topical analgesia (gauze moistened with clove oil), change daily

Post extraction bleeding: small vessels continue to bleed. Apply pressure—bite gauze roll, may need lidocaine with epi or suture. Avoid hot or hard foods

ANUG—non-contagious infection

Risk factors: immunosuppressed, nutritional deficit, smoking. Common after URI. Most often adolescents and young adults

6





B oerser conations

ot g o

A Nt U Gt NG T )
et

i ———






image7.emf
Epistaxis

•

Anterior Epistaxis

•

Pinch nose for 10min without taking pressure off

•

Topical anesthetics/vasoconstrictors (cocaine, lidocaine, tetracaine)

•

Cauterization (sliver nitrate stick, electrocautery)

•

Nasal packing 

•

Posterior Epistaxis

•

Balloon tipped catheter

•

Gauze packing

•

Reverse known coagulopathies 

Maxillo-

Facial
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Epistaxis

Anterior Epistaxis

Pinch nose for 10min without taking pressure off

Topical anesthetics/vasoconstrictors (cocaine, lidocaine, tetracaine)

Cauterization (sliver nitrate stick, electrocautery)

Nasal packing 



Posterior Epistaxis	

Balloon tipped catheter

Gauze packing

Reverse known coagulopathies 

Maxillo-

Facial
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Facial Nerve Disorders

•

Bells Palsy

•

Facial nerve (VII)

•

Caused by stress or Herpes

•

Paralysis of one side of face

•

Self limiting—usually about 3 weeks

•

Eye care, analgesics, steroids

•

Trigeminal Neuralgia (Tic Douloureux)

•

Trigeminal nerve (V)

•

Most common in females >40

•

Brief, recurrent, intense unilateral facial pain

•

Tx: Tegretol, Dilantin, surgery

Maxillo-

Facial
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Facial Nerve Disorders

Bells Palsy

Facial nerve (VII)

Caused by stress or Herpes

Paralysis of one side of face

Self limiting—usually about 3 weeks

Eye care, analgesics, steroids

Trigeminal Neuralgia (Tic Douloureux)

Trigeminal nerve (V)

Most common in females >40

Brief, recurrent, intense unilateral facial pain

Tx: Tegretol, Dilantin, surgery

Maxillo-

Facial





Bells palsy—no CT needed, differentiate from stroke because BP can’t raise eyebrows/wrinkle forehead (stroke can). Because facial never affected expect incomplete eye closure—tape eye shut, eye drops. Moist heat and facial massage

May r/u Lyme disease, but Lyme disease usually has bilateral facial paralysis

Trigeminal Neuralgia

Might be caused by structural lesion on nerve causing rapid refiring in nerve

Precipitated by exposure to cold, facial stimulation (washing, make up application, eating)

Occurs more on R side than L 

Narcotics, minimally helpful

Regional nerve block
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Infections

•

Sinusitis

•

s/s: sinsus congestion/discomfort, nasal congestion, mucopurulent nasal 

drainage, pressure over sinuses, malaise, fever, facial swelling

•

Dx: xray or CT if not responding to tx

•

Tx: nasal decongestant, nasal steroid (4 days max), heat to face to relieve 

pressure, vaporizer, sinus rinse, antibiotics

•

Parotitis

•

Inflammation of parotid gland

•

Bacterial or viral (mumps)

•

Purulent saliva released from Stensen’s duct when massaged

•

Pain management and abx

•

Lemon drops or other agent to stimulate saliva production

Maxillo-

Facial
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Infections

Sinusitis

s/s: sinsus congestion/discomfort, nasal congestion, mucopurulent nasal drainage, pressure over sinuses, malaise, fever, facial swelling

Dx: xray or CT if not responding to tx

Tx: nasal decongestant, nasal steroid (4 days max), heat to face to relieve pressure, vaporizer, sinus rinse, antibiotics

Parotitis

Inflammation of parotid gland

Bacterial or viral (mumps)

Purulent saliva released from Stensen’s duct when massaged

Pain management and abx

Lemon drops or other agent to stimulate saliva production
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Sinusitis

Inflammation of mucous membranes that line paranasal sinuses

Maxillary sinus most affected

Progresses over 5-7 days

Most common cause: haemaophilis influenzae, Streptococcus pneumoniae

Suspect bacterial if worsening after 5 days
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Infections

•

Otitis Externa (swimmer ear)

•

Inflammatory condition of ear canal and auricle of the ear. Swelling and maceration of the stratum 

corneum of skin causing pruritis, swollen lymph nodes and pain. 

•

Can be viral, fungal, or bacterial

•

Otitis Media

•

Often concurrent with URI

•

Present: pulling at ear, or c/o pain, feeling full in ear

•

Tx symptoms, abx?, Benadryl

•

Tympanocentesis or Myringotomy (I&D) rarely done in ED

Maxillo-

Facial
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Infections



Otitis Externa (swimmer ear)

Inflammatory condition of ear canal and auricle of the ear. Swelling and maceration of the stratum corneum of skin causing pruritis, swollen lymph nodes and pain. 

Can be viral, fungal, or bacterial



Otitis Media

Often concurrent with URI

Present: pulling at ear, or c/o pain, feeling full in ear

Tx symptoms, abx?, Benadryl

Tympanocentesis or Myringotomy (I&D) rarely done in ED
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Otitis externa

Green exudate: gram-neg bacteria (pseudomonas)

Yellow exudate or crusting: staphylococcus aureus

Fluffy white to black materal: Aspirgillus or candida

Clean ear, ear drops for 1 week (fungal or abx)

Ear wick (otowick) saturated with abx may be placed if swelling to great for drops (falls out 2-3 days)

If no improvement in 7 days, get cultures and follow up with ENT

Otitis media

s/s: decreased hearing, irritability, fever, N/V/D, vertigo

Assessment: nasal drainage, erythema of pharynx, erythema of TM, retracted or bulging of TM, yellow/white discoloration of TM, drainage

Tx: pain, abx?, bendadryl
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Acute Vestibular Dysfunction

•

Labyrinthitis

•

Involves the nerves connecting the ear to the brain

•

c/o vertigo with movement of head, N/V, ear pressure, fatigue, hearing issues including tinnitus

•

Meniere’s disease

•

Typical onset age 40-60

•

c/o vertigo, nausea, vomiting, tinnitus

•

Lasts hours-weeks

•

Classic Triad—unilateral sensorineural loss, tinnitus, episodic vertigo

•

Tx symptoms 

Maxillo-

Facial
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Acute Vestibular Dysfunction

Labyrinthitis

Involves the nerves connecting the ear to the brain

c/o vertigo with movement of head, N/V, ear pressure, fatigue, hearing issues including tinnitus

Meniere’s disease

Typical onset age 40-60

c/o vertigo, nausea, vomiting, tinnitus

Lasts hours-weeks

Classic Triad—unilateral sensorineural loss, tinnitus, episodic vertigo

Tx symptoms 
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Meniere’s disease: Etiology unknown, theory destruction of vestibular and cochlear apparatus from increased fluid/pressure in endolymphatic system. maybe r/t head injury, infection, allergies, or inner ear deterioration.

Assess: spontaneous nystagmus regardless of position change, fall risk b/c of vertigo. Maybe abdominal pain, diaphoresis, bradycardia b/c of vagal nerve stimulation
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Ruptured Tympanic Membrane

•

Rupture d/t infection or trauma

•

Drainage bloody or purulent

•

c/o pain

•

Transient vertigo

•

Tinnitus and hearing loss

•

Healing is spontaneous

•

d/c teaching: avoid getting ear wet, f/u with ENT

Maxillo-

Facial
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Ruptured Tympanic Membrane

Rupture d/t infection or trauma

Drainage bloody or purulent

c/o pain

Transient vertigo

Tinnitus and hearing loss

Healing is spontaneous

d/c teaching: avoid getting ear wet, f/u with ENT

Maxillo-
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Temporomandibular Joint (TMJ) 

Dislocation

Maxillo-

Facial

•

Unilateral or bilateral

•

Trauma or opening one’s mouth too wide (yawning, dental work)

•

Possible mandibular fractures

•

Open and closed mouth--Pre and post reduction xrays
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Temporomandibular Joint (TMJ) Dislocation

Maxillo-

Facial

Unilateral or bilateral

Trauma or opening one’s mouth too wide (yawning, dental work)

Possible mandibular fractures

Open and closed mouth--Pre and post reduction xrays 







Anterior and superior displacement of the jaw—spasms and muscle contractions of the jaw prevent condyles from returning to normal position

Risk factors: malocclusion, poorly fitting dentures, bruxism (grinding/clenching), emotional stress—alters muscular balance

D/C teaching: soft diet for 3-4 days, avoid stress on TMJ, awareness of habits that make them at risk for TMJD, avoid opening mouth too wide
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Trauma: Nasal Fracture

•

Complications: epistaxis, soft tissue swelling, nasal/septal 

hematoma, periorbital ecchymosis, subconjunctival hemorrhage.

•

Classifications

1. Depressed

2. Lateral angulated

3. Comminuted

•

Focus on Airway management, controlling bleeding, and pain

Maxillo-

Facial
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Trauma: Nasal Fracture

Complications: epistaxis, soft tissue swelling, nasal/septal hematoma, periorbital ecchymosis, subconjunctival hemorrhage.

 Classifications

Depressed

Lateral angulated

Comminuted



Focus on Airway management, controlling bleeding, and pain
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Trauma: Zygomatic Fracture

•

Primary cause: MVC and altercations

•

Direct blow to prominence of zygoma or malar 

eminence (club/fist) or falling on side of face

•

Frequent association with orbital floor fractures

•

Assessment

•

Periorbital ecchymosis

•

Epistaxis

•

Diplopia

•

Subconjunctival hemorrhage 

Maxillo-

Facial
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Trauma: Zygomatic Fracture

Primary cause: MVC and altercations

Direct blow to prominence of zygoma or malar eminence (club/fist) or falling on side of face

Frequent association with orbital floor fractures

Assessment	

Periorbital ecchymosis

Epistaxis

Diplopia

Subconjunctival hemorrhage 

Maxillo-
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Facial CT or xray

Treat pain and edema
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Trauma: Facial Fractures

Maxillary

•

LeFort I, II, III

•

No NPA!

Mandibular

•

Common fracture sites are at the 

canine and 3

rd

molar at angle of 

mandible and condyles

•

Malocclusion

•

Pain especially with movement

•

Facial deformity, palpable step-off

•

Blood in TM or rupture

•

Numb lower lip

Maxillo-

Facial
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Trauma: Facial Fractures

Maxillary

LeFort I, II, III

No NPA!



Mandibular

Common fracture sites are at the canine and 3rd molar at angle of mandible and condyles

Malocclusion

Pain especially with movement

Facial deformity, palpable step-off

Blood in TM or rupture

Numb lower lip
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LeFort I: transverse maxillary bone fx, occurs just above the teeth separating from maxilla, may note lip laceration or fractured teeth

LeFort II: pyramid shape fracture mid face: may not nasal and face swelling, malocclusion, CSF rhinorrhea

LeFort III: complete cranial facial separation involving maxilla, zygoma, orbits, and bones at cranial base. May note: massive facial edema, able to lift zygomatic bones, eccymosis, diplopia d/t nerve entrapment, or open bite/malocclusion. 
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Trauma: 

Subluxed/Avulsed teeth

•

Loose teeth—airway concern?

•

Avulsed teeth should be replanted within 30min

•

Clean gently if debris present (NS or tap water)—no scrubbing

•

Store in pH balanced solution (Save-A-Tooth or Hank’s solution) 

or milk or in mouth or reliable patient

•

Do replant baby teeth

•

Dental follow up

Maxillo-

Facial
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Trauma: 
Subluxed/Avulsed teeth

Loose teeth—airway concern?

Avulsed teeth should be replanted within 30min

Clean gently if debris present (NS or tap water)—no scrubbing

Store in pH balanced solution (Save-A-Tooth or Hank’s solution) or milk or in mouth or reliable patient

Do replant baby teeth

Dental follow up
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Trauma: Fractured Larynx

•

Blunt or penetrating trauma to neck

•

s/s: hoarse voice, pain with swallowing, cough, strider, 

hemoptysis

•

C-Spine percations

•

Airway Management

•

May need cricothyrotomy, or tracheotomy

•

Common causes: MVC, strangulation, physical trauma 

(sports)

Maxillo-

Facial
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Trauma: Fractured Larynx

Blunt or penetrating trauma to neck

s/s: hoarse voice, pain with swallowing, cough, strider, hemoptysis

C-Spine percations

Airway Management

May need cricothyrotomy, or tracheotomy

Common causes: MVC, strangulation, physical trauma (sports)

Maxillo-
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Trauma: Skull Fractures

•

Linear

•

No displacement of skull

•

Depressed

•

Palpable depression

•

Can lacerate dura mater or brain tissue

•

Possible open fracture

•

Basilar

•

Fx in any of the 5 bones at the base of the skull

•

Punctures, lacerations of brain tissue or CSF leak

•

High risk for infection

•

Dx with Cerebral arteriography or CT angiography

•

Racoon eyes or battle sign

Maxillo-

Facial
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Trauma: Skull Fractures

Linear

No displacement of skull

Depressed

Palpable depression

Can lacerate dura mater or brain tissue

Possible open fracture

Basilar

Fx in any of the 5 bones at the base of the skull

Punctures, lacerations of brain tissue or CSF leak

High risk for infection

Dx with Cerebral arteriography or CT angiography

Racoon eyes or battle sign
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Ocular
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Ocular
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Anatomy Review

Ocular
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Anatomy Review

Ocular
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Anatomy Review



Conjunctiva: covers the eye, thin, clear layer



Sclera: white part, tough, gives eye shape, attached to extraocular 

muscles



Cornea: clear structure in front of iris—focuses light as it enters the eye



Aqueos Humor: fluid in posterior chamber of eye



Retina: converts light into nerve signals to be received by the brain—

made up of rods (light) and cones (color)



Macula: inside retina—sharp central vision



Choroid: layer of tissue separating retina and sclera 

(blood vessels to retina)

Ocular
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Anatomy Review	

Conjunctiva: covers the eye, thin, clear layer

Sclera: white part, tough, gives eye shape, attached to extraocular muscles

Cornea: clear structure in front of iris—focuses light as it enters the eye

Aqueos Humor: fluid in posterior chamber of eye

Retina: converts light into nerve signals to be received by the brain—made up of rods (light) and cones (color)

Macula: inside retina—sharp central vision

Choroid: layer of tissue separating retina and sclera (blood vessels to retina)
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Assessment



Pain



Eye appearance



Changes from normal



Past medical hx



Medication



Visual acuity



Test each eye individually, then both. Use corrective lenses. 



Snellen chart, 20 feet away, only need 40% to get credit for the line



Rosenbaum, 14 inches away

Ocular
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Assessment

Pain

Eye appearance

Changes from normal

Past medical hx

Medication

Visual acuity

Test each eye individually, then both. Use corrective lenses. 

Snellen chart, 20 feet away, only need 40% to get credit for the line

Rosenbaum, 14 inches away

Ocular
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Equipment



Ophthalmoscope



Tono pen



Slit lamp



Fluorescein stain

Ocular
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Slit lamp
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Age Considerations

Very Young



May need picture or E chart



Delayed presentation, may not 

notice vision change



Vaginal delivery neonates may 

have STIs in eyes—seen within 

1

st

month



Consider corneal abrasion in 

crying infant

Very Old



Vision diminishes gradually until 

at 70, then more rapid



Decreased ability to 

accommodate light



Eye dryness 



Cataracts common



At risk for glaucoma, detached 

retina, retinal bleeding

Ocular
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Age Considerations

Very Young

May need picture or E chart

Delayed presentation, may not notice vision change

Vaginal delivery neonates may have STIs in eyes—seen within 1st month

Consider corneal abrasion in crying infant

Very Old

Vision diminishes gradually until at 70, then more rapid

Decreased ability to accommodate light

Eye dryness 

Cataracts common

At risk for glaucoma, detached retina, retinal bleeding

Ocular





Neonate STI eye infections: gonorrhea, chlamydia, herpes
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Abrasions



c/o: photophobia

, tearing, pain, lid swelling, FB sensation, 

decreased vision if lacerated



Tx: abx, cycloplegic drops to decrease ciliary spasm, oral 

analgesics



Opthamology f/u, no contact lenses, no patch

Ocular
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Abrasions

c/o: photophobia, tearing, pain, lid swelling, FB sensation, decreased vision if lacerated



Tx: abx, cycloplegic drops to decrease ciliary spasm, oral analgesics



Opthamology f/u, no contact lenses, no patch

Ocular
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Foreign Bodies



Concern if globe penetrated



Treatment—Remove FB



Irrigation with LR



25g needle



If metal, must use eye burr to remove rust ring

Ocular
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Foreign Bodies

Concern if globe penetrated

Treatment—Remove FB

Irrigation with LR

25g needle

If metal, must use eye burr to remove rust ring

Ocular
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Burns



Alkalis worse than acid (concrete, lye, drain cleaner)



Acid damage cornea by denaturing tissue—cornea appears 

white/opaque. Becomes neutralized on contact



Alkalis continue to damage cornea until substance removed



Dilution is the solution



LR until pH is normal (7.0-7.3)

Ocular
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Burns



Alkalis worse than acid (concrete, lye, drain cleaner)

Acid damage cornea by denaturing tissue—cornea appears white/opaque. Becomes neutralized on contact

Alkalis continue to damage cornea until substance removed

Dilution is the solution

LR until pH is normal (7.0-7.3)
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Keratitis aka Welder’s Burn



Generic term for inflammation of cornea



S/S



Light sensitive, red, pain, tearing, conjunctivitis, mucopurulent drainage, 

decreased vision



Risk factors: UV light exposure, corneal injury r/t contact lens use, 

viral infections



Tx: warm compress, broad-spectrum abx, maybe fungal drops, 

maybe patch for 24 hours, cycloplegics (reduce ciliary spasm)

Ocular


Microsoft_PowerPoint_Slide28.sldx
Keratitis aka Welder’s Burn

Generic term for inflammation of cornea

S/S

Light sensitive, red, pain, tearing, conjunctivitis, mucopurulent drainage, decreased vision

Risk factors: UV light exposure, corneal injury r/t contact lens use, viral infections

Tx: warm compress, broad-spectrum abx, maybe fungal drops, maybe patch for 24 hours, cycloplegics (reduce ciliary spasm)

Ocular
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Acute Angle-Closure 

Glaucoma



Occurs when the distance in the junction between the iris and the cornea 

becomes narrowed or occluded. Aqueous fluid becomes trapped. 



Often happens in a dark room 



ESI 2



s/s



Assessment



Tx



Medications

Ocular
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Acute Angle-Closure Glaucoma

Occurs when the distance in the junction between the iris and the cornea becomes narrowed or occluded. Aqueous fluid becomes trapped. 

Often happens in a dark room 

ESI 2

s/s

Assessment

Tx

Medications

Ocular





Emergent tx or blindness can occur (pressure damages optic nerve, retina not perfused)

s/s:  severe sudden onset unilateral pain, HA, blurred vision, halos around lights

Assessment: hazy cornea, pupil poorly reactive or fixed, pressure 40-80mmHg, rock-hard if palpated

Tx: Opthamology consult, iridotomy, admit

Medications: analgesics, antiemetics (no extra pressure), diuretic agents, Beta-adrenergic antagonist eye drops (lower IOP), Pilocarpine eye drops (lower IOP)
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Retinal Artery Occlusion



Sudden painless unilateral loss of vision



Embolus from atherosclerotic plaques in carotid artery or 

cardiac valves



ESI 2 



Assessment



Treatment



Medications

Ocular
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Retinal Artery Occlusion

Sudden painless unilateral loss of vision

Embolus from atherosclerotic plaques in carotid artery or cardiac valves

ESI 2 

Assessment

Treatment

Medications

Ocular





Blockage must be relieved within 1-2 hours to preserve vision

Assessment: may be able to perceive light or count fingers, afferent pupil defect (pupils don’t restrict the same when light shown into eye), retina pale and edematous

Tx: ophthalmology, digital massage of globe (physician only), maybe surgery

Meds: betablocker drops (decreases IOP), acetazolamide, carbogen gas (95% O2, 5% CO2) if available for vasodilatation, tPA?
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Retinal Detachment



Retina tears and allows vitreous humor to seep between 

retina and choroid



Blood supply is lost so it no long perceives light



c/o flashing lights, floaters, or a veil/curtain effect



Good prognosis if tx quickly



Tx: laser or injection of air or fluid into eye/scleral buckle

Ocular
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Retinal Detachment

Retina tears and allows vitreous humor to seep between retina and choroid

Blood supply is lost so it no long perceives light

c/o flashing lights, floaters, or a veil/curtain effect

Good prognosis if tx quickly

Tx: laser or injection of air or fluid into eye/scleral buckle

Ocular
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Infections: Conjunctivitis



Inflammation of scelra and surrounding tissue



Bacterial, viral, allergic



Purulent, mucopurulent, or watery discharge



c/o itching and drainage



Interventions



Patient education

Ocular
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Infections: Conjunctivitis

Inflammation of scelra and surrounding tissue

Bacterial, viral, allergic

Purulent, mucopurulent, or watery discharge

c/o itching and drainage

Interventions

Patient education







Ocular





Interventions: visual acuity, clean eye medial to lateral, warm compress for bacterial, cool for viral, eye drops and pain medication

Patient education: hand washing, medication administration, no contacts, no makeup, throw away eye make up
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Infections: Iritis/Uveitis



Inflammation of uveal tract (iris, ciliary body)



Inflammation, infection, trauma



Anterior chamber only = iritis



Posterior tract = choroiditis



Autoimmune?



Interventions



Patient teaching

Ocular
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Infections: Iritis/Uveitis



Inflammation of uveal tract (iris, ciliary body)

Inflammation, infection, trauma

Anterior chamber only = iritis

Posterior tract = choroiditis

Autoimmune?

Interventions

Patient teaching



Ocular





Interventions: visual acuity, slit lamp, tono pen, steroids, cycloplegics to paralyze ciliary muscle, warm compress

Patient teaching: light sensitivity (protective eyewear)
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Infections: 

Periorbital/Orbital Cellulitis



Periorbital Cellulitis: infection of superficial tissues of eyelids and 

periorbital area



Orbital Cellulitis: as above, includes the eye



Diabetic and immunocompromised patients at increased risk for fungal 

infections



High risk because infection can extend into cavernous sinus or brain



Assessment



Treatment

Ocular
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Infections: 
Periorbital/Orbital Cellulitis

Periorbital Cellulitis: infection of superficial tissues of eyelids and periorbital area

Orbital Cellulitis: as above, includes the eye

Diabetic and immunocompromised patients at increased risk for fungal infections

High risk because infection can extend into cavernous sinus or brain

Assessment

Treatment



Ocular





Periorbital Cellulitis: swollen erythematous eyelid, mild-diffuse conjunctival injection. Causes: laceration, bug bite, sinusitis, common bacteria: pneumococcal, staphylococcal, or streptococcal

Orbital Cellulitis: decreased visual acuity, proptosis (eye displacement), pain with movement

Assessment/diagnostics: fever, edema of structures, discomfort, decreased pupillary reflexes, afferent pupil defect, orbital CT, culture discharge, blood cultures, LP to R/O CNS  infection (if pt looks toxic). 

Treatment: ophthalmology consult, Warm compress, possible surgery for abscess, IV abx 
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Infections: Lid Infections



Hordeolum (external sty)



Warm compress 4 times a day until abscess comes to a point, may 

rupture spontaneously—don’t squeeze! Ophthalmic antibiotic ointment 

Q4 hours.



Chalazion (internal hordeolum)



Treat with abx ointment, I&D if affects vision



Blepharitis



Acute or chronic inflammation of lid margin



Appears rimmed red, scales may appear on lashes



Remove crusts/clean eye x2/day, maybe abx

Ocular
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Infections: Lid Infections

Hordeolum (external sty)

Warm compress 4 times a day until abscess comes to a point, may rupture spontaneously—don’t squeeze! Ophthalmic antibiotic ointment Q4 hours.

Chalazion (internal hordeolum)

Treat with abx ointment, I&D if affects vision

Blepharitis

Acute or chronic inflammation of lid margin

Appears rimmed red, scales may appear on lashes

Remove crusts/clean eye x2/day, maybe abx

Ocular
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Trauma: Hyphema



Blood in the anterior chamber of the eye



Spontaneous or blunt trauma



Admit if >30%



Elevate HOB >30

o



Protect with eye shield



Avoid medications that increase bleeding (ASA, NSAIDS)



Beta-blocker eye drops if increased IOP

Ocular
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Trauma: Hyphema

Blood in the anterior chamber of the eye

Spontaneous or blunt trauma

Admit if >30%

Elevate HOB >30o

Protect with eye shield

Avoid medications that increase bleeding (ASA, NSAIDS)

Beta-blocker eye drops if increased IOP

Ocular







B rroumes vypheme

Bl i e ot chane oy
<Sponaneous o

ey

“ElateHOB >3

«Proc v oo sl

Al maators it s bosing (ASA NSAIS)
B ockar oo ops frcrosnd 0P





image38.emf
Trauma: Retrobulbar 

Hematoma



Assessment



Pain!, decreased vision, reduced eye movement 



Increased IOP >40



Emergency Decompression (lateral canthotomy)



Done at bedside

Ocular
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Trauma: Retrobulbar Hematoma

Assessment

Pain!, decreased vision, reduced eye movement 

Increased IOP >40

Emergency Decompression (lateral canthotomy)

Done at bedside

Ocular





Video of lateral canthotomy

https://youtu.be/MhGQ1ikN93M
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Abscess 

•

Dental (puss in cavity of tooth)

•

If not treated can progress into the bone

•

Edematous face and surrounding area, tender

•

Xray, culture of drainage

•

Analgesics, antipyretics, saline rinse Q 1-2hr while awake

•

Ludwig’s Angina—potential airway compromise!

•

Bilateral swelling/cellulitis involving submandibular, submental sublingual areas

•

s/s: swelling, difficulty swallowing, talking, elevated tongue, trismus 

•

PCN, Clinda, or cephalosporins 

•

I&D—protect airway

Maxillo-

Facial
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Trauma: Globe Rupture



Assessment



Flat anterior chamber



Extruded eye contents



Hyphema



Severe subconjunctival hemorrhage



Treatment



Don’t touch it, hide it, and get to the OR!



No pressure



No tonopen, Antiemetics (no increase IOP), No drops

Ocular
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Trauma: Globe Rupture

Assessment

Flat anterior chamber

Extruded eye contents

Hyphema

Severe subconjunctival hemorrhage

Treatment

Don’t touch it, hide it, and get to the OR!

No pressure

No tonopen, Antiemetics (no increase IOP), No drops

Ocular
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Abscess 

Dental (puss in cavity of tooth)

If not treated can progress into the bone

Edematous face and surrounding area, tender

Xray, culture of drainage

Analgesics, antipyretics, saline rinse Q 1-2hr while awake

Ludwig’s Angina—potential airway compromise!

Bilateral swelling/cellulitis involving submandibular, submental sublingual areas

s/s: swelling, difficulty swallowing, talking, elevated tongue, trismus 

PCN, Clinda, or cephalosporins 

I&D—protect airway

Maxillo-

Facial





Ludwig’s: secondary infection involving 2nd and 3rd molars

s/s severe pain, swelling, fever, malaise, dysphagia, dysphasia
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