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Presentation: Anterior Segment
Disease Grand Rounds
Presented by: Mika Moy, OD, FAAO
Submitted by: Emily Pike. O.D.
Optometrists play a key role in diagnosing and
managing anterior segment disease. When a red
eye case falls out of the typical ones seen, the
doctor must utilize higher-level diagnostic skills to
solve the patient’s problem. The following cases
provide the clinician with useful tools to aid in the
diagnosis and management of anterior segment
disease.
Case 1: The Case of the Fish Eye
A frustrated 30 year old white female presents
with chronic, bilateral red eyes that have been
treated for months with a wide variety of
diagnoses and treatment plans. She has
photophobia, epiphora, mucous discharge, pain
and crusting of her lashes. She denies itch and
erythromycin ointment does not give relief. Some
of the pertinent findings are slight hyperemia
bilaterally, redundant palpebral conjunctiva, no
corneal staining, lids which are easy to evert and
feel dry and the patient admits to pulling mucus
from her eyes and demonstrates this in office.
She also has severely bitten fingernails. These
findings lead the doctor to the diagnosis of mucus
fishing syndrome.
Mucus fishing syndrome can be classified under
pathological grooming disorder which is then
classified under Obsessive-Compulsive disorder
in the DSM V. However, there is some debate as
to whether that is the correct classification.
Pathological grooming includes fingernail biting,
hair pulling (trichotillomania), and skin picking.
Mucus fishing does not appear in the DSM V.
Habit reversal training has been utilized
successfully with a variety of pathological
grooming habits, most notably trichotillomania.
This training involves identifying the trigger and
helping the patient to purposefully do something
else. Mucus fishing is a mechanical issue and
Rose Bengal staining can aid in the diagnosis if
the patient is not forthcoming with their behavior.
Mucus fishing syndrome treatment should begin
with an attempt to reduce the mucus on the
eye. In this case, allergic conjunctivitis appeared
to be the primary cause and a topical
antihistamine/mast cell stabilizer was used
*********Continued on next page***********

Thank you, Bausch and Lomb,
and Euclid for Sponsoring a
terrific meeting and excellent CE
event to end our current year!
We had over 60 in attendance!
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A simplified version of habit reversal training was
utilized with the patient successfully.
In conclusion, Mucus fishing syndrome is
mechanical damage to the eye by the repetitive
action of the patient themselves. Optometrists
can utilize Habit Reversal Training to assist the
patient in ceasing the behavior causing their
problem. Case 2: The Bad Penny Keeps
Coming Back…
A 22 year old Asian male presents with a chief
complaint of wanting contacts, but is unable to
find a practitioner to fit him due to chronic,
recurrent red eyes. The first episode occured in
China with an unknown drop treatment 4 months
ago. Previous treatments have included
ganciclovir, topical steroids, NSAID, and
antibiotics, as well as “benign neglect.” Case
history, clinical appearance, and conjunctival
culture lead to the diagnosis of chlamydial
conjunctivitis. Proper testing protocol as well as
management considerations are discussed. Pt.
feels that treatments have been largely
unsuccessful. He has been referred here for
conjunctival culture. He was given 1g
azithromycin PO 2 days ago. Differential
diagnoses include: Chlamydial conjunctivitis, Viral
conjunctivitis, Allergic conjunctivitis, Dry eye and
Recurrent infections secondary to patient habits.
Pertinent findings include: 20/20 OD, 20/25 OS,
Conjunctival hyperemia, Large follicular response
inferior palpebral conjunctiva OS, Watery and
mucous discharge, and 3+ corneal SPK.
A clinical diagnosis of chlamydial conjunctivitis is
made with history and anterior segment findings.
Laboratory testing is typically done in the office
with a conjunctival culture. Urinalysis can be done
but often misses ocular cases. While Chlamydia
is a STD, 75% females and 50% males are
asymptomatic. Two-thirds of patients with
chlamydial conjunctivitis do not have concurrent
genital disease.
Treatment of chlamydial conjunctivitis includes
concurrent oral and topical antibiotic therapy:
ORALS azithromycin 1g PO, doxycycline 100 mg
BID x 7days, erythromycin 500 mg QID x 7 days
or Lexofloxacin 500 mg QD x 7 days and
TOPICALS tobramycin QID, Vigamox QID or
Polytrim q3h.Oral medication is often given to the
patient and their sexual partner to eliminate the
infection even if they are not tested themselves.
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This can be a public health issue if the person
does not actually know if they had the infection in
the first place. There are potential fertility issues
in the future as well.
Chlamydial conjunctivitis should be considered
when a recurrent red eye presents with a large
follicular response that improves with antibiotic
treatment. Oral antibiotics are necessary to
eradicate the infection. Two-thirds of conjunctivitis
patients are infected through a partner and not
self.
Case 3: Remember This for Later
A 20-year old Indian male presents with a
recurrent bilateral red eyes. He states that he has
been diagnosed with bacterial conjunctivitis
several times in the past, and this is the same
thing which has been treated with topical
antibiotics successfully each time. He does not
wear contact lenses. He complains of itch,
epiphora and slight photophobia. Sectoral
redness and conjunctival staining reveal the
diagnosis of phlyctenulosis, which can be
associated with tuberculosis.
Pertinent findings include sectoral redness
OD>OS, conjunctival NaFl staining with multiple
circular areas OD>OS which are elevated, range
in size from 0.1 mm to 2 mm, and are located
most near the limbus, and grade one blepharitis.
Phlyctens can be corneal or conjunctival. There is
typically a Type IV hypersensitivity reaction to
bacterial antigen which causes sensitization
through repeated exposure.
These phlyctens undergo a Course of
Development with stages including infiltration,
ulceration, and resolution. This process often
takes two to three weeks to cycle and often
conjunctival lesions do not scar. They can be
associated with systemic diseases, such as
Tuberculosis, Staphylococcus, Parasites,
Chlamydia, Herpes Simplex, and Herpes Zoster.
Tuberculosis is an ancient disease. Many parts of
the world use a BCG vaccine to control TB but
these patients will always test positive when
being tested using the PPD or Purified Protein
Derivative test. A T-SPOT: Interferon Gamma
Release Assay test may also be used to identify
cases.
Chlamydia can be tested for with a urine test or a
culture. The rates of chlamydia are highest
*******Continue on next Page********
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among a younger age demographic, namely 1535 years old.
Staphylococcus can often be managed with
blepharitis treatment but is responsible for some
recalcitrant cases when not managed well.
This patient was tested using T-SPOT due to his
prior BCG vaccination. A chlamydia test was also
ordered. Results of both tests were negative.
Tobramycin/dexamethasone suspension QID was
prescribed along with lid scrubs and warm
compresses. The patient’s condition resolved in
one week.
Phlyctens are more common in TB endemic
countries. In the US: they are much more likely to
be from Staph or other agents. They result from a
hypersensitivity reaction and not an infection.
Blood tests exist for patients with BCG history.
Case 4: The Head Scratcher
A 25 year old Brazilian female presents with longstanding bilateral irritated eyes with a 2-day onset
of foreign body sensation OS>OD. She has
discontinued an unknown soft contact lens. She
is treated unsuccessfully with artificial tears.
Differential diagnoses include contact lens related
keratitis, corneal dystrophy and toxic keratitis.
Pertinent findings include 20/20 OD, OS, diffuse
punctate keratitis, corneal microcysts and lid
inflammation.
The patient is diagnosed with Phthiriasis
Palpebrarum (crab louse) on her eyelashes.
Females lay 30 eggs. These eggs hatch in 6 days
with a lifecycle of 3-4 weeks. Topical therapy
alone is not appropriate for ocular infestation. The
eggs and nits must be removed mechanically
from the lashes. Erythromycin is often used on
the lashes to smother the lice. Anti-lice shampoo
is used on all non-ocular areas. All clothes and
linens should be washed and the patient should
return for a 3 day follow-up.There should be an
effort to consider notifying sexual partner(s).
Phthirus Pubis infestation of the eyelashes can be
difficult to diagnose and manage. Mechanical
removal is the mainstay of treatment but topical
and oral medications can play a role in
eradicating these parasites.
*******Continue on next Page********
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Case 5: SPK Won’t Go Away!
A young healthy 28 year old female patient
presents with cloudy/blurry vision after re-fit into
SiHy CL. She is wearing Biofinity sphere and
using Clear Care solution. Toxic keratitis
suspected, but SPK would not resolve after CL
discontinuation. Pertinent findings include: 20/50
OD, 20/20 OS, White and quiet eye, diffuse SPK,
and SPK does not resolve with discontinuation of
CL and use of preservative-free artificial tears.
Differential diagnoses include Toxic keratopathy,
Infectious etiology (viral, bacterial) or
Inflammatory.
Limbal Stem Cell Keratitis is becoming more
prevalent with stiffer lens materials. Self-limiting if
CL wear is the cause. Treatment may involve
steroid intervention vs. benign neglect. You may
also want to consider refitting into a daily
disposable or an RGP.
This patient had complete resolution of signs and
symptoms with topical steroid intervention. The
patient opted for a daily disposable refit and
infrequent wear of contacts. Non-resolving SPK in
a CL wearer is suggestive of limbal stem cell
deficiency.
Case 6: Abrasion Gone Bad?
A 24 year old Asian male presents with a history
of CRT wear, pain and redness upon removal of
lens this morning, and no previous episodes. A
corneal abrasion diagnosis proves to be wrong
when symptoms worsen on day 2 and a possible
dendrite forms.
90% of the population carries Herpes Simplex
Virus (HSV) antibodies over age 60. There are
11.8/100,000 new ocular HSV infections per year
with 40,000 cases of severe monocular
blindness/year globally. HSV is the leading cause
of infectious blindness in the western world.
Infection occurs with direct contact with mucous
membrane. The virus then lies dormant in
trigeminal ganglion and is reactivated.
HSV Keratitis signs and symptoms include
stellate lesions which coalesce to dendrites, pain,
recurrence, and systemic considerations (prior
infection). Typical testing includes use of rose
bengal and lissamine green, along with corneal
sensitivity.
Pharmaceutical options can be either topical or
oral antivirals.
*******Continue on next Page********
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Topicals include trifluridine and ganciclovir. Orals
include acyclovir, famciclovir and valacyclovir.
When choosing the dose of an oral antiviral, there
has been a longstanding notion of treating HSV
and Varicella Zoster Virus (VZV) with different
dosage levels. Dr. Moy is of the school of thought
to start with treatment at the therapeutic dosage
level for VZV regardless of the diagnosis. The
dosage levels for VZV allow for a patient to get
better faster. Kidney disease must be a
consideration before using the higher dose. All of
the oral and topical meds have the same method
of action. They interfere with viral replication, not
host. They have few side effects since they act on
the virus and not the host. Zoster is harder to kill.
There are no studies to show that use of the
lower dose is better for patients with Simplex. The
main argument for using higher Zoster doses is
that the patients get better faster and are less
likely to end up with stromal disease which may
then lead to scarring and greater need for
transplants.
One of the most common side effects of acyclovir
is gastrointestinal upset. There is lactose in
acyclovir so you may want to prescribe a different
medication. In elderly patients, there is a higher
potential for central nervous system side effects
(confusion) with acyclovir so you may want to use
Famvir instead. Recurrence triggers have often
been identified as psychological stress, systemic
infection, menstruation, sunlight exposure, CL
wear and eye injury.
Case 7: The Ten-Year Anniversary
An 18-year old mixed race female presents with a
10-year history of bilateral red eyes that wax and
wane in severity, but are always present. She is
not a CL wearer and has medical history of
polycystic ovarian syndrome (PCOS). Pertinent
findings include extensive 360 corneal
neovascularization inf>sup, 360 hyperemia
bilaterally, 1+ blepharitis OU, edema, and trace
+/- staining overlying inferior neovascularization
especially. The patient has no acne on her face,
but reports facial flushing. Differential Diagnoses
include Juvenile Ocular Rosacea, Interstitial
keratitis (infectious etiology: syphilis, TB, etc) and
CL overwear.
Rosacea diagnostic criteria include one or more
of the following: flushing, persistent redness,
papules, pustules and telangiectasia.

Symptoms are not required but common ones
are: burning or stinging, elevated plaques,
dryness, edema, and ocular manifestations.
Ocular diagnosis involves clinical signs and
consideration for bloodwork to rule out infectious
causes. There are four rosacea subtypes:
Erythematotelangiectatic, Papulopustular,
Phymatous, Ocular.
*********************************

Bitter Sweet Meeting as we say Good Bye to
Steve and Karen Rosen who have been an
important aspect of SLOS for many years. We
wish them well as they begin their next chapter
in Tucson, Arizona.
Please see below as Steve reflects on the past
40 years.
My 40 Year SLOS Anniversary
Tonight’s meeting is the 40th Anniversary of my first
SLOS meeting – at least to the best of my memory. I
want to reflect back on that first meeting. Meetings
back then were held at the Sheraton in Clayton and
continued to be held there until we moved here. I was
invited to the meeting by Dr. Don Walter. I remember
that Dr. Frank Fontana wanted to share with the
membership that he was invited to participate in a
project, or study, that would compare optometrists’
ability to fit contact lenses with the abilities of some
opticians. He thought it better to participate than to
pass, but he was concerned about who the judges
would be how biased they would be. He clearly saw
the oncoming incursions of non-professionals into the
contact lens market. Now, Dr. Fontana was sensitive
about who would be participating in this discussion, so
he checked first to make sure everyone in the room
was an optometrist. This being my first meeting, he
looked right at me. Of course, I introduced myself and
was made to feel quite welcome. In fact, following Dr.
Fontana’s discussion, I was nominated to become a
member, and they even waived the required 3 readings
of my nomination and voted me in on the spot.
Back then, most meetings were business only followed
by a drink or two at the bar. What important business
was there? In 1979, St. Louis and Missouri
optometrists were strategizing on how we could get the
legislature to listen to us and not the ophthalmologists
and let us use “diagnostic” pharmaceuticals like
proparacaine, tropicamide, and cyclopentolate. At the
same time, we were trying to get the legislature to
okay the formation of the Optometry School at UMSL.
Also, we would hear a report on the Optometric Center
down on Lindell, which was owned and operated by
SLOS until it was given to the school around 1982 or
1983, I believe.
Of course, there are many more differences between
optometry as it was then and now. Our profession
continues to change. We just need to make sure we are
as proactive as we can be, and not let our profession be
controlled by others.

MOA Report
Submitted by: Jason Riley, O.D.
Jenna Osseck, O.D.
AOA Optometry’s Meeting here in St. Louis is
right around the corner! The convention will be
held June 19-23th at America’s Center
Convention Complex. If you would like to attend
the AOA Golf Tournament (hosted by the MOA), it
will be held Tuesday, June 18th at Forest Park.
Registration for the golf tournament can be found
on the MOA website,
https://www.moeyecare.org/. Tuesday evening,
June 18th, the MOA has reserved a suite at the
Cardinals Game for $121 per person, which
includes admission and all you can eat and drink.
However, spaced is limited, so please contact Dr.
LeeAnn Barrett soon if interested! The MOA
Leadership Retreat will be held in conjunction
with Optometry’s Meeting on Sunday, June 23rd.
Committee meetings will take place Sunday
morning and the board will meet afterwards.
On the legislative front, Missouri
Representative, Nate Tate, filed a bill (HB 679) to
allow remote renewal of drivers’ licenses without
a vision test/screening, which was done at the
request of the Department of Revenue. The MOA
has spoken to Representative Tate and
expressed concerns regarding the bill and
discussed language changes before going to the
Senate side. Most recently, the DOR attempted to
hang their language on a Senate bill assumed to
move; however, Senator Wallingford has agreed
to amend the bill to remove language that would
have allowed license renewal without vision
testing.
As a reminder, the Special Olympics Opening
Eyes Vision Screening will be held Saturday,
June 1st in Springfield, Missouri. All volunteers
are needed - ODs, paras and opticians, as well as
any equipment that can be used for the day.
Please contact the MOA if interested in
volunteering for the event.
Finally, the MOA Annual Convention will be
held on October 3rd-6th at Tan-Tar-A
Resort/Margaritaville in Lake of the Ozarks.
Please visit https://www.moeyecare.org/ for more
information regarding the conference!

Contact Lens Report:
Submitted by: Rachel Merriman, O.D.
Tangible Science have a new multipurpose
solution for Hydra-PEG coated contact lens called
Tangible Clean which cleans and disinfects while
protecting the Hydra-PEG coating. Patients may
order a single 12oz bottle online for $15, or sign
up for a subscription service.

Technology
Submitted By: Dan Purvis, O.D.
In one of the largest ophthalmic drug deals to
day, Novartis has agreed to acquire dry eye drug
Xiidra from Takeda Pharmaceuticals in a deal
worth up to $5.3 billion dollars

Valuable MOA links:
MOA website, http://www.moeyecare.org/
AOA website, http://www.aoa.org/?sso=y
TAYE website,
http://thinkaboutyoureyes.com/aoa
MOA Classified Ads,
https://www.moeyecare.org/resources/jobopportunities/

pikeev@gmail.com
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SLOS Annual Awards and
Installation Banquet
June 11, 2019
Third Degree Glass Factory
Contact Paula ASAP if you wish to attend and
have not sent in your RSVP. It is sure to be an
enjoyable evening.
paula@stlouisoptometricsociety.org

June 27, 2019
TLC Summer 2019 CE Event
See Below Details and RSVP Info

July 9, 2019
SLOS Meeting Marriott West
Nancy Holekamp, M.D.
Management of The Vitreous

TLC Summer 2019 CE Event
Thursday, June 27, 2019
6:00 pm – 7:00 pm Dinner
7:00 pm – 9:00 pm CE
Infectious Keratitis 2019 Update & Anterior
Basement Membrane Dystrophy:
Maximizing Successful Patient Outcomes
SPEAKER: Matthew D. Council, M.D.
Eye Care Associates of St. Louis
COPE Approved CE 62447-AS
Refractive Surgery Update
SPEAKER: Eric Polk, O.D., FAAO
Clinical Director, TLC Laser Eye Centers
St. Louis, Missouri COPE Approved 62276-RS;
COPE Activity ID 117399
Bartolino’s Osteria
2103 Sulphur Avenue St. Louis, MO 6319 (Hwy
44 at Hampton Ave, next to Drury Inn)
RSVP BY JUNE 21 Kathleen McGuire
561.676.0218 or kmcguire@tlcvision.com Please
have your OE tracker number when registering.

O.D. Opportunity:

St. Louis OD/MD private practice looking
for full-time optometrist:
Practice Description
• Refractive surgery only – no glasses, no
contacts, no dispensary • Practice full-scope
optometry in a medically oriented, OD/MD setting
• 100% private pay – no coding, no billing, no
insurance • State-of-the-art equipment
Position Description
• Full-time position with competitive guaranteed
base salary plus excellent benefits including
health insurance, 401k with match, paid gym
membership, HSA, travel to meetings, continuing
education, paid holiday, generous vacation/PTO
days, and more
• Participate as investigator on FDA clinical trials
for research and development of new laser and
IOL technologies
• Lead refractive surgery education of optometry
on a regional and national level
• Academic title and faculty appointment
accompany position – Associate Adjunct
Professor, University of Missouri-St. Louis
College of Optometry
• Coordinate patient co-management with
referring OD and MD practitioners
• Precept and train optometry students on twomonth rotations in our clinic
• Minimum one year of general optometry or
residency experience desired, but not required
About Us
We enjoy a pleasant and cheerful work
atmosphere with virtually no staff turnover.
Located in beautiful West St. Louis County with
no satellites & no outside corporate ownership,
adding a second optometrist due to practice
growth. Interviews conducted by phone and in
person beginning May 1 and concluding at AOA
Meeting 2019 held June 19-23 in St. Louis.
Contact: Sam Brinton
sbrinton@brintonvision.com | 314.375.2020
brintonvision.com | facebook.com/brintonvision

