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Streptococcal pharyngitis 
‒ Clinical features of abrupt onset of high fever, inflamed tonsils and soft palate, purulent exudate, tender 

adenopathy) are suggestive of streptococcal pharyngitis. 
‒ In such a setting, a positive rapid test for streptococcal antigen is sufficient to warrant treatment with a 

single dose of IM Benzathine penicillin G. 
‒ When the rapid test for streptococcal antigen is positive, there is no further need to obtain a throat. 
‒ Although 10 day course of oral penicillin V is also acceptable for streptococcal pharyngitis therapy, it is 

fess preferred because it needs to be given for much longer periods, and is thus more likely to be 
associated with medication nonadherence, especially once the patient's symptoms abate. 

‒ Erythromycin can be used as second line in penicillin-allergic patients. 
 
 
Retropharyngeal abscess 
‒ Retropharyngeal abscess though more common in children can also occur in adults. 
‒ Onset is generally slow following contiguous spread of upper respiratory, oral infections or local 

penetrating trauma. 
‒ It is caused by mixed flora, aerobes and anaerobes. 
‒ Patients often complain of a sore throat, fever and difficulty swallowing (dysphagia), pain with 

swallowing (odynophagia), and pain with neck movements, particularly with neck extension. 
‒ The common signs are posterior pharyngeal edema, nuchal rigidity, cervical adenopathy, and fever. 
‒ Trismus is generally not present. 
‒ Upper airway patency should be monitored in patients with retropharyngeal abscess. 
‒ CT of the scan and/or lateral radiographs of the neck to fully evaluate the extent of the infection. 
‒ Intravenous broad-spectrum antibiotics are indicated in the treatment of this condition, to prevent the 

spread of infection into the mediastinum. 
‒ Transoral drainage can also be effective. 
‒ The most feared complication of retropharyngeal abscess is spread of infection into the mediastinum, 

which can lead to acute necrotizing mediastinitis. Mediastinal extension is characterized by its 
widening on chest x-ray, chest pain dyspnea, and fever. 

 
Peritonsillar abscess 
‒ The space between the capsule of the palatine tonsil and the pharyngeal muscles comprise, loose 

connective, tissue, which is vulnerable to abscess formation called peritonsillar abscess. 
‒ Peritonsillar abscess or "quinsy" is a suppurative complication of acute tonsillitis. 
‒ It is characterized by marked extension into the peritonsillar space. 
‒ Streptococcus pyogenes is the most commonly associated organism with peritonsillar abscess. 
‒ The typical scenario involves an ill-appearing patient with fever, unilateral sore throat, neck pain, 

referred earache, dysphagia, and muffled voice or “hot potato voice”. 
‒ A muffled voice should make one consider a diagnosis other than uncomplicated pharyngitis or tonsillitis 
‒ There is excessive salivation due to inability to swallow leading to drooling. 
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‒ The patient can also have trisrnus, inability to open mouth, hot potato speech, and jugulo digastric 
lymphadenopathy. 

‒ The tonsils are swollen, which pushes the uvula to the contralateral side. 
‒ Unilateral prominent cervical lymphadenitis and deviation of the uvula (can be helpful in 

distinguishing a peritonsillar abscess from epiglottitis). 
‒ Management includes needle drainage (patient should be in the Trendelenburg position), close 

monitoring, and intravenous antibiotics. 
‒ Failure to obtain pus is an indication for surgical incision and a more formal exploration. 
‒ Any delay in treatment increases the risk of spontaneous rupture. 

 
 
Epiglottitis 
‒ Epiglottitis is inflammation and cellulitis of the soft tissue above the vocal cords glottis, which may cause 

life' threatening airway obstruction. 
‒ Epiglottitis presents with rapid onset and progression of symptoms as in this patient. 
‒ It presents with sore throat, dysphagia, drooling, muffled voice, and cough. 
‒ The patient assumes a tripod position, sitting up on hands with the tongue protruding out and head 

leaning forward. 
‒ Examination reveals cervical lymphadenopathy. 
‒ Stridor (harsh shrill noise with respiration.), laryngeal tenderness, and respiratory distress are the 

commonly associated signs and symptoms. 
‒ Some common causes of epiglottitis are as follows: 
• H. Influenza type B is the most common cause in children and adults. 
• Streptococci group A is the second most common cause in adults. 
• Streptococcus pneumoniae, H. Parainfluenza, K. Pneumoniae, Candida albicans, Staphylococcus 

aureus, N. Meningitidis and Varicella zoster. 
‒ Incidence is particularly higher in countries where they do not vaccinate against H. Influenza. 
‒ Indirect laryngoscopy is considered to be the best for diagnosis. 
‒ Immediate intubation maybe required in patients with severe airway obstruction. 
‒ Antibiotics, antipyretics, racemic epinephrine, and steroids are the drugs of choice. 
‒ Regardless oft cause, all incidences of epiglottitis are considered serious medical emergencies. 
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Leukoplakia 
‒ Leukoplakia is a whitish patch or plaque that cannot be clinically or pathologically characterized as any 

other disease, and is not associated with any physical or chemical causative agent, except the use of 
tobacco. 

‒ These are localized, plaque-like lesions that have a granular appearance and are hard to remove. 
‒ Leukoplakia is usually caused by chronic irritation to the oral mucosa due to smoking, alcohol, or ill-

fitting dentures. 
‒ Vitamin A and B deficiencies and syphilis are also known to cause leukoplakia. 
‒ These lesions have a risk of transformation into squamous cell carcinoma. 
‒ Hence, an incisional biopsy or exfoliative cytologic examination should always be done. 
 
‒ Oral candidiasis appears as curd like patches over erythematous base. These lesions can be easily 

removed by rubbing off. This condition is common in denture wearers, diabetics, and immunosupressed 
individuals. 

 
‒ Hairy leukoplakia is a white, painless lesion that appears "hairy" and is often found in AIDS patient o 

the lateral aspect of tongue. It is caused by Epstein Barr Virus (EBV). 
 
 
Nasal polyps 
‒ Nasal polyps are the most common nasal tumors. It can be caused by an allergic or infectious process. 
‒ A history of allergic disorders (e.g., allergic rhinitis, asthma), or aspirin- or NSAID-induced 

bronchospasm in a condition known as aspirin-exacerbated respiratory disease is often present. 
‒ Sinonasal polyps may be associated with hum papilloma virus (HPV) infection. 
‒ Septal papillomas are invariably a squamous papilloma with no malignant potential; however, most 

lateral papillomas are inverted papillomas with malignant potential. 
‒ The typical symptoms are recurrent episodes of rhinitis, chronic nasal obstruction, altered taste 

sensation, and diminished sense of smell. 
‒ There is also a persistent postnasal drip. 
‒ Symptomatic treatment consists of steroids and decongestants. 
‒ Steroids are also indicated for recalcitrant nasal polyps. 
‒ If medical management fails, surgical removal of the polyp is indicated. 
‒ Aspirin is contraindicated in patients with asthma and nasal polyps because aspirin use may lead to 

severe bronchospasm (aspirin triad or Samter's triad) in such patients. 
 
‒ Deviated nasal septum also presents with symptoms of nasal obstruction, rhinitis, or epistaxis; 

however, close inspection and systematic facial analysis will reveal a crooked, twisted nose. 
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Rhinitis 
‒ Rhinitis is defined as nasal hyperfunction and tissue inflammation that leads to nasal congestion, 

rhinorrhea, pruritus, nasal obstruction, and sneezing. 
‒ It is divided into allergic and non-allergic types. 

 
Allergic rhinitis 
‒ Allergic rhinitis is an IgE-mediated reaction, and usually involves a variety of allergens. 
‒ The typical allergic triggers are: inhalants, foods, and chemicals; these can cause sneezing, nasal 

congestion, rhinorrhea, cough, itching of the nose and eyes, headache, and epistaxis. 
‒ Patients usually have dark, puffy eyelids, which are called "allergic shiners." 
‒ Patients may also have a red crease over the nose; this results due to constant rubbing of the nose, 

which is called "the allergic salute." 
‒ The nasal discharge is clear, and the nasal mucosa is pale or bluish. 
‒ Management includes avoidance of allergens and use of medications such as decongestants and 

histamine blockers. 
‒ Poorly controlled symptoms can lead to a surprising amount of disability, significant loss of productivity, 

and decreases quality of life. 
 
Viral rhinitis 
‒ Viral rhinitis presents with rhinorrhea, sneezing, and nasal congestion. 
‒ These patients also complain of general malaise. 
‒ Nasal examination shows an erythernatous mucosa, in contrast to the pale mucosa in allergic rhinitis. 

 
 

Otitis externa 
‒ Otitis externa is usually an acute bacterial infection of the ear canal, although it can also be caused by 

fungal infections. 
‒ It affects all age groups. Its risk factors include swimming, any source of water trapped in the ear can; 

trauma to the ear canal, and a hot humid environment. 
‒ Pain on traction of the pinna is the hallmark of otitis externa. 
‒ Otitis externa is always painful and tender. When a patient has pain without tenderness, this is 

suggestive of a middle rather than an external ear infection. 
‒ Examination reveals edema, erythema, and purulent discharge. 
‒ The tympanic membrane appears normal, although it may be hard to visualize due to edema 
‒ The treatment includes analgesics and antibiotic eardrops with or without steroids. 
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Malignant otitis externa 
‒ Malignant otitis is a serious infection of the external ear, which extends into the deeper tissues adjacent to 

the external auditory canal. 
‒ It is usually caused by Gram-negative rods (Pseudomonas aeruginosa). 
‒ It is usually seen in elderly patients with poorly-controlled diabetes, malnutrition, leukemia, 

immunocompromised patients… 
‒ It presents with foul smelling ear discharge (greenish), deep otalgia, granulations in the ear canal. 
‒ Progression of the infection can lead to osteomyelitis of the skull base and destruction of the facial 

nerve and involvement of cranial nerves VII, IX-XII. 
‒ CT scan or MRI should be done in all case of suspected malignant otitis externa. 
‒ Topical neomycin and polymixin +/– hydrocortisone are sufficient for uncomplicated otitis externa. 
‒ Treatment includes in-hospital administration of parenteral anti-pseudomonal antibiotics (IV 

ciprofloxacin is the most effective treatment). 
‒ Possible surgical debridement of devitalized tissue. 
‒ Serial measurements of the ESR can be used for the follow-up of this condition. 
‒ Persistent infection may cause osteomyelitis of the skull base. 

 
 
Acute otitis media (AOM) 
‒ AOM is an inflammation of the middle ear with signs and symptoms of acute illness, such as fever. 
‒ It is more common in children than adults. 
‒ AOM also occurs in patients with AIDS due to immunosuppression; however, it usually presents as 

earache, fever, and decreased hearing. 
‒ Some of its common causes are as follows: 

Bacteria: 
S. Pneumoniae: 30-50% of cases. 
H. Influenza: 20-30% of cases, common in older children, adolescent, and adults. 
M. Catarrhalis: 2-15% of cases. 
Group B Streptococci: 20% in neonates and young infants. 
Staphylococcus aureus 
 

Viruses: Rhinovirus, Influenza virus, Adenovirus, Entero virus, Parainfluenza virus. 
 

‒ AOM usually follows an upper respiratory tract infection, which is evidenced by a history of nasal 
discharge, boggy nasal mucosa, and postnasal drip. 

‒ Patients usually present with ear discharge, and decreased hearing. 
‒ Earache is also common, but my be absent in young patients. 
‒ Non-specific symptoms including fever, irritability and diarrhea can sometimes be present as well. 
‒ Infants are usually asymptomatic, aside from extreme irritability. 
‒ Inflammation of the tympanic membrane and diminished movement of the membrane with air 

insufflation are hallmark signs. 
‒ Antibiotics sensitive to S. pneumoniae, H. influenza, and Moraxella sp. should be administered to 

children (e.g. Amoxicillin). Antipyretics and analgesics should also be prescribed. 

6 



   

 34

Serous otitis media 
‒ Serous otitis media is the most common middle ear pathology in patients with acquired 

immunodeficiency syndrome. 
‒ It is due to the auditory tube dysfunction arising from HIV lymphadenopathy or obstructing lymphoma. 
‒ It is characterized by a hearing difficulty (conductive hearing loss), dull tympanic membrane which is 

hypomotile on pneumatic otoscopy, and air fluid levels in the middle ear (non-infectious effusion). 
‒ Ventilating tubes are seldom helpful. 

 
 
Chronic otitis media 
‒ Chronic otitis media usually presents as a purulent aural discharge. The tympanic membrane appe< 

thickened with calcific patches and perforation. 
 
 
Mastoiditis 
‒ Mastoiditis is the most common complication of otitis media; however, effective use of antibiotics has 

substantially decreased the incidence of this condition. 
‒ Mastoiditis has been classified into 2 types, classic and latent. Classic mastoiditis refers to an acute 

disease following AOM. Latent or masked mastoiditis refers to a more chronic disease, which can be 
subclinical, often secondary to partial treatment of AOM with antibiotics. 

‒ The risk factors of mastoiditis are recurrent AOM, cholesteatoma, and immunocompromised host. 
‒ The common causative organisms are Staphylococcus sp., Streptococcus pneumoniae, H. influenza, 

and Moraxella sp. 
‒ Patients present with otalgia, pain behind the ear, and fever. 
‒ Examination reveals erythema, edema, tenderness over the mastoid area and the auricle is protruded. 
‒ CT imaging may be used to confirm the clinical diagnosis; it demonstrates fluid-filled middle ear and 

demineralization of the mastoid trabeculae. 
‒ Intravenous antibiotics are the immediate treatment of choice. 

 
 
Cholesteatoma 
‒ In spite of having the suffix "-oma", a cholesteatoma is not a tumor. 
‒ It is an epithelial cyst that contains desquamated keratin, and is generally located medial to the 

normal position of the tympanic membrane. 
‒ It can be congenital or more likely acquired, secondary to otitis media or Eustachian tube 

dysfunction. 
‒ Infection of keratin debris is usually due to P. aeruginosa. 
‒ Patients generally present with repeated infections or progressive conductive hearing loss. 
‒ The most common signs are drainage and granulation tissue that are unresponsive to antibiotic 

treatment. 

7
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‒ Cholesteatomas is characterized by intact or marginal tympanic membrane perforation, but it may 
sometimes present as an ear canal filled with mucous, pus and granulation tissue. 

‒ Cholesteatomas destroy bones; therefore, any bony structure in or around the middle ear and mastoid 
cavity can be eroded and subsequently infected. There can even be erosion into the inner ear, as well as 
intracranial spread. CT scan can detect bony defects. 

‒ Therapy consists of surgical removal. 
 
 
Temporomandibular joint (TMJ) dysfunction 
‒ Always think of referred otalgia when a patient presents with ear pain, but has no significant or prior 

history of ear problems. 
‒ TMJ dysfunction is a common cause of referred otalgia, and pain aggravated by chewing, along with 

psychogenic grinding (bruxism), further supports the diagnosis. 
‒ Suspect TMJ syndrome in a patient with unilateral and chronic pain of the muscles of mastication. 
 
‒ Ramsay Hunt syndrome is a facial nerve palsy that is caused by herpes zoster. Patients present with 

lesions of the external ear with or without tympanic membrane involvement, vertigo, tinnitus, and 
deafness due to geniculate ganglion involvement. 

 
‒ Glossopharyngeal neuralgia is characterized by a sharp, lancinating pain associated with swallowing, 

chewing, talking and yawning. This condition has also been associated with multiple sclerosis. 
 
 

Otosclerosis 
‒ Otosclerosis is an autosomal dominant condition characterized by an osseous dyscrasia limited to the 

temporal bone leads to hypertrophy and fixation of stapes footplate. 
‒ It presents as conductive hearing loss by the third decade of life. 
‒ Hearing loss and tinnitus are the usual presenting symptoms. 
‒ Tuning fork examination reveals bone conduction greater than air conduction (conductive hearing loss). 

Audiometry, also shows conductive hearing loss and loss the stapedial reflex. 
‒ Treatment includes oral sodium fluoride, which has a variable response, and is used sporadically for 

labyrinthine otosclerosis. It has also been used for postoperative medical management of obliterative 
otosclerosis. Hearing loss can be managed using amplification. 

‒ Surgical treatment is usually required. 
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Presbycusis 
‒ Presbycusis is a high-frequency sensorineural hearing loss occurring in older individuals. 
‒ It is a significant geriatric problem. 
‒ There are no associated symptoms such as tinnitus. 
‒ Patients may give a history of excessive noise exposure. 
‒ This can be explained by the underlying pathology, which is a high-frequency hearing loss in both ears 

that results in difficult in speech discrimination. 
‒ Patients often complain of difficulty of hearing in crowded or noisy environments and trouble hearing 

high-pitched voice or noises. 
‒ Examination of the ear reveals no abnormalities. 
‒ Amplification devices are used to be with the patient's hearing, and some patients may benefit from 

cochlear implants. 
‒ Presbycusis is a diagnosis of exclusion; therefore, all other possible etiologies of hearing loss in elderly 

individuals should be considered before giving this diagnosis. 
 
 
Dizziness 
‒ Dizziness can be classified as vertigo, presyncope or disequilibium. 
‒ Severe spinning sensation accompanied by nausea is most characteristic of vertigo. 
‒ Next step is to classify vertigo as either central or peripheral. 
‒ Peripheral vertigo tends to last for shorter intervals than central vertigo. 
‒ Symptoms of ear-fullness suggests a peripheral vertigo. 
‒ Meniere's disease is the likely cause of vertigo if the patient also has a sensation of ear fullness. 
 

Meniere's disease 
‒ Meniere's disease is a disorder of unclear etiology resulting from distension of the endolyphatmic 

compartment of the inner ear. It may be unilateral or bilateral. 
‒ Meniere's presents with recurrent episodes of rotational vertigo (last for 20 minutes – 24 hours), low-

frequency, sensorineural hearing loss, tinnitus, and aural fullness. 
‒ It may be accompanied by vomiting and postural instability. 
‒ Nystagmus may be seen during an acute attack. 
‒ It is more common in females and occurs in patients with syphilis, or following head trauma. 
‒ The diagnosis is made clinically. 
‒ It may resolve spontaneously and treatment today is empirical. 
‒ First line therapy consists of environmental and dietary modifications, including maintenance of a low-

salt diet (2 – 3 grams of sodium/day). 
‒ Triggers that increase the endolymphatic retention should be avoided, including alcohol, caffeine, 

nicotine, and foods high in salt. 
‒ Symptoms other than hearing loss improve in the majority of patients without treatment. 
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‒ Benign positional vertigo may be hard to distinguish from Meniere's disease. Every effort must be 
made to reproduce vertigo with positional changes to exclude Meniere’s disease. BPV is not usually 
associated with hearing loss or tinnitus. 

 
‒ Acoustic neuroma may produce vertigo and tinnitus. However, the symptoms will be progressive an 

unremitting. In addition, there may be other neurologic side effects and a MRI scan may be required to 
detect an acoustic neuroma. 

 
 

Eustachian tube dysfunction 
‒ Eustachian tube dysfunction is a common cause of conductive hearing loss in children. 
‒ Patients generally present with aural fullness, an audible pop while swallowing or yawning, 

intermittent ear pain, and hearing loss. 
‒ Such symptoms usually follow an upper respiratory tract infection or episode of allergic rhinitis. 
‒ Otoscopy reveals retraction and decreased mobility of the tympanic membrane. 
‒ The hallmark of eustachian tube dysfunction is a middle ear effusion. 
‒ Upper respiratory tract infection caused by rhinovirus, respiratory syncytial virus, influenza virus, and 

adenovirus has been associated with auditory tube dysfunction. 
‒ It can be treated with auto-insufflation and oral & nasal decongestants. 

 
 
Medication-induced ototoxicity 
Furosemide 
‒ Furosemide is a loop diuretic that can cause ototoxicity (hearing loss and/or tinnitus). 
‒ The occurrence of loop diuretic ototoxicity depends on several factors, including dose, infusion rate, 

history of renal failure, and coadministration of ototoxic agents such as aminoglycosides (gentamicin). 
‒ Patients usually complain of a hearing difficulty soon after taking the drug. 
‒ Few patients may present with tinnitus and dysequilibrium. 
‒ Among loop diuretics, ototoxicity caused by ethacrynic acid seems to develop more gradual and takes 

longer to resolve than that caused by furosemide or burnetanide: 
‒ Discontinuation of the drug reverses the hearing impairment, although few patients may require hearing 

aids to facilitate hearing. 
‒ Overall, ototoxicity is usually self-limited and reversible in adult patients, but irreversible hearing loss 

has been reported in neonates. 
‒ Prevention of ototoxicity caused by loop diuretics consists of using the lowest doses possible to achieve 

desirable effects and avoiding rapid infusion rates. 
‒ In addition, the risk factors associated with administration of these drugs must be diligently assessed, 

including coadministration of other ototoxic medications and history of renal failure. 
 
‒ Aspirin usually causes tinnitus; but in very higher doses it can cause (6 to 8 grams/day) hearing loss 
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Tinnitus 
‒ Tinnitus or ringing of the ears can occur in various situations. 
‒ It can sometimes occur in patients taking aspirin and quinine. 
‒ For decades, quinine has been used for treating cramps in dialysis patients. Interestingly, only one 

double-blind placebo controlled trial of nine hemodialysis patients has shown its beneficial affect. 
‒ Tinnitus can also occur in patients who are depressed. 
‒ It may be a feature of Meniere's disease and acoustic neuroma. 
‒ It can cause disruption of sleep, concentration and depression. 
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Gonococcal conjunctivitis 
‒ Gonococcal conjunctivitis is acquired through contact with infected genital secretions. 
‒ It occurs 2-5 days after birth. 
‒ It presents as copious purulent eye discharge with swollen eyelids and chemosis. 
‒ Gram stain of the conjunctival exudates should be done to look for intracellular gram-negative 

diplococci and diagnosis can be confirmed by culture of the discharge on Thayer-Martin media. 
‒ Immediate treatment is required to prevent corneal perforation. 
‒ A single intramuscular dose of ceftriaxone is sufficient for an uncomplicated infection. 

 
 
Neonatal chlamydial conjunctivitis 
‒ Chlamydial trachomatis is transmitted from the genital tract of infected mothers. 
‒ It occurs later than gonococcal conjunctivitis, about 5-15 days afterbirth. 
‒ Neonatal chlamydial conjunctivitis presents with mild hyperemia and scant mucoid eye discharge that 

is not as purulent as gonococcal conjunctivitis. 
 
 
Chemical conjunctivitis 
‒ Chemical conjunctivitis is the most common cause of conjunctivitis. 
‒ It occurs within the first 24 hours after birth. 
‒ A history of silver nitrate eye drops instillation is usually present. 

 
 

Cavernous sinus thrombosis 
‒ Cavernous sinus thrombosis is the most common, late complication of infection of: the central face 

(around the eyes and nose) or paranasal sinuses. 
‒ Headache, malaise, and fever precede the development of ocular symptoms such as swelling and pain. 
‒ Both eyes are involved, and the characteristic chronology of symptoms (i.e., with one eye developing 

symptoms before the other) is pathognomonic. 
‒ In addition, there may be features suggestive of dysfunction of cranial nerve (CN) III, IV, V, and VI, 

since these pass through the cavernous sinus. 
‒ Ptosis, mydriasis (CN III dysfunction) 
‒ Absent corneal reflex (CN V dysfunction). 
‒ Headache (neuropathic pain as a result of irritation of V1 and V2 branches of Trigeminal nerve) 
‒ Lateral gaze palsy and double vision (Abducens nerve “CN VI” dysfunction) 
‒ High resolution CT is the definitive diagnostic procedure. 
‒ The mainstay of treatment is early and aggressive antibiotic administration. 
‒ Anticoagulants and corticosteroids may be used as adjunctive therapy. 
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Orbital cellulitis 
‒ Orbital cellulitis is an infection within the orbit, located posterior to the orbital septum. 
‒ Infection of the paranasal sinuses is the usual underlying cause. 
‒ Causative agents are Staphylococcus aureus, Streptococcus pneumoniae, and Haemophilius influenza. 
‒ It is unilateral and more common in children. 
‒ The typical presentation includes the abrupt onset of fever, painful eye, proptosis, restriction of 

extraocular movements and swollen, red eyelids. 
‒ There is no cranial nerve dysfunction or visual disturbances in the early stages, unless the infection 

spreads to involve the cavernous sinus. 
‒ Vision may be normal during the early stages, but spread to the cavernous sinus may lead to a decrease in 

visual acuity. 
‒ Gram stain and culture of the blood and soft tissue aspirates may help identify the pathogen. 
‒ CT scan of the orbit helps delineate the extent of infection and to identify a potential abscess. 
‒ Immediate administration of intravenous broad-spectrum antibiotics is necessary. 
 

‒ It is important to differentiate orbital cellulitis (infection involving the fat and muscles within the orbit) 
from preseptal cellulitis (infection involving the superficial tissues). 

 
 

Hypertensive retinopathy 
‒ Systemic hypertension affects the retinal circulation as well as the choroidal circulation. 
‒ The sequence of events begins with focal spasm of arterioles, followed by progressive sclerosis and 

narrowing. 
‒ If hypertension is left uncontrolled, this eventually leads to flame-shaped hemorrhages from ruptured 

vessels, formed exudates and papilledema. 
Keith-Wagener classification: 
Grade I       Slight AV nicking 
Grade II      Copper wiring, AV depression with humping ends 
Grade III    Silver wiring, flame shaped hemorrhages, exudates 
Grade IV    Flame shaped hemorrhages, exudates.and papilledema 

 
 

Diabetic retinopathy 
‒ Diabetic retinopathy is the leading cause of blindness in the USA. 
‒ It occurs in both insulin dependent and non-insulin dependent diabetes mellitus. 
‒ There are 3 main categories: 

1) Background or simple retinopathy – consists of microaneurysms, hemorrhages, exudates, and retinal 
edema 

2) Pre-proliferative retinopathy – with cotton wool spots 
3) proliferative or malignant retinopathy – consists of newly formed vessels. 
‒ Patients are usually asymptomatic at first, despite early signs of retinopathy (e.g., microaneurysms). 
‒ Visual impairment occurs with the development of macular edema. 
‒ Argon laser photocoagulation is the suggested treatment for the prevention of complications. 
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Central retinal vein occlusion (CRVO) 
‒ CRVO presents as a sudden, painless, unilateral loss of vision. 
‒ It occurs in patient with a history of hypertension, clotting disorders, diabetes mellitus, glaucoma, 

cardiovascular diseases, head trauma, or uveitis. 
‒ Pupils, cornea, and conjunctivae are normal in the earlier stages. 
‒ Ophthalmoscopy reveals disc swelling, venous dilation and tortuosity, retinal hemorrhages and cotton 

wool spots. 
‒ CRVO requires emergent ophthalmologist referral. 

 
‒ Central retinal artery occlusion is also characterized by sudden painless loss of vision in one eye; 

however, funduscopic examination reveals pallor of the optic disc, cherry red fovea and boxcar 
segmentation of blood in the retinal veins. 

 
 
‒ Presbyopia is a common age-related disorder. It is due to decrease in lens elasticity leads to difficulty 

in near vision. Patients usually note their inability to focus objects at a normal reading distance, and 
complain of having to hold books at arms length to read. It is corrected with convex lenses. 

‒ Amblyopia refers to reduced vision that develops in early childhood. Strabismus is the most common 
cause of amblyopia, and results in loss of vision if not corrected. 

‒ Hyperopia is also known as farsightedness, which occurs when the light rays fall behind the retina. It 
usually seen in children with a family history. Objects that are closer to the eye are not seen clearly, 
unless accommodation is used. Other common complaints are eye fatigue, headache, and squinting while 
reading. In children and adolescents, cycloplegic drops should be administered before eye examination to 
eliminate accommodation and to correctly determine the refraction error. 

 
 
 

 
  

 


