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	Description of Rotation or Educational Experience
The general internist will see eye complaints during the care of patients. The aim of this rotation is to ensure the resident become familiar with those ocular complaints and problems that can be diagnosed and treated by the internist, and which conditions need referral to an ophthalmologist. The resident will also need to be able to screen and recognize ocular manifestations of diseases managed by the internist.


	Patient Care

Goal

Residents must be able to provide patient care that is compassionate, appropriate, and effective for the treatment of health problems and the promotion of health.  Residents are expected to:
Competencies

Obtain relevant historical subtleties that inform and prioritize both differential diagnoses and diagnostic plans, including sensitive, complicated, and detailed information that may not often be volunteered by the patient. 

Perform an accurate physical examination that is appropriately targeted to the patient's complaints and medical conditions. Identify pertinent abnormalities using common maneuvers.
Objectives
To perform an appropriate and directed history with attention to the following: 

a. Duration of the problem

b. Ophthalmologic history

c. Visual changes

d. Pain/itching

e. Discharge/crusting

f. Photophobia

g. Foreign body sensation
h. History of diabetes, hypertension, lupus, heart disease, sickle cell or trauma
To perform a thorough physical examination of the eye: 

a. Accurate measurement of visual acuity

b. Visual field testing

c. Extraocular movement testing

e. Inspection of lid margins

f. Examination of the conjunctiva for erythema

g. Corneal clarity

h. Testing of pupil size, symmetry, direct and consensual light reactions

i. Fundoscopic examination

 j. Preauricular adenopathy

To develop prioritized differential diagnoses, evidence based diagnostic and therapeutic plan for common ophthalmologic conditions. 

To recognize situations with a need for urgent or emergent ophthalmic care (consultation). Recognize when to seek additional guidance (non urgent consultation).

Medical Knowledge

Goal

Residents must demonstrate knowledge of established and evolving biomedical, clinical, epidemiological, and social-behavioral sciences, as well as the application of this knowledge to patient care.  Residents are expected to:

Competencies
Demonstrate an investigatory and analytical thinking approach to clinical ophthalmologic situations. Know and apply the basic and clinically supportive sciences in General Ophthalmologic  
Objectives

To increase the resident’s ability to diagnose and manage common eye problems:
1. To demonstrate the knowledge necessary for appropriate evaluation of patients with the following common complaints: 

a. Red eye

b. Foreign body in eye

c. Impaired vision

d. Night blindness

e. Eye pain/itching

f. Eye discharge

g. Floaters, Flashing Lights, Blind Spots

h. Excessive tearing

2. To be able to diagnose, manage, and know when to refer patients with the following opthalmological disorders: 

a. Conjunctivitis 

1. Bacterial

2. Viral

3. Allergic

b. Corneal Abrasions 

1. Zoster

2. Abrasions

3. Contact lens overuse

c. Cataracts

d. Blepharitis

e. Keratoconjunctivitis sicca

f. Subconjunctival hemorrhage

g. Pinguecula/Pterygium

h. Hordeolum/Chalazion

I. Episcleritis/Scleritis

j. Uveitis

k. Acute dacryocystitis

l. Orbital cellulitis

m. Acute glaucoma

n. Entropion/ectropion

o. Vitreous hemorrhage

p. Senile macular degeneration

q. Retinal detachment

r. Temporal arteritis

s. Central retinal artery/vein occlusion

t. Optic neuritis

3. To be able to recognize the following ocular manifestations of internal disease: 

a. Diabetes Mellitus 

1. Hard exudates

2. Retinal hemorrhages

3. Cotton-wool infarctions

4. Proliferative/neovascular changes

b. Hypertension: 

1. A-V Nicking, Silver/copper wiring

2. Cotton wool patches

3. Retinal hemorrhages

4. Papilledema

c. Lupus Erythematosus 

1. Flame retinal hemorrhages

2. Cotton wool patches

d. AIDS 

1. HIV and CMV retinitis

4. To demonstrate a working knowledge of the following medical therapies for glaucoma with regard to mechanism of action, side effects, and how they may interact with treatment of other medical conditions: 

a. Parasympathetics

b. Anticholinergics

c. Sympathomimetics

d. B-Blockers

e. Carbonic anhydrase inhibitors
ATTITUDES AND LEARNING HABITS: 

1. Can identify populations at risk for glaucoma: 

a. Elderly

b. Family history

c. African - Americans

2. Understands the importance of screening diabetics for retinal disease.

3. Can recognize the importance of seeking emergency consultation for the following: 

a. Suspected corneal ulceration, laceration or perforation

b. Acute glaucoma

c. Orbital cellulitis

d. New onset of floaters or flashes

e. Hyphema

f. Any patient with reduced vision not readily explained by existing condition

g. Suspected vascular or infectious retinal lesion

4. Understands the basic concepts of the following exam techniques and procedures: 

a. Tonometry

b. Slit-lamp examination

c. Laser iridotomy

d. Laser photocoagulation

e. Placement of fluorescein stain

f. Schirmer test

g. Macular photocoagulation

h. Laser trabeculoplasty

I. Phacoemulsification

j. Extracapsular lens extraction

k. Intraocular lens implantation
Practice- Based Learning and Improvement

Goal

Residents must demonstrate the ability to investigate and evaluate their care of patients, to appraise and assimilate scientific evidence, and to continuously improve patient care based on constant self-evaluation and life long learning.  Residents are expected to develop skills and habits to be able to :

Competencies

· Identify strengths, deficiencies and limits in one’s knowledge and expertise;

· Set learning and improvement goals

· Identify and perform appropriate learning activities

· Incorporate formative evaluation feedback into daily practice
· Locate, appraise and assimilate evidence from scientific studies related to their patients’ health problems

· Use information technology to optimize learning

· Participate in the education of patients, families, students, residents and other health professionals, as documented by evaluations  of a resident’s teaching abilities by faculty and/or learners

Objectives
Resident will request and incorporate feedback into daily practice.
Residents will participate in the education of patients and families.

Systems Based Practice
Goal

Residents must demonstrate an awareness of and responsiveness to the larger context and system of health care, as well as the ability to call effectively on other resources in the system to provide optimal health care.  Residents are expected to:

Competencies

· Work effectively in various health care delivery settings and systems relevant to the specialty

· Coordinate patient care within the health care system relevant to ophthalmology specialty

· Incorporate considerations of cost awareness and risk-benefit analysis in patient care

· Advocate for quality patient care and optimal patient care systems

· Work in interprofessional teams to enhance patient safety and improve patient care quality

· Participate in identifying systems errors and in implementing potential systems solutions

Objectives
Residents will understand the importance and learn to incorporate ophthalmologic assessments into their ambulatory quality improvement exercises.
Professionalism

Goal

Residents must demonstrate a commitment to carrying out professional responsibilities and an adherence to ethical principles.  Residents are expected to demonstrate:

Competencies

· Compassion, integrity, and respect for others

· Responsiveness to patient needs that supersedes self-interest

· Respect for patient privacy and autonomy

· Accountability to patients, society, and the profession

· Sensitivity and responsiveness to a diverse patient population, including but not limited to diversity in gender, age, culture, race, religion, disabilities, and sexual orientation
Objectives
Residents will establish trust with patients and staff.

Residents will acknowledge errors and work to minimize them
Interpersonal and Communication Skills

Goal
Residents must demonstrate interpersonal and communication skills that result in the effective exchange of information and teaming with patients, their families, and professional associates.  Residents are expected to:
Competencies
· Communicate effectively with patients and families across a broad range of socioeconomic and cultural backgrounds

· Communicate effectively with physicians, other health professionals, and health related agencies

· Work effectively as a member or leader of a health care team or other professional group

· Act in a consultative role to other physicians and health professionals

· Maintain comprehensive, timely, and legible medical records

Objectives

1) Residents must write legible documentation that have essential, accurate, and relevant physical, personal and emotional information. The database will be organized in a manner consistent with accepted medical convention and charted in a timely and efficient manner. Information will be comprehensive and include data gathered by other providers and laboratory investigations. The note will be hypothesis driven. Residents will be precise, logical and efficient in the data collection. 

2) Residents must demonstrate the use of effective listening, narrative, and non-verbal skills to elicit and provide information. 

3) Residents must provide education and counseling to patients and families.

4) Residents must complete medical records in a timely fashion.



	Teaching Methods
The Teaching Methods for this educational experience includes:

1. Didactic Conferences

2. Clinical bedside teaching

3. Case based Teaching

4. Self Directed learning assignments



	Assessment Method (residents)

Assessments: 

Residents will be assessed during this rotation at multiple settings.  The great majority of the opportunities will include ambulatory ophthalmology encounters with faculty and the inpatient consultation service. An important and probably the most significant part of this evaluation will be conducted at patient side or bedside teaching rounds and with direct one on one observation.  We will be using multisource evaluation method to include Faculty, Supervising Fellow, Nurses, and Patients. 

Feedback will be provided during the Faculty interactions. 

Oral presentation on clinical rounds, Journal clubs or conference will be assessed by the faculty and the team.

A yearly In-training Examination will be administered.




	Assessment Method (Program Evaluation)
To evaluate the effectiveness of this educational experience the following assessments will be conducted:

1) Objective data from In-training examinations will be collected and compared.

2) Objective data from ABIM reported to the program will be utilized to assess the Curriculum evaluation and modification will be conducted every two to three years.

3) The multisource evaluation process will provide with subjective data that will be evaluated for trends and variants. 

4) Semi-annual feedback session will provide a venue for rotation evaluation. 

5) Portfolio review including procedure logs, conferences, didactic sessions, research, etc.

6) Graduate questionnaires will be utilized to assess relevance of the experience in post training practice.

The established Curricular revision cycle: every 2 to 3 years, will serve as a benchmark where all participants will use the assessments as a blue print for changes, propose amendments or changes and devise a road map to  implement them. 

	Level of Supervision

The educational program and patient care of the Department of Medicine are organized under the direct and general supervision of the Chairman of the Department, the Residency Program Director and Associate Program Directors and the Division Chiefs and Program Directors of the Subspecialty Programs.  In addition, individual key faculty members and "voluntary" teaching attendings provide direct and general supervision of the fellows, residents and students.  In an emergency situation, when no supervising physician is available at the bedside, the resident is expected to perform lifesaving procedures and institute lifesaving therapies.  Non-emergent care takes place under direct, immediate and general supervision.  Attending physicians supervise all patient care provided by residents and fellows.  Documentation of faculty supervision of resident/fellow care is required within 24 hours of patient admissions to the hospital or consultation in the hospital.  Subsequent documentation depends on the acuity of care and changes in patient management.


	Educational Resources

1) Management of a Blind Painful Eye: Ophthalmology Clinics of North America - Volume 19, Issue 2 (June 2006)  http://www.mdconsult.com/das/article/body/141573721-5/jorg=clinics&source=MI&sp=16207649&sid=848775223/N/534223/s0896154906000253.pdf?issn=0896-1549     
2) Causes of Blindness and Visual Impairment in a Population of Older Americans : The Salisbury Eye Evaluation Study. Beatriz Muñoz, MSc; Sheila K. West, PhD; Gary S. Rubin, PhD; Oliver D. Schein, MD; Harry A. Quigley, MD; Susan B. Bressler, MD; Karen Bandeen-Roche, PhD; and the SEE Study Team; Arch Ophthalmol. 2000;118:819-825   http://archopht.ama-assn.org/cgi/reprint/118/6/819  
3) Approach to Ophthalmologic Emergencies; Jerry Naradzay, MD, Robert A. Barish, MD ;  Medical Clinics of North America - Volume 90, Issue 2 (March 2006)               http://www.mdconsult.com/das/article/body/141581391-2/jorg=journal&source=&sp=15984399&sid=0/N/520404/1.html?issn=00257125 
4) Acute Visual Change  LTC Alan Morgan DO, FACEP, MC, USA MAJ Robin R. Hemphill MD, MC, USAF ;Emergency Medicine Clinics of North America - Volume 16, Issue 4 (November 1998) http://www.mdconsult.com/das/article/body/141583956-2/jorg=journal&source=&sp=10453730&sid=0/N/130238/1.html?issn=0733-8627 
5) Glaucoma and its treatment: A review: DA Lee, EJ Higginbotham - American Journal of Health-System Pharmacy, 2005 – ASHP Page 1. CLINICAL REVIEW Glaucoma 691 Am J Health-Syst Pharm—Vol 62 Apr 1, 2005 ... Page2. CLINICAL REVIEW Glaucoma 692 Am J Health-Syst Pharm—Vol 62 Apr 1, 2005 ...  Glaucoma and its treatment: a review
6) Ophthalmology for primary care lecture:

[image: image1.emf]Ophthalmology for  Primary Care 6.2.09.ppt


7) Evaluation of the Red Eye: Deborah S Jacobs, MD; Section Editor:Jonathan Trobe, MD, Deputy Director: H Nancy Sokol, MD. Uptodate.com: http://www.uptodate.com/online/content/topic.do?topicKey=priophth/4412&selectedTitle=14~150&source=search_result 
8) Uveitis: Etiology; Clinical manifectations; and diagnosis. James T Rosenbaum, MD, Section Editor: Jonathan Trobe; Deputy Editors: Paul L Romain, MD and H Nancy Sokol, MD. Uptodate.com : http://www.uptodate.com/online/content/topic.do?topicKey=othrheum/10658&selectedTitle=11~150&source=search_result
9) Primary Open-angle glaucoma: Deborah S Jacobs, MD; Section Editor: Jonathan Trobe, MD;  Deputy Editor: H Nancy Sokol, MD:  http://www.uptodate.com/online/content/topic.do?topicKey=priophth/7711&selectedTitle=12~150&source=search_result
10) Ocular effects of Hypertension: Norman M Kaplan, MD; Section Editor: George L Barkis, MD; Deputy Editor: Alice M Sheridan, MD: http://www.uptodate.com/online/content/topic.do?topicKey=hyperten/2962&selectedTitle=9~150&source=search_result
11) Catarcts in Adults: De Deborah S Jacobs, MD; Section Editor: Jonathan Trobe, MD;  Deputy Editor: H Nancy Sokol, MD: http://www.uptodate.com/online/content/topic.do?topicKey=priophth/5669&selectedTitle=13~150&source=search_result
12)  Conjunctivitis: Deborah S Jacobs, MD; Section Editor: Jonathan Trobe, MD;  Deputy Editor: H Nancy Sokol, MD: http://www.uptodate.com/online/content/topic.do?topicKey=priophth/6879&selectedTitle=32~150&source=search_result
13) Corneal abrasions and corneal foreign bodies:  De Deborah S Jacobs, MD; Section Editors: Jonathan Trobe, MD and Richard G Bachur, MD;  Deputy Editor: H Nancy Sokol, MD: http://www.uptodate.com/online/content/topic.do?topicKey=priophth/2242&selectedTitle=17~150&source=search_result
14) Amaurosis fugax (transient monocular or binocular visual loss): Syndee Givre, MD and Gregory P Van Staven, MD; Section Editors: Paul W Brazis, MD and Jonathan Trobe, MD; Deputy Editor: Janet L Wilterdink, MD: http://www.uptodate.com/online/content/topic.do?topicKey=neuro_op/6616&selectedTitle=41~150&source=search_result 

15) Bacterial Endophthalmitis: Marlene L Durand , MD; Section Editors: Stephen B Calderwood, MD and Jonathan Trobe, MD; Deputy Editor: Anna R Thorner, MD: http://www.uptodate.com/online/content/topic.do?topicKey=head_inf/6895&selectedTitle=43~150&source=search_result
16) Neurosyphilis: Christina M Marra, MD; Section Editors: Francisco Gonzalez-Serrano, MD and John G Bartlett, MD; Deputy Director: John F Dashe, MD, PhD: http://www.uptodate.com/online/content/topic.do?topicKey=stds/8755&selectedTitle=44~150&source=search_result
17) Retinal Tear and Detachment: Jorge G Arroyo, MD, MPH; Editor: Jonathan Trobe, MD;  Deputy Editor: H Nancy Sokol, MD: http://www.uptodate.com/online/content/topic.do?topicKey=priophth/8273&selectedTitle=48~150&source=search_result 
18) Screening for diabetic retinopathy: David K McCulloch, MD; Section Editors: David M Nathan, MD and Jonathan Trobe, MD; Deputy Editor: Jean E Mulder, MD: http://www.uptodate.com/online/content/topic.do?topicKey=diabetes/11804&selectedTitle=52~150&source=search_result 
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Eye Anatomy
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Basics of Eye Evaluation

		History

		Exam

		Check vision first (wall chart if possible, otherwise near card)

		Look at the eye

		Pupils

		Motility

		Obvious abnormalities

		Describe what you see
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Case 1



52 y/o M has an uncomfortable bump on his right lower lid for 1 week.

You see this:     

What is this?  

	It is a stye, otherwise known as a hordeolum.  

What should the patient do for it?

	Hot compresses, lid hygiene, combination steroid/antibiotic ointment.  	If it doesn’t go away, may need incision and drainage.
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Case 2

Your next patient, who just had her 104th birthday, comes in complaining of terrible pain over the left side of her face for 2 days, and a rash that just started this morning.



She looks like this:

What is your diagnosis?

	Herpes zoster ophthalmicus (V1 distribution).



What should you do to help this patient?

	Oral or IV acyclovir, follow up with an ophthalmologist to determine 	involvement of the eye.
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Case 3

25 y/o M complains of uncomfortable red eyes for a week.  He is sneezing and has a runny nose.  On exam, he has a tender pre-auricular lymph node.

You see this:

What is the diagnosis?	

	Viral conjunctivitis.

What should you do?

	Explain that this is part of his viral illness.  Suggest artificial tears 	and cool compresses for comfort, and tell him to wash his hands a 	lot.  No need for antibacterial drops.  Give him a note excusing him 	from work.  
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Case 4

What do you see?

	There is no red reflex in the left eye. 

Why?

	If the patient has known diabetic retinopathy, the most likely cause is 	vitreous hemorrhage.  The blood inside the eye is blocking the 	passage of light.

What should you do?

	Pt should sleep with her head up, avoid anti-coagulation if possible, 	and follow up with her ophthalmologist.

65 y/o F with DM suddenly lost vision in her R eye. You use a direct ophthalmoscope to look at the red reflex, and you see this:
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Case 5

19 y/o F has been gradually losing vision in her left eye for 3 days. She also has pain with eye movement.  You check her vision, which is quite poor in that eye. You then check the pupils.  You see this:

Light shined in R eye

What happened?  What is this called?

	Afferent pupillary defect.  The left eye sees less light, so 	both pupils dilate.

Which part of the eye is affected?

	An APD indicates a problem with the nerve, or a very large 	problem with the retina.

What is the likely etiology?

	Optic neuritis.

Light shined in L eye
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Case 6

85 y/o M with 4 years of gradual vision loss.  He does not have pain.

You see this:

Describe what you see.   What is this?

	The lens looks white instead of clear.  This is a cataract.  

What do you do?

	Send the patient to the eye clinic for evaluation for cataract 	extraction.
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Case 7

77 y/o M has a right-sided HA for 1 month.  He really hasn’t been feeling well lately, and he has lost some weight.  

You look at the area he is pointing to, and you see this:

What are we looking at?

	The temporal artery is thickened. You may not be able to feel a pulse.

What disease are you worried about? What are you going to ask in your review of systems?

	Giant cell arteritis (temporal arteritis). Ask about weight loss, fatigue, 	fevers, jaw claudication, proximal muscle weakness, vision loss, 	double vision.

What do you do?

	Send ESR, CRP, CBC. (All three help with the dx.) Consider steroids.
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Case 8

70 y/o M on coumadin is worried about his bright red eye.

You see this:

What is it?

	Subconjunctival hemorrhage.

Are you worried about the eye?

	No need to worry about the eye.  Check coags to make sure he is not 	supratherapeutic.
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Case 9

	67 y/o M comes to the ER because “something isn’t right” with his vision.  You check his vision and find it is 20/20 in each eye.  He agrees with you that he can see the wall chart, but he keeps saying something isn’t right.  The eyes look like this:













What do you do next?

	Confrontation visual fields.



Is this an eye problem?

	No, homonymous hemianopia indicates a problem in the brain. Pt 	should get neuro-imaging.
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Case 10

35 y/o M with HIV comes in with one week of worsening eyelid swelling.  He is not sure about visual changes because the eye is swollen shut.  When you get the eye open, he has double vision and the eye looks like it’s popping out. 

You see this:

What is it?

	Orbital cellulitis.

What clinical signs differentiate orbital from pre-septal cellulitis?

	Decreased vision, limitation of or painful EOMs, proptosis, pupillary 	abnormalities, conjunctival injection and chemosis.

What do you do?

	Patient needs admission for IV antibiotics.  He should get a CT of the 	orbits and sinuses with contrast.
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Case 11

75 y/o M presents with double vision.  He has DM and HTN.  His vision in each eye is normal when tested alone, but he is very uncomfortable when both eyes are open at the same time.

You ask him to look right at you, and you see this:

What is going on?  Which muscle and nerve are involved?

	Sixth nerve palsy.  The patient is unable to abduct his left eye.

Why?

	Likely microvascular, given the patient’s medical problems.  Make 	sure no other CN’s are involved.  This patient does not need an 	extensive work-up.  Do work up a young, healthy patient with a CN 	palsy.





*









Case 12

In an unusual coincidence, the next patient you see also complains of double vision.  He is 65 y/o, and he looks like this:

What are the findings here?

	Ptosis, pupillary dilation, exotropia (eye pointing out), hypotropia 	(eye lower than other eye).

Which nerve is this?

	Third nerve palsy.

Why is the pupil exam important?

	Pupil involvement makes compressive etiology more likely.
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Case 13

43 y/o F comes in complaining of 3 months of headaches when she reads, and blurry vision for reading.

You test her distance vision, which is 20/20 in each eye.

When you hold the near card in front of her and ask her to read, you notice that she keeps moving her head.  Which way does she go?

	She moves her head back to get farther away from the card because 	she has presbyopia, and she is having difficulty accommodating.

How can you help her feel much better today?

	Send her to the dollar store for reading glasses.
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