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Contact lens-related Pseudomonas aeruginosa
keratitis in a 49-year-old woman

Harald Gjerde MD, Anuradha Mishra MD

B Cite as: CMAJ 2018 January 15;190:E54. doi: 10.1503/cmaj.171165

49-year-old woman

with well-controlled

diabetes presented
with progressive pain, redness
and visual decline in her left eye
after taking out her daily dispos-
able contact lenses three days
previously. On visual acuity test-
ing in this eye, she was able to
perceive hand motions. Slit-
lamp examination showed a
large corneal ulcer and hypo-
pyon (Figure 1A). Corneal cul-
tures were taken and the patient
was treated for presumed infec-
tious keratitis. Broad-spectrum antibiotic coverage was started
with hourly ofloxacin and fortified tobramycin eye drops, along
with ciprofloxacin ointment and ciprofloxacin taken orally. The
cultures grew Pseudomonas aeruginosa. Once the defect had
epithelialized, we added a topical steroid. When the infection
had cleared, a large corneal scar remained (Figure 1B) and her
visual acuity remained limited to being able to count fingers.
Secondary to the prolonged inflammation, the patient devel-
oped high intraocular pressure in her left eye, which could not
be controlled with medical management and required surgical
intervention. A corneal transplant is planned to optimize her
visual potential.

Common causative agents of infectious keratitis are P. aeru-
ginosa, Staphylococcus aureus, coagulase-negative Staphylococci
and Streptococcus pneumoniae.*? The virulent P. aeruginosa is
most commonly associated with contact lens use.! Pseudomo-
nas ulcers are more severe at presentation and difficult to treat,
leading to worse visual outcomes.? We encourage physicians to
strongly consider infectious keratitis in the differential for an
acute red eye, particularly in a contact lens wearer. Risk factors
for contact lens-related infectious keratitis include overuse of
contact lenses, overnight wear, diabetes, trauma, poor hand
and lens hygiene, and blepharitis.>* Because of its rapid progres-
sion, sometimes within hours, infectious keratitis should be con-
sidered a medical emergency, requiring an urgent ophthalmol-
ogy consult. Contact lenses should be discontinued during
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Figure 1: (A) Biomicroscopy examination of the left eye, showing a large corneal ulcer, hypopyon and diffuse
conjunctival injection in a 49-year-old woman. Corneal scrapings grew Pseudomonas aeruginosa. (B) Consid-
erable improvement of the corneal ulcer 10 weeks after antibiotic and corticosteroid treatment, with residual
corneal scar and resolution of the hypopyon.

treatment. Topical broad-spectrum antibiotics (such as fluoro-
quinolones, often combined with fortified aminoglycoside or
vancomycin) every 30-60 minutes should be started promptly.
Steroid eye drops may be considered, but should be begun and
monitored by an ophthalmologist.?
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