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Bilateral disciform keratitis of 
presumed adenoviral etiology

Rana Altan-Yaycioglu, Serkan Poyraz1

Adenoviral conjunctivitis may lead to subepithelial corneal infiltrates 
as a late complication. Herein, we aim to present a 19‑year‑old healthy 
female, who developed bilateral disciform keratitis three weeks after 
suffering adenoviral conjunctivitis. She presented with widespread 
subepithelial corneal infiltrates in addition to central corneal edema 
with white distinct border resembling immune stromal ring, as well as 
Descemet’s folds and keratic precipitates in the central area. Following 
topical corticosteroid and ganciclovir for 10 days, her condition 
improved. After 1 month, she had another episode. Short‑term topical 
corticosteroids in addition to long‑term topical cyclosporine and 
nonpreserved artificial tears were able to prevent further recurrences.
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Adenoviral keratoconjunctivitis presents at the very early 
stage as a pink eye and is usually nonspecific.[1]   It can lead to 
severe red eye with edema, hyperemia, and pseudomembrane 
formation[2] and be complicated by symblepharon formation 
and subepithelial corneal infiltrates. An immune process is 
suspected in the etiology of subepithelial corneal infiltrates, and 
in some cases, these might lead to a decrease in visual acuity 
that might last a few months or a few years.

The treatment protocol is not definite.[3] There is still a debate 
on antibiotic coverage, as well as corticosteroid use. Topical 
virustatic agents are only mildly effective against adenoviral 
keratoconjunctivitis, but some reports suggested the use of 
ganciclovir to decrease the virus load experimentally.[4,5]

Herein, we aimed to present the case of a woman who 
developed disciform keratitis following  presumed adenoviral 
conjunctivitis.

Case Report
A 19‑year‑old healthy female presented to another clinic 
with bilateral conjunctivitis following upper respiratory 

tract infection. According to the clinical signs of conjunctival 
hyperemia, chemosis, pseudomembrane formation as well 
as preauricular lymphadenopathy, she was diagnosed with 
adenoviral conjunctivitis and given topical antibiotics. Three 
weeks later, she developed a decrease in vision and was 
referred to our clinic. On examination, her visual acuity was 
20/125 bilaterally. Slit lamp showed normal conjunctiva, 
bilateral widespread subepithelial corneal infiltrates, in 
addition to central corneal edema with white distinct border 
resembling immune stromal ring, as well as Descemet’s folds 
and keratic precipitates in the central area [Fig. 1]. Anterior 
chamber was normal without any flare. Anterior segment 
optical coherence tomography showed corneal edema with 
keratic precipitates [Fig. 2]. Central corneal thickness (CCT) 
was 969 and 956 µm in the right and left eyes, respectively.

Her systemic evaluation revealed no immunosuppression; 
she had neither any systemic disease nor any history of varicella 
vaccination. Conjunctival scrapings, staining, and cultures of 
both eyes for viral and bacterial etiologies were performed. 
In addition, a polymerase chain reaction (PCR) of anterior 
chamber fluid of the left eye for adenovirus and herpes simplex 
virus was performed. She was started on valacyclovir 500 mg 
2 times a day, topical ganciclovir 5 times a day, and topical 
prednisolone acetate 6 times a day. There was no growth in 
conjunctival cultures, and PCR came negative for adenovirus 
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Figure 1: At presentation: Bilateral widespread mild subepithelial 
corneal infi ltrates in addition to disciform keratitis with white distinct 
border resembling immune stromal ring, as well as central corneal 
edema, Descemet’s folds, and keratic precipitates in the central 
area (upper and lower left – right eye, upper and lower right – left eye)
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and herpes simplex virus. Therefore, oral valacyclovir was 
stopped after 5 days. She observed significant improvement in 
visual acuity starting in the 1st day. Ten days after the onset of 
treatment, visual acuity improved to 20/40 and 20/50 in the right 
and left eyes, respectively. The keratic precipitates and stromal 
ring faded, the density of subepithelial corneal infiltrates 
decreased, and corneal edema resolved. The CCT decreased 
to 521 µm in the right and 519 µm in the left eyes at day 15. 
Her topical steroids were decreased gradually. One month 
following cessation of treatment, her visual acuity decreased in 
both eyes, subepithelial corneal infiltrates increased in density, 
and mild increase in CCT was observed [Fig. 3]. She was given 
topical prednisolone acetate, topical cyclosporine (0.05%), and 
nonpreserved artificial tears.   Immediate improvement was 
observed, topical steroid was gradually decreased, and topical 
cyclosporine and nonpreserved artificial tears were continued 
for 6 months. No other recurrence was observed in the 6‑month 
follow‑up period.

Discussion
Adenoviral conjunctivitis usually occurs in the nature of 
an epidemic. Over the last year, the number of cases with 
adenoviral conjunctivitis increased significantly in our 
area (unpublished personal data). The diagnosis is usually 
clinical, and adenoviral kits are not commonly used in every 
case.

Almost one‑third to 50% of adenoviral conjunctivitis cases 
develop subepithelial corneal infiltrates.[2] These lesions are 
possibly due to cellular immune reaction against viral antigens 
deposited in the corneal stroma. In the present case, we reported 
an otherwise healthy woman who had a clinical appearance 
resembling immune stromal keratitis. In literature, Descemet’s 
folds were reported in adenoviral infections; however, bilateral 
simultaneous disciform edema was not reported very often.[6] 
To the best of our knowledge, this might be the first case with 
bilateral disciform keratitis presumably related to adenoviral 
keratoconjunctivitis.

In differential diagnosis, we considered herpetic and 
cytomegalovirus keratitis. Although herpetic infections usually 

occur unilaterally, bilateral cases were also reported.[7] At the 
initial appearance of disciform keratitis, we added short‑term 
systemic and topical antivirals to topical steroids, due to the 
possible etiology of herpetic stromal keratitis. Following 
negative PCR results, we were able to stop antivirals. In the 
present case, we did not perform PCR for cytomegalovirus since 
the clinical findings did not resemble cytomegalovirus keratitis, 
in that keratic precipitates were not linear or coin shaped,[8] and 
short‑term antiviral treatment in addition to topical steroids 
was able to resolve the disciform keratitis.

In the treatment of subepithelial corneal infiltrates, topical 
use of corticosteroids was reported to accelerate the visual 
recovery although they were claimed not to affect the final 
outcome.[9] Our case, who presented with disciform keratitis, 
responded favorably to topical steroids, most probably 
because the disciform lesions were an immunological response 
of corneal stroma. At the recurrence of disciform keratitis 
following cessation of treatment, topical corticosteroids could 
be used only in the short term with the addition of long‑term 
topical cyclosporine. Topical 0.05% to 2% cyclosporine was 
reported to reduce the formation of subepithelial corneal 
infiltrates.[10] However, the result of decrease of subepithelial 
corneal infiltrates in adenoviral keratitis was probably more 
related to the use of steroids than cyclosporine.[11]

Conclusion
We believe that in cases with adenoviral keratoconjunctivitis, 
immune response could be so intense that it might lead to 
disciform keratitis. In such cases, temporary topical steroid, 
followed by cyclosporine, use might be helpful, as in our case.
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Figure 2: Anterior segment optical coherence tomography showed 
corneal edema with keratic precipitates in the right  and left eyes (upper 
and lower, respectively)

Figure 3: One month following cessation of treatment: Disciform 
keratitis with subepithelial corneal infiltrates recurred (upper left – right 
eye and upper right – left eye). The opacities decreased in intensity 
shortly after treatment (lower left – right eye and lower right – left eye)
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Bilateral idiopathic spontaneous 
filtering bleb with ectopia lentis: 
A case report and review of literature

Premanand Chandran, Anjali S Khairnar, 
Nabeed Aboobacker, Ganesh V Raman

A 26‑year‑old male presented with superior filtering bleb with 
scleral thinning, dislocated lens, and hypotony in both the 
eyes. His cornea was normal without any sign of ectasia, and 
there was no history of recurrent redness, trauma, or surgery 
in either eye. Anterior segment optical coherence tomography 
did not reveal communicating fistula between the anterior 
chamber and subconjunctival space. Physical examination and 
blood investigations did not reveal any systemic association. 
He was diagnosed to have spontaneous filtering bleb, 
which is a rare condition observed with ocular or systemic 
abnormalities.

Key words: Hypotony, lens dislocation, spontaneous filtering 
bleb

Spontaneous subconjunctival filtering bleb is a rare occurrence 
and has been observed with ocular or systemic abnormalities 
such as Axenfeld syndrome,[1] Terrien marginal degeneration,[2,3] 
familial craniofacial dysmorphism,[4,5] scleritis,[6] and connective 
tissue diseases.[7] To the best of our knowledge, only few cases 
have been reported till date, and we report a 26‑year‑old patient 
with bilateral spontaneous filtering bleb.

Case Report
A 26‑year‑old male presented with defective vision in both 
eyes (BEs) since childhood. The patient had no history of 
previous ocular surgery, trauma, or systemic illness. His 
best‑corrected visual acuity was 6/18 with + 11 + 1.5 × 90 in 
the right eye (RE) and 6/12 with + 11.5 + 2.5 × 90 in the left 
eye (LE). Slit‑lamp examination showed a diffuse conjunctival 
bleb near the limbus extending from 10 to 4 o’clock in the 
RE [Fig. 1a and b] and 8 to 1 o’clock in the LE [Fig. 1d and e] 
with superior scleral thinning in BEs. Seidel’s test was negative 
in BE. RE showed clear cornea with deep anterior chamber 
and inferonasal dislocated lens. LE showed iridocorneal 
adhesion in the paracentral zone with corneal scar, iris 
atrophy, and aphakic lens status. Dilated examination revealed 
microphakic‑dislocated lens in the anterior chamber in the 
RE and inferonasal dislocated lens in the LE [Fig. 1c and f]. 
Anteriorly dislocated lens in the RE was reposited into the 
posterior chamber in the supine posture. His intraocular 
pressure was 6 and 3 mmHg in the RE and LE, respectively. 
On gonioscopy, angles were closed in BEs without evidence of 
ostium or cyclodialysis cleft. Fundus examination showed a cup 
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