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Corneal Perforation Secondary to Rosacea Keratitis Managed with
Excellent Visual Outcome
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ABSTRACT

Introduction: Ocular Rosacea is a poly etiological chronic inflammatory disease with heterogeneous

clinical manifestations. It is primarily a dermatologic disease, which often manifests in the eyes affecting
eyelids, conjunctiva, and cornea. The leading role in the pathological process belongs to the disruption of
regulatory mechanisms in the vascular, immune, and nervous systems. The varied manifestation can be
erythematous pustular lesions on the face, chronic blepharitis, meibomian gland dysfunction, evaporative

dry eye, peripheral corneal ulceration, corneal scarring, perforation, and neovascularization.

Case: We describe a rare case report of a 43-year-old male with progressive ocular manifestations of
rosacea keratitis. Slit-lamp biomicroscopic examination revealed squamous blepharitis, telangiectatic
vessels with obliterated meibomian glands, circumcorneal congestion, peripheral corneal perforation of
2x2 mm at 4 0 clock, shallow anterior chamber(AC) with positive seidel’s in the left eye. Fundoscopy
showed serous choroidal detachment(CD). Snellen’s Best Corrected Visual Acuity(BCVA) was 20/240
with Intraocular pressure measured was 5 mmhg. The patient was managed with topical loteprednol,
moxifloxacin, carboxymethylcellulose medications along with cyanoacrylate glue and bandage contact

lens and had excellent visual acuity of 20/20 with a follow-up of 1 year.

Conclusion: Ocular rosacea perforation has been reported in chronic cases and may not always require
amniotic membrane transplant, patch grafting, or keratoplasty. [f managed meticulously with cyanoacrylate
glue and BCL can have excellent outcomes. Eye specialists should be alerted that the key to a successful
outcome is excellent control of inflammatory activity and differentiating this non-infectious keratitis from

other keratitis before commencing treatment.
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INTRODUCTION

Ocular Rosacea is a chronic inflammatory
acneiform dermatologic condition. The most
common clinical manifestation is erythema of
the skin on the face and neck. Rosacea can
frequently manifest with ocular involvement
in up to 6 to 58% of patients. (Trufanov et al.,
2019) (Wladis and Adam, 2018) It can also
involve face and neck and manifest as malar
rash, or papules and pustules. The telltale sign
of ocular Rosacea is bilateral chronic blepharitis
associated with meibomian gland dysfunction.
Meticulous slit lamp evaluation frequently
reveals telangiectasia of the eyelid margins,
along with inspissated meibomian glands.
Patients frequently present with evaporative dry
eyes. (Awais et al., 2015) Recurrent chalazia
are a common complication in some patients.
Patients often complain of burning in the eyes
and foreign body sensations. If patients are left
untreated or do not comply with the treatment
advised, it can often lead to recurrent episodes.
This can lead to complications like peripheral
corneal ulceration, corneal scarring, perforation,
and neovascularization. (Oge’ et al., 2015) We
report a rare case of a 43-year-old male with
progressive ocular sequelae of ocular Rosacea
associated with peripheral corneal perforation
in the left eye (OS). The patient was medically
managed with eyelid hygiene, hot fomentation,
tablet doxycycline 100 mg BD for 3 weeks,
eye drop combination of 0.5% moxifloxacin
with 0.5% loteprednol 4 times/day, eye drops
carboxymethylcellulose 4 times/day in OS with

cyanoacrylate glue application with bandage
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contact lens (BCL) to seal the perforation. The
patient had an excellent visual outcome with

conservative management.
CASE

A43-year-old young male presented with sudden
onset painful defective vision in OS for the last 3
days. Past history revealed recurrent episodes of
pain and redness in both eyes (OU), along with
erythematous reddish papulopustular lesions
on the face (Figure 1a). The Snellen’s best-
corrected visual acuity (BCVA) was recorded
as 20/20 in the right eye (OD) and 20/240 in
OS at the time of presentation. The noncontact
tonometry revealed an intraocular pressure
of 14 mm Hg and 5 mm Hg in OD and OS,
respectively. Anterior segment examination of
ODrevealed squamousblepharitis, telangiectatic
vessels with obliterated meibomian glands,
and superficial vascularization from 4 to 7’0
clock with marginal infiltrate at 7’0 clock
rest of the examination was normal (Figure
1b). Anterior segment examination of OS
revealed squamous blepharitis, telangiectatic
vessels with obliterated meibomian glands,
circumcorneal congestion, corneal thinning
with peripheral paralimbal perforation of
2x2 mm at 4 to 5’0 clock associated with iris
prolapse, shallow anterior chamber, and seidel’s
test was positive, the pupil reaction to light
was sluggish and irregular, and the lens was
clear (Figure 1c¢). Dilated fundoscopy with
an indirect ophthalmoscope of OD was within
normal limits, and OS revealed choroidal folds

with serous choroidal detachment.
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Figure 1a: The gross image of the patient depicting grade 1 acne and facial flushing.

Figure 1b: Image of the right eye depicting squamous blepharitis, telangiectatic vessels with
obliterated meibomian glands (white arrows), superficial vascularization from 4 to 7 o clock

along with marginal infiltrate at 7 o clock (black arrow).

Figure 1c: Image of the left eye depicting squamous blepharitis, telangiectatic vessels with
obliterated meibomian glands, circumcorneal congestion, corneal perforation at4 to 5 o
clock associated with iris prolapse and shallow anterior chamber (black arrow).

Figure 1d: Image of the left eye post cyanoacrylate glue (black arrow) and bandage contact
lens application.

Figure 1e: Image of the left eye at 1-year follow-up post cyanoacrylate glue removal and
complete sealing of perforation (black arrow).
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Since the perforation was small (2X2 mm)
and peripheral, not involving the visual axis,
we managed the patient with cyanoacrylate
glue and BCL. The patient was managed
conservatively with eyelid hygiene, hot
tablet 100 mg
twice a day for 3 weeks, eye drops 0.5%

fomentation, doxycycline
moxifloxacin with 0.5% loteprednol 4 times/
day, eye drops carboxymethylcellulose 4 times/
day in OS with cyanoacrylate glue application
with BCL to seal the perforation (Figure 1d).
The cyanoacrylate glue was applied under
topical anesthesia under all necessary aseptic
precautions. The glue was applied to the back
portion of a corneal microsurgical wet sponge
and was then gently placed over the perforation
site as a thin uniform layer. Precautions were
taken to avoid the excess spread of glue over
the normal cornea, and then a BCL was placed
over the cornea. OD patient was advised
regarding eyelid hygiene, hot fomentation,
eye ointment tobramycin two times/day with
topical 0.5% carboxymethylcellulose 4 times/
day. The patient was referred to a dermatologist
for acne management and was advised to
follow up after 3 days. The systemic evaluation
confirmed the diagnosis, and he was started on
oral Prednisolone in tapering doses of 40 mg,
30 mg, 20 mg, and 10 mg 5 days each along
with antipruritic (1% Hydrocortisone) and
antibacterial (0.5 gm Bacitracin) ointment. On
follow-up after 3 days, OS examination revealed
resolving blepharitis, minimal circumciliary
congestion, sealed corneal perforation, a well-

formed anterior chamber, and a clear lens.
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Fundoscopy revealed self-resolved choroidal
detachment. Visual acuity improved to 20/30.
Since then, the patient has been on follow-
up with topical medications for 1 year and is
maintaining an excellent visual acuity of 20/20
OU (Figure 1e). The BCL was removed after
2 months of initial glue application, and in the
same sitting, glue was removed as plaque under
topical anesthesia. Corneal epithelialization
was noted, and when needed, steroids were
started and tapered timely based on the clinical
response. The patient was counseled in detail
regarding hygienic measures to avoid trauma in

any form and excessive rubbing of the eye.
DISCUSSION

Rosacea is a chronic skin pathology that
often involves the face and chest. The disease
usually develops in the 3rd to 6th decades of
life. Characteristics features include erythema,
telangiectasia, and recurrent flushing. Apart
other manifestations include

from these,

papules, pustules, and swelling. Ocular
involvement is reported to occur between
3-58% of patients with skin changes. (Lai et al.,
2004) The most common ocular signs include
chronic  blepharoconjunctivitis, meibomitis,
and evaporative dry eyes. Rosacea keratitis,
coexisting with perforation, has a poor prognosis
and can result in blindness. (Djakovi¢ et al.,
2003) On reviewing the literature, we found
that few cases of corneal perforation (Trufanov
et al., 2019) have been reported in Rosacea, and
only one case of scleral perforation (Barankin

and Guenther, 2002) has been reported to date.
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Trufanov, SV et al., in their case report

of rosacea  keratitis complicated by
corneal perforation, suggested an innovative
technique of mushroom keratoplasty with
successful outcome. (Trufanov et al.,
2019) Saade et al. depicted the use of emergent
full-thickness tectonic corneal patch graft for
peripheral corneal perforation. (“Ocular Rosacea
Causing Corneal Melt in an African American
Patient and a Hispanic Patient - PubMed,” n.d.)
Medsinge et al., in the case series, highlighted
the importance of Penetrating Keratoplasty
(PKP) over conservative management in the
management of corneal perforation. (Medsinge
et al., 2016) In another case series of 3 patients
by Park JC et al., they highlighted the surgical
technique of tectonic lamellar keratoplasty
for rosacea keratitis with peripheral corneal
perforation over conservative approach. (Park

and Habib, 2015)

Rosacea corneal perforation is a rare
complication that can occur in chronic cases.
Although patch grafting or penetrating
keratoplasty is the terminal treatment for
corneal perforations, meticulous examination,
prompt intervention, and planned management

can give excellent outcomes conservatively in
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ocular rosacea perforation. In our case, there
was a 2x2 mm peripheral corneal melt with
perforation due to uncontrolled inflammation.
We demonstrated that if managed meticulously
with cyanoacrylate glue and BCL, the patient
can have excellent visual outcomes. Through
this case, we also want to highlight that the
judicious and timely use of steroids, antibiotics,
and copious lubricants is vital to check on
inflammatory activity. As per the detailed
literature review, almost all the previous cases
have highlighted the importance of surgical
intervention in the form of amniotic membrane
grafting, patch grafting, or penetrating
keratoplasty over conservative management.
Ours is a rare case of ocular rosacea perforation
managed conservatively with cyanoacrylate
glue and BCL with the longest follow-up of
one year. The differentiating points in our case
from other published case reports are the use
of cyanoacrylate glue, follow-up of one year,
excellent control of inflammation, and visual

outcome of 20/20.
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