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CASE REPORT
A 26-year-old male presented to the outpatient department with 
complaints of painful decrease in vision in both the eyes for the 
past seven days. The decrease in vision was associated with 
photophobia and redness, more in left eye than right. There was no 
history of any trauma to any eye.

On evaluation of his records, the patient was found to be a known 
case of severe dry eye, diagnosed two years earlier, for which 
he had taken treatment in the form of artificial tears and topical 
fluorometholone 0.1% occasionally for five to six months, but patient 
was off drugs for the past one and a half year.

On examination, the patient has moderate built and was well-
nourished. Best corrected visual acuity in right eye was 6/24 and 
Hand Motion Close to Face (HMCF) in left eye. Slit lamp examination 
revealed lusterless congested conjunctiva in both the eyes. There 

was a self sealed corneal perforation with sterile corneal ulcer of 
size 1.5x1.5 mm in right eye in inferonasal quadrant [Table/Fig-1] 
and a sterile corneal ulcer of size 6.5x4.0 mm in left eye with central 
corneal perforation with iris plugging the perforation [Table/Fig-2]. 
The anterior chamber was flat in left eye [Table/Fig-3]. There was 
no evidence of meibomian gland dysfunction or lid deformity in any 
of the eye.

Cyanoacrylate glue was applied and bandage contact lens was 
placed in both eyes. He was started on topical antibiotic (gatifloxacin 
0.3%) QID, topical cyclosporine 0.5% BD and preservative free 
artificial tears at two hourly interval. On the next day, the glue in 
the left eye got dislodged. The microleaks were covered using a 
small piece of sterile plastic sheet along with cyanoacrylate glue. 
Bandage contact lens was placed. Anterior chamber was of normal 
depth when examined next day. The patient was investigated for 
any systemic cause of severe dry eye. ESR was within normal 
limits, rheumatoid factor was negative and oral mucosal biopsy for 
Sjogren’s syndrome came out to be normal.

On follow up at day 7, the patient reported marked relief in photophobia. 
On examination, both eyes showed sealed perforation with well 
formed anterior chamber [Table/Fig-4,5].

DISCUSSION 
Dry eye is an ocular surface disease which affects approximately 
10%-30% of the population, especially those aged above 40 
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AbSTRACT 
Dry eye is a common problem affecting mainly the adult population. In severe cases, it can result in sterile corneal ulcer and perforation. 
We report a rare case of a 26-year-old male, a known patient of severe dry eye who presented with sterile corneal ulcer with corneal 
perforation in both the eyes. The patient was managed by applying cyanoacrylate glue and bandage contact lens in both eyes and 
topical antibiotic, topical cyclosporine and preservative free artificial tears at two hourly intervals. The patient was investigated for the 
systemic cause of severe dry eye but no cause could be ascertained. On follow up, the patient reported marked relief in photophobia. 
On examination, both eyes showed sealed perforation with well formed anterior chamber. In conclusion, one should examine a dry eye 
patient carefully and detect corneal ulcers and perforations in time so as to prevent its sequelae.

[Table/Fig-1]: Showing self sealed corneal perforation in inferonasal quadrant. 
[Table/Fig-2]: Showing sterile corneal ulcer with perforation in left eye.

[Table/Fig-3]: Left eye on slit illumination showing flat anterior chamber. [Table/Fig-4]: Showing right eye on day 7. [Table/Fig-5]: Left eye at day 7 showing cyanoacrylate glue 
sealing the perforation and well formed Anterior Chamber (AC).
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years [1]. It causes ocular discomfort, visual disturbance and tear 
film instability which can sometimes lead to permanent irreversible 
dimness of vision. Patients with Sjogren’s syndrome may suffer 
from sterile or infectious corneal ulceration. Occasionally, corneal 
perforation may occur in such cases and may cause blindness. 
Baranwal VK et al., reported a case of sterile corneal perforation in 
a 20 year old Indian male with severe dry eye disease [2]. Inagaki 
E et al., reported corneal perforation in four patients with dry eye 
related to ocular chronic graft-versus-host disease [3].

Sterile corneal ulcers can also be seen with collagen vascular 
diseases, autoimmune disorders, rheumatoid arthritis, ocular 
pemphigoid, local irradiation, in cases with trauma and in Mooren 
ulcers [4,5]. Sterile corneal ulcers may also develop due to conditions 
that affect the ocular surface epithelial integrity such as, recurrent 
corneal erosions, exposure keratitis, neurotrophic keratitis and 
keratomalacia. A case report from Ghana reported bilateral corneal 
perforation in Steven-Johnsons syndrome which lead to blindness 
in one eye of the patient [6].

Occurrence of corneal perforation after intraocular surgical procedures 
like cataract surgery, conductive keratoplasty and Descemet stripping 
endothelial keratoplasty have been reported in previously undiagnosed 
Sjogren’s syndrome [7-9]. To the best of our knowledge, there is no 
such case of severe dry eye reported, causing spontaneous corneal 
perforation in both the eyes.

CONCLUSION
One should examine a dry eye patient carefully and the patient 
must be investigated for sudden onset of diminution in vision, 
photophobia, redness and discharge in eyes so as to timely detect 
corneal ulcers and perforations and prevent its sequelae.
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