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Case report: A 33-year-old Caucasian female presented with epiphora, ocular pain, and

foreign body sensation in both eyes for one month. Examination revealed bilateral periph-

eral  corneal ulcers. The patient had been treated with immunomodulators, and she was

treated in the left eye with peripheral semi-circular keratoplasty, penetrating keratoplasty,

conjunctival–corneal–scleroplasty, buccal mucosal graft, tibial osteo-keratoprosthesis and

finally, retinal detachment.

Discussion: Mooren’s ulcer is an immunological corneal disease. This lesion must be treated

initially with immunomodulators. Surgical treatment should be considered when a risk of

corneal perforation is present, when the perforation appears, or under acute necrosis.

©  2016 Sociedad Española de Oftalmologı́a. Published by Elsevier España, S.L.U. All rights

reserved.
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Caso clínico: Mujer de 33 años de raza blanca que consultó por sensación de cuerpo

extraño,  epífora y dolor intenso, de un mes de evolución, en ambos ojos (AO). El examen

biomicroscópico objetivó una úlcera corneal periférica bilateral. Precisó tratamiento con

inmunomoduladores y fue intervenida en el ojo izquierdo de queratoplastia en corona

semi-circular, queratoplastia penetrante, conjuntivo-córneo-escleroplastia, recubrimiento

de  mucosa bucal, osteo-queratoprótesis tibial y, finalmente, de desprendimiento de retina.

Discusión: La úlcera de Mooren es una afección corneal inmunológica que requiere

tratamiento inmunomodulador, reservándose el quirúrgico ante el riesgo inminente de

perforación, cuando esta ha ocurrido, o en los casos de necrosis aguda.

©  2016 Sociedad Española de Oftalmologı́a. Publicado por Elsevier España, S.L.U. Todos

los derechos reservados.
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2173-5794/© 2016 Sociedad Española de Oftalmologı́a. Published by Elsevier España, S.L.U. All rights reserved.

dx.doi.org/10.1016/j.oftale.2016.04.003
http://www.elsevier.es/oftalmologia
http://crossmark.crossref.org/dialog/?doi=10.1016/j.oftale.2016.04.003&domain=pdf
mailto:ferranvilaplanamira@gmail.com


338  a r c h s o c e s p o f t a l m o l . 2 0 1 6;9 1(7):337–340

Introduction

Mooren’s ulcer is a chronic inflammatory process of the
marginal cornea. It can be either unilateral or bilateral
(50%).1 It affects the conjunctive–scleral–corneal limbo, and
symptoms include pain, photophobia and epiphora. It grows
circumferentially, and can affect the entire cornea and lead to
perforation. It is largely found in developing countries. Its eti-
ology is usually multifactorial; physical, chemical or surgical
trauma and infectious or inflammatory process can be trigg-
ering factors, but the causal mechanism is immunological.2

There are multiple therapies, but current treatments are based
on immunomodulation,3 with surgery reserved for cases with
imminent risk of perforation, perforation or acute corneal
necrosis.

Case  report

33-year old woman who came to emergency room (December
1984) with sensation of foreign object, epiphora and intense
pain for the last month in both eyes (BE). Visual acuity was 0.85
with correction of +1; −0.25 × 0◦ in the right eye (RE) and 0.8
with correction of +1; −2.5 × 0◦ in the left eye (LE). The biomi-
croscopic examination revealed peripheral corneal ulcers of
6–7 h in RE and 6–9 h in LE (Fig. 1A and B).

The cultures made in blood, chocolate and Sabouraud
agar were negative. Internal medicine and laboratory studies
showed no concomitant systemic disease.

In the RE the exacerbations were controlled with top-
ical corticosteroids (disodium dexamethasone phosphate
1 mg/1 ml). The conjunctival biopsy of the LE showed

an immunological process with collaborating T-cells and
macrophages.

The patient received treatment, according to the phase,
based on topical and systemic corticosteroids (120 mg
methyl prednisolone with decreasing doses), topical 2.5%
cyclosporine A 3 times a day in BE, oral azathioprine
(75 mg/day) and intravenous cyclophosphamide (1.2 g in 250 cc
of saline).

Due to poor anatomical evolution and risk of perforation,
we decided to perform surgery on the LE with peripheral semi-
circular keratoplasty (June 1985) (Fig. 2A and B). After 4 months
(October 1985) and after acute donor tissue necrosis, the
patient presented corneal perforation (Fig. 3A and B) for which
she underwent emergency penetrating keratoplasty (12 mm).
We  subsequently observed necrosis of the graft and relapse
of the process, indicating conjunctival–corneal–scleroplasty
(16 mm)  (June 1986) (Fig. 4A and B), with an unsatisfactory
immediate outcome, evolving to corneal edema. As a result of
the new relapse of the process, and in view of imminent risk of
perforation, we performed penetrating keratoplasty (10 mm)
with extracapsular cataract removal (September 1987) (Fig. 5A
and B). Due to the new surgical failure, it was decided to per-
form a buccal mucosal graft (October 1987) (Fig. 6A). After 22
years of observation with no signs of reactivation, she under-
went tibial osteo-keratoprosthesis (September 2009) (Fig. 6B)
and was finally operated for retinal detachment (Septem-
ber 2009) by silicone band buckle, air exchange vitrectomy,
using a contact lens for vitreal–retinal surgery in patients
who have undergone osteo-odonto-keratoprosthesis (Nadal
and Barraquer).4 Her visual acuity at the last control (May  2015)
was 0.9 with correction of +2.00; −2.00 × 60◦ in RE and 0.04 with
no improvement with correction in LE.

Fig. 1 – (A) 6–7 h peripheral corneal ulcer in RE. (B) 6–9 h peripheral corneal ulcer in LE.

Fig. 2 – (A) Peripheral corneal thinning. (B) Peripheral semi-circular keratoplasty.
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