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Figure 1. At presentation to the other clinic, slit lamp
examination showed a corneal infiltration and satellite
lesions at the 6 o’clock position in her left eye.
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Figure 2. On day 19 after the conjunctival flap procedure,
corneal bullae developed nasal to the corneal infiltration in
her left eye.
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Figure 3. Epithelial defect developed in her right eye 20 days after the conjunctival flap procedure in the left eye. Note the

central epithelial defect and filament. (A) A linear epithelial defect was found more prominently in the magnified photograph.

(B) She developed sudden ocular pain and tearing in the morning.
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Figure 4. On Day 21 after the conjunctival flap procedure,
newly developed corneal infiltration was found superior

nasal to the previous lesion in her left eye.

Table 1. Results of antimicrobial sensitivity test

CNs' sM' CNS SM
Ampicillin R" Meropenem R
Amp/Sulb R Amikacin R
Penicillin G R Gentamicin R
Oxacillin R Isepamicin R
Piperacillin §¥ Netilmicin R
Pip/tazo S Tobramycin R
Cephalothin R Cotrimoxa R S
Cefotaxime R Levofloxacin S
Ceftazidime S Tetracycline R
Cefepime S Clindamycin S
Cefo/Sulb S Pefloxacin R
Cefotetan S Erythromycin R
Cefoxitin R Teicoplanin S
Aztreonam R Vancomycin S
Imipenem R Quinupristin/dal S

Coagulase negative Staphylococcus and Stenotrophomonas
maltophilia had resistance to various antibiotics. Coagulase
negative Staphylococcus were sensitive to clindamycin and
vancomycin. Stenotrophomonas maltophilia was sensitive to
levofloxacin.

*Coagulase negative Staphylococcus.
' Stenotrophomonas maltophilia.
+ .

Resistant.

¥ Sensitive.
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Figure 5. On Day 9 after the use of 2% clindamycin and

decrease of the other antibiotics, previously noted infiltration
and bullae disappeared. Some conjunctival flap and
peripheral corneal opacity remained. She had no ocular pain
and her visual acuity was 0.6 in her left eye.
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=ABSTRACT=
A Case of Combined Bacterial Keratitis with Recurrent Corneal Erosion

Sang Hyup Lee, M.D.!, Tae-im Kim, M.D.!, So Hyang Chung, M.D.%, Jae Lim Chung, M.D.',
Sung Kun Chung, M.D., Eung Kweon Kim, M.D., Ph.D.'

Institute of Vision Research, Department of Ophthalmology, Yonsei University College of Medicine', Seoul, Korea
Department of Ophthalmology, Seoul Paik Hospital, Inje University College of Mediciné’, Seoul, Korea
Department of Ophthalmology, St. Marys Hospital, College of Medicine, The Catholic University of Korea’, Seoul, Korea

Purpose: We report a case of keratitis of Stenotrophomonas maltophilia and Coagulase negative Staphylococcus
in a recurrent corneal erosion patient.

Methods: A 29-year-old female patient was referred to our clinic for an intractable corneal ulcer in her left
eye.

Results: Her best corrected visual acuity in her left eye was 10/400 and the cornea showed a 2x2 mm corneal
infiltration at the 6 o’clock position along with endothelial plaque. Initially, 5% cefazolin, 1.4% tobramycin,
3.3% vancomycin, and 0.125% amphotericin were administered every 2 hours, and Natacyﬁ® was
administered every 4 hours, but corneal infiltration was still aggravated. After nine days of medical treatment,
the advancement of the conjunctival flap was performed. The lesion had not improved, and corneal scrape and
culture were repeated. Stenotrophomonas maltophilia and Coagulase negative Staphylococcus were identified.
Treatment with clindamycin and Cravit®, to which isolated organisms are susceptible, was started, and the
lesion improved. During the treatment, her right eye showed a painful epithelial defect in the morning, and
a few days later recurrent corneal epithelial bullaec developed in her left eye. She was diagnosed with recurrent
corneal erosion in both eyes. The infection lesion improved by using 2% clindamycin and Cravit™, but the
corneal bullae were not controlled, and therefore all eyedrops gradually tapered. After the cessation of
eyedrops, corneal epithelial bullae disappeared. When she visited our clinic 12 days after discharge, her vision
was 20/30 and her corneal lesion had improved completely.
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Key Words: Coagulase negative Staphylococcus, Keratitis, Recurrent corneal erosion, Stenotrophomonas
maltophilia
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