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Abstract 

 

Purpose: To report an unusual case of bilateral Candida keratitis in a young drug abuser 
Case report: A 19-year-old man sought medical care for his left eye redness, pain and photophobia. 
On slit-lamp examination a well-defined paracentral exudative corneal ulcer was observed. Smear 
from the corneal ulcers contained pseudohyphae and accordingly a routine regime of antifungal 
therapy (topical drop of Amphotericin-B 0.15% q1h beside out-patient daily follow-up) was 
commenced. Although the signs and symptoms improved initially, the corneal ulcer grew even 
larger in the third day of treatment and the contralateral cornea also began to show preliminary 
signs of fungal infection. Further work-ups revealed that his bilateral Candida keratitis had 
happened in association with an unusual route of drug abuse (transconjunctival heroin abuse). 
Clinical response was achieved by additional topical Voriconazol (1% q1h) and systemic 
Fluconazol (200 mg bid). 
Conclusion: Candida Keratitis in the context of previous drug abuse and the presence of bilateral 
keratoconjunctivitis beside kissing conjunctival lesions may serve as diagnostic clues for this very 
rare condition. 
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Introduction 
Candida keratitis is best considered as an 
opportunistic infection of a compromised 
cornea that is often initially misdiagnosed, and 
despite antifungal therapy, occasionally 
requires corneal grafting. The uncompromised 
cornea seems adequately resistant to the 
small inocula to which urban citizens are 
ordinarily exposed. However significant 
inocula of fungi may be introduced into the 
corneal stroma in agricultural settings or 
associated with soft contact lens wear.1 
Known predisposing conditions for Candida 
keratitis include ocular surface disorders, 
chronic keratopathy, or toxicity, corneal graft, 
recent trauma or recent topical treatment.2 We 
report a case of bilateral Candida keratitis 
associated with unusual transconjunctival 
route of drug abuse. To the best of our 
knowledge, this is the first report of bilateral 
Candida keratitis in a patient with 
transconjunctival substance abuse in the 
literature. 
 
Case report 
A 19-year-old man came to emergency 
department of Farabi Eye Hospital with the 
complaint of left eye redness, pain and 
photophobia for 4 days. He gave no history of 
contact lens wearing, ocular surface trauma, 
or being on any medication (neither topical nor 
systemic). He solely attributed his symptoms 
to habitual eyelids rubbing. Relying on the 
history, he was an occasional alcohol and 
substance abuser mostly crack (a misnomer 
in the region for condensed heroin). 

On his initial eye examination, visual acuity 
(VA) was 10/10 and 9/10 in the right and left eyes 
respectively. On slit-lamp examination, 
conjunctival injection and a well-defined 
paracentral exudative corneal ulcer with 
hypopyon was observed in the left eye. Right 
eye examination was unremarkable. Smear 
and culture was obtained. In this step, smear 
results revealed pseudomycelium/yeast, and 
accordingly a routine treatment of antifungal 
therapy [topical drop of Amphotericin-B 
(0.15%) every 1 h] beside an out-patient daily 
follow-up, was planned, considering a fungal 
corneal ulcer. By the next day, relative 
improvement was achieved both objectively 

and subjectively. The patient was absent for 
next visit. The following day, however, he 
returned to the clinic complaining of worsening 
symptoms. On slit-lamp examination, the left 
corneal ulcer and Hypopyon was found to get 
worsened. Surprisingly, the right eye was 
noted to be injected and slit-lamp examination 
revealed 2 small foci of stromal infiltration and 
fine overlying epithelial defects (Figure 1). 
Further slit-lamp examination disclosed 
epithelial abrasions on nasal side of bulbar 
and palpebral conjunctiva (lower lid)  
(Figure 2). No Fluorescein strip was applied 
directly into the inferior cul-de-sac. Fuorescein 
staining was done by introducing sterile 
artificial tear drops (stained over a fluorescein 
strip) into the inferior cul-de-sac.  

Microbiology unit at the third day reported a 
culture growth consistent with Candida 
albicans. In this situation, considering 
progressive nature of the disease and the 
patient's poor compliance, patient was 
admitted. Subsequently specimens for 
smear/culture were obtained from both eyes 
and the antifungal regimen was upgraded to 
topical Amphotericin B (0.15% q1h), topical 
Voriconazol (1% q1h) and systemic 
Fluconazol (200 mg bid). In the following 
days, subjective complaints dramatically 
improved, while epithelial defect size and 
hypopyon was regressed more gradually. The 
smear/culture results for both eyes 
reconfirmed Candida Albicans as the source 
of infection (Figure 3). Viral serology (HBV, 
HIV and HCV) was unremarkable. 

Besides, while he was taken care of in the 
ward, the nursing staff registered his 
unauthorized smoking and suspicious  
drug-abuse behavior. In consultation 
sessions, he admitted to drug-abuse. 
Although we initially faced his denial, he 
ultimately confirmed that he would take the 
so-called “Crack” via mucosal absorption in 
inferior cul-de-sac. Further consultations along 
with regulated antifungal medication, led to 
dramatic clinical improvement. By the end of 
the 2nd week, complete resolution of corneal 
ulcers was achieved, albeit with residual 
scars. Conjunctival scarring didn't ensue. 
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Figure 1. Slit-lamp examination and fluorescein staining in the 3rd day. A: Two small 
foci of stromal infiltrations is seen in the right eye. B: Corneal ulcer accompanied by 
hypopyon in the left eye. C: Minimal staining over the lesions in the right eye  D: 
Distinct staining of epithelial defect in the left eye 

 
 

 
 

Figure 2. Local irritation and epithelial erosion was 
noted in the left eye conjunctiva 

 
 

 
 
Figure 3. Culture media of Sabouraud agar showing 
Candida albicans colonies 
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Discussion 
Bilateral candida keratitis is a very rare report 
in the scientific literature. To study clinical 
characteristics of Candida keratitis Sun et al 
reviewed records of all patients who visited an 
academic-based eye center in Houston, 
Texas in a 30-year period.  Among 27 patients 
reported in the case series only one of them 
had bilateral infection.2 Bilateral Candida 
keratitis has been reported by Muallem et al 
(following LASIK)3 and Höflin-Lima et al 
(following therapeutic contact lens use in a 
patient who had undergone bilateral 
penetrating keratoplasty).4 As far as we are 
aware of, this is the first report of bilateral 
Candida keratitis secondary to 
trasnconjunctival drug abuse. 
Trasnconjunctival heroin abuse was reported 
recently as an unusual route of drug abuse5 
reporting a young drug addict with bilateral 
atypical conjunctival lesions with no epithelial 
defects of either cornea. The authors 
concluded that drug abuse should be 
considered in diagnostic approach to an 
unusual presentation of ocular disease. It is 
well-known that among drug users cocaine 
addicts are at risk of corneal complications 

including superficial punctate keratitis, 
epithelial defects, ulcers, and secondary 
infections.6 Vigorous eye rubbing, retrograde 
passage through the nasolacrimal duct during 
snuffing as well as substance smoke has 
been postulated as probable routes of 
cocaine's direct contact with external eye 
surface.7-9 Our patient used inferior cul-de-sac 
as a mucosal port of drug delivery for 
condensed purified heroin. Kissing nature of 
conjunctival lesions (involving both bulbar and 
palpebral conjunctiva) was evident in this 
patient. 
 

Conclusion 
To the best of our knowledge this is the first 
report of bilateral Candida keratitis in a patient 
with transconjunctival substance abuse in the 
literature. It seems that trasnconjunctival drug 
abuse should be added to the list of 
predisposing factors of bilateral 
keratoconjunctival pathology. Clues to 
potential drug abuse of any kind and the 
presence of atypical keratoconjunctival lesions 
are probably the best predictive factors of this 
rare condition. 
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