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FIGURE 1

Retained contact
lens: on eversion

of the patient’s right
upper lid, and after
instillation of
fluorescein drops

to check for any
corneal epithelial
defect, the edge of
a soft contact lens
was seen protruding
from the superior
conjunctival fornix

A case of recalcitrant
bacterial conjunctivitis

EYE PROBLEMS ACCOUNT
FOR AROUND 2% OF GP
PRESENTATIONS,' WITH
MORE THAN HALF BEING
given a diagnosis of conjunctivitis.2

In the UK, more than 3 million people
now wear contact lenses,* and this
factor may be overlooked unless
specifically enquired about in the
patient’s ophthalmic history.

The following case highlights the need
to ask directly about contact lens wear
in all patients presenting with a red eye
in primary care.

CASE HISTORY

A 67-year-old ladly presented to our eye
casualty department with a six-week
history of relapsing-remitting bacterial
conjunctivitis. She had initially presented
to a walk in clinic with a red right eye
and a sticky yellow discharge, and was
prescribed a five day course of

chloramphenicol drops qds. There had
been no change in her vision, and no
complaint of a sensation that a foreign
body was present. After three days her
symptoms resolved, and she stopped
using her chloramphenicol drops.

Two days later, the yellow sticky
discharge and redness returned and she
presented to her optician, who also
prescribed a five day course of
chloramphenicol drops qds, which again
relieved her symptoms. This time she
completed the course and was
symptom free for a further two days.

She then presented to her GR, with
a return of her symptoms. A conjunctival
swab was taken and her GP prescribed
a further course of chloramphenicol
drops. The swab grew an isolate of
staphylococcal species that was
sensitive to chloramphenicol, and again
her symptoms were relieved while she
was on the drops.

W=l are the

COMMON Causes
of conjunctivitis?

Rl should

patients be
examined?

Wie patients
should
be referred?

A few days after completing her
antibiotic course the symptoms
returned and she presented to the A&E
department of her local hospital, where
she was again prescribed a course of
chloramphenicol eye drops, which once
more temporarily relieved her symptoms.

When her symptoms returned for the
fifth time in six weeks, she presented
to our eye casualty department.

She believed that her problems had all
stemmed from the fact that she had not
completed her initial five day course of
antibiotic eye drops. Only after direct
questioning did she mention occasional
Soft contact lens wear, but said that she
had worn them for just one day on only
two occasions since her problems had
begun. She again denied any foreign
bodly sensation.

On examination, she had mild
conjunctival injection and some sticky

yellow discharge at the medial canthus »
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FIGURE 2

The fluorescein-
stained soft
contact lens
remnant that had
remained
undetected

in the superior
conjunctival fornix
for six weeks

and throughout
four medical
consultations

& |/

of her right eye. On eversion of her right
upper lid, and after instillation of
fluorescein drops to check for any
corneal epithelial defect, the edge of a
Soft contact lens was seen protruding
from the superior conjunctival fornix, see
figure 1, p25. This was removed and
found to be half a lens, now stained green
with fluorescein (see figure 2, above).

The remainder of her ophthalmic
examination was unremarkable and,
importantly, there were no corneal
epithelial defects on fluorescein staining
and no corneal infiltrates visible on slit
lamp examination that might suggest
a contact lens-associated microbial
keratitis.

On further questioning specifically
about her occasional soft contact lens
wear, she admitted that about six weeks
ago she had noticed that half a contact
lens had come out of her eye, but had
assumed that the other half had fallen
out elsewhere, and had thought nothing
more of it. She had not been asked
directly about her occasional contact
lens wear at any of her four previous
mediical consultations, and so had not
mentioned it before. At none of her
previous medical consultations had
her lids been everted.

FIGURE 3

i

Eversion of the lids is a simple and useful examination technique that can be carried out in
primary care with the aid of a cotton bud stick

Once the contact lens fragment had
been removed, she was prescribed a five
day course of chloramphenicol eye
drops qds, and a telephone consultation
one week later confirmed that all her
symptoms had fully resolved.

DISCUSSION

Contact lens wear may cause several

ocular complications, ranging from mild

dry eye symptoms to contact lens-

associated microbial keratitis, which

constitutes an ophthalmic emergency.
Contact lens-associated corneal

infections can be severe and sight

threatening, such as those with

the Gram-negative bacterium

Red flags for conjunctivitis in a contact lens wearer

Contact lens-associated microbial keratitis
® A history of contact lens wear (ask about this specifically), especially
if there is a concurrent history of exposure to water sources or trauma

involving soil

® Eye pain

® Eye redness

® Any reduction/change in vision

® Any corneal epithelial defect (seen with a blue light on fluorescein staining)

® Discharge from the eye

Retained contact lens

® Any history of contact lens wear (ask about this specifically)
@ Persistent discharge and/or foreign body sensation in the eye
@ Failure to respond to a course of antibiotics despite microbiological

sensitivities to the contrary

Pseudomonas aeruginosa, which can
rapidly penetrate the cornea,* or the
ubiquitous protozoa Acanthamoeba,
which can be introduced to the eye from
both soil and water contamination.
Consequently, all patients with a history
of contact lens wear and red flag
symptoms (see table 1, below) should be
referred for an urgent ophthalmic
review.

‘A history of
contact lens wear
should be

asked about in

all patients

who present with
ared eye

in primary care’

It has been estimated that the annual
incidence of contact lens-associated
keratitis in developed countries is about
4 per 10,000 in users of daily wear soft
contact lenses, the rate being lower in
daily wear rigid gas permeable contact
lens users, and higher in those using
extended wear soft lenses.® Infections of
this nature are, once cultures have been
taken, usually treated with intensive
topical broad spectrum antimicrobial
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FIGURE 4

Slit lamip examination
should be carried out
by an ophthalmologist
to exclude any
corneal epithelial
defect

medication, the nature of which
depends on the suspected causative
pathogen, and such patients usually
require close follow-up under the care
of the ophthalmology team.

A recent study of Pseudomonas
aeruginosa contact lens-associated
keratitis has shown that a third of cases
identified had been treated with
chloramphenicol (which has no activity
against this pathogen) before an
appropriate broad spectrum
antimicrobial was given, and that these
cases had suffered more complications
and taken longer to resolve.f

Given the potentially serious
associated complications, a history of
contact lens wear should be asked
about in all patients who present with

ared eye in primary care, in case
the patients do not volunteer this
information spontaneously. It is,
therefore, not appropriate to treat
symptomatic patients who have a
recent history of contact lens wear with
a course of chloramphenicol eye drops.

Retained contact lenses have also
been well documented to cause several
ocular complications, such as giant
papillary conjunctivitis” and ulcerative
keratitis which may threaten corneal
penetration.t Delays of up to 40 years in
diagnosing retained contact lenses have
been documented.®

Eversion of the lids, see figure 3, p26,
is a simple and useful examination
technique that can be carried out in
primary care with the aid of a cotton

Common causes of conjunctivitis, typical features and treatment

bud stick. Brief videos portraying the
technique are readily available on the
internet, see Useful information box, p28.

Lid eversion may reveal a hidden
sub-tarsal contact lens, which may itself,
in the case of soft contact lenses, be
made more visible by being stained
green after the instillation of fluorescein,
as shown in figure 2, p26. Such use of
fluorescein may also allow visualisation
of any corneal epithelial defect, which
would appear bright green when
illuminated under a blue light (e.g. with a
blue filter attached to a pen torch).
However, a careful slit lamp examination
by an ophthalmologist is required to
exclude this critical finding definitively,
see figure 4, left.

‘Contactlens
associated
corneal infections
can be

severe and

sight threatening’

Alternative causes of conjunctivitis,
see table 2, below, may also be a further
reason why a bacterial conjunctivitis
treated with a course of topical
antibiotics fails to resolve quickly. This is
most commonly seen in the treatment
of viral or allergic conjunctivitis with
antibiotic drops. Indeed, the use of
topical antibiotics in the treatment of
mild to moderate uncomplicated acute
infective conjunctivitis, even of bacterial
aetiology, is no longer usually indicated.”®
A meta-analysis" looking at primary
care treatment of acute infective »

Cause Typical features Typical treatment

Bacterial @ Gritty, red eye ® Topical antibiotic course if severe (e.g. chloramphenicol
® Sticky yellow discharge 2 hourly for 2 days, then 4 hourly until 48 hours after

resolution)

Viral ® Gritty, red eye ® Lubricating eye drops
® Watery discharge ® Cool compress
® A recent history of upper respiratory tract @ Advice re hygiene precautions (e.g. frequent hand
infection is common washing, avoid touching the eyes and sharing towels etc)
® Pre-auricular lymphadenopathy is common

Chlamydial ® Subacute onset (2-3 weeks) ® Conjunctival swab
® Red eye with persistent mucopurulent discharge ~ ® Oral antibiotics (e.g. azithromycin 19 stat) after referral
@ Almost always sexually transmitted in adults to the genitourinary team

Allergic @ Itchy, watery eye ® Lubricants

@ Bilateral
@ History of atopy

® Topical mast cell stabiliser + topical/oral antihistamine
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It is important to be vigilant for retained foreign bodies

as a cause of recalcitrant bacterial conjunctivitis, even in the
absence of foreign body sensation. A relapsing-remitting
history should prompt referral to an ophthalmology
department.

All patients presenting with a red eye should be asked
specifically about contact lens wear, and causes of
conjunctivitis other than those bacterial in nature — such
as viral and chlamydial infections or allergy — should be
borne in mind.

Contact lens wear may cause several ocular complications,
ranging from mild dry eye symptoms to contact
lens-associated microbial keratitis, which constitutes an
ophthalmic emergency. Contact lens-associated corneal
infections caused by the Gram-negative bacterium
Pseudomonas aeruginosa, which can rapidly penetrate the
cornea, or the protozoa Acanthamoeba, which can be
introduced to the eye from both water and soil
contamination, can be severe and sight threatening.

All patients with a history of contact lens wear and red flag
symptoms such as eye pain, redness, reduction or change
in vision, corneal epithelial defect, discharge, foreign body
sensation or failure to respond to antibiotics should be
referred for an urgent ophthalmic review.

Retained contact lenses are known to cause several ocular
complications, such as giant papillary conjunctivitis and
ulcerative keratitis which may threaten corneal penetration.
Lid eversion may reveal a hidden sub-tarsal contact lens.
Use of fluorescein may also allow visualisation of any
corneal epithelial defect. A careful slit lamp examination by
an ophthalmologist is required to exclude this critical
finding definitively.

Useful information

Lid eversion

A brief video showing the lid eversion examination technique
can be found at:

wwwyoutube.com/watch?v=XU-hZ4ryx48

conjunctivitis with topical antibiotics
versus placebo or no treatment found
that most patients recovered within a
week, regardless of whether antibiotics
were used or not.

CONCLUSIONS

This case serves as a reminder to all
primary care clinicians to be vigilant for
retained foreign bodies as a cause of
recalcitrant bacterial conjunctivitis, even
in the absence of any foreign body
sensation. Such a relapsing-remitting
history should prompt a referral to the
local ophthalmology department.

All patients presenting with ared eye
should be asked specifically about
contact lens wear, and causes of
conjunctivitis other than bacterial in
nature should be borne in mind.

The opportunity should also be taken
to look for any of the red flags that may
be seen in the context of a contact lens
wearer, the presence of which should elicit
an urgent referral to an ophthalmologist,
as this may herald the onset of a
potentially sight-threatening corneal
infection.
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