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Bacterial Keratitis Following Lasik Procedure for Hyperopia

Moemen Al-Reefy, FRCS, FRC.Opth*

A 42 year old Bahraini man had uneventful laser in situ Keratomileusis (lasik) for hyperopia
(RE + 3.00/+0.75 x 155, LE + 2.00/+0.50 x 155) by Chiron Automated Microkeratome with
Chiron Technolas 116 Excimer laser machine, three weeks later he presented with right localised
Keratitis at the flap margin with stromal oedema.

Unaided right V A was 6/24 with no improvement with pinhole, and left unaided vision was
6/6. Corneal smear culture showed a positive growth of Staphylococcus aureus.

He was immediately treated with sub-conjunctival Gentamycin and intensive topical Ofloxacin

0.3% with systemic Cephalosporin.

Patient recovered from Kkeratitis within two weeks and unaided right V A improved to 6/6.

Keratitis after lasik should be treated promptly so it may not lead to permanent reduction in

VA.
Bahrain Med Bull 1998; 20 (4): 155-6

Laser in situ Keratomileusis (LASIK) was developed by
Leuiz Ruiz! to correct wide range of refractive errors (myopia.
Hypermyopia and Astigmatism) and practiced world wide-,

Despite being an extra ocular procedure, 1t can be associated
with severe sight threatening complications-.

There are three reported cases of severe infection after PRK*
and one endophthalmitis after lasik for myopia and
astigmatism®, besides few more cases ol mild keratitis
following Lasik procedure were recently reported world
wide®. We report the first infective keratitis following lasik
for hyperopia in Bahrain.

THE CASE

A 42 year old Bahraini man with uncorrected visual acuity
(UCVA) 6/60 in the right eye and 6/36 1n the left eye. with
best-corrected visual acuity (BCVA) was 6/6 1n each eye.
his refraction was right eye (+ 3.00/4+0.75 x 155) and left
eye (+ 2.00/+0.50 x 133).

Lasik procedure was carried out to treat or reduce his
hyperopia as follows:

Topical anubiotics (Gt. Chloromycetin) and Topical

Figure 1: Right eye with keratitis after Lasik.
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anesthesia (Gt. Amithocain) every 15 minutes for one hour
prior (o surgery, the operated eye was scrubbed with Betadin
on the table then mobbed with Balance Salt Solution (BSS).

Sterile drape was placed over the patient face.

Eye speculum was inserted and suction ring atfixed to the
globe. with extra care taken to prevent contact of eyelashes
(0 suction ring or microkeratome.

Chiron Automated Microkeratome was placed on the track
and 160 microns flap was cut. the flap was reflected nasally
and ablation carried out under dry technique with disposable
dry sponges using Chiron Technolas 116 Excimer laser with
[ 20 my/cm fluence and 10 Hz.rate.

At the end of photoablation, the flap was hydrated with BSS
and repositioned on the corneal stroma, the interface was
washed out thoroughly with BSS too. At the end of the
procedure, topical chloromycetin was instilled and the pauent
was instructed to instill Speradexolin TID for two weeks
and not to rub his eyes. Both eyes were done at the same
surgical session with the same techniques and instruments-.

On the first postoperative week, UCVA was 6/6 in each eye,
both flaps were 1n situ and clear.

The patient presented on day 22nd post-operatively with

Figure 2: Three weeks after lasik surgery to both eyes showing
right bacterial keratitis
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red and painful right eye associated with deterioration of
vision.

On examinauon. right UCVA 6/24. which could not be
improved with pinhole test. There was a localised focus of
keratutis of 3 mm in diameter at the temporal margin ol the
Tap surrounded by diffuse stromal oedema with injected
and waltery right eye. A/C shows some flare and cells. Fundus
and intraocular pressure were normal. The condition of the
left eyve was very satistactory with UCVA of 6/6.

Patient was admitted to Military Hospital immediately where
conjunctival swabs and corneal scraping were taken and
senl for culture and sensitivity test. Subconjunctival
Getamycin (40 mg) was given, oral Cephalosporine 500 mg
TID tor 5 days and intensive Oflox (Ofloxacin) eye drops
every hour was instilled in the right eye. Within three days
the right UCVA was improved to 6/12.

Figure 3: Picture of both eves after treatment for
post lasik keratitis

Staphylococcus Aureus was 1solated from the culture. with
positive sensitivity to Ofloxacin and Cephalosporin.

The patient was discharged on Sth post admission day with
right UCVA 6/12. minimal corneal stromal reaction and
reepithelialised flap.

Two weeks later. right UCVA improved to 6/6. with small
rounded corneal opacity (1 mm) as a residue of the previous
keratitis, quite antertor chamber and normal intraocular
pressure. The patient was completely asymptomatic.

DISCUSSION

Infection after lasik procedure 1s a rare event. In the latest
American Academy meeting at San Francisco (26-31 October
1997) only 10 cases of infection after lasik procedures
carried out world wide by over 1000 Refractive Surgeons
were reported®.

Although the risk of infection 18 more common after
photorelractive keratotomy (PRK). due to the presence of
corneal epithelial defect’. Laser in situ keratomileusis (Lasik)
also carries a significant risk of infection. due to the fact
that corneal stroma can be exposed to infective agents during
lamellar surgery.

Evelashes. conjunctiva. draps. speculum. microkeratome
and the surrounding atmosphere could carry the sources of
ifection.

Staphylococct are common agents for hospital infection and
usual source for chronic blepheritis, conjunctivitis and
Keratitis . The organism isolated in this case was
Staphylococcus aureus which was highly sensitive to
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Ofloxacin and cephalosporin.

Some advise the use of bandage contact lenses after lasik

to promote re-epithelialisation. but this increases the risk of
" .. .. g Q

Keratitis and corneal infiltrates”.

The use of steroid or non steroidal anu-inflammatory drugs
(NSAID) makes the eye more susceptible (o infection.

In Bahrain. Trachoma 1s an endemic disease where many
patients are suftering from residual complications of trachoma
such as blephritis!V, dry eves and decrease corneal
sensitivity'! which are risk factors for keratitis and should
be treated betore lasik.

[t 1s a common practice to carry oul Lasik surgery on both
eyes in the same session as it has been going on in a number
of well known eye centers world wide2? (Houston Laser
Center - Houston/USA, Al Maghraby Eye Hospital, King
Khahd Eve Specialist Hospital - Kingdom of Saudi Arabia).
However, in view of increasing number of reported cases
of infections following Lasik procedures. it would be safer
10 change (0 one eye surgery at a time.

CONCLUSIONS

The risk of infection after lasik procedure is valid. It is
mandatory to take all the precautions to avoeid this vision
threatening complication.

Epithelial defects, exogenous and endogenous sources of
infection, dry eye and prolonged use of steroid post
operatively are vital risk factors.

Proper selection of eyes without risk factors, adequate
precautions and short period of post-operative use of
NSAID will certainly decrease the risk of keratitis after
lasik.
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