
separate entity. Furthermore, if hyaline de-
generation of the cornea is considered to be a
precursor of Salzmann’s corneal degenera-
tion, the apparently spontaneous develop-
ment of this condition in this case does not
conform to this description. The published
cases of Salzmann’s corneal degeneration are
almost without exception associated with a
history of chronic or recurrent
keratoconjunctivitis3 4 7 and, less frequently,
with repeated surgical trauma8 or corneal
dystrophy.8 9 The spontaneous occurrence of
Salzmann’s corneal degeneration we report
has only rarely been described.3 5 8 A possible
explanation for this may be that two variants
of Salzmann’s corneal degeneration exist: a
secondary variant, associated with different
corneal pathologies, and a primary one.
Further work is required to determine
whether the aetiology of the primary variant
might be related to limbal insufficiency, which
eventually causes both eyes to be affected, as
is suggested by the onset of clinical signs of
corneal conjunctivalisation in our patient.10
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Hospital acquired aspergillus
keratitis
Aspergillus fumigatus is a ubiquitous mould
that rarely causes ocular pathology. Aspergil-
lus keratitis may be seen following trauma
or surgery1 to the eye and has recently
been reported following laser in situ

keratomileusis.2 3 Endophthalmitis is also a
rare event after trauma or surgery. Endo-
genous aspergillus endophthalmitis is seen in
patients who are immunocompromised, have
endocarditis, or a history of injecting drug
use. An outbreak of ocular aspergillosis
following cataract surgery has been reported
in association with building a new hospital in
the Middle East.4 We report a case of aspergil-
lus keratitis associated with hospital con-
struction in the United Kingdom.

Case report
A 43 year old man presented with a right
sided corneal ulcer and a vision of hand
movements (Fig 1). He had a past history of
bilateral herpes simplex keratitis, rosacea
related keratopathy, bilateral corneal grafts,
and cataract surgery. The right corneal ulcer
was treated with intensive topical ofloxacin
and prednisolone acetate 1%. Alpha haemo-
lytic streptococci and coagulase negative
staphylococci were cultured from the corneal
scrape. The central cornea thinned and a
hypopyon became visible. The cornea then
perforated and a bandage contact lens and
glue was placed on the cornea while graft
material was being obtained. A penetrating
keratoplasty was performed with a 9 mm
donor placed into an 8.5 mm recipient bed
with interrupted sutures (Fig 2). Soon after
surgery the microbiology laboratory grew
Aspergillus fumigatus from two plates from the
corneal scrape. The patient was taken back to
theatre for intravitreal amphotericin B injec-
tion and topical amphotericin was com-
menced. The patient made an excellent recov-
ery and has maintained a vision of 6/9 in the
right eye with a refraction of −3.25/
+3.00×105.

Comment
This patient has unfortunately had infection
of the cornea with virus, bacteria, and fungus.
The previous herpetic and rosacea related
keratopathy resulted in his original corneal
grafts and were a risk factor for the develop-
ment of bacterial keratitis. Considerable
demolition and construction work was taking
place at the time the patient was admitted to
the Royal Devon and Exeter Hospital. The old
hospital tower block was being pulled down
and the aspergillus infection was probably
due to contamination from fungal spores
released during the demolition work.

Penetrating keratoplasty is a recognised
treatment for fungal keratitis,5 although the
graft was performed for the corneal perfora-
tion and the fungal infection was only noted
after the graft. We believe this is the first
documented combined bacterial and fungal
keratitis in the United Kingdom that may be
attributed to contamination by fungal spores
released by hospital demolition work.
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Thyroid eye disease: an unusual
presentation
Viagra (Sildenafil) is an oral preparation for
the treatment of male erectile dysfunction.
Although the drug is marketed solely for its
therapeutic purposes, it has high potential for
abuse owing to its ability to intensify and pro-
long erectile response. We describe here an
ocular side effect following its use as a recrea-
tional drug, which led to the diagnosis of thy-
roid eye disease.

Case report
A 30 year old white man was referred to the
eye clinic, with a history of waking up one
morning with a left proptosis, having had no
ocular signs or symptoms the previous day.
The patient did not have any subjective symp-
toms of pain, redness, change in visual acuity,
double vision, or of hearing any sounds. There
was no history of direct or indirect trauma. He
gave a history of having acquired a tablet of
Viagra from a friend at a Christmas party. He
ingested half and gave half to his partner. The
exact dosage strength was unknown. His
partner noticed increased visibility of the
white of the eye under the left upper lid. He
was otherwise healthy and was taking no
medication.

Figure 1 Corneal ulcer with hypopyon.

Figure 2 Corneal graft 1 month after
surgery.
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