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collagen synthesis promoter _ascorbic acid
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Peripheral Ulcerative
Keratitis (PUK)

40-year-old woman with

Case Description g u

teral eye pain,

photophobia, and redness

Image Description g

Differential Diagnosis

peripheral comeal thinning
and vascularization

(©2020 American Academy of

Ophthalmology)
theumatoid arthritis
Wegener granulomatosis
systemic lupus
erythematosus

systemic immune-mediated!
rheumatic diseases

polyarterts nodosa
ulcerative colits
relapsing polychondits
rosacea

usually unlateral

1 sector of comea

within 2 mm of imbus

absent epithelium _pain

Keratolysis

underlying stromal thinning | gigpificant cellular initrate
in the comeal stroma

vaso-occlusion of adjacent
limbal vessels

adjacent conjunctiva can be
minimally or severely
inflamed
sclera is often
involved
uni- or bilateral
chronic progressive
pain can be intense.
symptoms | tearing
photophobia.
trauma
surgery
incidence of Mooren uicer is.

particularly high in areas
where parasitic infections are

pitating factors | gyposure to parasitic
fection

i
hepatits G infection

starts in interpalpebral
fissure

spreads circumferentially (Simiar to Terrien

Mooren ulcer | ciinical presentation

leading undermined edge

slower ulceration toward

corneal periphery.

ulceration of comeal stroma encertpaialy

and epithelium

|
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(
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extensive vascularization and

eyeisinflamed  FeOTS!

minor trauma

perforation
secondary infection

unilateral or asymmetrically
bilateral
second or third decade of fe
painless

slowly progressive

begins superiorly, spreads.
circumferentially

steep central wall

gradually sioping peripheral
wall
thinning of the peripheral
mea

clinical presentation

(®2020 American Academy of
Ophthalmology)

in contrast to PUK & Mooren |
ulcer.

1 epithelium remains intact
fine vascular pannus

fine of lipid deposits at the
leading edge of the pannus

spontaneous perforation is
o D ‘can occur with minor trauma

against-the-rule astigmatism

erythemaltelangiectasia of lid

staphylococcal marginal | margin
keratitis
inferior comea.
terial or herpetic
keratitis

exposure keratopathy

painless, bilateral asymmetric
thinning of the inferior
peripheral comea

cloar zone between senile
furrow degeneration | g ang imbus

in contrast to PUK






