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72 year old Caucasian Male

Presented to the clinic for a problem focused 

exam. He complained of ongoing redness in the 

right eye for over two weeks. In addition, he 

reported occasional pain and yellow discharge in 

the morning. During examination, the patient also 

reported loss of sensation on the right side of his 

face.

Neurotrophic keratopathy is a degenerative corneal disorder that can result in stromal ulceration 

and corneal perforation. It can be caused by damage to cranial nerve V anywhere along the 

pathway which provides sensory function to the cornea. Most commonly the damage occurs to 

peripheral nerves on the cornea secondary to anterior segment disease such as herpetic 

infections, previous corneal surgery, and contact lens misuse2. Additional causes include nerve 

impingement secondary to a space occupying lesion or brainstem lesions such as stroke and 

demyelinating disorders.

Patients with neurotrophic keratopathy will present with epithelial defects or ulceration in the 

absence of pain3. 

Wallenberg syndrome is an infarct in the lateral medulla in the location of the spinal nucleus of 

cranial nerve V4.  This infarct results in classic “crossed” sensory symptoms in which there is 

ipsilateral loss of facial sensation and contralateral loss of sensation to the rest of the body.  The 

most common ocular complication of Wallenberg syndrome is ipsilateral Horners syndrome4; 

however, neurotrophic keratopathy can be a rare delayed onset complication. 

Treatment for neurotrophic keratopathy is aimed at promoting corneal healing and includes 

aggressive lubrication with preservative-free artificial tears, topical antibiotics in the cases of 

epithelial defect/ulcerations, and bandage contact lens5. Nightly patching or taping lids can also be 

considered. Advanced treatment includes tarsorrhaphy, amniotic membrane, and conjunctival flap. 

Neurotrophic keratopathy can have a 

number of etiologies due to the pathway 

of the ophthalmic nerve. Treatment can 

vary depending on the underlying cause, 

but clinicians must always treat the 

corneal surface aggressively to prevent 

progression to ulceration and stromal 

melting. 
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Neurotrophic keratopathy is characterized by 

decreased or absent corneal sensitivity 

secondary to impairment of the ophthalmic 

nerve1. The predominant ocular sign of 

neurotrophic keratitis is epithelial damage 

that leads to ulceration. Other ocular signs of 

increased severity include stromal melt, and 

in rare cases, corneal perforation.

Neurotrophic keratitis can result from a vast 

number of etiologies; however, this case will 

discuss the management and treatment of 

neurotrophic keratitis in the presence of 

Wallenberg Syndrome, a lateral medullary 

stroke.
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OD OS

Visual Acuity 
with 

correction

20/200 
Pinhole: 20/150

20/40 No 
improvement 
with pinhole

Extraocular 
muscles and 
alignment

Smooth and full; no 
apparent tropia

Smooth and full; 
no apparent 
tropia

Pupils Irregular peaked 
pupil, reactive to 
light; (-) APD 

Round, reactive 
to light; (-) APD

Corneal 
Sensitivity

0% 100%

Slit Lamp 
Exam 

Matted inferior 
lashes
Moderate diffuse 
bulbar injection 
3+ coalesced 
punctate erosions 
concentrated 
inferiorly
Non-staining linear 
lesion with 
surrounding corneal 
edema 
Small patches of 
neovascularization 
inferiorly 

Clear and Quiet
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Assessment

Neurotrophic Keratitis OD likely secondary to 

Wallenberg Syndrome

Treatment and Follow Up

Preservative-free artificial tears were prescribed 

every two hours along with erythromycin 

ointment at night in the right eye. Given the linear 

lesion's atypical appearance, the patient was also 

prescribed oral acyclovir 400mg five times a day 

for seven days. In conjunction with a corneal 

specialist, we noticed a minimal improvement in 

the anterior segment findings at the subsequent 

follow-up visit, but the patient reported significant 

improvement in symptoms. The treatment 

regimen remained the same at all subsequent 

follow-ups with slow improvement in appearance.
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