
heumatoid arthritis (RA) is a chronic, systemic inflammatory disor-
der that may affect many tissues and organs. The pathology of the
disease process often leads to the destruction of articular cartilage.

Although the cause of RA is unknown, autoimmunity plays a pivotal role
in both its chronicity and progression.1 RA is associated with a number of
extra-articular organ manifestations including ocular manifestations such
as keratoconjunctivitis sicca, episcleritis, scleritis, corneal changes, and reti-
nal vasculitus.2-4

Turkiye Klinikleri J Ophthalmol 2013;22(2) 137

Peripheral Corneal Thinning as
an Initial Manifestation of

Undiagnosed Rheumatoid Arthritis:
Case Report

AABBSSTTRRAACCTT  Periferal corneal thinning may be associated with a variety of autoimmune diseases
and in some cases, it may be the first manifestation. Rheumatoid arthritis (RA) is a chronic, systemic
inflammatory disorder that may affect many tissues and organs including peripheral cornea. A case
of previously undiagnosed (RA) is reported in a 60 year old patient who has peripheral corneal
thinning that was detected on routine eye examination. Due to hand joint restrictions and periph-
eral corneal thinning, the patient was consulted with rheumatology clinic for a newly presented RA.
Many patients with ophthalmic involvement in autoimmune disorders experience ocular sequelae
during the course of undiagnosed immunological disorders. Ophtalmologists should therefore raise
awareness about corneal manifestations of these diseases for early detection and treatment.

KKeeyy  WWoorrddss::  Cornea; arthritis, rheumatoid; corneal perforation

ÖÖZZEETT  Periferal korneal incelme birçok otoimmün hastalık ile ilgili olarak görülebilmekte ve bazen
bu hastalıkların ilk bulgusu olarak ortaya çıkabilmektedir. Romatoid artrit (RA) kronik, sistemik in-
flamatuar bir hastalık olup periferal kornea dahil birçok doku ve organı etkileyebilmektedir. Rutin
göz muayenesi sırasında periferal korneal incelme tespit edilen 60 yaşında bir hastada görülen daha
önce tanı konulmamış bir RA vakası bu makalede rapor edilmiştir. Hastanın el eklemlerinde hare-
ket kısıtlılığı olması ve periferal korneal incelme görülmesinden dolayı, hasta tanı konulmamış RA
hastalığı şüphesi ile romatoloji kliniğine yönlendirilmiştir. Otoimmün hastalıklarda göz tutulumu
olan birçok hasta henüz tanı konulmamış dönemde oküler bulgular gösterebilmektedir. Bu yüzden
göz doktorlarının bu hastalıkların erken tanısı ve tedavisi için göz bulguları konusunda dikkatli ol-
maları gerekmektedir.

AAnnaahhttaarr  KKeelliimmeelleerr:: Kornea; artrit, romatoid; korneal perforasyon
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RA can be difficult to diagnose. Many other
conditions resemble it and its symptoms can de-
velop insidiously. Blood tests and x-rays may show
normal results for months after the onset of joint
pain. When RA is clinically suspected, immuno-
logical studies are required, such as testing for the
presence of rheumatoid factor (RF). During the
first year of illness, RF is more likely to be negative
with some individuals converting to seropositive
status over time. RF is also seen in other illnesses,
therefore the test is not very specific. Because of
this low specificity, new serological tests have been
developed, which test for the presence of the anti-
citrullinated protein antibodies or anti-cyclic cit-
rullinated peptide (anti-CCP).3,5-7

We report a case of periferal corneal thinning
in a diabetes mellitus patient who has a previously
undiagnosed RA.

CASE REPORT

Written informed consent was obtained from pa-
tient. A 60-year old man with type 2 diabetes mel-
litus presented with periferal corneal thinning in
his last routine examination at ophthalmology
clinic. Slit-lamp biomicroscopic examination
showed a peripheral corneal thinning in right eye
for nearly 360 degrees circumferentially inside the
limbus with a well-demarcated central edge (Fig-
ure 1, 2). At examination, corrected visual acuities

were 10⁄10 in the right eye and 10⁄10 in the left
eye. The patient also defined restrictions of move-
ment and limitation of physical activity especially
in the mornings at small joints of his hand in de-
tailed medical history. Due to hand joint restric-
tions and peripheral corneal thinning, the patient
was consulted with rheumatology clinic for a
newly presented RA. The results of antibody test
showed negative RF and positive anti-CCP. The
patient was tested for newly presenting RA ac-
cording to the 2010 American College of Rheuma-
toloy/Eeuropean League Against Rheumatism
classification criteria (4-10 small joint involvement
– 3 points, high positive anti-CCP – 3 points, du-
ration of symptoms > 6 weeks – 1 point) and clas-
sified as definite RA.8

Rheumatologist prescribed methotrexate, at
15 mg/week, plaquenil, at 200 mg/day and folbiol,
at 10 mg/week. Due to risk of scleromalacia per-
forans and not having severe arthralgia corticos-
teroid treatment not started. We prescribed
artificial tears to patient for every 1 to 2 hours
while awake to lubricate the eye and continue to
routine follow up. 

After topical and systemic treatment for six
months ophthalmologic examination showed no
decline at corneal thinning. Patients complaints
about restrictions of movement and limitation of
physical activity also decreased during this pe-
riod. 
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FIGURE 1: Nearly 360° peripheral corneal thinning of right eye.
(See for colored form http://oftalmoloji.turkiyeklinikleri.com/)

FIGURE 2: Slit lamp photograph of corneal thinning.
(See for colored form http://oftalmoloji.turkiyeklinikleri.com/)



DISCUSSION

RA is a common disorder that is affecting periph-
eral cornea. The peripheral cornea has distinct
morphologic and immunologic characteristic that
predispose it to inflammatory reactions. Unlike the
central cornea, the peripheral cornea is closer to
the limbal conjunctiva where capillary beds pro-
vide both nutrients, and immunocompetent cells.9

Many patients with ophthalmic involvement
in autoimmune disorders experience ocular seque-
lae during the course of undiagnosed immunolog-
ical disorders. Reduced tear secretion, chronic
inflammation of the ocular surface, as well as ul-
trastructural abnormalities are believed to play a
major part in decompensating the ocular surface.10

The differential diagnosis of corneal thinning
and perforation involve disease processes such as
infection, inflammation, trauma, and degeneration.
Besides RA, any of the collagen vascular diseases,
such as Wegener’s granulomatosis, systemic lupus
erythematosus, polyarteritis nodosa, and relapsing
polychondritis, can predispose people to peripheral
corneal thinning.11

Regardless of the cause of the epithelial defect,
if re-epithelialization does not occur, the potential
for corneal thinning and perforation exists. Treat-
ment is directed toward healing of the epithelial
defect, inhibiting stromal melting, and stimulating
stromal fibroplasia. Treatment firstly includes non-
preserved artificial tears every 1 to 2 hours while
awake to lubricate the eye. A simple and effective
measure to promote re-epithelization of the cornea

is a pressure bandage. Soft contact lenses used as a
bandage are a significant advance in the treatment
of corneal thinning. Patients with pain or photo-
phobia might benefit from cycloplegic drops such
as 1% atropine twice daily. When other methods
have failed mucous membrane graft or conjunctival
flap are effective methods for management of
corneal thinning.12

In the present case periferal corneal thinning
detected during routing follow up examination and
detailed medical history helped us at diagnosing
newly presented RA. RA is typically a progressive
illness that has the potential to cause joint destruc-
tion and functional disability. Early treatment of
RA results in better outcomes, for this reason it is
important for disease management to diagnose and
treat people with RA as early as possible.13

Anti-CCP is a new and important serologic di-
agnostic marker for the diagnosis of RA and anti-
CCP could be detected in almost 70% of the
patients with recent-onset RA at baseline visit.
Given the presence of autoantibodies can precede
the clinical manifestation of RA by many years.14

In this case although the RF was negative, the anti-
CCP result was positive. 

Ophtalmologists can encounter patients with
peripheral corneal thinning and this symptom may
be the first detected manifestation of RA. In pa-
tients with periferal corneal thinning if a history of
joint pain or syptoms suggesting RA exists, ophtal-
mologist should consult these patients with
rheumatology clinic for early diagnosis and treat-
ment of RA.
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