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Acquired posterior keratoconus
ROBERT WILLIAMS

From Moorfields Eye Hospital, City Road, London ECJV2PD

SUMMARY A case of acquired posterior keratoconus is presented. As in developmental cases the
vision was moderately reduced and the condition was not progressive. Posterior keratoconus is
usually developmental in origin, but trauma has been implicated in some cases.

Posterior keratoconus is a rare corneal disorder
characterised by non-inflammatory thinning of the
cornea, resulting in a conical protuberance of the
posterior surface. The anterior surface remains
regular, so differentiating the condition from
anterior keratoconus. It is usually considered to be a
developmental abnormality.

Case report

A white male was known previously to have had 6/6
vision in both eyes, unaided, and with normal globes.
The eyes had been assessed for occupational
purposes. At the age of 25 years he suffered a right
penetrating injury from the impact of a metal spring.
The resulting small corneal perforation did not
require surgical treatment, but a secondary cataract
developed. This was treated by needling via a limbal
approach. At the age of 27 years he was assessed for
contact lens correction of his right aphakia. His right
visual acuity was then 6/18 with refraction +11-00 D
sph, -1 00 D cyl axis 850 BVD 11 mm, and kerato-
metry 7*45 axis 5°, 7-80 axis 900. Posterior corneal
thinning was noted. He initially wore a contact lens,
but after 18 months he abandoned this and was lost to
follow-up treatment.
He returned at the age of 38 years, when he was

asymptomatic but again required a contact lens to
correct the right aphakia. The right cornea remained
regular anteriorly, but the posterior conical pro-
tuberance and hazy posterior stromal opacity were
still present (Fig. 1). The posterior cone was 3 mm in
diameter and its apex was 2 mm, nasal and inferior to
the centre of the cornea. The appearance was
consistent with the drawing made at initial presenta-
tion. No abnormality of the iris or angle was
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detected. The right visual acuity was 6/18 with
refraction +10-00 D sph -1-50 D cyl axis 30° BVD
11 mm, and keratometry 8-10 mm axis 30°, 7*60 mm
axis 1200. The ocular media were clear and the optic
disc and macula also appeared normal. The left eye
had a visual acuity of 6/6 unaided; keratometry was
8-20mm axis 300, 8.15 mm axis 120°, and the anterior
segment was normal. Photokeratometry showed the
anterior corneal surface to be regular. The central
corneal thickness was 0-52 mm in both eyes; in the
right this was at the temporal edge of the cone, and
the corneal thickness at the cone apex was 0-23 mm.

Fig. 1 Slit-lamp photograph ofacquiredposterior
keratoconus.
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Discussion

Posterior keratoconus was described by Butler in
1927.' The posterior corneal protuberance is mostly
localised, central, and associated with posterior
stromal opacity.23 The visual loss is not progressive3
and is only moderate.4 If marked visual loss occurs,
another cause must be sought, as has been illustrated
by a case of Schocket et al.' A Fleischer ring may be
present.6

Posterior keratoconus is usually considered to be a

developmental defect because half the cases are

bilateral, and it has been reported in two siblings
and also in a parent and child.23 Krachmer and
Rodrigues6 consider it to belong to the spectrum of
anterior cleavage syndromes, as it is frequently
associated with other anterior segment anomalies.7
Trauma has been proposed as an alternative

cause,8 but before the present case there has been
little to support this theory. A history of trauma or

ocular disease was present in a minority of cases in
one review.3 However, there were no details of the
trauma or the prior visual acuity or corneal appear-
ance, so the history of trauma may be coincidental.

This case shows that some cases of posterior
keratoconus may be acquired as a result of trauma.
The mechanism in such cases may involve an oblique
penetrating injury, with more splitting and destruc-

tion of the inner corneal layers than the outer.
Alternatively localised damage to Descemet's mem-
brane or the corneal endothelium may be involved.
Either mechanism is likely to be modified by later
corneal remodeling. In this case keratometry showed
an increase in radius of corneal curvature and the
refraction altered, but there was no progression of
the visual loss.

I thank Mr R J Buckley for his advice and for permission to report a
patient in his care.

References

1 Butler TH. An illustrated guide to the slit lamp. London: Oxford
University Press, 1927: 39.

2 Jacobs HB. Posterior conical cornea. Br J Ophthalmol 1957; 41:
31-9.

3 Haney WP, Falls HF. The occurrence of congenital keratoconus
posticus. AmJ Ophthalmol 1961; 52: 53-7.

4 Karlin DB, Wise GN. Keratoconus posticus. Am J Ophthalmol
1961; 52: 119-21.

5 Schocket SS, Phelps WL, Petit TH. Bilateral posterior circum-
scribed keratoconus. AmJ Ophthalmol 1964; 57: 840-3.

6 Krachmer JH, Rodrigues MM. Posterior keratoconus. Arch
Ophthalmol 1978; 96: 1867-73.

7 Waring GO, Rodrigues MM, Laibson PR. Anterior cleavage
syndrome. Surv Ophthalmol 1975; 20: 3-27.

8 Jacobs HB. Traumatic keratoconus posticus. Br J Ophthalmol
1957; 41: 40-1.

Acceptedforpublication I April 986.

17

 on M
ay 19, 2023 by guest. P

rotected by copyright.
http://bjo.bm

j.com
/

B
r J O

phthalm
ol: first published as 10.1136/bjo.71.1.16 on 1 January 1987. D

ow
nloaded from

 

http://bjo.bmj.com/

