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Abstract
While vitamin A deficiency is a leading cause of blindness globally, it is uncommon in the developed world.
Here we describe the unique presentation of a young man in the United States with keratomalacia from
vitamin A deficiency related to pancreatic insufficiency. The patient presented with bilateral blurry vision
that persisted for two weeks, significant unintentional weight loss, orthostatic hypotension, and profuse
diarrhea. Upon slit-lamp examination, bilateral corneal opacities were appreciated. After completing
additional testing, it became clear that the patient's corneal opacities were related to vitamin A deficiency
from pancreatic insufficiency.
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Introduction
Vitamin A is a fat-soluble vitamin absorbed through the intestine as carotene or retinol and stored in the
liver. At any given moment, the liver has a two-year supply of vitamin A. Vitamin A plays an important role
in ocular surface epithelial cell differentiation and mucin production as well as the transduction of light to
electrochemical energy [1,2]. Although uncommon in the developed world, vitamin A deficiency can be seen
in cases of poor diet, absorption, or metabolism. Insufficient intake is often seen in patients with
alcoholism, eating disorders, and other psychiatric disorders [1], while malabsorptive causes include Crohn’s
disease, intestinal surgery, and pancreatic dysfunction including cystic fibrosis [2].

The ocular manifestations of vitamin A deficiency are termed xerophthalmia and include conjunctival and
corneal xerosis, Bitot spots, keratomalacia, and nyctalopia [1,2]. Nyctalopia is usually the first ophthalmic
symptom of xerophthalmia [2]. In more advanced disease, corneal infection and perforation can occur [3].
Current treatment options for vitamin A deficiency include dietary supplements, intramuscular
administration of Vitamin A, and treating the underlying cause of the deficiency [4]. Here we describe a
unique presentation of a young man with keratomalacia from vitamin A deficiency related to pancreatic
insufficiency.

Case Presentation
A 32-year-old African American male with a history of a prior abdominal gunshot wound that did not require
a gastrointestinal tract repair presented to the emergency room with two weeks of bilateral vision loss. Prior
to presentation, he had been experiencing months of unintentional weight loss (60lbs) and orthostatic
hypotension in the setting of profuse diarrhea. At that time, he did not report night vision difficulties. His
visual acuity was count fingers in both eyes and intraocular pressures via Tonopen were 9 mmHg in the right
eye and 5 mmHg in the left eye. Slit lamp examination revealed left greater than right corneal stromal
opacities involving the inferior 60-80% of the corneas with epithelial defects in the same distribution and
associated stromal edema in both eyes (Figure 1). Mild corneal thinning was noted in the left eye. The
conjunctiva were quiet, yet xerotic with no Bitot spots in either eye. Direct visualization of the posterior
segment was obscured by the opacifications. B-scan ultrasound was unremarkable.
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FIGURE 1: Bilateral corneal opacifications with sparing of the superior
corneas in the distribution of the upper eyelids.

In this patient with profound weight loss and symmetric corneal opacities and epithelial defects in quiet and
xerotic eyes, vitamin A deficiency was suspected from his significant malnourishment. Corneal bacterial
cultures, gram stain, and herpes simplex virus (HSV) swabs were obtained. Topical moxifloxacin drops six
times daily and erythromycin ointment three times daily was initiated in both eyes. Serum vitamin A levels
were obtained and empiric vitamin A and zinc supplementation were advised. Corneal microbial testing
returned negative. Vitamin A, C, D, and zinc levels were all low with a vitamin A level of 22 mcg/dL (normal
>28 mcg/dL).

Three days later, the patient's visual acuity was stable in the right eye and light perception in the left eye.
Slit lamp examination revealed severe thinning with a new central microperforation and flat anterior
chamber in the left eye and progression of the corneal opacification with new thinning in the right eye
(Figures 2, 3, 4). Pachymetry was unavailable. The microperforation was glued and a Kontur lens (Kontur
Kontact Lens Co., Inc., Hercules, California, United States) was placed on the left eye. A bandage contact was
also placed on the right eye. The previously prescribed moxifloxacin drops and erythromycin ointment were
stopped. Tobramycin drops four times daily and cyclopentolate drops twice daily were initiated in both eyes
in addition to oral doxycycline 100 mg twice daily and oral vitamin C 1 g twice daily. Oral vitamin A
supplementation (25,000 U) was continued while the patient remained hospitalized. Intramuscular and
intravenous vitamin A were unavailable as they were not on the formulary at our institution.
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FIGURE 2: Slit lamp photograph of the right eye on the third day of
hospitalization demonstrating progression in the density of the corneal
opacification with new stromal thinning.

FIGURE 3: Slit lamp photograph of the left eye on the third day of
hospitalization demonstrating central thinning with pigment staining of
the cornea and a flat anterior chamber.
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FIGURE 4: Fluorescein staining of the left eye on the third day of
hospitalization. A complete epithelial defect of the cornea with a central
microperforation can be observed.

The patient underwent an upper and lower endoscopy in the workup for his diarrhea, which revealed
Helicobacter pylori gastritis and candida esophagitis. Stool studies were positive for Plesiomonas shigelloides.
HIV testing was negative. He was treated with a host of antibiotics and antifungals with modest
improvement. Additional labs revealed pancreatic insufficiency with a low fecal elastase. Although
uncommon in African Americans, the patient had a brother with cystic fibrosis. A sweat chloride test was
attempted but he was unable to perspire sufficiently to complete the test. Over the course of the
hospitalization, the patient’s vision modestly improved. Once his microperforation closed, epithelial defects
and corneal opacities improved, and normal vitamin A levels were achieved, the patient was discharged with
outpatient follow-up.

A few days after discharge, the patient returned to the hospital after a syncopal episode related to orthostatic
hypotension from dehydration. His anterior segment examination was unchanged. The patient's vision in
the right eye was 20/160 and 20/500 in the left eye, which had improved since his first admission. A second
sweat chloride test was performed and yielded intermediate results. Genetic testing for cystic fibrosis was
negative. After a short hospitalization, he was discharged home where, a few days later, he suffered a
cardiac arrest and passed away.

Discussion
Here we provide a unique presentation of a patient with pancreatic insufficiency leading to vitamin A
deficiency and keratomalacia. Vitamin A deficiency in developing countries is commonly due to limited
access to vitamin A-rich food. However, in the developed world, inadequate intake is less often due to
inadequate access and more often due to alcoholism, eating disorders, or psychiatric illness impairing
consumption [5-8]. Fat-soluble vitamin malabsorptive disorders impairing fat-soluble vitamin retention also
cause vitamin A deficiency. Our patient’s deficiency was secondary to pancreatic insufficiency. Pancreatic
enzyme replacement, improved nutrition, and caloric supplements are methods to help treat vitamin A
deficiency in patients with pancreatic insufficiency, especially when related to cystic fibrosis [8-10].

Vitamin A is a fat-soluble vitamin and retinoid [10]. Vitamin A plays a critical role in ocular health and
visual functioning. It is a necessary component of rhodopsin, a light-sensitive protein found in the retina
involved in visual phototransduction [9-12]. Vitamin A influences non-squamous corneal and conjunctival
epithelial differentiation and proliferation and goblet cell functioning. Deficiency in vitamin A leads to
inadequate aqueous tear and goblet cell mucin production and impaired keratinization of the epithelium.
This promotes xerosis (dryness) of the ocular surface that can lead to punctate epithelial erosions and, in
rare circumstances, perforation [5-7].

2022 Bijan et al. Cureus 14(8): e27569. DOI 10.7759/cureus.27569 4 of 6

https://assets.cureus.com/uploads/figure/file/356794/lightbox_fa5b1f70b47211eca2858f4d453e2fca-Webp.net-resizeimage-2-.png


Xerophthalmia can also manifest as keratomalacia: corneal softening due to liquefactive
necrosis (Greek κέρατο, kérato = horn; μαλακός, malakos = soft) [6]. Keratomalacia is seen in severe
vitamin A deficiency and is associated with a 50% mortality rate [5,6]. Our patient presented with corneal
opacifications characteristic of keratomalacia, which rapidly perforated in a few days. According to WHO
guidelines, individuals with xeropthalmia should be given large oral doses of 200,000 IU vitamin A [13]. In
the context of malabsorption, oral vitamin A supplementation is usually ineffective and intramuscular
vitamin A supplementation is recommended with a focus on addressing the underlying malabsorptive
process [5,6]. While intramuscular vitamin A increased our patient’s vitamin A levels and improved the
corneal opacities and epithelial defects, the few days needed to return his vitamin A levels to normal
provided enough time for rapid progression and perforation. Topical antibiotics are recommended for
corneal lesions to prevent infection [13,14]. Surgical treatments for corneal perforation include glue, pedicle
conjunctival flap, amniotic membrane, grafts, and transplants [15]. Additionally, doxycycline is
recommended to inhibit collagenase and vitamin C supplementation is recommended for improved collagen
synthesis, particularly in those who are vitamin C deficient [16-18].

Conclusions
In conclusion, even in the developed world, vitamin A deficiency should be considered in patients with
bilateral corneal opacities and suspected in those with any reason to have inadequate intake or insufficient
absorption. Restoring vitamin A to normal levels is critical; however, the underlying malabsorptive
processes must be addressed to ensure long-term ocular surface stability.
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Disclosures
Human subjects: Consent was obtained or waived by all participants in this study. Conflicts of interest: In
compliance with the ICMJE uniform disclosure form, all authors declare the following: Payment/services
info: All authors have declared that no financial support was received from any organization for the
submitted work. Financial relationships: All authors have declared that they have no financial
relationships at present or within the previous three years with any organizations that might have an
interest in the submitted work. Other relationships: All authors have declared that there are no other
relationships or activities that could appear to have influenced the submitted work.

References
1. Al-Ani A, Ramaesh K, Wykes W: Diagnosis of vitamin A deficiency from its ocular manifestations in a British

patient. Can J Ophthalmol. 2009, 44:e43. 10.3129/i09-114
2. McLaughlin S, Welch J, MacDonald E, Mantry S, Ramaesh K: Xerophthalmia--a potential epidemic on our

doorstep?. Eye (Lond). 2014, 28:621-3. 10.1038/eye.2014.17
3. Lee MH, Sarossy MG, Zamir E: Vitamin A deficiency presenting with 'itchy eyes' . Case Rep Ophthalmol.

2015, 6:427-34. 10.1159/000441969
4. Sanli E, Figueira EC, Bhardwaj G, Watson SL, Francis IC: Tunnel vision and night blindness in a 52-year-old

man. Med J Aust. 2011, 195:287-8. 10.5694/mja11.10292
5. Sen Sarma M, Reddy U: Bitot's spots and a Bilirubin ring . J Pediatr. 2021, 231:285-6.

10.1016/j.jpeds.2020.12.010
6. Sommer A: Vitamin a deficiency and clinical disease: an historical overview . J Nutr. 2008, 138:1835-9.

10.1093/jn/138.10.1835
7. Lin P, Fintelmann RE, Khalifa YM, Bailony MR, Jeng BH: Ocular surface disease secondary to vitamin A

deficiency in the developed world: it still exists. Arch Ophthalmol. 2011, 129:798-9.
10.1001/archophthalmol.2011.126

8. Johnson EJ, Russell RM: Beta-carotene. Encyclopedia of Dietary Supplements. Coates PM, Betz JM,
Blackman MR, et al. (ed): Informa Healthcare, London and New York; 115-20.

9. Ross CA: Vitamin A. Encyclopedia of Dietary Supplements. Coates PM, Betz JM, Blackman MR, et al. (ed):
Informa Healthcare, London and New York; 2010. 778-91.

10. Ross A: Vitamin A and Carotenoids . Modern Nutrition in Health and Disease. Shils M, Shike M, Ross A,
Caballero B, Cousins R (ed): Lippincott Williams & Wilkins, Baltimore; 2006. 351-75.

11. Solomons NW: Vitamin A. Present Knowledge in Nutrition. Bowman B, Russell R (ed): International Life
Sciences Institute, Washington, DC; 2006. 83.

12. Graham-Maar RC, Schall JI, Stettler N, Zemel BS, Stallings VA: Elevated vitamin A intake and serum retinol
in preadolescent children with cystic fibrosis. Am J Clin Nutr. 2006, 84:174-82. 10.1093/ajcn/84.1.174

13. O'Neil C, Shevill E, Chang AB: Vitamin A supplementation for cystic fibrosis . Cochrane Database Syst Rev.
2008, CD006751. 10.1002/14651858.CD006751.pub2

14. Abrams S, Brabin BJ, Coulter JB: The filariases. Manson's Tropical Diseases. Farrar J, Hotez PJ, Junghanss T,
Kang G, Lalloo D, White N (ed): Elsevier Saunders, 2014. 737-65.

15. Corneal Perforations. (2016). Accessed: September 19, 2021: https://www.aao.org/eyenet/article/corneal-
perforations.

16. Hori Y, Spurr-Michaud SJ, Russo CL, Argüeso P, Gipson IK: Effect of retinoic acid on gene expression in
human conjunctival epithelium: secretory phospholipase A2 mediates retinoic acid induction of MUC16.
Invest Ophthalmol Vis Sci. 2005, 46:4050-61. 10.1167/iovs.05-0627

17. Feroze KB, Kaufman EJ: Xerophthalmia. StatPearls [Internet]. StatPearls Publishing, Treasure Island (FL);
2021.

2022 Bijan et al. Cureus 14(8): e27569. DOI 10.7759/cureus.27569 5 of 6

https://dx.doi.org/10.3129/i09-114?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.3129/i09-114?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1038/eye.2014.17?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1038/eye.2014.17?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1159/000441969?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1159/000441969?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.5694/mja11.10292?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.5694/mja11.10292?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.jpeds.2020.12.010?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1016/j.jpeds.2020.12.010?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1093/jn/138.10.1835?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1093/jn/138.10.1835?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1001/archophthalmol.2011.126?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1001/archophthalmol.2011.126?utm_medium=email&utm_source=transaction
https://www.google.co.in/books/edition/Encyclopedia_of_Dietary_Supplements/WoW1DwAAQBAJ?gbpv=1&hl=en&printsec=frontcover&utm_medium=email&utm_source=transaction
https://www.google.co.in/books/edition/Encyclopedia_of_Dietary_Supplements/WoW1DwAAQBAJ?gbpv=1&hl=en&printsec=frontcover&utm_medium=email&utm_source=transaction
https://www.worldcat.org/title/modern-nutrition-in-health-and-disease/oclc/300278645?ht=edition&referer=br&utm_medium=email&utm_source=transaction
https://www.google.co.in/books/edition/Present_Knowledge_in_Nutrition/z81GAAAAYAAJ?hl=en&utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1093/ajcn/84.1.174?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1093/ajcn/84.1.174?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1002/14651858.CD006751.pub2?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1002/14651858.CD006751.pub2?utm_medium=email&utm_source=transaction
https://www.researchgate.net/publication/262048581_Manson's_Tropical_Diseases_23rd_Edition_The_Filariases?utm_medium=email&utm_source=transaction
https://www.aao.org/eyenet/article/corneal-perforations?utm_medium=email&utm_source=transaction
https://www.aao.org/eyenet/article/corneal-perforations?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1167/iovs.05-0627?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1167/iovs.05-0627?utm_medium=email&utm_source=transaction
https://www.ncbi.nlm.nih.gov/books/NBK431094/?utm_medium=email&utm_source=transaction


18. Lata S, Bafna RK, Asif MI, Sachan A: Bilateral liquefactive corneal necrosis: a rare and devastating
complication of vitamin A deficiency in the adult. BMJ Case Rep. 2021, 14: 10.1136/bcr-2020-237343

2022 Bijan et al. Cureus 14(8): e27569. DOI 10.7759/cureus.27569 6 of 6

https://dx.doi.org/10.1136/bcr-2020-237343?utm_medium=email&utm_source=transaction
https://dx.doi.org/10.1136/bcr-2020-237343?utm_medium=email&utm_source=transaction

	Bilateral Keratomalacia From Vitamin A Deficiency in Pancreatic Insufficiency
	Abstract
	Introduction
	Case Presentation
	FIGURE 1: Bilateral corneal opacifications with sparing of the superior corneas in the distribution of the upper eyelids.
	FIGURE 2: Slit lamp photograph of the right eye on the third day of hospitalization demonstrating progression in the density of the corneal opacification with new stromal thinning.
	FIGURE 3: Slit lamp photograph of the left eye on the third day of hospitalization demonstrating central thinning with pigment staining of the cornea and a flat anterior chamber.
	FIGURE 4: Fluorescein staining of the left eye on the third day of hospitalization. A complete epithelial defect of the cornea with a central microperforation can be observed.

	Discussion
	Conclusions
	Additional Information
	Disclosures

	References


