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Abstract
A case of Scedosporium apiospermum keratitis was reported in a 50 year old male
referred for treatment of extensive corneal ulcer in left eye.
The corneal debridement material was identified as Scedosporium apiospermum.
Initially it was resistant but later responded to therapy with topical natamycin and
fluconazole with oral ketoconazole. This is ubiquitous, earth borne fungus frequently
isolated from soil and water, has been identified in several cases of keratitis and
endophthalmitis. Treatment of this pathogen proves ineffective due to resistance of
this fungus to various antifungal agents currently marketed.

Introduction
ycotic keratitis / keratomycosis is a
leading cause of ocular morbidity
and blindness since its recognition in 1879
as it causes corneal ulceration and
inflammation. It is usually found in rural
environment following agricultural
trauma, although it has been increasingly
reported after operative procedures. Early
diagnosis and prompt treatment is
important in preventing further damage
like hypopyon formation and
endophthalmitis and loss of eye. More
than 70 genera of moulds and yeast are

M

alternaria, curvularia, bipolaris and
exerohelum species. In India aspergillus
and fusarium are the commonest fungal
agent followed by other genera.3 However
frequency and profile of these fungi differ
in various population groups largely due to
environmental, geographic and economic
factors. Fungal keratitis is associated with
greater morbidity than its bacterial
counterpart, since its diagnosis is often
delayed and available drugs are not

following trauma.2 Hyaline moulds like
aspergillus, penicillium, fusarium and
acremonium are more frequently isolated
than pheoid (dematicious) moulds like

effective.5
Scedosporium apiospermum (hyaline
moulds) previously known as
monosporium apiosperrnum is the
anamorph (asexual) of pseudoallescheria
boydii (perfect state, ascomycete) one rare
cause amongst them.
This is ubiquitous, earth borne fungus
frequently isolated from soil and water,
has been identified in several causes of
keratitis and endophthalmitis. Treatment
of this pathogen proves ineffective due to
resistance of this fungus to vanous
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antifungal agents currently marketed.5
This fungi produces globose brown to

reported to cause mycotic keratitis.1 The
causative fungus are of three types :
hyaline moulds, pheoid moulds and yeast
like fungus. Yeast are responsible for
opportunistic infections in eye, whereas
filamentous fungi causes infection
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black elestothecia in culture and pale
4

yellow brown ascospores. In this report we
describe a case of fungal keratitis due to
Scedosporium apiospermum in a villager
who was successfully treated.

with chloramphenicol without cycloheximide and
blood agar incubated at 37°c. After 4-5 days white
colony with aerial mycelium was seen (Fig. 2) which

Case Report
A 50 year male presented with pain, redness and
whitish spot in left eye for 2 weeks. He was treated by
a local doctor with no improvement, later attended
ophthalmology OPD with a perforated ulcer with
pseudo cornea visible, a little below the pupillary
margin, 6 x 3 mm in size with superficial
vascularisation from 4 to 8 O' clock position. Visual
acuity in right eye was 6/6 & left eye finger counting
close to face. Left eyelid was swollen but lacrimal sac
was patent on syringing.
Patient underwent a penetrating therapeutic
keratoplasty. Corneal scrapping material was send
for the gram's stain, culture but the KOH mount was
reported as negative for fungal elements. The patient
was discharged and he went back to his village.
During his stay in his village, he fell into a gutter
injuring the left eye and then developed a white patch
involving the black part of the eye which became red
and painful. He returned to the ophthalmology OPD
with total corneal abscess. It was clinically diagnosed
to be mycotic corneal abscess with feathery edges
(Fig. 1). Topical steroids were discontinued

Fig. 2 : White cottony aerial mycelial growth on SDA
turned into brownish gray after few days. Reverse of
the slant was white. The bacterial culture in blood
agar showed no growth. A lactophenol cotton blue
preparation showed septate hyphae with short,
slender conidiophores but no conidia. After 1 week
typical elliptical sperm shaped single conidia can be
seen from long & short conidiophores (Fig. 3). Further

Fig. 3 : Typical elliptical sperm shaped conidia of
Scedosporium apiospermum on corn agar
identification and confirmation of species was done
by subculture on corn meal agar the fungi produced
globose brown to black clestothecia in culture and
pale yellow brown ascospores.
The culture was identified as Scedosporium
apiospermum (Fig. 4). Scedosporium prolificans was

Fig. 1 : Left eye showing infected graft after first
keratoplasty
immediately. Left eye ultrasound B scan showed no
involvement of vitreous / posterior segment. He
underwent a second therapeutic keratoplasty during
which there was inadvertent expulsion of lens. The
corneal button was sent to Microbiology Dept. The
material was properly homogenised under aseptic
condition. A 10% KOH mount revealed plenty of
filamentous fungal elements. The material was
inoculated in Sabouraud's dextrose Agar (SDA), SDA
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Fig. 4 : Conidia borne singly on elongate, simple and
branched conidiophores or laterally on hyphae
suggestive of Scedosporium apiospermum
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excluded because typical aerial morphology such as
swollen elongated anellides bearing multiple conidia
was not present.9
Considering azoles as treatment of choice,
patient was put on topical natamycin & Fluconazole
eyedrop one hourly and atropine eye ointment along
with oral ketoconazole orally 200 mg BD and
Moxifloxacin 400 mg orally OD.
Initially, the patient showed evidence of graft reinfection at the lower border, which gradually started
melting with the current treatment. Later it started
healing over the next 10-15 days with 3600
vascularisation.
In review of in-vitro resistance of S.
apiospermum to ketoconazole and fluconazole,
patient was later on administered itraconazole (200
mg) orally BD. But as the patient was intolerant to
itraconazole, the previous therapy was continued.
The patient gradually improved with that regime, and
ulcer healed with dense corneal opacity with
vascularisation.

Discussion
The genus scedosporium includes two
species scedosporium apiospermum and
scedosporium prolificans. Scedosporium
apiospermum is an anamorph (asexual
state) of ascomyecetes pseudallescheria
boydii (perfect state). This form can be
differentiated from scedosporium
prolificans by lack of clestothecia on
cornmeal agar. Scedosporium Spp. are
ubiquitous filamentous fungus in nature
and can be isolated from soil, decaying
matter and polluted water.2 They may
cause localised and disseminated
opportunistic systemic infections in
immunocompromised patients, although
in immunocompetent patient infection
occurs after massive exposure to trauma
exacerbated by contamination of soil with
associated poor prognosis.6 As per review
of literature first case was reported In 1955
and since then only two cases of
endophthalmitis have been reported.6 It
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has been reported to cause Keratitis,
endophthalmitis, mycetoma, pneumonia,
sinusitis, arthritis, brain abscess.7 The
treatment of fungal keratitis remains a
challenge for each ophthalmologist,
usually surgical intervention with
adjuvant antifungal therapy is
recommended, but generally associated
with poor prognosis. 6 Though for
filamentous fungi there was little
correlation between the results of in-vitro
and in-vivo efficacy of antifungal. So
in-vitro sensitivity test in filamentous
fungi are thus of little value in predicting
the clinical response.8
Kumar et. al successfully managed a
same case with scleral debridement
combined with topical natamycin and
200 mg itraconazole twice daily.11
Chandel et al. reported the same
therapy with results.2 Similarly our case
also responded well to topical natamycin,
fluconazole and ketoconazole. Although
Scedosporium are typically in-vitro
resistant to fluconazole, but as patient
becomes intolerant to itraconazole clinical
decision was made to supplement topical
antifungal therapy with oral fluconazole,
Nulens et al reported a case which was
successfully treated with corneal
transplant and voriconazole although it
was less effective against scedosporium
prolificans.9 Fungal keratitis despite its
uncommon incidence must be suspected
in all cases of keratitis in presence or
absence of traumatic exposure to organic
matter, Samples must be taken
simultaneously for bacterial and fungal
culture. The delay in diagnosis and
aggressive treatment make it one of the
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species which most frequently leads to
perforation with enucleation or
evisceration being the final result in 21%
cases in 2003.10 Early diagnosis and
appropriate treatment is the key to
minimise morbidity in such cases.
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Using metformin in the presence of renal disease
Current guidelines are too restrictive, and many patients who could benefit are missing out
NICE guidelines are pragmatic and can safely be used in clinical practice. We would encourage
clinicians to use these guidelines and reassure patients that metformin is perfectly safe in stable
renal disease. Patients should, however, be advised to stop metformin during periods of acute illness
(such as gastrointestinal upset or other infections), where renal function may acutely deteriorate,
and restart metformin when they have recovered.
Tahseen A Chowdhury, Roisin Wright, M Magdi Yaqoob, BMJ, 2015, Vol 349, 10

Surgical Ablation of Atrial Fibrillation - When, Why, and How?
In the subanalysis of patients who underwent surgical ablation, there was no apparent benefit of
right-atrial lesions, and this will be important information to surgeons who use cryothermy and
radiofrequency energy sources. Yet, this findings may not apply to the maze III procedure performed
with incision and suturing, in which right-atrial lesions are reliably transmural.
In North America, concomitant surgical ablation is performed in approximately 60% of patients with
preoperative atrial fibrillation who undergo mitral-valve operations, and the early results of this
randomised study by Gillinov et al are unlikely to change surgical practice dramatically. Indeed,
these findings emphasise the importance of selecting patients who might benefit most from ablation
of atrial fibrillation during mitral-valve surgery.
Hartzell V. Schaff, N Engl J Med, 2015, Vol 372, 1465-1467
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