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Introduction

Mycotic keratitis is a challenging condition in ophthalmological practice. Ocular trauma, particularly
trauma caused by vegetative material, is reported as the most common predisposing risk factor [1, 2].
Treatment options arc limited, and many cases require surgery to maintain corncal integrity [3, 4]. Overall,
the most common causes of filamentous mycotic keratitis worldwide are the Aspergillus and Fusarium
genera [3, 6]. In the Aspergillus group. Aspergillus fumigatus followed by Aspergillus flavus (section Flavi)
are the most commonly encountered opportunistic pathogens. This is an interventional case report
describing the course and treatment of natamycin resistant Aspergillus flavus keratitis in an elderly male.

Casereport

A 62 year old male presented with chicf complaints of pain, redness and decreased vision in his left eye for 7
days. On examination his right eye had vision of 6/18 and NS 2 cataract. His left eye had vision of CF Im.
There was diffuse conjunctival congestion along with central 6émm corncal infiltrate and overlying
epithelial defect (Fig. | and 2). The posterior view was hazy.

A diagnosis of OS fungal keratitis was made and corncal scraping was sent for smear and culture-sensitivity.
He was started on topical natamycin 5% eye drops half hourly along with atropine sulphate 1% eye drops
and oral anti-inflammatory tablets for pain.

Figure 1 Figure 2

On the next follow up after 10 days, the corneal infiltrates had increased along with presence of
hypoyon which suggested worsening of keratitis (Fig. 3). The culture report showed Aspergillus flavus
which was susceptible to voriconazole and itraconazole. So voriconazole (10mg/ml) was started at half
hourly interval and paticnt was called after a week.

After a week, patient showed symptomatic and clinical improvement. The corneal infiltrates had
decrcased and hypopyon was also reduced (Fig. 4). The same treatment was continued and patient was
called again after one weck.
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Figure 3 Figure 4

On the next follow up, the corneal ulcer had healed
with scarring and hypopyon had completely
resolved (Fig. 5). His vision was CFCF.

Figure 5

Discussion : The treatment of mycotic keratitis is challenging because of the poor corneal penetration of
medications and the limited efficacy of the available drugs. Voriconazole is a second-generation triazole that
shows good corneal penetration [7]. In our case, Natamycin was not efficacious so we used voriconazole
after the culture-sensitivity report. Despite intensive antifungal treatment, perforation is not uncommon. so
adjuvant treatments may be needed to prevent complications [§].

Conclusion : As natamycin 5% is the first line of management of fungal keratitis in our set up. resistance to
this drug is of major concern. In all the cases of corneal ulcer, corneal scraping should be sent for culture and
sensitivity as the culture report in our case helped us in saving the eye of our patient. Voriconazole is the drug
of choice for treatment of Aspergillus spp. that show resistance to topical natamycin and amphotericin B. In
our other casc series of 24 patients, we observed that although A fumigatus was susceptible to natamycin but
A flavus was highly resistant to natamycin and susceptible to voriconazole.
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