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OBJECTIVE To describe a case of post traumatic fusiarium keratitis successfully 
treated with systemic and topical voriconazole. 
CASE SUMMARY A 32-year-old man was admitted to the hospital with an incisive 
wound of his left eye and the cornea totally sectioned after trauma with a cutter used in 
gardening. Visual acuity was 1/10. From laboratory findings, fusiarium was found as the 
causative agent. An empirical treatment was followed by systemic and topical 
voriconazole, and the eye did not have to be enucleated. Three months after the trauma, 
the cornea was transparent and the visual acuity was 7/10. 
DISCUSSION Fusiarium keratitis must be suspected if a history of ocular injury with 
contaminated objects exists. Among the antifungals available to treat the fungal keratitis, 
voriconazole has shown advantages such as the lowest minimum inhibitory concentration 
and the availability of an oral formulation. 
CONCLUSION Voriconazole shows promise as an effective alternative to conventional 
antifungals in the treatment of fusiarium keratitis. It is available both as oral and 
intravenous preparations, which is a great advantage in these lengthy infections. 
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Introduction 
Keratitis is an inflammation of the layers of the cornea. It is most commonly associated 
with 
bacterial or viral microorganisms that invade into the corneal stroma, resulting in 
inflammation and ultimately, destruction of these structures. Of the organisms that cause 
keratitis, fungi remain 
one of the most elusive and challenging organisms to diagnose and treat. It has also been 
shown that infection with fungal keratitis (FK) can be more virulent and damaging 
compared to that of a bacterial origin.  
Fungal keratitis in previous retrospective analyses was shown to be more likely to 
perforate the cornea than bacterial keratitis (OR = 5.86, 95 % CI, 2.06–16.69) and lead to 
irreversible changes1,2.  
Ocular trauma is a major predisposing factor for fungal keratitis. Microorganism invasion 
occurs secondary to alterations of the corneal surface, resulting in potential spaces for 
organisms to track deeper into underlying layers. This invasion leads to a mostly innate 
and adaptive immune-mediated inflammation, resulting in subsequent tissue necrosis of 
the surrounding area. As fungi penetrate into the stromal layers of the cornea, there 
appears to be a reactive innate and adaptive immune response that occurs which 
consequently leads to further tissue damage, scarring, and therefore, opacification of the 
cornea. The exact mechanisms of this process, including the specific inflammatory 
mediators, however, have not yet been fully elucidated3–4

.
 

Abstract 
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 If microorganisms penetrate deeper into the corneal stroma, through Descemet’s 
membrane, and into  the anterior chamber or sclera, eradication of the organism becomes 
tremendously difficult. This invasion followed by the subsequent tissue damage that 
follows is particularly devastating as it can disrupt the visual axis. Early diagnosis and 
treatment of fungal keratitis is therefore imperative to prevent visual threatening 
complications3. 
Fusarium species are common organisms that are present in soil, water and plants. Most 
infections are often preceded by trauma. Other risk factors include the use of antibiotics 
and corticosteroids, preexisting eye diseases, foreign bodies’ surgery and the use of 
contact lenses. Among Fusarium species, F.solani, F. oxysporum and F. moniliforme are 
the most frequently  implicated in human infections5

. 

 
Case Report 
A 32-year-old man presented to our hospital with an incisive wound of his left eye and 
the cornea totally sectioned after trauma with a cutter used in gardening. He complained 
severe visual loss, photophobia, redness and pain in left eye. Visual acuity was 1/10. Slit 
lamp examinations revealed conjuctival congestion and a corneal full thick laceration see 
fig.1. 
 
       

 
Fig. 1 
 
An empirical treatment was followed by systemic and topical voriconazole suspecting a 
fusarium infection. In the same time we took a microbial test for eye scrab, and send to 
the laboratory findings. The answer of the laboratory confirmed the presence of 
fusiarium. After the confirmation of the diagnosis we decided to add therapy with oral 
voriconazole, (800 mg per day on the first day, followed by 400 mg per day on 
successive days) and topical voriconazole eye drops voriconazole 1% (drops every 2 h), 
diclofenac  01% drops every 8 hours eye drops and moxifloxacin 0.5%,to prevent 
bacterial sovraposition.  
After 14 days the condicion of the patients was not good. The patient showed eye 
redness, pain, 1/10 of visual acuity, endothelial dusting and aqueous flare and cells see 
fig.2. 
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Fig.2 
 
As we can se from fig. 2, the eye was red and the fusiarium penetrated in tha anterior 
chamber. The eye was near to perforate, and the situation was going to bad. Visaual 
acurity was hand movemant, and edema of the conjuctiva was more expresed.  
In this situation we change the tratamet. Oral voriconazole was changed to intravenous 
formulation, 8 mg/Kg twice per day and intracameral voriconazole was done 2 times a 
week.  
 
Three months later the situation was improved, cornea was clear and the visual acurity 
was 3/10 see fig. 3. 
 

 
Fig.3 
 
We continue the treatment with topically voriconazole and oral voriconazore for other 6 
months, and the situation was improved with corneal trasparence and the visual acuity 
was 6/10. 
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Discussion 
Fungal keratitisis an important cause of ocular morbidity and blindness. The diagnose of 
these infections is very difficult and currently the therapy for fungal diseases is not as 
forceful and effective as antibacterials. Antifungal drugs have little corneal penetration 
and low efficiency6. 
Fusarium solani species complex can cause severe types of fungal keratitis because of its 
high level irulance and its resistence to antifungal medications7. It can destroy an eye 
completly whithin a ew weeks because the infection is usually severe and perforation 
deep extension.  
The most commonly used topical medication for Fusarium keratitis are azole derivates 
and natamycin. Prajna t al16 found no difference in three month best spectacle corrected 
visual acuity or scar size between natamycin and voriconazole treated patients in 
Fusarium keratitis. 
Voriconazole a derivative of fluconazole is a new triazole antifungal agent8 like other 
triazoles inhibits cytochrome P450 demethylase, which is essential for the synthesis of 
ergosterol. It is hypotheized that this adversly affects the permeability of the fungal cell 
membrane9. Voriconazole has excellent oral bioavailability and a broad spectrum of 
activity. Voriconazole has been shown to be highly effective against filamentous 
organismand is more potentin invasive aspergillosis than amphotericin B10,11. According 
to a report by Jang et al.12 voriconazole is also effective against candida chorioretinitis. 
Our case report indicates that 1% voriconazole is an effective treatmantr for fusarium and 
unknoun fungal keratitis. 
In conclusion voriconazole is a new promising therapy for fungal keratitis.Voriconazole 
may be considered as a new method to treat fungal keratitis refrectory to standard 
antifungal therapy. 
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