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A 78-year-old Japanese woman presented with hypopyon and 
a corneal ulcer accompanied by a ring-shaped abscess. She was 
referred to our department after failing to respond to antibacterial 
and steroidal eyedrops (Figure 1a). Her visual acuity was reduced to 
light perception. Risk factors for fungal infection included agricultural 
work with soil exposure and a history of asthma, but she did not have 
diabetes.

Although initial cultures from the corneal scrapings were negative, 
Diff-Quick staining revealed mycelial-like structures. Consequently, 
steroidal eyedrops were discontinued, and antifungal treatment was 
initiated. The regimen included natamycin 5% (eight times daily), 
voriconazole 1% (hourly), and povidone-iodine 0.5% (hourly), along 
with systemic itraconazole (200 mg/day).

On the fourth day of treatment, a corneal perforation with aqueous 
leakage was observed. However, the leakage was minimal and was 
successfully managed with a soft contact lens. By day 9, corneal 
thinning was noted (Figure 1b), which progressed to corneal 
perforation with extrusion of the crystalline lens on day 10 (Figure 
1c). Urgent penetrating keratoplasty was performed, during which a 
corneal specimen was excised.

After surgery, the patient received moxifloxacin eyedrops six times 
daily for 9 days and then four times daily for 1 year. Voriconazole 1% 
was administered six times daily for 9 days, while betamethasone 
0.1% was given four times daily for 1 year. Additionally, tobramycin 
0.3%, povidone-iodine 0.5%, and natamycin 5% were used six times 
daily for the first two postoperative days.

Systemically, flomoxef (1 g) and betamethasone (4 mg) were 
administered intravenously for 3 days postoperatively, while oral 
itraconazole (200 mg/day) was given for 5 days.

Histopathological examination of the specimen using hematoxylin 
and eosin staining revealed dense neutrophil infiltration in the 
stroma (Figure 1d). Grocott staining identified rod-shaped fungi, 
confirming fungal keratitis (Figure 1e). Corneal scraping cultures 
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FIG. 1. (a) Initial presentation: ring-shaped corneal abscess and 
hypopyon; (b) Day 9: progressive corneal thinning (*asterisk indicates 
the area of corneal thinning); (c) Day 10: corneal perforation with lens 
extrusion (**double asterisks indicate the extruded lens); (d) Hematoxylin 
and eosin staining of the excised corneal specimen from keratoplasty 
showing dense neutrophil infiltration (red circles); (e) Grocott staining of 
the excised corneal specimen identifying rod-shaped fungal structures 
(arrow); (f) One year later: anterior segment photograph after the 
second optical penetrating keratoplasty with intrascleral intraocular 
lens fixation.
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remained negative, preventing species identification. However, the 
uniformly dark-stained rod-shaped structures resembled fungal 
spores rather than phialides, raising suspicion of Fusarium.1,2 
Fusarium keratitis progresses rapidly and is often associated with 
necrosis and perforation. Other possible causes, such as Paecilomyces 
and Acremonium, were considered, but these infections typically 
progress more slowly and involve phialide formation.1-3

Older individuals are more susceptible to fungal keratitis, a known 
cause of corneal melting.

Given Japan’s rapidly aging population, increased awareness of 
this condition is essential.4,5 Fungal infection should be strongly 
considered in cases of keratitis, particularly in older patients, 
those unresponsive to prolonged antibiotic therapy, or individuals 
receiving corticosteroids. Early diagnosis and timely antifungal 
treatment are key to effective management.

Crystalline lens extrusion is a rare but serious complication of 
infectious keratitis with corneal perforation. Only a few cases have 
been documented, including one following severe burns,6 and a 
case of Pseudomonas aeruginosa infectious keratitis in an obtunded 
patient,7 and another in a patient with rheumatoid arthritis.8 To 
our knowledge, lens extrusion has not been previously reported in 
fungal keratitis. However, corneal melting due to fungal keratitis 
can lead to this complication, as observed in the present case. Once 
lens extrusion occurs, salvaging the natural lens is not possible. In 
this case, intrascleral intraocular lens fixation was performed 1 year 
after the initial surgery, along with a second penetrating keratoplasty 
using a fresh donor cornea, as the initial preserved cornea did not 
achieve sufficient transparency. Following these procedures, the 
patient’s best corrected visual acuity improved to a decimal value 
of 0.07 (Figure 1f). 

Urgent penetrating keratoplasty is recommended when progressive 
corneal thinning threatens the structural integrity of the cornea. 
This therapeutic procedure can eliminate the infectious focus, 
restore corneal stability, and reduce the risk of lens extrusion.
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