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ABSTRACT
Conjunctival ulceration accompanied with secretion and pain was observed in a 
30-year-old male, 3 days after a perforating corneal trauma. Cultures of conjunc-
tival ulcer samples grew Fonsecaea pedrosoi, a major causative agent of chromo-
blastomycosis that is typically transmitted during trauma. The conjunctival ulcer 
was successfully treated with amphotericin B, itraconazole, and fluconazole. This 
case report summarizes the diagnosis and treatment of a conjunctival ulcer due 
to F. pedrosoi, which is a rare complication of contaminated ocular trauma. To the 
best of our knowledge, this is the first reported case of F. pedrosoi causing acute 
conjunctival ulceration in the literature.
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RESUMO
O quadro clínico de uma úlcera conjuntival acompanhada de secreção e dor foi 
observado em homem de 30 anos de idade, 3 dias após um trauma perfurante 
da córnea. As culturas de uma amostra retirada da úlcera conjuntival foi positiva 
para Fonsecaea pedrosoi, uma cromoblastomicose, geralmente transmitido após 
traumatismos. O caso foi tratado com sucesso com a anfotericina B, itraconazol e 
fluconazol. Este relato de caso reporta o diagnóstico e tratamento de uma úlcera 
conjuntival causada por F. pedrosoi, que raramente é visto nos olhos expostos a 
traumatismos contaminados. Até onde sabemos, este é o primeiro caso relatado na 
literatura de F. pedrosoi causando úlcera conjuntival aguda.

Descritores: Cromoblastomicose; Ascomycetos/isolamento & purificação; Doenças 
da túnica conjuntiva; Ferimentos oculares penetrantes; Infecções oculares fúngicas

INTRODUCTION 
Chromoblastomycosis (CBM) is defined as a chronic cutaneous 

and subcutaneous fungal infection resulting from traumatic implan-
tation of certain dematiaceous fungi through the skin. The infection 
typically results from traumatic injury and inoculation of dematia-
ceous fungi, such as Fonsecaea pedrosoi, Phialophora verrucosa, or 
Cladophialophora carrionii. These fungi, which are predominantly 
present in tropical and subtropical regions, reside in the soil and on 
the surface of plants and typically infect humans following a trauma 
in the form of a laceration or puncture wound(1). Although corneal 
ulcers due to F. pedrosoi have been reported, there are no reports of 
isolated conjunctival ulceration due to F. pedrosoi in the literature. 
This study reports a case in which the fungus F. pedrosoi was isolated 
from a conjunctival ulcer that was caused by a penetrating trauma. 

CASE REPORT
A 30-year-old Syrian male patient presented to our emergency 

service complaining of penetration of an iron spike in his right eye. 
On examination, visual acuity was 20/30 in the right eye and 20/20 
in the left eye. A full-thickness, fragmented, 3-mm corneal penetra-
tion at the 5 o’clock position of the cornea of the right eye and iris 
prolapse were detected. Multiple foreign bodies in the conjunctiva 
were observed. Under general anesthesia, all foreign bodies in the 
conjunctiva, the cornea, and prolapsed iris tissue were removed. 
Following iris repositioning, the corneal laceration was repaired with 
a 10/0 nylon suture. Then, 0.1 ml of 0.5% moxifloxacin was introduced 

in the anterior chamber. Gentamicin and dexamethasone were sub-
conjunctivally administered. The procedure was completed without 
complications. 

The conjunctiva of the right eye was hyperemic on the first 
postoperative day. Topical moxifloxacin and prednisolone acetate 
were initiated for prophylactic purposes. On postoperative day 2, 
two foci of white purulent secretions both sized 2 × 2 mm, which 
were 3-4 mm from the limbus at the 5 and 7 o’clock positions, were 
observed (Figure 1). Fungal conjunctivitis was suspected in light of 
the injury from an iron spike, presence of a white purulent discharge 
in the conjunctiva, and hygiene conditions of the patient. A swab for 
culture was obtained from the conjunctival ulcer secretion. Steroid 
treatment was terminated, and topical amphotericin B was initiated 
at a dose of 0.2 mg/ml, 12 times per day. On postoperative day 4, an 
excision was performed because of persistent conjunctival secretions 
despite topical treatment. A microbiological sample was again obtai-
ned prior to surgery. The two foci of purulent secretions at the 5 and 
7 o’clock positions, which were 4 mm from the limbus, were excised 
as a whole, and the sample was sent for pathological evaluation. The 
patient had continuing secretions from the focus at the wound edge 
following surgical excision and also reported pain. 

Pathological examination revealed findings of chronic granulo-
matous inflammation. On microbiological examination, flat, heaped, 
folded, green-colored colonies were initially observed on Sabouraud 
dextrose agar (Oxoid, Hampshire, England) before the colonies retur-
ned to a deep black olive-green color with black reverse (Figure 2). To 
identify the causative species, samples were sent to the Public Health 
Institution of Turkey Mycology Reference Laboratory (PHIT-MRL).
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Species identification was performed at PHIT-MRL. After 14 days 
of incubation at 25°C in Sabouraud dextrose agar and potato dextro-
se agar (PDA; Oxoid, Hampshire, England), brown-black pigmented 
colonies, which are typical characteristics of dematiaceous fungi, 
were observed (Figure 2). 

On microscopic examination of slides that were stained with lac-
tophenol cotton blue, cylindrical conidiophores with slightly swollen ter-
minal located denticles, giving rise to single-celled primary conidia, 
were observed among black, septate hyphae (Figure 3). The causative 
fungus was difficult to identify because of low conidiogenesis but 
was eventually identified by slide culture as F. pedrosoi(2).

Distinction from other molds that grow in brown-black colonies 
was performed according to the presence of melanin pigments in the 
cell wall of the dematiaceous fungi. Macroscopic and microscopic 
morphology with typical conidial head appearance and temperatu-
re and duration of growth were concurrently evaluated. Fonsecaea 
species was differentiated from Cladophialophora species according 
to the presence of short conidial chains (five or less conidia), from 
Rhinocladiella species through the lack of an Exophiala synanamorph, 
and from F. compacta through the lack of compact clusters of darker 
conidiophores with round conidia and septate cells.

In addition to excisional biopsy, topical combination therapy of 
amphotericin B (0.5 mg/mL) drops and 100 mg oral itraconazole ta-
blets was administered twice daily, with 2 mg/ml fluconazole subcon-
junctivally applied twice daily. Conjunctival secretions completely 
cessated after 3 weeks, and the complaints of pain subsided. Visual 
acuity improved to 20/20 following treatment.

DISCUSSION
To the best of our knowledge, this is the first case of an isolated 

conjunctival ulcer due to acute F. pedrosoi infection reported in the 
literature. 

Fonsecaea species represent a type of a dusky fungus, which is 
particularly present in the soil and roots of trees. F. pedrosoi is the 
most common cause of chromoblastomycosis worldwide(2). Many 
infections develop in humans secondary to trauma. Infections may 
result from the inoculation of hypha and conidia during traumatic 
injury. Clinical lesions are characterized by erythema, papules, no-
dules, and verrucous plaques and/or ulcerations(3). Histopathologi-
cal evaluations in this case demonstrated chronic granulomatous 
inflammation supporting the clinical diagnosis of fungal infection(4). 
Previous reports of ophthalmological disease secondary to F. pedrosoi 
infection are rare in the literature(5,6). Chronic cases of conjunctivitis 
due to dirty-white and green-colored conjunctival chromoblas-
tomycosis have been previously reported(7). Conjunctival secretions 
in this case were white in color and were excised on postoperative 
day 4. Cultured swab material obtained changed color after day 7 and 
became greenish black. Several diseases and causative organisms 
should be considered in the differential diagnosis of conjunctival 
ulcer, including melanoma, Behçet’s disease, Crohn’s disease, fungal 
infections, herpes simplex, syphilis, and tuberculosis. Therefore, histo-
pathological and mycological identifications are cornerstones of the 
diagnosis and treatment of F. pedrosoi conjunctivitis(6,8).

Excisional biopsy in addition to antifungal agents is recommen-
ded in cases of infection with melanized fungi because of a greater 
resistance to an antifungal treatment(5). Standard treatment regimens 
have yet to be reported; however, a number of authors have reported 
the use of itraconazole as the treatment of choice in dermatological 
cases(9,10). It has also been demonstrated that subconjunctival fluco-

Figure 1. Appearance of the conjunctival ulcer on postoperative day 2. 

Figure 2. Surface appearance of the dusky fungus colony in PDA. 
Figure 3. Micromorphological appearance of a corneal ulcer swab sample following 
lactophenol cotton blue staining. 
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nazole (2 mg/mL) injections are more effective compared with topi-
cal amphotericin B (0.5 mg/mL) only in the treatment of fungal kerati-
tis. In this case, we decided to administer topical amphotericin B, oral 
itraconazole, and subconjunctival fluconazole injection subsequent 
to surgical excision according to previously reported approaches.

F. pedrosoi should be considered in the differential diagnosis of 
painful lesions with secretions that are non-healing despite standard 
antibiotic treatment following contaminated trauma. Appropriate 
culture techniques for the growth of F. pedrosoi should be added to 
microbiological examinations in such cases. 
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