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Posttraumatic Endophthalmitis Caused by
Medicopsis romeroi

Case Report and Analysis of a Comprehensive Case Series
Francesca Garofalo,* Jonathan Wilcock, MD,† and Tim Lahey, MD, MMSc*‡
Abstract: Fungal exogenous endophthalmitis is rare. Here, we report a
case of posttraumatic endophthalmitis caused by Medicopsis romeroi in a
64-year old man. After a tree branch punctured his right eye while hiking
in Laos, the patient's symptoms included pain, blurry vision, limited vision
of light and dark, and sensation of a foreign body. The patient was unsuc-
cessfully treated in Thailand with itraconazole and intraocular amphoter-
icin. Upon return to the United States, the patient underwent extensive
ophthalmic surgery and voriconazole was prescribed. Fundoscopic ex-
amination showed resolution of inflammation 3 months after the surgery,
but despite symptomatic improvement, severe visual deficits remained.
We performed a comprehensive case review of reported cases of M.
romeroi infection, revealing that M. romeroi commonly manifests as a
subcutaneous infection on the extremities in immunosuppressed patients
who usually resolved with antifungal and surgical therapy. Many patients
living in temperate climates were reported to have a travel and/or an im-
migration pattern from a tropical zone. This case and review extend the
clinical spectrum of Medicopsis to include ocular infections, illustrates
the importance of considering rare pathogens in patients with exogenous
endophthalmitis, and encourages prompt medical and surgical treatment
of Medicopsis.
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I nfection of the aqueous and/or vitreous humor of the eye, or en-dophthalmitis, is divided into endogenous and exogenous types.
Endogenous endophthalmitis results from hematogenous seeding,
whereas exogenous endophthalmitis results from introduction of
pathogens directly into the eye. Fungal exogenous endophthal-
mitis is most commonly a result of fungal keratitis and less com-
monly after intraocular surgery and trauma.1 Fungal endophthal-
mitis, a rare disease, most frequently results from Aspergillus
and Candida.2 Here, we report a rare case ofMedicopsis romeroi
endophthalmitis.

Medicopsis romeroi, formerly Pyrenochaeta romeroi, is a
melanized coelomycetous fungus generally found in soil and
plants in tropical regions.3 Medicopsis species only rarely cause
infection in humans. When its spores are introduced into cutane-
ous and subcutaneous tissue through trauma, they may cause im-
mediate infection or may remain dormant until immunosuppres-
sion allows infection to emerge.4,5 Most M. romeroi infections
manifest as subcutaneous nodules and cysts on the limbs and ex-
tremities. Here, we report a case of a 64-year old man with post-
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traumatic M. romeroi endophthalmitis and summarize the litera-
ture on infections caused by this rare pathogen.
CASE REPORT
A 64-year old male resident of the United States was hiking

in Laos in early January 2019 when his right eye was punctured
by a small trail-obstructing tree branch on which a friend lost his
grip. The patient experienced instantaneous loss of vision and
severe pain in the right eye, but he decided to continue hiking.
With worsening symptoms, he presented to care in Bangkok,
Thailand, 3 weeks later. Corneal scrapings at that time showed
hyaline septate hyphae and mold. Topical voriconazole and
levofloxacin were started along with oral itraconazole 100 mg.
The patient received intravitreal amphotericin B in January and
in March 2019 as well.

Four months after the injury, upon his planned return to the
United States, the patient presented to care with deteriorating
eyesight and continued pain. He admitted to inconsistent adher-
ence to itraconazole, in part because of the challenges of obtaining
affordable prescriptions while traveling. He reported limited
vision of light and dark, foreign body sensation, and 2/10 pain
in his right eye. Visual acuity testing confirmed that the patient
could only see hand motion but was unable to count fingers on
the examiner's hand. The patient was placed on oral voriconazole
200 mg twice daily, topical voriconazole, acetazolamide 500 mg,
and topical prednisolone as ophthalmological workup and treat-
ment continued.

Ophthalmic examination in the right eye revealed 3+ con-
junctival injection, corneal ulcer 2.6 � 3.3 mm, 3+ corneal
edema, anterior chamber hypopyon of 1.8 mm, posterior
synechiae, glaucoma secondary to inflammation, severe vision
loss, and endophthalmitis. Intravitreal injections of voriconazole,
vancomycin, and ceftazidime as well as intracameral voriconazole
were performed.

The corneal scrapings were planted to potato flake and
Mycosel cycloheximide-chloramphenicol agars. Fungal smear with
calcofluor white stain was also performed, revealing fungal elements.
At 48 hours, the potato flake agar grew a mold with brown pigment
on the front and reverse. A scotch tape preparation with lactophenol
aniline blue stain confirmed the presence of a dematiaceous mold,
which was unable to be identified by morphology alone. The speci-
men was sent to the Mayo Medical Laboratories for D2 rDNA poly-
merase chain reaction organism identification.

Ophthalmological examination revealed progressive vitreal
inflammation, so the patient underwent penetrating keratoplasty,
anterior chamber washout, excision of pupillary membrane, addi-
tional intravitreal and intracameral antifungal injections, and lat-
eral tarsorrhaphy of the right eyelid.

Voriconazole and topical medications were continued under
close follow-up with infectious diseases and ophthalmology. Ulti-
mately, mold morphology and culture and D2 rDNA polymerase
chain reaction confirmed that the organism was M. romeroi.
2 www.infectdis.com 1
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Three months after surgery, ophthalmic examination showed
resolution of inflammation with substantial residual scarring. The
patient ceased systemic voriconazole therapy and returned to Laos
in September 2019. At that time, visual acuity in the right eye was
rated at 20/800. The patient could count fingers on the examiner's
hand but had difficulty recognizing facial expressions with his
right eye.
DISCUSSION AND REVIEW OF LITERATURE
We found 30 prior case reports of human infection with M.

romeroi published from 1973 to 2019 via a comprehensive review
of case reports indexed in PubMed by the phrases “Medicopsis
romeroi” and “Pyrenochaeta romeroi,” or accessible in a comple-
mentary hand search of case reviews in the University of Vermont
CATQuest database. In Table 1, we summarize case features in-
cluding age and sex of patient, travel or immigration history, dis-
ease susceptibility, infection syndrome, antimicrobial treatment,
surgical treatment, and outcome.

Infection withM. romeroi commonly manifests as a subcuta-
neous infection, known as phaeohyphomycosis, on the extremities
in patients undergoing immunosuppressive therapy that almost
always resolved with antifungal and surgical therapy. Of note,
42% of patients were transplant recipients, and 23% were under-
going corticosteroid therapy for immune-mediated diseases,
such as giant cell arteritis and sarcoidosis, 10% had no risk fac-
tors. Antifungal treatment varied greatly, with 29% of cases re-
ceiving itraconazole, 26% receiving voriconazole, 16% receiv-
ing posaconazole, and 26% receiving no antifungal therapy.
However, 44% failed itraconazole therapy, compared with 25%
and 20% failure rate for voriconazole and posaconazole, respec-
tively. For most cases (77%), surgery was performed to excise
the lesion. Infection with M. romeroi is relatively benign, as
85% of reported or known outcomes were of no recurrent infec-
tion or adverse sequelae.

Infection with M. romeroi is often described as occurring in
tropical locales, but most patients in our comprehensive review
did not reside in tropical areas. This suggests either that the asso-
ciation betweenM. romeroi and tropical areas is false, or thatM.
romeroi is underdiagnosed in tropical countries, or that resi-
dency outside of tropical countries enhances susceptibility to
M. romeroi infection acquired in tropical areas. Notably, many
patients living in temperate climates were reported to have a travel
and/or immigration pattern from a tropical zone, thus potentially
obscuring the location that M. romeroi was contracted. Patterns
of travel and immigration are represented in Figure 1. An example
of this global travel is that all cases reported from France immi-
grated from West Africa, South Asia, Somalia, or Central Africa
up to 40 years prior.

Our novel case report extends the clinical spectrum of M.
romeroi infection depicted in our comprehensive care review to
include rare ocular disease. Regardless of the clinical manifesta-
tion, the most common approach to management of M. romeroi
infection was treatment with azole antifungals along with surgical
excision. It is unclear which antifungal is the drug of choice, be-
cause most azoles had a relatively high failure rate, whereas the
low reportedminimum inhibitor concentrations and favorable side
effect profile of voriconazole support its use againstM. romeroi.28

Itraconazole, which our patient received first, is not expected to
have as reliable activity againstMedicopsis.5,9,17,28 Surgical exci-
sion of infected tissue also seems an important approach to clear-
ing Medicopsis infections.

This case report and comprehensive review reinforces the
importance of considering rare pathogens in fungal endoph-
thalmitis and, when suspected, the concomitant use of newer
www.infectdis.com 3
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FIGURE 1. Geography ofM. romeroi infection. Some patients contractedM. romeroi in tropical countries, but manymore had previously lived
or traveled to tropical areas, making the true range of M. romeroi unknown. Blue pins indicate a known location that M. romeroi was
contracted; white/gray pins indicate a possible location due to travel and/or immigration history. The number inside the pin refers to the
number of cases. Map created using Scribble Maps (https://scribblemaps.com).
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broad-spectrum antifungals, such as voriconazole. The travel
and immigration history can signal risk of unusual fungi, such as
M. romeroi.

PERMISSIONS AND PATIENT
PRIVACY PROTECTIONS

The patient whose case we report here gave permission for
this case report, and his identity has been hidden via the omission
of identifying details.
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