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DESCRIPTION
Postoperative complications following clear corneal cataract 
surgery have become increasingly rare due to advances in surgical 
technique, instrument sterilization, and intraoperative safety 
protocols. However, the modern ophthalmic landscape 
continues to reveal occasional, unexpected microbial threats that 
challenge clinical vigilance. Among these pathogens, 
paecilomyces species, a rare filamentous fungus, stands out both 
for its stealthy presentation and its destructive potential. When 
this pathogen infiltrates a clear corneal incision, the resulting 
infection may masquerade as mild irritation or delayed wound 
healing before progressing into a catastrophic corneal melt. This 
subtle postoperative sabotage underscores how even minor 
surgical wounds, when compromised by rare fungi, can evolve 
into major ocular emergencies. This commentary examines the 
clinical implications, diagnostic challenges, and therapeutic 
strategies surrounding paecilomyces-associated corneal melting 
after clear corneal entry.

Paecilomyces is not typically considered among the common 
pathogens implicated in postoperative infections. Unlike rapidly 
proliferating bacteria, paecilomyces exhibits a slower, smoldering 
course of infection. Its filamentous structure enhances its ability 
to penetrate corneal stroma deeply, often without causing early, 
obvious signs of inflammation. This uncommon pathogen 
thrives in organic environments, contaminated surfaces, or 
humid regions, making it an opportunistic invader that may 
enter through even a minute compromise in the corneal wound 
architecture. Once established, it maintains a low-grade presence 
that escapes immediate clinical detection. Clear corneal 
incisions, though widely preferred for modern cataract surgery, 
inherently rely on stromal self-sealing properties rather than 
sutured closure. While this offers excellent wound stability in 
most cases, it may occasionally serve as a vulnerable point of 
entry for environmental pathogens. Minor wound leaks, micro-
gaps, or postoperative trauma can subtly disrupt the incision 
architecture, providing a means for fungal organisms to access 
the deeper corneal layers. Because these incisions typically 
appear externally normal, clinicians may underestimate the

severity of early symptoms, allowing infections like paecilomyces
to advance silently.

Unlike bacterial keratitis which often sparks intense early
inflammation paecilomyces-related keratitis frequently
demonstrates a gradual and understated onset. Patients may
report nonspecific discomfort, mild photophobia, or slight
vision decline, symptoms easily attributed to routine
postoperative recovery. However, beneath the surface, fungal
hyphae infiltrate stromal fibers, releasing enzymes that degrade
collagen and weaken corneal integrity. What begins as a faint
infiltrate or subtle epitheliopathy can ultimately culminate in
corneal melting, signified by thinning, necrosis, and structural
collapse. This delayed recognition significantly complicates
management, as advanced melts require urgent intervention.

The diagnosis of paecilomyces keratitis can be exceedingly
challenging. Standard corneal scrapings may initially yield no
growth, fungal cultures may take days to weeks to develop, and
the organism may mimic more common pathogens. Confocal
microscopy may help identify filamentous structures early, while
pcr-based assays can accelerate detection, though such
technologies are not universally accessible. In postoperative cases
where symptoms diverge from typical healing pathways or where
standard antibacterial therapies fail clinicians must maintain a
high index of suspicion for fungal involvement. Recognizing the
possible role of rare organisms becomes critical in preventing
irreversible tissue destruction.

Managing paecilomyces infection demands both
pharmacological and surgical precision. Topical antifungals such
as natamycin or voriconazole form the cornerstone of treatment,
though the depth-penetrating nature of filamentous fungi may
limit drug efficacy. Systemic antifungal therapy may be
considered in severe or resistant cases. Because corneal melt
compromises the eye’s structural integrity, additional surgical
interventions such as tissue adhesives, amniotic membrane
grafting, or therapeutic penetrating keratoplasty may be required
to salvage vision and maintain globe integrity. Early initiation of
antifungal therapy improves outcomes significantly, highlighting
the importance of prompt diagnosis.
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This rare postoperative complication reiterates the importance
of continuous clinical monitoring even in apparently uneventful
cases. Surgeons should remain aware that external wound
appearance may not reflect internal wound integrity and that
environmental fungi, though rare, pose a genuine threat to
postoperative recovery. Educating patients about early warning
signs such as persistent irritation, unexpected pain, or delayed
visual recovery can facilitate faster clinical response. Moreover,
maintaining strict surgical asepsis and refining incision
construction techniques may reduce the likelihood of
postoperative fungal entry.

Paecilomyces keratitis represents one of the most elusive and
destructive forms of postoperative fungal infection, capable of
transforming a routine cataract surgery into a vision-threatening
crisis. When it occurs following a clear corneal entry incision,
the presentation often mimics sterile inflammation or bacterial
keratitis, delaying targeted antifungal therapy. This delay is
dangerous, as paecilomyces is notoriously resistant to many
commonly used antimicrobial agents and has a predilection for
deep corneal invasion. The title “surgical sabotage” captures how
an initially innocuous procedural step may unknowingly become
an entry point for a pathogen engineered by nature to remain
hidden, persistent, and devastating.

Clear corneal incisions, though small and self-sealing, are
uniquely vulnerable to postoperative infection. Their location at
the limbal edge places them in close proximity to the ocular
surface microbiome and external contaminants. If instruments,
surgical fluids, or the local environment introduce spores of
paecilomyces lilacinus or paecilomyces variotii, the organism can
quietly settle into the corneal wound. Unlike bacterial
pathogens that produce rapid redness and discharge,
paecilomyces grows slowly, often producing subtle symptoms
over weeks. Early postoperative findings mild discomfort,
minimal infiltrate, or delayed epithelial healing may be
dismissed as noninfective complications, allowing the organism
to establish a deeper foothold. Once established, paecilomyces
begins a destructive cascade. The fungus secretes proteolytic
enzymes that break down stromal collagen, leading to thinning,
necrosis, and ultimately corneal melting. Its filamentous
structure allows it to penetrate deep into the stroma and even
reach descemet’s membrane. The clinical picture often includes
feathery-edged infiltrates, satellite lesions, and persistent
epithelial defects. As stromal destruction accelerates, corneal
thinning becomes dangerously advanced, predisposing the eye to
perforation. This aggressive melting is the hallmark of
paecilomyces-induced keratitis and requires immediate clinical
attention.

Diagnosis is challenging because paecilomyces is often
misidentified on routine cultures. High suspicion is necessary

when standard antibacterial therapy fails to produce 
improvement. Corneal scraping, fungal cultures, confocal 
microscopy, and pcr-based diagnostic tools greatly enhance 
detection. Importantly, paecilomyces exhibits resistance to many 
antifungals, especially amphotericin b and natamycin, making 
therapy particularly difficult. Voriconazole topical, systemic, or 
intrastromal is often the drug of choice due to its superior 
penetration and broader antifungal activity.

Even with aggressive medical treatment, surgical intervention is 
common. Therapeutic penetrating keratoplasty may be required 
to remove necrotic tissue and halt fungal spread. Recurrence, 
however, remains a significant risk, especially if residual fungal 
elements persist in the graft-host interface. In extreme cases, 
uncontrolled melting and infection may necessitate evisceration. 
Preventive vigilance is essential. Rigorous sterilization of 
instruments, clean surgical environments, proper maintenance 
of phacoemulsification tubing, and heightened awareness in 
tropical or agricultural regions where paecilomyces is more 
common are critical measures. Surgeons must also recognize 
that persistent or atypical postoperative inflammation should be 
evaluated early for fungal causes. In summary, paecilomyces-
induced corneal melting following clear corneal entry 
exemplifies a rare but catastrophic postoperative complication. 
Its stealthy onset, diagnostic challenges, antimicrobial resistance, 
and potential for explosive corneal destruction make early 
suspicion and rapid intervention vital for saving vision.

CONCLUSION
Paecilomyces-induced corneal melting after clear corneal entry 
exemplifies a silent but devastating postoperative sabotage. Its 
subtle clinical presentation, diagnostic challenges, and aggressive 
stromal destruction underscore the importance of heightened 
awareness among ophthalmologists. Although rare, such fungal 
infections highlight the inherent vulnerability of clear corneal 
incisions and the necessity of prompt suspicion when 
postoperative healing deviates from expectations. 
Comprehensive diagnostic evaluation, early antifungal therapy, 
and timely surgical intervention are crucial for preserving ocular 
integrity and vision. Ultimately, this case emphasizes that even 
the most routine ocular procedures must be approached with 
vigilant postoperative care, as unforeseen microbial threats may 
exploit the smallest surgical wound to cause profound visual 
harm.
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