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Abstract
Background: Scleral buckling is an established modality of treating retinal detachment. Being an external implant
the buckle may be prone to infections. We report such a case with a delayed presentation and a rare etiology.
Case presentation: A 45 year old male presented with redness, foreign body sensation and discharge for one
month in his right eye. The patient had undergone a retinal detachment surgery elsewhere 14 years back without
any visual gain. Right eye demonstrated no perception of light and the best corrected visual acuity in the left eye
was 6/6, N6. On downgaze an exposed and anteriorly displaced scleral buckle was identified with black deposits
and mucopurulent material overlying the buckle. Scleral buckle removal was done. On microbiological examination
Curvularia species was identified. Successful treatment with antifungals was done.
Conclusions: Scleral buckle infection with dematiaceous fungi is a rare occurrence. To the best of our knowledge
this is the first case report describing a buckle infection caused by the curvularia species.
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Background
Scleral buckling has been an established and effective
surgical method for treating retinal detachments since
over 60 years [1]. In the recent years pars plana vitrectomy has become more popular, however, scleral buckling has several indications as the primary procedure of
choice in a rhegmatogenous retinal detachment. Being
an external implant the scleral buckle is prone to get infected and the infection may set in even years after the
primary procedure. The commonest organisms reportedly causing a scleral buckle infection are gram positive
cocci [2–4], however, in rare cases a fungal infection
may set in especially in an immunocompromised host.
We report a case of buckle infection due to Curvularia
species in an immunocompetent patient. To the best of
our knowledge this is the first report of a case describing
buckle infection due to Curvularia species.
Case report
A 45 year old male presented to us with complaints of
redness, discharge and foreign body sensation in his
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right eye since one month. He had undergone a scleral
buckling procedure elsewhere 14 years back of which he
had no records. There was no visual gain postoperatively. He had no history of trauma and is a healthy
patient without any systemic diseases. On examination,
he had no perception of light in the right eye.
Mucopurulent discharge was present and conjunctival
congestion was noted. A circumferentially placed and
anteriorly displaced exposed solid scleral buckle explant
was noted with black coloured deposit over the buckle
in the superior quadrant (Fig. 1(a), (b)). Anterior chamber was deep and quiet and lens was clear. Fundus
examination revealed a visible buckle indentation superiorly and an inferior retinal detachment with disc pallor.
No visible inflammatory reaction was noted internally.
The left eye had a best corrected visual acuity of 6/6, N6
with a normal anterior segment and fundus picture. A
diagnosis of exposed and anteriorly displaced infected
scleral buckle was made. Removal of the infected buckle
was planned. The conjunctiva was dissected and the
buckle along with sutures was removed and sent for
microbiological evaluation. The eye was cleared of the
necrotic debris and discharge. A thorough subconjunctival wash was done with antibiotic (gentamycin) and antifungal agents (voriconazole) and the conjunctival
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Fig. 1 Conjunctival congestion (a) and necrotic black discharge (b) seen prior to buckle removal. Clear conjunctiva (c) seen after buckle removal
with areas of scleral thinning (d), dashed lines

peritomy was closed. The patient was started on empirical treatment with oral ciprofloxacin 750 mg twice a
day, oral fluconazone 150 mg twice a day, eye drop moxifloxacin hourly, eye drop voriconazole hourly, eye drop
atropine 3 times a day and eye drop carboxymethylcelluose 0.5% 6 times a day in the right eye. Both blood
agar and Sabouraud’s dextrose agar grew blackish colonies with irregular boundaries. On microbiological
evaluation of the growth, pigmented hyphae were noted
along with the presence of conidiophores and conidia
and a diagnosis of Curvularia species was made (Fig. 2).
The patient received oral ciprofloxacin for one week and
fluconazole for three weeks. The patient was followed up
closely and at 1 month after buckle removal he had no

Fig. 2 Curvularia species identified on culture medium showing
pigmented hyphae and conidia

conjunctival congestion, the superotemporal sclera appeared thinned out (Fig. 1 (c), (d)). Topical medications
were stopped. We presume that the inferior retinal detachment was exudative in nature as on subsequent
follow-up at 2 months it was seen to have settled and no
break was found.

Discussion
The most common indications for removal of a scleral
buckle are buckle infection and buckle exposure [2, 5],
with their incidence ranging from 0.2–5.6% after a
scleral buckling procedure [6].
The most commonly isolated organism has been reported to be coagulase negative staphylococcus, mainly
Staphylococcus epidermidis [2, 4, 7]. However, there have
also been reports of buckle infections caused my atypical
mycobacteria, corynebacteria and fungi [8]. Immunocompromised hosts are particularly susceptible to fungal infections and the commonest fungus causing a buckle
infection is reported to be Aspergillus species [4, 7, 8].
Dematiaceous fungi are ubiquitous in nature and are
common saprophytes on plant material and in soil, developing dark colonies. In the eye they most frequently
cause a corneal infection. Some of the dematiaceous
fungi known to cause ocular infection are Alternaria,
Curvularia, Bipolaris, Exserohilum and Coelomycetes
species [9].
It is extremely rare to find a buckle infection caused
by a dematiaceous fungus. Bakri et al. have reported a
buckle infection caused by the dematiaceous fungus
Alternaria species [10].
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In our case, a young healthy male developed a dematiaceous fungal infection with Curvularia species and
presented with the infection 14 years after the scleral
buckle procedure. Buckle infections may present years
after the primary procedure and it is important for clinicians to be aware of such delayed presentations which
may occur even in immunocompetent individuals.

Conclusion
To the best of our knowledge this is the first case report
describing the morphological and microbiological findings in a buckle infection caused by Curvularia species.
This case highlights the importance of a strong suspicion of fungal etiology based on the clinical presentation
and the need for urgent management. Clinicians need to
be aware of this entity and not disregard its possibility in
an immunocompetent individual.

Page 3 of 3

microbiological spectrum and antimicrobial susceptibility. Journal of
ophthalmic inflammation and infection. 2013;3(1):67.
5. Han DP, Covert DJ, Wirostko WJ, Hammersley JA, Lindgren KE. Scleral buckle
removal in the vitrectomy era: a 20-year clinical experience. Retina. 2013;33:387–91.
6. Venkatesh R, Gurav P, Agarwal M, Sapra N, Dave PA. Ocular infection with
Gliocladium species—report of a case. Journal of ophthalmic inflammation
and infection. 2017;7(1):9.
7. Pathengay A, Karosekar S, Raju B, Sharma S, Das T. Hyderabad Endophthalmitis
research group. Microbiologic spectrum and susceptibility of isolates in scleral
buckle infection in India. Am J Ophthalmol. 2004;138(4):663–4.
8. Mohan N, Kar S, Padhi TR, Basu S, Sharma S, Das TP. Changing profile of
organisms causing scleral buckle infections: a clinico-microbiological case
series. Retina. 2014;34(2):247–53.
9. Thomas PA. Fungal infections of the cornea. Eye. 2003;17(8):852.
10. Bakri SJ, Omar AF. Delayed scleral buckle infection due to Alternaria species.
Semin Ophthalmol. 2013;28(1):9–10.

Acknowledgements
Not applicable.
Funding
Not applicable.
Availability of data and materials
All data generated and analyzed during this study are included in this article.
Authors’ contributions
SS managed the patient medically and surgically, AS drafted the manuscript
and reviewed the literature, MA provided expert advice regarding management
of the patient, AG undertook the microbiological examination, RM and LP
reviewed the literature and helped in interpreting the data. All authors
reviewed the manuscript. All authors read and approved the final manuscript.
Ethics approval and consent to participate
No ethical approval required.
Consent for publication
Written informed consent was obtained from the patient for publication of
this case report and any accompanying images. A copy of the written
consent is available for review by the Editor of this journal.
Competing interests
The authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.
Received: 18 October 2017 Accepted: 29 January 2018

References
1. Custodis E. Treatment of retinal detachment by circumscribed diathermal
coagulation and by scleral depression in the area of tear caused by
imbedding of a plastic implant. Klin. Monbl. Augenheilkd. Augenarztl.
Fortbild. 1955;129(4):476–95.
2. Kazi MS, Sharma VR, Kumar S, Bhende P. Indications and outcomes of scleral
buckle removal in a tertiary eye care center in South India. Oman journal of
ophthalmology. 2015;8(3):171.
3. Smiddy WE, Miller D, Flynn HW Jr. Scleral buckle removal following retinal
reattachment surgery: clinical and microbiologic aspects. Ophthalmic Surg.
1993;24(7):440–5.
4. Chhablani J, Nayak S, Jindal A, Motukupally SR, Mathai A, Jalali S, Pappuru
RR, Sharma S, Das T, Flynn HW, Pathengay A. Scleral buckle infections:

Submit your next manuscript to BioMed Central
and we will help you at every step:
• We accept pre-submission inquiries
• Our selector tool helps you to find the most relevant journal
• We provide round the clock customer support
• Convenient online submission
• Thorough peer review
• Inclusion in PubMed and all major indexing services
• Maximum visibility for your research
Submit your manuscript at
www.biomedcentral.com/submit

