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ABSTRACT

Case Series

Clinical Spectrum of Corneal
Epithelial Microsporidiosis

(GO -t |

This case series aims to highlight three different clinical variants of microbiologically proven epithelial microsporidiosis, and their
customised management wherein the current series, patients with suspected epithelial microsporidiosis were subjected to corneal
scraping to confirm the diagnosis. Different microbiologically proven clinical variants were observed and documented. Three clinical
variants of epithelial microsporidiosis were noted. The first was of 45-years-old male patient, presented with only raised punctate
lesions, and responded to topical lubricants only. The second variant, 28-years-old male patient, had anterior chamber reaction
(flare and cells), Keratic Precipitates and descemets folds. This variant also responded with topical lubricants over a period of one
month. The third variant, 32-years-old male patient at presentation, had typical epithelial raised punctate corneal lesions, however
at one week subepithelial infiltrates appeared. These lesions responded to topical steroids. The current series highlights three
different clinical variants of microbiologically proven epithelial microsporidiosis and their customised management.
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INTRODUCTION

At the outset of rainy season a sudden upsurge in the number of
microsporidial keratoconjunctivitis is seen. In absence of general
awareness among Ophthalmologists regarding the various clinical
manifestations either the disease is over treated or wrongly treated.
This case series tries to highlight three different clinical variants
of microbiologically proven epithelial microsporidiosis and their
customised management.

CASE SERIES

Case 1

A 45-year-old male patient, presented to the Ophthalmic clinic with
complaints of foreign body sensation and redness in the right eye
since 10 days. He gave a history of bathing in a natural spring 10 days
ago. On slit-lamp examination of the right eye, diffuse punctuate raised
epithelial lesions with stuck on appearance were noted without any
signs of anterior chamber inflammation [Table/Fig-1]. The corneal
scraping showed microsporidial spores. The patient was started on
topical lubricants (Carboxymethyl cellulose). At 1 week, the lesions
had decreased significantly, however complete cure was noted at the
end of 1 month.

[Table/Fig-1]: Showing typical features of epithelial micorsporidiosis.
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Case 2

A 28-year-old male patient, with complaints of redness and foreign
body sensation since two days, in the right eye presented to the
ophthalmic clinic. He gave a history of accidental spillage of water into
the right eye while working in the field, five-day-ago. On examination
of the right eye, multiple raised punctate epithelial lesions with stuck
on appearance were noted along with anterior chamber reaction with
flare. Decemets Membrane folds and keratic precipitates were also
present [Table/Fig-2]. The corneal scraping showed microsporidial
spores.

[Table/Fig-2]: Showing presence of anterior chamber reaction, keratic precipitates
and Descemets. Membrane folds in addition to typical epithelial features of epithelial
microsporidiosis.

The patient was kept on topical lubricants (carboxymethyl cellulose)
and reviewed at one week. At one week the keratic precipitates
persisted; however, the corneal lesions and anterior chamber
reaction had decreased significantly. At 1 month, the cornea cleared
completely and crenated edges of old Keratic Precipitates noted in
absence of any anterior chamber reaction.

Case 3
A 32-year-old male patient presented with the left eye redness and
foreign body sensation since two days. He gave a history of bathing
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in a natural spring two days ago. On examination, typical multiple
punctate raised epithelial lesions were noted. Corneal scraping
showed microsporidial spores. Patient was started on topical
lubricants (carboxymethyl cellulose). At one week, patient presented
with multiple punctate anterior stromal infiltrates [Table/Fig-3]. The
raised epithelial lesions disappeared at one week and clinically
the current lesions were indistinguishable from corneal lesions in
adenoviral keratoconjunctivitis. Patient was continued on topical
lubricant and reviewed after three days; however, clinical worsening
noted (enlargement of subepithelial infiltrates). At this visit, topical
steroids (loteprednol etabonate) were started and patient was found
to improve on topical steroids on subsequent visits. Patient was
continued on tapering doses of topical steroids for eight weeks and
then steroid was stopped. The patient recovered completely.

[Table/Fig-3]: Showing absent raised epithelial lesions at one week, with presence
of multiple punctate subepithelial to anterior stromal infiltrates.

All the cases had associated papillary conjunctivitis and all cases
were microbiologically proven cases of epithelial microsporidiosis
[Table/Fig-4]. The number of cases of epithelial microsporidiosis
peaked during rainy season when the natural springs started
overflowing and with accidental spillage of water into the eye. So far
16 such cases have been recorded, however only three of these,
each representing the prototype case will be discussed here.

[Table/Fig-4]: Showing plenty of microsporidial spores in corneal scraping (Grams
staining, 100x magnification).

DISCUSSION

At the outset of rainy season, a sudden increase in the systemic
infections have been noted; so is true for ocular infections also.
Microsporidial infection of eye is one of those infections and natural
springs often act as a reservoir [1]. The Microsporidia are known
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to cause keratoconjunctivitis, corneal stromal keratitis, scleritis, and
endophthalmitis [2-8]. In our climatic scenario, corneal epithelial
microsporidiosis is very commonly seen, though often misdiagnosed
as viral keratoconjunctivitis and mistreated. The raised punctate
epitheliallesions with stuck on appearance, with or without endothelial
dusting are very typical of this. Adenoviral keratoconjunctivitis
and Thygeson’s superficial punctate keratitis are close differential
diagnoses. The microsporidial disease is often under-reported in
view of lack of awareness among ophthalmologists. The thought
that-microsporidial keratoconjuntivitis (epithelial) is a disease of
immunocompromised, still prevails amongst the ophthalmologists.
There are various studies quoting different treatment modalities
including fluoroquinolones, fumagillin, albendazole, Poly Hexa
Methylene Biguanide (PHMB) etc., [9]. However, previous studies
clearly mentions that the disease is self-limiting and can be treated
with topical lubricants only [10,11].

This case series aims to highlight three different clinical variants
of microbiologically proven epithelial microsporidiosis and their
customised management. The first case discussed here is very
similar to the prototype epithelial microsporidiosis cases discussed
in literature, which responded very well to topical lubricants [10].
The natural course of the disease discussed here does not have
any intermediate steps; in contrast to case 3, where intermediate
stage was noted at one week. At one week, case 3 had anterior
stromal infiltrates which were similar to subepithelial infiltrates in
adenoviral keratoconjunctivitis. Das S et al., in their studies have
shown association of adenoviral keratoconjunctivitis and epithelial
microsporidiosis [12]. The presence of subepithelial infiltrates
were attributed to concomitant adenoviral infection in their study.
However, the presence of subepithelial infiltrates can also be the
natural course of the disease suggestive of immune mediated
etiology and thusresponds to topical steroids.

Case 2 in contrast had intense anterior chamber reaction, keratic
precipitates, Descemets membrane folds associated with raised
epithelial punctate lesions. Observation over a period of one week
on topical lubricants showed decreased severity of corneal
lesions (including descemets membrane folds) with persisting
keratic precipitates, so lubricants were continued. At one month the
cornea became clear with presence of old keratic precipitates over
endothelium.

So far literature shows evidence of only one clinical type similar to
our case 1 [10]. Cases similar to case 2 and 3 have never been
mentioned in literature. This case series probably paves a path for
future research and well randomised studies on this.

CONCLUSION(S)

To conclude, corneal epithelial microsporidiosis can present with three
different clinical pictures. Corneal scraping and direct microscopy
at the outset help us establish the diagnosis. Though most of these
respond to topical lubricants, however there is a subtype which needs
topical steroids also. So, one has to customise the treatment based
on the clinical features at presentation.
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