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Purpose: To evaluate the efficacy of using phototherapeutic

keratectomy (PTK) in the treatment of superficial keratomycosis.

Methods: We studied 9 patients with superficial keratomycosis that

had infiltrated less than half of the corneal thickness and responded

poorly to topical antifungal therapy. Using a 193-nm excimer laser,

we performed PTK to try to eradicate the infiltrates and facilitate

antifungal therapy. We compared our study group findings with those

of a control group made up of 31 cases of keratomycosis, also

involving infiltration of less than half of the corneal thickness that had

been treated with traditional surgical procedures and topical anti-

fungal agents.

Results: Using PTK and short-term antifungal eyedrops, we were

able to eradicate keratomycosis without recurrence in all 9 study

patients. Much less time was needed to treat the PTK group (12.9 6

3.6 days) than the control group (40.86 26.4 days) (P, 0.05). After

PTK, the ablated area underwent rapid reepithelialization (average,

3.6 6 1.8 days). Final vision ranged from 20/200 to 20/20. The PTK

group had an average visual improvement of 2.9 6 2.1 lines, which

was significantly better than final improvement found in the control

group (average, 0.6 6 1.7 lines) (P , 0.05). PTK complications

included mild corneal haze, astigmatism, and thinning cornea.

Conclusions: Because PTK can shorten treatment time, hasten

reepithelialization, and restore reasonably good vision, it can be

a valuable therapeutic alternative for superficial keratomycosis,

especially in instances in which there is poor response to treatment by

topical antifungal agents alone.
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The incidence of fungal keratitis is increasing.1 Risk factors
for the development of fungal keratitis include corneal

injury with exposed contaminated soil or vegetable matter, use
of topical steroids, and living in tropical climates. Fungal

keratitis is refractory to treatment in many patients, and
supplemental nonmedical therapy has been suggested to
improve the prognosis.1–5 There are only a few topical or
systemic antifungal drugs useful in the management of
keratomycosis, so surgical intervention may be required for
20% to 50% of the cases to achieve a cure.2 Many surgical
procedures have been proposed, including simple debride-
ment, penetrating keratoplasty, and lamellar keratectomy.1–5

Surgery performed in these infected and inflamed eyes may be
difficult, and eliminating the area of infection without
damaging the normal tissue is challenging. These surgical
procedures, while curing the infection, often leave corneal
scarring or haze.

Phototherapeutic keratectomy (PTK) with excimer
lasers has been used to remove superficial corneal pathology
and smooth the corneal surface in cases of corneal dystrophies
and degenerations, recurrent epithelial erosion, corneal scars, and
various other corneal irregularities.6–15 The 193-nm excimer
laser has been shown to be effective in treating experimental
Candida keratitis as well as early localized Fusarium, Myco-
bacterium and Pseudomonas keratitis in animal models.16–18

Using PTK to sterilize infectious human corneal disease has
hitherto been limited to herpetic simplex keratitis.19 Consid-
ering its previous uses, we believed that the ablation and
modeling effects of PTK could be used to eradicate infected
tissue and organisms from the cornea and, at the same time,
produce a more regular corneal surface after healing. There-
fore, we undertook this study to evaluate the clinical efficacy
of PTK to treat active keratomycosis.

PATIENTS AND METHODS
This retrospective study of patients with keratomycosis

took place between January 1997 and December 2001 at
Kaohsiung Medical University Hospital. The diagnosis of
keratomycosis was confirmed by culture or smear using a KOH-
ink stain. The patients who initially had lesions involving less
than half of the corneal thickness were enrolled. We began
performing PTK for patients with keratomycosis in December
2000. Patients with keratomycosis and a similar degree of
infection who had not received PTK treatment prior to
December 2001 were enrolled as a historical control group.

PTK Group
From December 2000 to December 2001, we used PTK

to treat 9 eyes of 9 patients diagnosed with keratomycosis
(Table 1). The patients were 7 men and 2 women, ranging from
43 to 73 years of age (mean 6 SD, 53.8 6 11.9 years).
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Predisposing factors included injury by branches, leaves, and
vegetables. All were at high risk of developing fungal keratitis.
Except for patient 4, who had diabetes, no other systemic
diseases or immunosuppressive states were found in these
patients. Cultures and smears stained with Gram stain, acid-
fast stain, and KOH-ink stains were performed to identify
the pathogens. Only 1 case was found to have a culture
positive for Aspergillus. On confirming the diagnosis of
fungal infection, the eyes were treated with topical 0.05% to
0.1% amphotericin B and 2% fluconazole every 2 hours
around the clock, alternating every hour, for 3 to 5 days. If the
patient showed no improvement or the infection progressed
during clinical observation and if the infiltration depth was
limited to a depth of less than half of the corneal thickness
under slit-lamp microscopic examination, then PTK was
undertaken. Informed consent was obtained. The possible com-
plications were explained to the patient, and these included
astigmatism, corneal thinning or even perforation, corneal
haze, residual infection, and the possibility of corneal graft.
Pachymetry was performed before PTK to determine corneal
thickness to reduce the risk of unpredictable perforation or
ectasia.

Surgical Technique
We examined each patient with a slit lamp to determine

the size, depth, and position of the infiltrate. Depths were

estimated as a percentage of the corneal thickness. Each focus
was evaluated separately. PTK was performed with a Schwind
multiscan 193-nm excimer using a laser fluence of 90 mJ/cm2

and a pulse rate of 13 Hz with a broad beam sufficiently large
to cover the entire lesion. All patients received topical anes-
thesia only.

In the first 2 patients, the ablation beam was aimed at the
center of the lesion with a transepithelial ablation, but we
found afterward that the patients developed high astigmatism.

Beginning with patient 3, we removed the epithelium by
scraping and then centered the broad beam on the center of the
pupil. The ideal depth of the ablation was reached when the
major lesion faded away. After the initial photoablation, it was
sometimes difficult to identify residual focal infiltration under
the microscope. Although subsequent irrigation with BSS
helped to identify the lesions, we found it was best to bring the
patient back to the slit lamp to observe the focal lesions and
then return to the excimer laser to continue the process if
needed. The deeper focal lesions were once again ablated with
a small beam size until all the visible infiltrate vanished.
A masking agent was not used.

After PTK, all patients continued using antifungal
eyedrops at the same frequency and dose as they had before
treatment combined with topical diclofenac 4 times per day.
No steroids were used. If there was no sign of infection the day
following PTK, we began to taper the dose of the topical

TABLE 1. Clinical Manifestations of Patients With Keratomycosis Receiving PTK

Patient
No./Sex/
Age (y)

Risk Factor,
Occupation,
Systemic
Disease

Lesion Location,
Optic Apex

Involvement (+/2),
Size (mm),

Depth/Thickness
Initial
Vision

PTK Pattern:
Ablation

Zone (mm),
Depth (mm)

Duration (d)
of Admission/

Reepithelialization/
Total Treatment,
Follow-up (mo)

Corneal
Thickness
(Pre-PTK/
Final) (mm)

Final Vision,
Refraction

Corneal
Haze Grading,
Complication,

Other
Treatment

1/M/43 Leaf, farmer,
none

Nasal lower,
apex (2), 3 3 2.8,
1/4 thickness

20/100 4, 1, 1;
100, 50, 50

7/3/14, 7 701/central 620,
lesion 500

20/50, 25.75 +
5.75 3 40 deg

2+, none,
none

2/M/48 Vegetable,
farmer, none

Temporal lower,
apex (2), 3.5 3 3.5,
1/4 thickness

20/250 4, 4, 0.4;
88, 88, 88

6/4/18, 5 550/central 550,
lesion 230

20/60, 21.75 +
3.75 3 10 deg

2+, none,
none

3/F/44 Fruit, farmer,
none

Paracenter,
apex (+), 7.2 3 7.3,
1/4 thickness

20/50 8, 1, 1, 0.4;
66, 88, 88, 88

7/4/13, 8 540/510 20/20, +0.5 +
0.5 3 180 deg

1+, none,
none

4/M/61 Branch,
farmer, DM

Center, apex (+),
5 3 7,
1/4 thickness

CF 8, 7, 6, 6, 7;
80, 80, 17, 13, 17

7/2/13, 8 640/370 20/50, +3.5 +
2.5 3 20 deg

2+, none,
none

5/M/54 Branch, NA,
none

Paracenter, apex (+),
5 3 3.5,
1/3 thickness

HM 8, 7, 6, 6;
100, 100, 100, 25

12/8/12, 9 750/285 20/200, +2.0 +
2.0 3 160 deg

2+, corneal
thinning,
lamellar
keratoplasty

6/M/45 Foreign body,
businessman,
none

Periphery, apex (2),
1.8 3 1.8,
1/3 thickness

20/60 7, 8, 7;
33, 77, 33

6/3/9, 3 661/420 20/20, +0.5 +
0.5 3 30 deg

2+, none,
none

7/F/45 Foreign body,
housekeeper,
none

Paracenter, apex (+),
2.5 3 3.5,
1/3 thickness

CF 6, 6, 8;
40, 60, 138

9/3/12, 3 600/385 20/60, +5.0 +
1.0 3 10 deg

2+, none,
none

8/M/71 Fruit, farmer,
none

Paracenter,
apex (2), 2 3 2,
1/4 thickness

20/80 6, 1, 1;
55, 120, 108

9/3/18, 3 580/central 550,
lesion 340

20/50, 0 +
0.5 3 180 deg

2+, none,
none

9/M/73 Branch, farmer,
none

Periphery,
apex (2), 1 3 2,
1/3 thickness

20/25 1, 1;
66, 180

5/1/7, 6 660/central 610,
lesion 570

20/20, +0.25 1+, none,
none

DM, diabetes mellitus; NA, not available; CF, counting fingers; HM, hand motion.
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antifungal drug. The patients were monitored daily to check
for corneal reepithelialization, infiltration, and inflammation.
Follow-up continued for at least 3 months. The final visual
acuity, refraction status, corneal clarity, and complications
were noted. Corneal clarity was graded according to Seiler
et al.20

Control Group
From January 1997 to December 2001, 52 patients

diagnosed with keratomycosis did not receive PTK at Kaohsiung
Medical University Hospital. Their medical treatment in-
cluded topical antifungal drugs: 0.05% to 0.1% amphotericin
B and 2% fluconazole. In the patients with deep lesions,
treatment was combined with systemic antifungal drugs (oral
itraconazole, 200 mg/d). Surgical interventions included
debridement, superficial or lamellar keratectomy, penetrating
keratoplasty, intraocular injection of fluconazole, and some
other procedures for more complicated cases. Of these 52
patients with keratomycosis not treated with PTK, 8 were
complicated with endophthalmitis and were treated with in-
traocular injection of fluconazole as reported in our previous
study.21 Another 6 received therapeutic penetrating kerato-
plasty during the acute infection. In total, 49 (94.2%) of the
52 eyes were salvaged, and 3 were lost due to uncontrollable
infection.

Of the 52 patients who had been treated for keratomy-
cosis but not with PTK prior to December 2001, we chose 31
eyes of 31 patients whose keratomycosis involved less than
half corneal thickness (Table 2), similar to the 9 in the study
group who had received PTK. All 31 historical control patients
had received manual debridement or superficial keratectomy.
A no. 15 blade or a no. 57 Beaver blade was used to remove the
superficial infiltrate seen under a surgical microscope as
completely as possible. Among the 31 patients were 16 men
and 15 women, ranging from 12 to 71 years of age (mean 6
SD, 55.3 6 14.8 years). All the patients were diagnosed as
having keratomycosis by smear or culture. Thirty-one patients
were positive for keratomycosis by smear, and cultures
were positive in 11 of the 31 patients in the control group.
Pathogens included Aspergillus (2 patients), Candida (2
patients), Cephalosporium (6 patients), and Cladosporium (1
patient). We recorded visual acuity and all clinical manifes-
tations at presentation and the final outcome as well as
treatment modalities.

Statistical Analysis
We evaluated the efficacy of treating keratomycosis

with PTK by comparing the length of hospital stay, duration
of treatment, and visual outcome of the PTK group com-
pared with those of control group. Average values are reported
as the mean 6 standard deviation. The difference between
these 2 groups was analyzed using a 2-sample t test with
unequal variances. One-tailed test results were considered
statistically significant if P values were ,0.05.

To ensure that these 2 patient groups were matched,
we compared the average age of the patients, size of the
lesion, depth of involvement, and involvement of the optical
apex before treatment was begun (Table 3). No statistically
significant difference was found for any prognostic factor.

RESULTS

Control Group
In the 31 controls, with keratomycosis treated tradition-

ally with topical antifungal drugs, initial vision ranged from no
light perception to 20/20 (Table 2). The number of hospital
admissions, an indication of relapse, ranged from 1–3
(average, 1.1 6 0.4), and the length of hospital stay ranged
from 4–46 days (average, 14.5 6 10.6). The duration of
treatment ranged from 11–115 days (average, 40.8 6 26.4).
All patients were cured. The final vision ranged from no light
perception to 20/25. Twenty-two of the 31 cases (70.9%) had
final vision of better than 20/200. Visual improvement ranged
from 25 to +3 lines (average, 0.5 6 1.7).

PTK Group
All patients with keratomycosis treated with PTK were

cured without recurrence (Fig. 1). The length of hospital stay
ranged from 5–12 days (average, 7.6 6 2.1), a significantly
shorter length of stay than was experienced by the control
group (P , 0.05) (Table 3). Two weeks after laser therapy,
corneal surface inflammation and infiltration were silent. Total
duration of treatment ranged from 9–18 days (average, 12.96
3.6), a significantly shorter period of time than in the control
group (P , 0.05).

The PTK group experienced rapid reepithelialization.
Although they had varying degrees of epithelial defects before
PTK, the reepithelialization time averaged 3.6 6 1.8 days
(range, 2–8). Under slit-lamp microscopic examination, the
corneal epithelium migrated progressively over the ablation
zone, unimpaired by adhesive debris or necrotic tissue as in the
controls.

At the time of admission, the initial vision in the PTK
group ranged from hand motions to 20/200. After treatment
with PTK and the topical medications, the final best spectacle
corrected visual acuity (BSCVA) of the 9 patients ranged from
20/200 to 20/20. Improvement in BSCVA of the PTK group
ranged from +1–+7 lines (average, 2.9 6 2.1), significantly
better than that experienced by the control group (range,25 to
+3 lines; average, 0.5 6 1.7) (P , 0.05).

Refraction after PTK varied, as shown in Table 1.
Patients 1 and 2 had 3–5 diopters of astigmatism. The
refractive change in these 2 eyes was primarily related to the
location of the infections. In these 2 patients, the infection was
located in the middle area between the corneal apex and the
limbus, in contrast to the other 7 patients, who had infections
in the center or in the periphery near the limbus.

Corneal haze and corneal thinning were the major
complications. The corneal haze ranged from grades 1+–2+
(average, 1.78 6 0.44). Patient 5 had corneal thinning (285
mm in thinnest portion), for which lamellar keratoplasty was
later performed.

DISCUSSION
Infectious corneal ulcers are common in our hospital,

which located in a tropical climate. Most bacterial keratitis
responds well to fortified antibiotics. After the infection is
controlled and the inflammation subsides in these patients,
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TABLE 2. Clinical Manifestations of Patients With Keratomycosis in Control Group

Patient
No./Sex/
Age (y)

Risk Factor,
Occupation,
Systemic
Disease

Lesion Location,
Optic Apex

Involvement (+/2),
Size (mm),

Depth/Thickness
Initial
Vision

Manual
Superficial

Keratectomy or
Debridement

Duration (d)
of Admission/

Total Treatment
Final
Vision

1/M/63 Foreign body,
farmer, H/T

Paracenter,
apex (+), 4 3 3, 1/4

CF + 14/30 20/200

2/F/73 Foreign body,
housekeeper, none

Paracenter,
apex (2), 1 3 1, 1/5

20/50 + 17/76 20/40

3/F/65 Fruit, farmer, none Paracenter,
apex (+), 3 3 5, 1/3

CF + 19/30 CF

4/F/24 Contact lens,
student, none

Nasal upper,
apex (2), 3.5 3 3, 1/4

20/50 + 12/30 20/30

5/M/66 NA, NA, none Center,
apex (+), 3 3 3, 1/3

20/100 + 14/22 20/100

6/F/51 NA, housekeeper,
none

Paracenter,
apex (+), 4 3 5, ,1/2

20/1000 + 12/26 20/60

7/F/51 NA, housekeeper,
none

Paracenter,
apex (+), 3 3 3, 1/3

20//200 + 5/20 20/100

8/M/46 NA, NA, none Paracenter,
apex (+), 5.5 3 3, 1/3

20/1000 + 35(6+29)/65 20/60

9/M/49 NA, NA, none Paracenter,
apex (2), 1 3 1, 1/5

20/20 + 10/19 20/40

10/M/58 NA, NA, none Paracenter,
apex (+), 3 3 5, 1/3

LP + 13/47 20/500

11/F/36 Branch, NA, none Center,
apex (+), 6 3 7, 1/4

HM + 46(6+28+12)/84 20/300

12/F/58 NA, housekeeper,
DM

Paracenter,
apex (2), 3 3 3, 1/4

20/200 + 21/29 20/200

13/F/75 NA, housekeeper,
none

Paracenter,
apex (+), 3.5 3 3, 1/3

CF + 22/73 CF

14/M/58 NA, NA, none Center, apex (+),
6.5 3 6.5, 1/3

CF + 12/90 CF

15/M/56 NA, NA, none Paracenter,
apex (2), 2 3 2, 1/4

20/400 + 9/21 20/60

16/M/67 Foreign body,
NA, none

Paracenter,
apex (2), 2 3 2, 1/4

20/500 + 7/20 20/500

17/M/64 NA, NA, none Paracenter,
apex (2), 2 3 1.5, 1/4

NLP + 8/35 NLP

18/M/71 NA, NA, none Paracenter,
apex (2), 4 3 4.5, 1/4

20/1000 + 9/26 20/200

19/F/71 Vegetable,
farmer, none

Paracenter,
apex (2), 2 3 2, 1/4

20/200 + 7/55 20/100

20/M/56 Foreign body,
NA, none

Paracenter,
apex (2), 4 3 4, 1/4

20/300 + 10/20 20/200

21/F/70 Foreign body,
housekeeper,
none

Paracenter,
apex (+), 4 3 3, 1/3

20/1000 + 11/31 20/200

22/M/71 NA, NA, none Paracenter,
apex (2), 3 3 3, 1/3

20/200 + 5/14 20/100

23/F/43 NA, NA, none Center,
apex (+), 7 3 5, 1/3

20/100 + 10/115 20/200

24/M/49 Vegetable,
farmer, none

Center,
apex (+), 5 3 4, 1/4

20/500 + 14/43 20/100

25/F/38 NA, NA, none Paracenter,
apex (+), 6 3 4, 1/3

CF + 8/42 20/200

26/M/54 NA, NA, none Periphery,
apex (2), 1 3 1, 1/5

20/30 + 4/15 20/25

27/F/71 Fruit, farmer,
none

Paracenter,
apex (+), 3 3 3, 1/3

CF + 40/60 NLP
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some still have surprisingly good vision despite residual
scarring in the optical zone. In contrast, keratomycosis is less
responsive to medical therapy than bacterial keratitis. Topical
and systemic antifungal medications often penetrate poorly.
Resistance to the available antifungal drugs sometimes
necessitates prolonged treatment. Management of keratomy-
cosis often requires surgery. It has been reported that 20% to
50% of the cases require surgical intervention for a final cure.2

Furthermore, in most cases with a central ulcer, reduction in
visual acuity by corneal scarring is inevitable.

Lamellar keratectomy is supplemental therapy for
indolent keratomycosis. Since the excimer laser has proven
to be an effective tool for superficial keratectomy and may help
remove infectious material from the cornea, we explored its
use as an alternative to manual superficial keratectomy in the
adjunctive treatment of active keratomycosis.

Serdarevic et al16 first demonstrated the use of a 193-nm
excimer laser in an animal model of microbial keratitis. They
ablated the cornea of a rabbit after inoculation with Candida
albicans. A similar experiment was performed by Gottsch
et al,17 who eradicated Fusarium and Mycobacterium infec-
tions by means of an excimer laser in experimental microbial

keratitis in rabbits. Their experiment proved that the excimer
laser able to sterilize microbial keratitis, although the
procedure was complicated by corneal perforations in deeper
infections. Gottsch et al stated that sterilization was not the
effect of ultraviolet irradiation alone. They suggested that
tissue sterilization occurs by ablation or elimination of or-
ganisms and tissue rather than by any effect that the laser may
have on the organism’s viability.

For superficial keratomycosis in the central cornea or near
the limbus, we have found PTK to be a very valuable therapeutic
alternative. It has the potential of shortening the duration of
treatment, hastening reepithelialization, and restoring reason-
ably good vision. For deeper keratomycosis, PTK alone cannot
completely eradicate the infected tissues. Although PTK may
provide a debulking effect and improve drug penetration,
intensive medical therapy should be maintained and simulta-
neous retardation of epithelial healing expected.

Complications from PTK for the treatment of kerato-
mycosis are few but may include perforation of the cornea
during PTK. Since the thickness of the infected cornea is
irregular and the ablation rate of the suppurating corneal tissue
is different from that of normal cornea and since the two kinds
of tissue are difficult to discriminate clearly, a conservative
ablation depth should be considered. In our study, one-third to
one-half of the corneal thicknesses was considered a safe
margin for ablation. If the cornea’s residual thickness during
PTK cannot be confirmed, repeated slit-lamp examinations are
indicated. Pachymetry is unreliable because it cannot reveal
the thinnest point of the cornea.

Astigmatism, a bothersome and inevitable complication
of this treatment, may be caused by several factors, including
the difference in the ablation rates of infected and normal
tissues, which might cause variation in the ablation depth.
Other factors include the size and depth of the lesion and the
extent of optic axis involvement, so these factors should not be
neglected. It seemed that, in laser treatment, lesions with
eccentric centers involving the optical zone resulted in greater
astigmatism. The photoablation pattern also influences the
degree of astigmatism. Ablation of the focal lesion in the
paracentral area creates a thinner cornea than the adjacent nor-
mal tissue and induces astigmatism. If the initial photoablation

TABLE 2. (continued ) Clinical Manifestations of Patients With Keratomycosis in Control Group

Patient
No./Sex/
Age (y)

Risk Factor,
Occupation,
Systemic
Disease

Lesion Location,
Optic Apex

Involvement (+/2),
Size (mm),

Depth/Thickness
Initial
Vision

Manual
Superficial

Keratectomy or
Debridement

Duration (d)
of Admission/

Total Treatment
Final
Vision

Final Status;
Complication

28/M/58 NA, NA, none Paracenter,
apex (2), 6 3 3.5, ,1/2

20/200 + 33/72 SL(2) Phthisis bulbi

29/F/43 Fruit, farmer,
none

Paracenter,
apex (2), 3 3 3, 1/3

20/100 + 6/12 20/60 scar

30/M/12 NA, student,
none

Temporal,
apex (2), 2 3 2, 1/5

20/20 + 5/33 20/20 scar

31/F/46 NA, NA, none Paracenter,
apex (2), 3 3 1.5, 1/4

20/100 + 6/11 20/60 scar

NA, not available; CF, counting fingers; HM, hand motion; LP, light perception; NLP, no light perception; DM, diabetes mellitus; H/T, NM, ND, SL.

TABLE 3. Comparisons Between Keratomycosis Patients
Treated With Conservative Therapy and PTK

PTK Group Control Group

No. of eyes 9 31

Average age (y) 53.8 6 11.9 55.3 6 14.8

Gender (M:F) 7:2 16:15

Lesion size (mm2) 15.9 6 17.1 13.2 6 10.9

No. of eyes with optic
apex involvement 4/9 16/31

Lesion depth ,1/2 thickness ,1/2 thickness

Length of hospitalization (d) 7.6 6 2.1* 14.5 6 10.6

Treatment duration (d) 12.9 6 3.6* 40.8 6 26.4

Visual outcome 20/200 (eyes) 9 (100%)* 22 (70.9%)

Vision improvement (lines) 2.9 6 2.1* 0.6 6 1.7

*P , 0.05.
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zone is not broad enough to cover the optical zone, post-PTK
astigmatism will be more obvious, as we found in patients 1
and 2. Besides, in these first 2 cases, we performed trans-
epithelial ablation directly on the lesion. Since each eye had an
epithelial defect, if the lesion was not entirely devoid of
epithelium, a transepithelial approach risked creating higher

irregular astigmatism. It would be much more reasonable to
remove the epithelium in the area of PTK by scraping to
produce a more regular surface prior to ablation.

Hyperopic shift is also a common complication, but it
may be manageable using photorefractive keratectomy for
hyperopia. Delayed healing of the epithelial wound may be
a problem if the residual focus of infection is still active after
PTK. In these cases, frequent use of antifungal eyedrops must
be continued, although this will retard wound healing. Corneal
haze is also a common complication. Since the use of steroids
is restricted following PTK for fungal keratitis, scar formation
can be expected. In our experience, scarring is common,
although it is typically not severe.

A masking agent was not used in this study for 2 reasons.
First, our priority was to eradicate the infection, perhaps making
astigmatism inevitable. Second, we have observed that masking
agents on the corneal surface may disturb the precision of
ablation on the focal lesion, and this would have resulted in the
ablation of more normal tissue than we intended. Furthermore,
a masking agent would make the calculation of ablation depth
more difficult.

In this small series, PTK showed promise as an adjunctive
treatment of active keratomycosis, rapidly eradicating the
infection and symptoms. Whether this therapeutic manipulation
is better than the others cannot be confirmed yet. There is a need
to further compare differences in the refractive outcome and
final visual acuity in patients treated as described in this study
with patients who receive medical therapy first, followed by
PTK on the silent scar.
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