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Cornea: Aspergil lus flavus  

CMPT QC/QA/Statistics 

All Mycology samples are produced at CMPT 

according to CMPT internal protocols. 

The samples are assessed for homogeneity and 

stability using in-house quality control methods 

and random selection of samples before and 

during production, and post sample delivery.  

The number of random samples selected is 

15% of the total production batch. 

The sample was verified by a reference labora-

tory. Aspergillus flavus was isolated as a pure 

culture after 48 hours incubation at 30C on 

Phytone medium. 

The challenge sample lot was confirmed to be 

homogeneous and stable for at least 35 days. 

All challenge components have in-house as-

signed values based on the most clinically ap-

propriate result; the most clinically appropriate 

result is determined by expert committee evalu-

ation. No further statistical analysis is per-

formed on the results. 

SURVEY RESULTS 

Table 1. Identification Results 
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HISTORY 

This challenge was sent as a simulated cornea 

sample. Laboratories were expected to isolate 

and identify Aspergillus flavus.  

CMPT Mycology Plus Program 

Innovation, Education, Quality Assessment, Continual Improvement 

7/9 participants reported the presence of As-

pergillus flavus. Two laboratories reported As-

pergillus species. All participants were given an 

acceptable grade. (Table 1). 

IDENTIFICATION 

Corneal scrapings obtained from the eye are 

the preferred sample to diagnose microbial 

keratitis. These samples are collected by oph-

thalmologists and they should be inoculated on 

several media such as blood agar, Sabouraud 

agar and potato dextrose agar so that an early 

diagnosis can be made. 1, 2 

Aspergillus hyphae in clinical specimens can be 

readily detected by direct microscopic examina-

tion. . 

Aspergillus species grow well on a variety of 

conventional agar media and most species 

form a mature colony within 3 days.  

Some species are sensitive to cycloheximide 

thus Mycosel agar should not be used. Most 

pathogenic aspergilli reach optimal growth at a 

temperature of 30 to 37°C, but sporulation 

may be more abundant at 30°C.  

Aspergillus flavus 

Colony 

A.flavus produces rapidly growing, velvety to 

cottony, yellowish-green to olive, colonies 

(Figure 1). Reverse is yellowish to tan. 

Grading 

Reporting Aspergillus flavus 

was graded acceptable. 

Reporting Aspergillus species 

was graded ‘acceptable**’. 

 

Reported Labs Grade 

Aspergillus flavus 7 Acceptable 

Aspergillus species , 
refer 

1 Acceptable** 

Aspergillus species 1 Acceptable** 

Total 9   

Figure 1. Aspergillus 

flavus. Colony on Sab-

oureaud’s agar.  
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CLINICAL RELEVANCE 

A. flavus has septate hyphae. The conidiophores are hyaline, 

thick-walled, and appear fine to coarsely roughened and spiny. 

The conidial heads are both radiate and loosely columnar.  

The vesicles can be elliptical, subglobose, or globose, with a 

diameter of 10 to 65 um; both uniseriate and biseriate phialides 

cover either the entire or three fourths of the vesicle surface 

(Figure 2).  3-5  

Because pathogenic Aspergillus species are common contami-

nants, it is necessary to be cautious when examining cultures. A 

more reliable diagnosis can be made when cultures correlate 

with positive results on direct examination of the clinical sample 

or when the same organism is isolated from multiple clinical 

samples.  4 

Figure 2. Aspergillus flavus. Lacto-phenol cotton-blue stain un-

der magnification of 400X.  

Mycology Grading scheme 

Acceptable: Report is technically correct and clinically appro-

priate. Slide or Culture or Susceptibility is correctly identified.  

Acceptable**: Report contains deficiencies, but within the lim-

its of acceptable. Culture may be identified correctly only to the 

class, or genus level. Nomenclature errors would not likely lead 

to errors in clinical judgement or decision making.  

Unacceptable: Report contains errors that could result in in-

correct interpretation and actions. Significant error.  

Ungraded: Report cannot be fairly assessed. 

Aspergillus flavus is the second most common species (after A. 

fumigatus) isolated from invasive aspergillosis.  

The intact ocular surface is an effective barrier against most 

microorganisms but once breached, the host defenses are less 

than sufficient to prevent infection which can lead to eventual 

loss of vision 6 

Mycotic keratitis is a mycosis of the cornea and can be caused 

by a wide variety of fungi. They may account for more than 50% 

of all culture-positive microbial keratitis especially in tropical and 

sub-tropical countries. 6   Keratitis due to filamentous fungi 

(Fusarium, Aspergillus, phaeohyphomycetes and Scedosporium 

apiospermum) most commonly occurs after trauma although 

previous use of corticosteroids and contact lens wear are gain-

ing importance as risk factors. Mycotic keratitis can also be 

caused by yeasts; in this case, there is usually some systemic or 

local (ocular) defect. 1  

As a minimum, topical antifungal topical therapy is  started for all 

cases on the finding of a positive corneal scraping. Systemic and 

intraocular therapy are also required. 7 


