
FUNGAL INFECTIONS IN TRANSPLANTATION (S SHOHAM, SECTION EDITOR)

Scedosporium and Lomentospora infections in lung
transplant recipients

Blandine Rammaert1 & Zoe C. F. Neoh2
& Sharon C-A. Chen3,4

& David C. M. Kong5,6,7
& Monica A. Slavin2,8,9

Accepted: 10 March 2021
# The Author(s), under exclusive licence to Springer Science+Business Media, LLC, part of Springer Nature 2021

Abstract
Purpose of Review Infections caused by uncommon or rare mould pathogens often complicate the management of lung trans-
plant (Tx) recipients contributing to high mortality. This review explores the epidemiology, diagnosis, and management of
Scedosporium and Lomentospora (S/L) infections in lung Tx recipients as well as highlighting constraints in the current man-
agement and areas for future research.
Recent Findings The number of reported S/L infections remains low among lung Tx recipients whilst the diagnosis and treatment
of S/L infections remains challenging. The very few studies which evaluated clinical characteristics, prognostic factors and
treatment outcomes of lung Tx patients with lomentosporiosis and/or scedosporiosis were limited by single-centre and observa-
tional study design.
Summary The requirement to standardise surveillance and culture procedure for S/L infections in lung Tx remains. Better
diagnostic tools and antifungal agents are needed to manage S/L infection in this patient cohort. Prospective clinical registries
or online databases for lung Tx recipients with these rare mould infections are essential to refine disease management and to
improve clinical outcomes in the future.
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Introduction

Infection is the leading cause of mortality during the first post-
transplantation year in lung transplant (Tx) recipients, ac-
counting for 33.0% of deaths [International Society for
Heart and Lung Transplantation (ISHLT)] [1]. From 1995 to

2018, a total of 63,530 adult patients underwent lung trans-
plantation [1]. Among the 1173 lung Tx recipients from 11
solid organ Tx centres in the USA, 143 (12.0%) developed
invasive mould infections [2], with a 3-month all-cause mor-
tality of 21.7%. Aspergillus spp. ranked first as the agent re-
sponsible for invasive fungal disease (IFD), and
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Scedosporium spp. ranked second [2]. Data from 17 US Tx
centres between 2004 and 2007 indicated that lung Tx recip-
ients were at greatest risk for scedosporiosis compared to other
organ Tx recipients [3]. More specifically, Lomentospora
prolificans as well as Scedosporium spp. have emerged as a
life-threatening organism in lung Tx setting. Indeed, this sap-
rophytic environmental fungus is frequently found as a
colonising mould in the lower respiratory tract (LRT) of cystic
fibrosis (CF) patients, and constitutes a major risk factor for
disseminated fungal infection after lung transplantation [4]. Of
note, CF is the third leading indication for lung Tx (15.0%)
[1]. Since the management of IFD in lung Txmay vary greatly
from one centre to another [5], the aim of this review is to
provide an update on Scedosporium or Lomentospora (S/L)
epidemiology, diagnosis, and management in lung Tx
recipients.

To identify the relevant literatures, PubMed search using
search string such as “Scedospor* OR Lomentospor* AND
Lung transplant*” was conducted; the latest search was in
December 2020. Studies which did not provide detailed case
descriptions or information on the management of invasive
scedosporiosis or lomentosporiosis were excluded. We also
excluded cases that were merely S/L colonisation or fungal
ball, or cases which focused on the management of side effects
in relation to the use of antifungal agents rather than the dis-
ease management of scedosporiosis and lomentosporiosis.

Epidemiology, Risk Factors, and Clinical
Features for S/L Colonisation and Infection

Regional Distribution Disparities for Scedosporium
and Lomentospora spp. (S/L)

Since 2014, following molecular biology-based updates in
taxonomy, the genus Scedosporium has comprised 10 species:
S. aurantiacum , S. minutisporum , S. desertorum ,
S. cereisporum, S. dehoogii, S. angustum, S. apiospermum,
S. boydii, S. ellipsoideum, and S. fusarium. The last five spe-
cies are re-grouped in the S. apiospermum complex.
Scedosporium prolificans is now L. prolificans, and is a genus
apart [6]. The change in classification has led to difficulties in
interpreting the literature on scedosporiosis, with probable
misclassification of species in epidemiological studies.
Worldwide distribution of this fungal species could conse-
quently be more accurately described from 2014. S/L are soil
saprophytes found in areas of high-density population with a
decreased gradient from city centre to suburban area [7].
Scedosporium spp. found in environmental samples is not
always retrieved from patients’ respiratory samples. For in-
stance, while S. dehoogii is frequent in soil sample from
Western France, it has never been described as a colonising
agent in CF patients [4]. Some authors suggest that

S. aurantiacum is more virulent than S. apiospermum com-
plex and as virulent as L. prolificans [8]. By contrast,
S. minutisporum is present in soil and clinical samples in
European countries such as France, The Netherlands, and
Austria, but was not found in Austral ia [9, 10].
L. prolificans is mainly found in Australia, Spain, and the
southern USA [11]. L. prolificans is the only Lomentospora
species that causes diseases in humans.

Lower Respiratory Tract (LRT) Colonisation with S/L

In lung Tx setting, colonisation and infection may occur with-
in two different periods: pre-Tx and post-Tx. There are few
data regarding pre-Tx fungal colonisation rates at different
times after registration on waiting list for Tx in comparison
with post-Tx colonisation rates [12]. Bronchial colonisation is
seldom detected prior to lung transplantation as 57.0% (8 of
14) of patients with mould infections in their explanted lungs
were not diagnosed or suspected before transplantation [13].
In addition, 43.0% of 304 lung Tx recipients with mould in-
fections of the explanted lungs developed IFD post-Tx [13].
Knowledge about the prevalence of prior fungal colonisation
in lung Tx candidates remains limited [12].

Nevertheless, epidemiological studies on CF patients may
provide an overview of S/L colonisation before Tx. S/L are the
second most frequent colonising fungi after Aspergillus spp.
found in CF patients [14–17]; 3.1 to 15.9% being colonised
[14, 17–23]. Despite antifungal treatments, CF patients can be
colonised with the same genotype for years [24, 25]. An as-
sociation between the use of inhaled antibiotic and occurrence
of S/L colonisation in paediatric CF patients has been reported
[21]. Another study on risk factors for colonisation in 161 CF
pat ien ts found tha t younger age , more a l le rg ic
bronchopulmonary aspergillosis, more Pseudomonas
aeruginosa colonisation, and less colonisation with
Haemophilus influenzae are associated with S/L colonisation
[26].

S/L colonisation in other chronic respiratory diseases lead-
ing to lung transplantation is less widely studied. One hypoth-
esis is that less LRT S/L colonisation is seen in chronic respi-
ratory diseases other than CF. In an Australian study including
137 lung Tx recipients, 81 (59.1%) had at least one mould
grown in pre-Tx respiratory samples, more commonly in sup-
purative diseases than in COPD and interstitial diseases
(91.0% vs 44.1%, respectively, p < 0.001) [27]. In a French
study over a 14-year period, none of the 84 patients with
chronic respiratory diseases other than CF were colonised in
pre-Tx with S/L, whereas there were 14 (7.4%) of 187 CF
patients [28]. This study also reported the impact of pre-Tx
colonisation with S/L. All but one patient colonised with
S. apiospermum was cleared of S/L LRT colonisation with
antifungal prophylaxis, thereby suggesting efficacy [28].
This result was confirmed in another study where 75.0% of
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patients cleared their LRT colonisation when treated with an-
tifungal agents at 6 months after Tx [29].

In an international practice survey, half of the lung Tx
centres (20/42; 48.0%) had more than one candidate colonised
with S/L per year [30••]. However, only seven centres de-
clared having more than one recipient infected with S/L per
year. Progression from colonisation to infection raises ques-
tions. Even with immunosuppressive drugs, some lung Tx
recipients will not develop invasive disease, although S/L
can be cultured from pulmonary samples for years [31].
Colonisation is consequently not predictive for scedosporiosis
[32]. This may differ between Scedosporium and
Lomentospora. Out of 14 CF patients with S/L colonisation
in pre-lung Tx, only one colonised with Lomentospora devel-
oped lomentosporiosis [28]. L. prolificans is known to be
more associated with invasive disease than Scedosporium
spp. in malignancy setting [33]. In 10.0% of lung Tx centres
in 2017, detection of bronchial colonisation with
S. apiospermum complex before transplantation remained a
contraindication to transplantation while L. prolificans colo-
nisation was a contraindication in 31.0% of the lung Tx cen-
tres surveyed [30••].

Post-Tx S/L colonisationmay appear from 2 days to 5 years
after lung Tx [28, 31, 34, 35]. Endobronchial abnormalities
such as stenosis with ischemia and bronchiolitis obliterans
syndrome may enhance the development of scedosporiosis
after lung transplantation [31]. Clearance of the fungus may
be impaired by obstruction of the small airways. Out of 303
lung Tx recipients, seven (2.3%) diagnosed with either bron-
chiolitis obliterans syndrome or ischemic airway stenosis, had
S/L cultured from bronchoalveolar lavage fluid [31]. In a
Spanish study, respiratory samples were positive for non-
Aspergillus moulds at some time after lung Tx in 70
(16.9%) of 412 patients [36]. Among them, S/L were found
in 12 patients. Despite antifungal prophylaxis, one of the 12
post-Tx colonised patient developed scedosporiosis. In a
Canadian study of 75 lung Tx patients, 85 isolates of non-
Aspergillus moulds including six Scedosporium spp. were
identified from bronchoalveolar lavage fluid [34]. Despite
strains isolated being resistant to antifungal prophylaxis, no
patients with Scedosporium isolates developed an invasive
infection. Another concern is bronchial colonisation of the
donor lung. If the donor is colonised with S/L, fungi could
reactivate after lung transplantation [33]. S/L can be transmit-
ted to the recipient through the graft leading to invasive infec-
tion [37].

Infection Post-Tx

The incidence of scedosporiosis post-Tx may vary between
countries but is low. Multicentre studies are nonetheless lack-
ing. In a US single centre, only two cases out of 815 (0.2%)
lung Tx recipients had scedosporiosis over 7 years [38]. In

another US single-centre study, 6 out of 944 (0.6%) patients
had scedosporiosis over a 10-year period [29]. In Western
Australia over a 13-year period, 134 patients received lung
Tx and three (2.2%) developed S. apiospermum complex in-
fection [27].

Various clinical manifestations of the S/L infections have
been described in lung Tx recipients. Fever is almost always
present even though signs are non-specific [39••, 40]. When
localised in the lungs, infection can lead to respiratory failure.
Pulmonary radiological features are usually tree-in-bud
micronodules, bronchus thickening, macronodules with or
without cavitations, ground glass opacities, pleural effusions,
and hilar lymph nodes with or without necrosis [41].
Bronchial obstruction is uncommon [42]. In disseminated in-
fections with or without fungaemia, almost all organs can be
affected, including cases of endocarditis, osteoarthritis,
epididymo-orchitis, mycotic aneurysm, and fungus ball in
the urinary tract [39••, 43–48]. Infection on prosthetic material
could also occur [43]. Endophtalmitis and retinitis leading to
vision loss is common [43, 46]. Dissemination may occur in
almost 50.0% of infected patients, thus complete work-up
with central nervous system (CNS), eyes, heart, abdomino-
pelvic examination should be performed when scedosporiosis
or lomentosporiosis is suspected or diagnosed [32]. 18F-FDG
positron emission tomography-computed tomography can be
useful to screen for distant foci of infection [49–51]. Both
dissemination and CNS involvement are linked with mortality
in Tx recipients, and the mortality rate is close to 100% in lung
Tx recipients [39••, 52–54]. Infection with L. prolificans is an
independent predictor of death [32].

Diagnosis

Several factors might influence the identification of colonising
S/L in lung Tx setting. First, the type of samples and frequency
of sampling needed to optimally screen for S/L is not well-
defined in the pre-Tx period [12]. It seems important to per-
form fungal culture from donor’s lungs and candidate’s
explanted lungs at the time of Tx through bronchial secretion
aspirates or bronchoscopy. In the post-Tx period, bronchoal-
veolar lavages are performed on a regular basis, with protocols
varying between centres. Second, although S/L grow well on
standard fungal media such as Sabouraud dextrose agar
(SDA), cultures must be prolonged with incubation tempera-
ture of 25 °C to 35 °C [55]. An incubation time of 16 days
allows detection of a sizable portion of S/L isolates in CF
patients, since 67.0% of them need 16 days to grow [56].
Third, the presence of Aspergillus spp. in the same sample
hampers S/L growth. Using semi-selective media containing
benomyl, cycloheximide, or amphotericin B could improve
S/L growth. For instance, SceSel+, benomyl-containing medi-
um, improves S/L detection [19]. Benomyl is fungicidal for
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Aspergillus, Fusarium, Cladosporium, Penicillium, or
Paecilomyces, allowing the growth of naturally resistant S/L.
In CF patients, 90.6–100% of isolates cultured on SceSel+
medium are detected vs. 37.5–46.9% cultured on SDA [15,
18, 57]. Another semi-selective chemically defined medium
containing benomyl, Scedo-Select III, has been tested on
S. apiospermum complex [58] where it has shown higher ef-
ficiency to detect S. apiospermum complex than SceSel+ [58,
59]. Media such as SDA with added gentamicin at 30 °C,
inhibitory mould agar, or Brain Heart Infusion agar have been
used to screen for S/L, and were more effective than bacterial
culture media, which detected only 15.0% of S/L [60]. Finally,
the lack of standardisation of culture media may bias S/L de-
tection [61]. A French group has implemented a protocol
through a multicentre study to improve screening
standardisation of sputum examination in CF patients [56].
The authors proposed mucolytic pretreatment of sputum, plat-
ing on four semi-selected culture media, and reading the plates
twice a week over 16 days. This protocol can increase the
sensitivity of detection up to 100% for some fungi including
C. albicans, A. fumigatus, S. apiospermum complex, and
Exophiala spp.

In the event of infection, S/L may be isolated from blood
cultures although haematopoietic stem cell Tx recipients are
more likely to have fungaemia than solid organ Tx recipients
[52]. As the case for other fungi, (1-3)-beta-D-glucan is more
useful in ruling out IFD than in confirming the diagnosis. It
may nonetheless be positive during scedosporiosis [62–64].
No other specific biomarkers exist so far.

Direct detection of S/L in clinical specimens may be en-
hanced using molecular methods [65••]. Of note, validation
studies on panfungal polymerase chain reaction (PCR) includ-
ed very few S/L specimens and targetedmultiplex PCR are not
used in clinical setting yet. Panfungal PCR could be used to
directly detect S/L in LRT specimens although its sensitivity is
lower than that in sterile body fluids [66]. Regarding fresh or
formalin-fixed, paraffin-embedded tissue, the diagnostic yield
of fungal molecular methods depends on (i) type of biopsy,
with open biopsy having higher diagnostic yield compared
with core-needle biopsy or fine needle aspiration; (ii) positive
histopathology examination [67]. Thus, PCR is a useful ad-
junct to culture. Mycobiome sequencing and analysis by next-
generation sequencing-based methods on LRT specimens are
a promising diagnostic tool [68].

Treatment andManagement for S/L Infections
in Lung Tx Recipients

Lomentosporiosis

From 2005 to 2019, 10 cases of Lomentospora infections in
lung Tx recipients were reported in 4 single case reports [42,

48, 69, 70] and 4 case series/studies [29, 71–73] (Table 1).
L. prolificans accounted for all cases except one co-infection
with S. apiospermum which involved lung, pleural fluid, and
mycotic emboli [70]. Two were disseminated Lomentospora
infections, with eye, lung, heart, jejunum, kidneys [69], medi-
astinum, and sternum [29] involvement. Other reported
Lomentospora cases presented with pneumonia [29, 42, 72,
73] (n = 5), pericarditis with mycotic aneurysm [48] (n = 1),
and sinusitis [71] (n = 1). Colonisation with the same fungal
spp. (i.e. L. prolificans) pre- and post-lung Tx was document-
ed in only one and two patients, respectively. Time to
lomentosporiosis ranged from 21 days to 14 years post-lung
Tx.

The most frequently used first-line antifungal treatment for
lomentosporiosis was voriconazole-based combination thera-
py, with either terbinafine (n = 3) [29, 69], or terbinafine and
caspofungin or micafungin (n = 3) [48, 71, 73]. This is be-
cause all currently available antifungal agents exhibit high
minimum inhibitory concentrations (MIC) against
L. prolificans [84]. Intravitreal AmB and intravitreal
voriconazole were used in one of the disseminated diseases
with ocular involvement [69]. Nebulised and intrapleural
voriconazole have also been administered in addition to sys-
temic voriconazole, terbinafine, and caspofungin in a dissem-
inated infection with lung and pleural fluid involvement [70].
The use of posaconazole and anidulafungin, with or without
nebulised, intrapleural voriconazole, and nebulised LAmB as
second-line antifungal treatment was reported in two cases
[70, 71]. In a patient with a bronchial obstructive lesion, in-
stillation of endobronchial topical AmB thrice weekly after
bronchoscopic curettage in addition to systemic voriconazole
was employed as second-line therapy, with the frequency re-
duced to every 3 months for the next 2 years of treatment [42].

To improve the treatment outcomes, surgical interventions
such as vitrectomy, pericardiectomy, sinus surgery, and wash-
out or daily irrigation of dilute acetic acid were also reported
in several cases [29, 48, 69, 71]. In the patient with mixed
disseminated S/L infections, unsuccessful adjunct therapy
with miltefosine was reported [70]. Only two cases reported
therapeutic drug monitoring (TDM) for voriconazole [48, 70].
All three patients with disseminated S/L infection died [29, 69,
70] while the other two patients who died were those with
either pneumonia [29] or pericarditis and aneurysm [48]; only
one death was attributable to IFD. Inconsistency in reporting
time to death was noted across these cases [i.e. death occurred
at 245 days post-lung Tx (n = 1), at 9 months post-IFD (n = 1),
not clearly stated (n = 3)].

The recent global clinical practice guideline by the
European Confederation of Medical Mycology (ECMM)
in cooperation with the International Society for Human
and Animal Mycology (ISHAM) and American Society of
Microbiology (ASM) has strongly recommended using
combined voriconazole and terbinafine therapy as first-
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line treatment for Lomentospora infections; voriconazole
monotherapy is recommended with moderate strength as
the alternative [85•]. If the lomentosporiosis progresses,
the guideline group moderately supports the use of
isavuconazole or posaconazole monotherapy as second-
line therapy with voriconazole monotherapy as salvage
therapy. The group advises against the use of LAmB in
patients with Lomentospora infections. The guideline
group also strongly recommends the use of surgical de-
bridement where applicable and TDM for voriconazole
therapy. A minimum treatment duration of 4 to 6 months
of antifungal combination therapy for lomentosporiosis is
moderately recommended.

Scedosporiosis

A total of 37 cases on scedosporiosis were reported in 13
single case reports [35, 45, 47, 53, 54, 74–76, 78–80, 82,
83] and 10 case series/studies [27, 29, 36, 40, 41, 43, 46,
71, 77, 81] from 2002 to 2019 (Table 1). Disseminated
Scedosporium infection was the most common clinical
presentation in lung Tx recipients (n = 20) [27, 29, 40,
41, 43, 45, 46, 53, 54, 74–79], followed by scedosporiosis
with lung (n = 11) [27, 29, 36, 40, 81, 82], bone (n = 3)
[35, 47, 80], sinus (n = 1) [71], ocular (n = 1) [77], or skin
(n = 1) [83] involvement. S. apiospermum complex or
P. boydii accounted for all reported cases. Nine were co-
infected by other fungal spp. (e.g. A. fumigatus,
A. ochraceous, A. versicolor, A. niger complex, Candida
spp., Cladosporium spp., Rhizopus spp., L. prolificans,
Trichosporan mycotoxinivorans). Nearly 30.0% of the
cases documented colonisation with the same fungal
spp. (i.e. S. apiospermum) pre- and post-lung Tx. Time
to scedosporiosis ranged from 15.0 days to 9.9 years post-
lung Tx.

First-line antifungal treatment with either voriconazole
monotherapy (n = 8) [29, 35, 43, 47, 74, 80, 81, 83] or
voriconazole-based combination therapy (with caspofungin,
terbinafine, miconazole, or LAmB) (n = 12) [36, 43, 45, 46,
53, 75, 76, 78] was the most frequently reported.
Posaconazole salvage therapy was documented in three cases;
two for pulmonary scedosporiosis [81] and one for sinusitis
[71]. The use of intraarticular [45], intraocular [43, 46, 77],
topical [43], or irrigation [46] voriconazole, intraocular mi-
conazole [78], nebulised ABLC [81], AmB [71] or LAmB
[36], nebulised or topical endobronchial doses of
posaconazole [81], has also been documented, depending on
the site of infection. One disseminated case documented the
successful use of adjunctive miltefosine [74]. Combination
therapy of granulocyte-macrophage colony-stimulating factor
(GM-CSF) and pentamidine [43] or granulocyte colony-
stimulating factor (G-CSF) and immunoglobulin [71] in addi-
tion to antifungal therapy and surgical interventions wereT
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reported in two cases with successful treatment outcome noted
only in the patient with sinusitis [71]. TDM of voriconazole
and posaconazole were reported only in eight [35, 43, 47, 53,
74–76, 78] and three [81] cases, respectively.

Several surgical interventions had been used, depend-
ing on the site of Scedosporium infection, in addition to
antifungal therapies to improve clinical outcomes. These
included repeated arthroscopic [45], skin with or without
phlebectomy [47, 83], vertebral [35] or sinus debridement
[43, 71], skin graft or reconstruction [47], trans-atrial ap-
proach [75], wound or abscess drainage [43, 76], valve
replacement and excision of vegetation [53], aortic re-
placement [35], mediastinoscopy [43] or mediastinal ex-
ploration [29], breast implant removal or decortication
[43], enucleation [43], vitrectomy [46, 77], and cleansing
bronchoscopies [81]. Fifteen of the 20 patients (75.0%)
with disseminated Scedosporium infections died [27, 29,
40, 41, 43, 53, 54, 75–79], nine were IFD-related mortal-
ity; the time to death ranged from day 6 to 18 months
post-IFD diagnosis or day 29 to 31 months post-lung
Tx. Six of the 11 patients (54.5%) with pulmonary
scedosporiosis died [27, 29, 36, 40, 81]; half were attrib-
utable to IFD. All patients who had scedosporiosis limited
to bone, sinus, or skin involvement survived, with either
complete or significant clinical improvement.

The recent global clinical practice guideline has strongly
recommended voriconazole monotherapy as first-line treat-
ment with TDM [85•]. The guideline group moderately sup-
ports the use of voriconazole-based combination therapy (with
LAmB, ABLC, echinocandins, or terbinafine) as alternative.
Isavuconazole, posaconazole, or itraconazole monotherapy is
marginally recommended as second-line treatment. A combi-
nation of voriconazole and echinocandins, or posaconazole
monotherapy is recommended as salvage therapy. Likewise,
the group advises against ABLC or LAmB monotherapy for
the treatment of Scedosporium infection. The guideline group
marginally supports surgical interventions for scedosporiosis.
Treatment should be continued, generally for weeks to
months, until resolution of signs and symptoms of
scedosporiosis.

Observational Studies in Lung, Liver-Lung,
and Heart-Lung Tx Recipients
with Lometosporiosis and/or Scedosporiosis

While several large observational studies on lomentosporiosis
and/or scedosporiosis were published in recent years [39, 86,
87, 88••], the majority did not include lung Tx recipients nor
perform further analysis of the lung Tx cohort, likely due to
the small numbers of lung Tx recipients included. For in-
stance, only 15 out of the 264 patients included in the study
by Seidel et al. [39••] were LTx recipients; 11 with

scedosporiosis and 4 with lomentosporiosis. The reported me-
dian (IQR) time to Scedosporium infection was 82 (26–461)
days post-lung Tx. CNS and disseminated scedoporiosis were
associated with higher mortality in SOT recipients (with
37.9% receiving either a renal or lung Tx) [39••]. A
population-based surveillance study in Australia [32] reported
that 36.0% of the LTx recipients with positive cultures of
S. aurant iacum or S. ap iospermum had proven
scedosporiosis; however, lung Tx, CF and chronic lung dis-
ease were not predisposing factors for Scedosporium infection
but for isolation of Scedosporium spp. in the respiratory sam-
ples. Caston et al. [89] reported that one-third of the 27 pa-
tients with positive respiratory cultures of S. apiospermum had
proven (n = 3) or probable (n = 6) invasive pulmonary infec-
tion; among these patients, four were lung Tx recipients. This
study also noted that patients with invasive pulmonary
scedosporiosis had a higher rejection rate, a longer time to
acquiring IFD post-Tx, a higher lymphocyte count, and re-
ceived previous prophylaxis with aerosolised AmB or intra-
venous AmB, in comparison to those with invasive aspergil-
losis [89].

Three retrospective, single-centre studies [28, 31, 90•]
describing the clinical characteristics and treatment out-
comes of S/L infections among lung Tx recipients, with
and without other solid organ Tx, were published from
2001 to 2020 (Table 2). A 24-year Australian study by
Vazirani et al. [90•] recently reported 19 invasive S/L
infections among the lung Tx cohort; median (IQR) time
to IFD was 748 (369, 4870) days post-lung Tx.
Posaconazole, with or without terbinafine, was the most
commonly used antifungal(s) for IFD, with a median
(IQR) treatment duration of 326 (159, 648) days. This
study also revealed that the survival rate at 24-year post-
lung Tx among those with positive respiratory cultures of
S/L was not statistically different from the rest of the lung
Tx cohort. Similar observation was noted among those
who had S/L colonisation prior to lung Tx.

In the work of Parize et al. [28], only one lomentosporiosis
affecting lung and pleura was documented among 14 CF pa-
tients following lung and or liver Tx and was treated with a
combination of voriconazole, terbinafine and caspofungin.
The patient, however, died at day 56 post-Tx. Nine had
Scedosporium spp. or L. prolificans colonisation prior to Tx
while 13 had Scedosporium spp. and/or L. prolificans coloni-
sation post-Tx. Voriconazole was the most commonly used
antifungal prophylaxis pre- or post-Tx. In another Australian
study by Tamm et al. [31], one had scedosporiosis alone, four
had scedosporiosis with L. prolificans co-infection, and two
had Aspergillus spp. co-infection. All were pulmonary infec-
tions treated with itraconazole and fluconazole; none died due
to disseminated scedosporiosis. The time to infection and
death ranged from 9 to 58 months post-lung Tx and 3 to 35
months post-IFD, respectively.
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Challenges and Future Recommendations for the
Diagnosis and Management of S/L Infections in Lung
Tx Recipients

The number of reported S/L infections remains low among
lung Tx recipients over the last decade. Given the rare occur-
rence of these fungal infections in the lung Tx cohort,
conducting a randomised controlled trial to establish clinical
evidence for diagnosis and management of lomentosporiosis
and scedosporiosis is not feasible. Furthermore, the few large,
observational studies of lomentosporiosis and/or
scedosporiosis did not provide in-depth analysis or findings
for this patient cohort. Therefore, it is important to establish
prospective clinical registries or online databases specifically
tailored for lung Tx recipients with these rare mould infections
to refine treatment strategies, which could lead to improve-
ments in disease management and clinical outcomes.

Timely identification and diagnosis of lomentosporiosis
and scedosporiosis remain difficult. The lack of reliable bio-
markers poses challenges in confirming the diagnosis of S/L
infections. A uniform approach to the type and frequency of
surveillance sampling to identify S/L colonisation prior to lung
Tx and the type of culture media used to optimise detection of
S/L spp., is warranted before embarking on prospective cohort
studies in the lung Tx setting.

Scedosporiosis is commonly disseminated in lung Tx recip-
ients while a variety of clinical manifestations of
lomentosporiosis have been noted. In lung Tx and other settings,
disseminated lomentosporiosis and scedosporiosis were associ-
ated with poor prognosis and high mortality rate, in-part due to
the limited treatment options available. Hence, the efficacy of
new candidates in the antifungal pipeline such as olorofim,
auranofin, or fosmanogepix, for the treatment of S/L infection
is well-anticipated. To date, voriconazole is the drug of choice
against lomentosporiosis and scedosporiosis, often being used
with or without terbinafine, respectively. The use of voriconaole
TDM was limited in this review despite the highly variable
inter-individual pharmacokinetic profile of voriconazole and
the known drug-drug interactions between voriconazole and
immunosuppressive agents that are commonly used in the lung
Tx setting. With a view to optimising the use of voriconazole,
TDM for voriconazole is essential especially among the CF lung
Tx recipients as voriconazole levels are often undetectable in
these patients [91]. Studies investigating the effectiveness of
non-drug therapies such as surgical interventions for manage-
ment of S/L infections in the lung Tx setting remain scant.

There are several limitations of this review. We included
only those published in the English literature. Given the lim-
ited information available in each reported case, we cannot
verify all included cases against the proven/ probable IFD
criteria, as defined by the European Organisation for
Treatment of Cancer/Mycoses Study Group (EORTC/MSG)
[92] or by the ISHLT [93].T
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Conclusions

Whilst infections caused by S/L remain rare in the lung Tx
cohort, they are associated with high mortality, especially in
the setting of disseminated disease. This review highlights the
need to standardise surveillance and culture procedure for S/L
in the LTx setting as well as to develop better diagnostic tools
and antifungal agents to optimise the management of
lomentosporiosis and scedosporiosis. Larger, prospective co-
hort studies tailored to this patient cohort are warranted.
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