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the human vitreous in the treatment of
endophthalmitis has been  determined
empirically and that currently recommended is
0-1 mg.*” However much of the published
experience of the use of intravitreal gentamicin
in cases of endophthalmitis following cataract
surgery relates to intracapsular cataract
extraction. The presence of an intact posterior
capsule may alter the pharmacokinetics of anti-
biotic injected into the vitreous cavity. The
clearance of drug from the vitreous to the
anterior chamber may be prolonged. The half-
life of a drug injected into the vitreous has been
shown to be related to the degree of vitreal
inflammation.** An intact posterior capsule
may delay the establishment of vitreal inflam-
mation in endophthalmitis after extracapsular
cataract extraction. The appropriate dose for an
intravitreal  antibiotic  therefore  remains
uncertain making its use problematic.

The antibiotics traditionally used in ocular
infections, when administered topically, sub-
conjunctivally or systemically, attain therapeutic
concentrations within the anterior chamber but
not within the vitreous.” In an endophthalmitis
following uncomplicated extracapsular cataract
surgery, where infection is primarily one of the
anterior segment, ‘conventional’ management
may be adequate if instigated aggressively and
early and where the organism is of low virulence.
The use of intravitreal antibiotic injection may
be unnecessary and its potential complications
thus avoided. Imipenem, a wide spectrum third
generation cephalosporin administered intra-
venously, has been reported to achieve thera-
peutic levels in both aqueous and vitreous.? Its
use may thus further reduce the need for vitreal
intervention.

The commonest infecting organism,
Staphylococcus epidermidis is associated with a
relatively favourable visual outcome. Of our 11
cases nine (82%) achieved 6/60 or better with five
(45%) gaining 6/12 or better. O’Day has reviewed
Staphylococcus  epidermidis  endophthalmitis
occurring after a variety of surgical procedures
and found 78% achieved a final acuity of 20/50 or
better by ‘conventional’ treatment.” When
managed using intravitreal antibiotic and/or
vitrectomy only 42% achieved 20/50 or better.
However in all retrospective studies, including
ours, there may be a bias towards the worst cases
being managed by vitreal intervention.

In our series anterior chamber diagnostic tap
was performed in all cases. This yielded a culture
positive rate of 59% (19 of 32). This compares
with a 56% to 77% culture positive rate for
aqueous and/or vitreous tap previously reported
in series of cases of endophthalmitis of mixed
aetiology.?®" "% It has been noted that in such
mixed cases of endophthalmitis a vitreous tap is
more likely to be positive than an anterior
chamber tap.’*"-* However in the series
reported by Driebe et al the only two cases that
were anterior chamber culture positive/vitreous
tap culture negative were in eyes that had intact
posterior capsules and posterior chamber
lenses." In our series five culture positive cases
had both anterior chamber and vitreous taps.
Four were positive for the anterior chamber tap
of which two were also positive for the vitreous
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tap. One case was culture positive from the
vitreous alone (case 11). We therefore consider
that in cases of endophthalmitis following
uncomplicated extracapsular cataract surgery
where the primary focus of infection is in the
anterior segment an anterior chamber tap alone
is an adequate initial procedure.

In the light of the recently described ‘localised
endophthalmitis’ wherein organisms are
sequestered in the capsular bag® we have
modified our anterior chamber tap technique.
We no longer use a tuberculin type syringe as
previously described in the literature.” " It is
our current practiceto reopen the cataract section
sufficient to insert an 18 gauge coaxial
irrigation/aspiration cannula with a 0-3 mm
sideport. With this we take two separate
specimens for culture. The first tap is from the
anterior chamber, teasing free any fibrinous
membranes and including hypopyon where
present. The second specimen is taken from
within the capsular bag. This may require freeing
up of the anterior capsular frill and some intra-
ocular lens manipulation but with care to
preserve the integrity of the posterior capsule
and zonule. The tap specimens are applied to
blood agar, chocolate agar, Sabouraud’s media,
and thioglycollate broth. The use of an additional
enrichment broth, for example brain heart
infusion, and specific solid media culture for
anaerobes may further increase growth yield.* *
The procedure is concluded with a period of
aspiration/irrigation 10 remove macroscopic
debris. Irrigation is with balanced salt solution.
The value of this approach is illustrated by case
20 where Staphylococcus epidermidis was cultured
from the capsular bag tap while the anterior
chamber tap was sterile. Liason with the micro-
biologist is essential in order than growth of low
virulence organisms such as Staphylococcus
epidermidis or Propionibacterium is not dismissed
as a contaminant.

In no culture positive case did it prove
necessary to remove the intraocular lens in
order to resolve the infection or facilitate vitrec-
tomy. However in the two culture negative cases
with ongoing chronic uveitis a low grade infection
within the capsular bag remains a possibility and
ultimate removal of the capsular bag and intra-
ocular lens may be necessary to achieve a quiet
eye. Two cases (cases 4 and 12) were culture
negative on the first anterior chamber tap but
culture positive after repeat tap. It is our
view therefore that all cases of endophthalmitis
after extracapsular cataract surgery should
be managed as infections even if culture nega-
tive.

It appears to us that endophthalmitis after
uncomplicated extracapsular cataract extraction
with posterior chamber intraocular lens implan-
tation can be managed by anterior segment
diagnostic tap alone and without recourse to
vitreal intervention. Delivery of antibiotic by the
‘conventional’ topical, subconjunctival, and
systemic routes is consistent with a favourable
visual outcome in many cases and avoids further
risks to the eye. It is our current policy only to
consider vitreous tap, intravitreal antibiotics, or
vitrectomy in cases of endophthalmitis following
extracapsular cataract extraction where there
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had been capsular rupture or where there is overt
evidence of vitreal infection.
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