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Rising trends of endogenous
Klebsiella pneumoniae
endophthalmitis in Australia:
comment

We read with interest the recent report of four cases
of Endogenous Klebsiella pneumoniae endophthalmitis

(EKPE) described by Odourd et al.1 We have had
a similar experience at Westmead Hospital, Syd-
ney, where we have identified three cases of
presumed EKPE between 2000–2017, occurring in
2003, 2012 and 2017, respectively. Cases were
identified by cross-referencing Klebsiella pneumoniae
positive blood cultures with presentations of
endogenous endophthalmitis to the ophthalmology
department.

Our patients ranged in age from 58 to 81 years.
There were two males, and one female. All were
Asian (Indian, Korean and Filipino). All had Klebsi-
ella pneumoniae liver abscesses requiring drainage,
and all were resistant to Ampicillin, consistent with
all four cases of Odourd et al.1 Two patients pre-
sented within three days of symptoms with an ini-
tial visual acuity of hand movements, and
symptoms included ocular pain, redness, fever, rig-
ours, syncope and abdominal pain. The third
patient was intubated at the time of diagnosis and
diagnosed on routine screening. One patient had
diabetes mellitus, and none had a history of recent
travel. All patients underwent vitreous tap and
intravitreal antibiotics with vancomycin 1 mg/0.1
mL and ceftazidime 2.25 mg/0.1 mL. All cases had
negative vitreous biopsies, like two of the four
patients described by Odourd et al.1 Two patients
underwent early small gauge pars plana vitrectomy
within 3 days of presentation, but despite this one
progressed to inoperable total retinal detachment
after 1 month and the other to no light perception
within 4 days. The third patient had extramacular
retinitis and vitritis. This patient was intubated in
the Intensive Care Unit and vitrectomy surgery was
not deemed feasible due to life-threatening sepsis.
After three intravitreal injections of vancomycin
and ceftazidime, the infection was controlled and
vision improved to 6 out of 18 after 2 months.
Unfortunately 3 months later the visual acuity
declined to 6 out of 24 due to a tractional retinal
detachment involving the macula extending from
focal fibrosis at the site of the retinal abscess. Vit-
rectomy, segmental buckle and silicone oil tampo-
nade was performed.

Our cases complement those presented by
Odouard et al. Klebsiella pneumoniae can cause an
aggressive endogenous endophthalmitis with the
initial source metastasising from the liver. Diabetes
mellitus is a risk factor. Many cases are Ampicillin
resistant. Cases present acutely with poor vision and
have poor visual outcomes despite aggressive inter-
vention with intravitreal antibiotics. Early vitrec-
tomy surgery has been advocated for severe
infection2 or retinal detachment. Our third case had
milder initial presentation but still required vitrec-
tomy due to the development of tractional retinal
detachment. Even cases which initially respond well
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to repeat intravitreal antibiotics require close moni-
toring for ensuing complications.
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The misunderstood TIGER

After reading the reply by Dr. Rao et al.,1 it seems
that they have misunderstood my intentions. The
intent of the authors was clearly understood and
acknowledged by me in my letter. My reply2 was
intended to highlight the peculiar history of this drug
so as to increase awareness amongst my peers – in
ophthalmology and if possible, beyond.

However, I certainly disagree with the authors’
contention regarding the simple nature of cataract
surgery.3 Although it is the most widely performed
surgery in the world, it has more than its fair share
of complications especially in the dense white/bru-
nescent stages even in the best of hands. ‘Disastrous
consequences’ are not a certainty but definitely a
possibility in these grades of cataract.
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Paracentral acute middle
maculopathy as a finding in
patients with severe vision loss
following phacoemulsification
cataract surgery: comment

I commend the authors for describing 10 cases of
unexplained ‘patch off’ visual loss on day one fol-
lowing uncomplicated cataract surgery.1 There are a
number of such unexplained case reports of pre-
sumed and actual central retinal artery occlusion in
the anaesthetic and ophthalmic literature. Similar
cases have been presented for discussion at local
and international meetings. I write to highlight a
referencing error, and to expand the discussion.

The referencing error is in the final sentence of
paragraph 5, under the discussion section. ‘Vasocon-
strictive properties of ropivacaine have been studied
in vitro on arterioles of skin’. In the paper cited, this
study was performed on the mesenteric arteries of
mice. Nonetheless, the point is central to the pro-
posed hypothesis, which as Professor Fred Chen
rightly states in his editorial, concerns vasoactivity.2

Therefore, I wish to draw the author’s attention to
a double-blind trial which studied vasoactivity, at
different concentrations, of intradermal bupivacaine
and lignocaine.3 This study reported a highly signif-
icant variation in vasoactivity of both compounds at
different concentrations. At higher concentrations,
they caused vasodilation, whereas at lower concen-
trations they caused vasoconstriction. All 10 cases
reported by Creese et al. involved mixtures of anaes-
thetic agents, and we do not know if they were
mixed in equal volumes. Most likely, whatever vol-
umetric recipe was used, the concentrations were
diluted.

If the results of the Aps paper can be extrapolated
to end arteries in the orbit, the entire bolus of mixed
agents may be vasoconstrictive and we do not know
if such a mixture induces synergy. Conversely, a
pure solution of either compound, in its highest con-
centration, would more likely cause vasodilation.

Clearly, the state of hydration may influence both
the extravascular spread of anaesthetic agent and the
intravascular effects of vasospasm. In this regard, it
might also be pertinent to note whether the affected
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