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Chronic Recurrent Methicillin Resistant Staphylococcus Hemolyticus
Endophthalmitis after Cataract Surgery
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Purpose: To report a case of recurrent endophthalmitis due to methicillin resistant Staphylococcus hemolyticus after phacoe-
mulsification and posterior chamber intraocular lens (IOL) implantation.

Case summary: A 76-year-old female visited our outpatient clinic with decreased vision 40 days after uncomplicated cataract
surgery in her right eye. At the visit, anterior chamber inflammation and cloudy fluid between the posterior capsule and IOL were
observed. Uveitis due to residual cortex of lens or capsular block syndrome was suspected, so YAG laser capsulotomy and sub-
conjunctival injection of dexamethasone were performed. Two days later, hypopyon and vitreous opacity were seen. The patient
underwent an emergency vitrectomy and intravitreal antibiotic injection with suspicion of bacterial endophthalmitis. The culture
was negative. Twenty days after the vitrectomy, anterior chamber inflammation and vitreous opacity developed. The recurrence
of endophthalmitis was suspected due to infection by bacteria in the surrounding tissue of the IOL, so the patient underwent an
IOL and lens capsule removal with intravitreal antibiotic injection. At this time, the culture revealed methicillin resistant staph-
ylococcus hemolyticus. Systemic and topical vancomycin was then administered, resulting in decreased inflammation. Twenty
days after the IOL removal, decreased vision, anterior chamber inflammation, and vitreous opacity developed. Endophthalmitis
was decreased by intravitreal antibiotic injection and topical antibiotic treatment.

Conclusions: Methicillin resistant staphylococcus hemolyticus should be considered in the differential diagnosis of chronic re-
current endophthalmitis after cataract surgery.

J Korean Ophthalmol Soc 2019;60(7):701-705

Keywords: Endophthalmitis, Methicillin resistant Staphylococcus, Recurrent

QP2 21 =2 WiQl el ojaf EAYsh= <t

W dsolm, ¢kaf ot QEeY & Whgsh= Q1A <F

m Received: 2018. 9. 13. m Revised: 2018. 11. 25. Wl dol o 2zl 231 YolA chjjgdos 1LH

m Accepted: 2019. 6. 19. Lo Ao PR o o .

ko o O = H O =]

® Address reprint requests to Yong Un Shin, MD, PhD ok W2 Bl WA BAIREeIA B Aol i

Department of Ophthalmology, Hanyang University Guri A= ZA ATE Ho|l, & T 65 o]3o| WA= ok

Hospital, #153 Gyeongchun-ro, Guri 11923, Korea 2 - 12 oy —

] 7Fe o] Ay ’ A o] ol

Tel: 82-31-560-2522, Fax: 82-31-564-9479 g AHol Bae 7HA7IE ok g el el A

E-mail: syu2000@hanmail.net ¢ Endophthalmitis Vitrectomy Study (EVS) #7Loj A= ot

* Conflicts of Interest: The authors have no conflicts to disclose. YL d= ad 9 232 &£AX)o] Alsle], Aot whAyshH

(©) 2019 The Korean Ophthalmological Society

This is an Open Access article distributed under the terms of the Creative Commons Attribution Non-Commercial License (http://creativecommons.org/licenses/by-nc/3.0/)
which permits unrestricted non-commercial use, distribution, and reproduction in any medium, provided the original work is properly cited.

701



- ofstotnpats|x| 20199 X 60 B K 7 S -

u oF 53% Zlpulo] 20/40 o) AFS]

& 9 ol Ao dan o
3 o HIES 0.012-1.3%0]H, wHA
I e Re Nl EJ_QQIS oA of
Ol 5+ 0. & Propionibacterium acne (P. acne)
(42.3%), R5H26.9%), TZSAAH(11.5%), T2HFAIH(11.5%),
Mycobacterium chelonei (7.6%)7} HIE ek’ ubA ol
dolld= 271o 3428l 2|77t Bashy A4 A=

dof 22 AY TS AL 5 Yok

B 3 AL (Staphylococcus hemolyticus)-S "1 %A
9l & S a4 24+ (Coagulase-negative)o| ] 2
4 AAE Heldh SEEx=Ato] o3t St g2 vie
ArVE o 2ol | AA| A9 6% olskE 2|5,
EVS ¢1toll A= 52471 9] St oA 1709 AEE & 2
ot} LHEEAFLHFL 80% 0|4k €] A 2 (methicillin)
s Holu, SH LA atol oJgh kAol A] whatn}
o] 4l(Vancomycin) U4 #37}F A&H AL 9k A5

[0
R
X
oéi

7R WA T UEE b A AE 2l g
A WA SREEATT P ol Wi 9 Bk 9l
o S FHRIE ¢l o]F Bustul gt

Wk 7ol gl 764 of%h BRI7) ARl W elelA
ARG B ATSAANUES BE A 402 Fol=
A%EE 9ok A2 Ajel, U2 Usid Aol @%
N7} S7Fsto] =4 A R2o]= HA|(1% Prednisolone
Acetate).J /\]-—9- 34 58 AGE AHRE0|= 20 mg S}
R
Sort, S4re] w0l G AP AL 1ol
el 2= ek

1261 0 A e Ak 2050, 2t 20k
HAEE 200502 ZHEITh A5 HIHE R S
Qb 2 16 mmHg, 29T kel 10 mmHg Xtk Q>

III

Figure 1. Anterior segment photographs and fundus photographs at the initial presentation. (A) Anterior chamber inflammation and
cloudy fluid between the posterior capsule and intraocular lens were seen. (B) Two days after YAG laser posterior capsulotomy, hypo-
pyon developed. (C) The fundus photo after YAG laser posterior capsulotomy and subconjunctival injection of dexamethasone.
Fundus photo was hazy due to vitritis. (D) Fundus photo after emergency vitrectomy, anterior chamber irrigation and intravitreal an-
tibiotics injection. There were no lesions, scars, or pigmentary changes in the macula or periphery retina. Mild hazy view was ob-

served because of residual inflammation.

Figure 2. Twenty days after the first vitrectomy, anterior segment photographs and fundus photographs. (

A) Slit like hypopyon was

observed. (B) Hazy view of the fundus was observed. (C) The fundus photographs - after intraocular lens removal and intravitreal

antibiotics injection.
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Figure 3. Follow up optical coherence tomography (OCT) and
fluorescein angiography (FAG). (A) After the first vitrectomy,
OCT of the patient showed normal retinal layers. (B, C) OCT
of the patient before (B) and after (C) scleral fixation of intra-
ocular lens (IOL). Epiretinal membrane and hyper-reflective
dots were observed on the patient's retinal layers. (D) FAG of
the patient before scleral fixation of IOL. Some leakage ob-
served on the late phase of fluorescein angiography.
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