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Abstract

This report describes an unusual case of culture-proven bilateral endogenous endophthalmitis secondary to an underlying psoas
abscess in a 54 year old male. The patient first was found to have endophthalmitis in the left eye, and, in spite of being on the appropriate
intravenous antibiotics, he subsequently developed endophthalmitis in the right eye two days later. With timely treatment and close
communication with the primary team, the patient recovered with a successful visual outcome.
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Introduction
20/300, and he was found to have a hypopyon, anterior chamber

Endogenous endophthalmitis (EE) is a severe vision threatening i i . )
inflammation, and vitreous membranes all while the right eye was

disease that occurs as a result of hematogenous spread of bacteria
or fungi into the eye from distant sites of the body. It is a rare cause
of endophthalmitis causing less than 10% of all endophthalmitis

unremarkable. He was diagnosed with endophthalmitis of the left
eye and due to the rapid nature of the findings he underwent a pars
planavitrectomy with intravitrealvancomycin and amikacin (Figure
1).
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cases [1]. EE presenting bilaterally has been reported in up to
33% of EE cases [2]. EE is associated with co morbidities such
as diabetes mellitus, liver disease, cardiac disease, malignancy,

immunosuppressant, in-dwelling catheters, and intravenous drug
abuse [3-7]. The initial diagnosis is incorrect in up to 50% of
cases, so a high level of suspicion for this disease is vital in order
to perform prompt treatment that could preserve useful vision
[5,8]. We describe a case of endophthalmitis presenting first in the
left eye followed two days later in the right eye with the infectious
source ultimately being found to be an occult psoas abscess.

Case Report

A 54 year-old Caucasian male with hypertension, diabetes

mellitus, hyperlipidemia, and prostate cancer and no ocular history
presented to the emergency room with dull abdominal pain. He

Figure 1: Hypopyon of the left eye.

- J

was found to have an ST-elevation myocardial infarction (STEMI)

and underwent urgent coronary stenting. The following day he was Two days later he complained of new blurry vision in

septic with Methicillin-sensitive staph aureus (MSSA) bacteremia
and started on appropriate intravenous antibiotics. Urine cultures
and echocardiogram were unremarkable. Two days later he
developed blurry vision in the left eye with a visual acuity (VA) of

the right eye and was found to have a hypopyon and vitreous
inflammation on exam with a VA of 20/200. This eye was
diagnosed with endophthalmitis and treated with vitreous tap and
intravitrealvancomycin and amikacin. Both vitreous samples grew
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MSSA. We discussed with the primary team that further efforts
should be done to find the source of the bilateral endogenous
endophthalmitis. A transesophageal echocardiogram was
unremarkable. The patient was still having persistent abdominal

pain since presentation, which was initially attributed to the STEMI,
so a CT-scan of the abdomen and pelvis was performed revealing
a large left-sided psoas abscess which was drained with cultures
being positive for MSSA (Figure 2).

P
Figure 2: Axial cut of computed-tomography imaging of the abdomen and pelvis revealing a large left-sided psoas abscess
demonstrated by the blue arrows.

Discussion have shown these to be risk factors for EE with other risk factors

Endogenous endophthalmitis (EE) is a devastating ocular
disease. This case demonstrates that despite being on the
appropriate intravenous antibiotics, patients can still develop
endophthalmitis due to poor ocular penetration of the antibiotics.
Older reports suggested intravenous antibiotics are the definitive
treatment for EE while intravitreal antibiotics with/without
vitrectomy make a limited contribution [9]. In the recent past,
a more active approach is taken to manage EE with vitreous tap
and inject and possible vitrectomy in addition to intravenous
antibiotics [10,11]. In a review by Jackson, there was less of a
trend for enucleations or eviscerations when patients received
intravitreal antibiotics. Further, when vitrectomy was performed,
there was a better visual acuity outcome and fewer rates of
Connell found that with
bacterial EE, vitrectomized eyes had better VA and none required
enucleation when compared to non-vitrectomized where 50%
required enucleation [4]. Treatment options should be weighed on
a case-by-case basis, but one should be cognizant not to directly
follow the guidelines of the Endophthalmitis Vitrectomy Study as
the pathogenesis of EE is markedly different than for post-cataract
extraction endophthalmitis [12].

enucleations or eviscerations [5].

In our case the bacterium isolated from eyes, blood, and
abscess was MSSA. In terms of bacterial EE, studies do vary, but
generally in western nations there is a predominance of gram-
positive bacteria, while in Asian countries the cause is mostly
gram-negative [1,3]. Interestingly, with Methicillin-resistant Staph
Aureus EE that is unresponsive to vancomycin, there are recent
reports about the effectiveness of intravitreal and intravenous
daptomycin, which crosses the blood-ocular barrier [5,11,13]. This
patient had risk factors predisposing him to EE such as diabetes
mellitus, hypertension, and a history of malignancy. Many studies

including: intravenous drug use, HIV infection, liver disease,
chronic obstructive pulmonary disease, end-stage renal disease,
immunosuppressant, indwelling catheters, hypertension, and more
[14,15]. When evaluating a patient with the aforementioned risk
factors, one should be cognizant of the warning signs and consider
endophthalmitis in the differential; however, there have been
reports of healthy individuals with no risk factors who developed
EE [16]. In conclusion, to the author’s knowledge, this is the fourth
documented case of endogenous endophthalmitis secondary to a
psoas abscess. Further, this is a unique case of EE in that one eye
presented days after the first even while being treated with the
appropriate intravenous antibiotics, but this serves as a lesson that
EE can still occur in that situation. A more aggressive approach was
taken to treat the first eye with vitrectomy, and since the bacteria
was known at the time of the second eye’s presentation, it was
decided to treat more conservatively with tap & inject. With rapid
diagnosis and proactive treatment, this case resulted in a successful
visual outcome for the patient. Early recognition of EE with
aggressive management of vitreous tap and antibiotic injection
with or without vitrectomy- in addition to systemic antibiotics-
should be considered to ensure a successful visual outcome. Close
follow up and communication with the primary team is also vital in
terms of locating and treating the underlying pathology.
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