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Experience of sympathetic ophthalmia in a tertiary

referral center in southern Taiwan
Shih-Chou Chen, Shwu-Jiuan Sheu

Department of Ophthalmology, Kaohsiung Veterans General Hospital, Kaohsiung, Taiwan

Background

Table 4 : Clinical characteristics of patients with acute post-operative
endophthalmitis after cataract surgery received 23-gauge vitrectomy
DM: diabetes mellitus, HTN: hypertension, CAD: coronary artery
disease, ESRD: end-stage renal disease

Sympathetic ophthalmia is a rare, bilateral, diffuse
granulomatous, nonnecrotizing panuveitis. It may develop
after surgery or trauma of one eye, and followed by a latent
period of uveitis in fellow eye. Here we report our 8-year
experience of sympathetic ophthalmia at a tertiary referral

center in southern Taiwan.
Design

A retrospective chart review study.
Material and Methods

Retrospective chart review of patients diagnosed and

Clinical characteristics of the 12 patients were listed as
Table 4. The final visual acuity was no light perception in 1
patient, light perception in 1 patient, between 6/60 and 6/12 in
5 patients, and 6/12 or better in 5 patients. Visual improvement
with an increase in visual acuity = 2 Snellen lines was seen in
10 of the 12 patients (83.3%). No retinal detachment was noted

treated as SO from January 2011 to December 2018 at

Veteran General Hospital, Kaohsiung, Taiwan were collected.

Baseline characteristics, interval between insultand SO,
initial and final visual acuity, and ocular presentation were
collected and analyzed.

Results
We collected 12 patients, including 7 (58.3%) male
patients and 5 (41.7%) female patients.

during follow-up for at least 6 months.

Table 1 : Characteristics and major predisposing disorders of
patients with acute post-operative endophthalmitis after cataract
surgery received 23-gauge vitrectomy

Interval between

No. Age Sex Trauma  Underlying disease Initial VA Final VA symptoms to vitrectomy Vitreous culture
(days)
1 64 F oD DM CF 620 4 Slap'ylooo.c?us
epidermidis
2 79 F os DM, HTN 612 6/6 1 “
3 86 ] oD HTN CF 6/6.7 0 -
4 79 M os HTN LP 6/20 4 Stapylococcus epidermidis
5 69 F oD - CF 6/20 3 Stapylococcus epidermidis
6 69 M oD . CF 6/30 3 .
7 51 M os DM, HTN HM 6/8.6 3 J
8 38 F oD - CF 6/60 2 -
9 76 M os DM, HTN LP LP " Mold spp.
10 40 F os CAD.ESRD LP NLP 4 Citrobacter koseri
" 56 M os HTN LP 6/10 1 Pseudomonas aeruginosa
12 26 M os DM, HTN HM 6/8.6 4 -
Patients with acute post-operative Discussion
Variables endophthalmitis received 23- Acute post-operative endophthalmitis after cataract
gauge vitrectomy (n = 12) surgery is a rare but sight-threatening complication. In the
Age (years) 73.08 £8.91 management of acute post-operative endophthalmitis, early
Sex (male/female) 8/4 diagnosis and timely treatment may save visual function. In the
Laterality (OD/OS) 517 Endophthalmitis Vitrectomy Study (EVS), vitrectomy surgery
Underlying diseases was lndlcatec! in patients Mth acute-onset postoperative
. R endophthalmitis presented with visual acuity of light perception,
Diabetes mellitus 5(41.67%) p L § k 1
% i and equivocal in visual acuity of hand motions or better.
Hypertension ) 7(58.33%) 23-gauge sutureless vitrectomy has rapidly been accepted
Coronary artery disease 1(8.33%) in vitreoretinal surgery in recent years. The advantages include
End-stage renal disease 1(8.33%) a shorter surgical time, minimal conjunctival damage, and

The initial visual acuity was light perception in 4 patients,
hand motion in 2 patients, counting fingers in 5 patients, and
better than counting finders in 1 patient. (Table 1) The most
common chief complaints were blurred vision (12 patients,
100%), and followed by pain (6 patients, 46.2%).

Table 2 : Initial presentation of patients with acute post-operative
endophthalmitis after cataract surgery received 23-gauge
vitrectomy

All 12 patients received intravitreal injection (IVI) of
antibiotics and 23-gauge vitrectomy, and the average V|
times were 2.17 £ 0.83 times (1-4 times). No intraoperative
complications were noted. One patient received evisceration
due to uncontrolled infection complicated with
panophthalmitis. (Table 3) The interval between initial eye
symptoms and vitrectomy was 3.33 + 2.77 days (0-11 days),
and the interval between diagnosis of endophthalmitis and
vitrectomy was 1.33 = 1.37 days (0-4 days).

Table 3 : Treatment of patients with acute post-operative
endophthalmitis after cataract surgery received 23-gauge
vitrectomy

earlier postoperative recovery. In previous studies, 23-gauge
transconjunctival sutureless vitrectomy is an effective surgical
technique in the management of vitreoretinal diseases with
rare complications and compared favorably with published
literature on 20-gauge and 25-gauge surgery.”

In our study, most patients (83.3%) regained their vision
after 23-gauge vitrectomy. Early diagnosis and treatment with
23-gauge vitrectomy may provide a generally good visual
outcome. Almanjoumi et al also reported that 23-gauge
transconjunctival sutureless vitrectomy allows the surgeon to
meet the same objectives as the 20-gauge technique for the
treatment of endophthalmitis.*

In our case series, the interval between diagnosis of
endophthalmitis and vitrectomy was only 1.33 + 1.37 days.
Early diagnosis and immediate management were also crucial
in the management of acute post-operative endophthalmitis.

Conclusion

In conclusion, compared with traditional 20-gauge
vitrectomy, 23-gauge vitrectomy is safe and effective in the
management of acute post-operative endophthalmitis after
cataract surgery, and provides a shorter surgical time, minimal
conjunctival damage, and earlier postoperative recovery.

Operation Number of Rate Reference:
oy 1. Endophthaimitis Vitrectomy Study Group. Results of the Endophthalmitis Vitrectomy Study a
Y (n=12) randomized trial of immediate vitrectomy and of iréravenous entibiotics for the treatment of
i injecti 2 9 postoperative bactenal endophthalmitis. Arch Ophthalmol 1985, 13-1479-1496
intreitreal lI’lJ-ef:'(IOn 12 100 % 2. TewariA, Shah GK, Fang A. Visual outcomes with 23-gauge transconjunctival sutureless
IVI Ceftazidime 2.25 mg/0.1 mL 12 100 % vitrectomy. Retina. 2008 Feb, 28(2).256-62
o 3. Amenjoumi AM, Combey A, Romanet JF, Chiquet C. 23-gauge transconjunclivel sutureless
IVI Vancomycin 1 mg/0.1 mL 12 100 % Y f post-op . e A!ch(]:hn éxpOpmharmol
IVI Dexamethasone 0.32 mg/0.08 mL " 91.67 % W12 Sep2IND) 130771
Pars plana vitrectomy (23-gauge) 12 100 %
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Cystoid macular edema as the major manifestation of
infectious uveitis

Tzu-Hsuan Yang', Shwu-Jiuan Sheu'?

Department of Ophthalmology, Kaohsiung Veterans General Hospital’,
National Yang-Ming University?2

To report 3 cases of infectious uveitis in which cystoid macular edema was the most evident clinical presentation at first.

A 51 year-old male with no systemic disease or ocular history presented with blurred vision in both eyes for 6 months. His best
corrected visual acuity was 0.3 in the right eye and 0.7 in the left eye. The anterior segment was essentially normal but the fundus
examination showed macular edema OU. Optic coherence tomography (OCT) showed cystoid macular edema OU. (Figure 1).
Fluorescein angiography(FAG) showed peripheral retinal vasculitis (Figure 2.). Systemic survey was done and showed positive of
quantiferon test. Under the impression of ocular tuberculosis OU, anti-TB treatment was conducted by our infectious disease specialist
and peripheral photocoagulation was done over the non-perfusion area OU. The macular edema resolved gradually (Figure 3.) and the
best corrected visual acuity was 0.9 in the right eye and 1.0 in the left eye after 2 years of follow up.

oD

Figure 1. Cystoid macular edema OU = - % =z Figure 3: Resolution of macular
€ y‘ .l. 7 Figure 2:FAG showed peripheral retinal vasculitis €
at initial presentation edema after treatment

A 54 year-old male with hypertension has ocular history of cataract status post operation OU. He presented with blurred vision ,
metamorphopsia in the left eye for 10 months. Upon visit, his best corrected visual acuity was 0.9 in the right eye and 0.5 in the left eye.
There was mild anterior chamber reaction in the left eye. Fundus exam showed poor foveal reflex OS. The OCT revealed cystoid
macular edema OS (441um, Figure 4) and the FAG showed diffuse dye leakage over macula at late stage OS.(Figure 5.). The exam in the
right eye were all in normal limits. Systemic survey disclosed positive of Toxoplasma gondii IgM. The cystoid macular edema resolved
rapidly after initiating the treatment with oral Pyrimethamine, Clindamycin and Bacide (Sulfamethoxazole-Trimethoprim) and remained
stable condition after nearly 2 years of follow up.(Figure 6.) The patient’s current best corrected visual acuity is 0.9 in the left eye.

Figure 6: Resolution of macular edema after
treatment

Figure 4.(Up): Cystoid macular edema OS initially
Figure 5.(Right): FAG showed multiple
hyperfluorescent lesions over macula with dye
leakage at late transit

A 40 year-old female without any systemic or ocular history presented with blurred vision in the right eye for 6 months. Her visual acuity
was 0.7 in the right eye and 1.2 in the left eye. The anterior segment was essentially normal. Fundus examination showed mild vitreous
opacity in both eyes. The OCT revealed cystoid macular edema in the right eye.(423um, Figure 7). The FAG showed retinal vasculitis OD.
(Figure 8) Systemic survey revealed positive of Herpes simplex virus(HSV) 1gM so oral Valaciclovir and 1% prednisolone eye drop were
given. Oral prednisolone was also given due to prolonged macular edema after anti-viral treatment. The macular edema resolved
gradually with lower titer of HSV IgM. patient’s visual acuity was 1.0 in both eyes after 4 years of treatment and follow up.(Figure 9)

Figure 9: Resolution of macular edema after
treatment

Figure 7.(Up): Cystoid macular edema OD initially
Figure 8.(Right): FAG showed retinal vasculitis OD

Conclusion

Cystoid macular edema might be the sole clinical presentation in infectious uveitis, either caused by Tuberculosis, Toxoplasma gondii or
Herpes simplex virus. When encountering a patient with cystoid macular edema without other specific reasons, detailed history taking
and systemic survey should be done and infectious uveitis should be considered as one of the differential diagnosis.
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Schwartz Matsuo Syndrome in a teenager

Yu-Harn Horng' , Shwu-Jiuan Sheu'-2

Department of Ophthalmology, Kaohsiung Veterans General Hospital®,
National Yang-Ming University!?2

Background

Schwartz Matsuo Syndrome was first described by Schwartz in
1973, which is diagnosed by the combination of 3 major clinical
signs, including cells in the aqueous, elevated intraocular
pressure with fluctuation and rhegmatogenous retinal —
detachment with tears around ora serrata. The retinal breaks Figure 2-1. OCT 2 months after scleral buckle showed
used to be at extreme periphery so the clinical presentation of minimum subretinal fluid temporally
Schwartz Matsuo Syndrome masquerades as uveitis. Here we
present a case of Schwartz Matsuo Syndrome in a teenaged
patient.

Case

A 13 year-old boy presented with redness and black shadow
in his right eye and was referred to our outpatient clinic due Figure 2-2. OCT 2 months + 1week after scleral buckle

to persistent uveitis in the right eye even after treated with showed increased in subretinal fluid temporally
topical steroid at local eye clinic. He denied any systemic
disease except atopic rhinitis and he had no history of ocular
trauma or operation. At initial visit, the best corrected vision
was 0.9 in the right eye and 1.0 in the left eye. The ocular
examination was essentially normal in his left eye. However,
his right eye showed elevated intraocular pressure up to
27mmHg with pigmentary keratic precipitates along with cells
and flare in the anterior chamber. Complicated cataract with
mild subluxation of lens was also noted. The fundus exam
showed cells in vitreous with shallow subretinal fluid
temporally without visible break.(Figure 1.) The patient was
treated initially as panuveitis with retinal detachment and
secondary glaucoma but persistent subretinal fluid was still
noted.

Figure 2-3. Fundus photo at 2 months + 1week after scleral
buckle showed increased in subretinal fluid
temporally

Figure 1. Fundus exam at initial visit showed subretinal
fluid over temporal area without visible break

Figure 3. Fundus after pars plana vitrectomy. A giant tear was

. . o found at pars plica temporally and sealed by laser
Meanwhile, the uveitis survey showed no remarkable finding.

Therefore, atopia related retinal detachment was suspected
based on his medical history and habit of rubbing eye. Scleral
buckle followed by pneumopexy was done but failed to attach  High awareness and detailed history is the key to correct
the retina. Due to the progression in the retinal detachment diagnosis and appropriate treatment of Schwartz Matsuo
(Figure 2.)and complicated cataract, pars plana vitrectomy Syndrome.

and perflucarbon tamponade was done. A giant tear at pars

plica was identified and was sealed by laser. (Figure 3). The

retina attached well and the anterior chamber reaction

cleared after vitrectomy. The patient’s best corrected visual

acuity was 1.0 in the right eye at follow up visit after

phacoemulsification and posterior chamber intraocular lens

implantation for complicated cataract 2 years later after % Kaohsiung Veterans General-Hospital

vitrectomy. J A e
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