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Clinical Challenge:

Severe Vision Loss Following
Remote Abdominal Trauma
Case Presentation
A male in his forties presented to the retina clinic with a one-week history of
left eye redness, mild pain, and decreased vision. His past medical history
was significant for remote trauma to his abdomen following an assault which
required exploratory laparotomy and splenectomy. His review of systems was
negative other than subjective fevers and chills over the preceding 3-weeks.
His primary care physician ordered coronavirus SARS-CoV-2 (COVID-19)
testing which returned negative results.
On examination, his visual acuity was 20/20 in the right eye (OD) and light
perception in the left eye (OS). A left relative afferent pupillary defect was noted.
Intraocular pressures and ocular motility were normal for both eyes. Examination
of the right eye was unremarkable. External and slit lamp examination OS
revealed 3+ conjunctival injection, 4+ fibrin plaque intermixed with hemorrhage
in the anterior chamber, dilated and engorged iris vasculature, and 3+ nuclear
sclerosis. Dilated fundus examination OS revealed 4+ vitritis and dense vitreous
opacities precluding visualization of the fundus. B-scan ultrasonography OS
demonstrated dense, hyperechoic, mobile vitreous opacities, mild choroidal
thickening, and an attached retina (Figure1). The remainder of his physical
examination was unremarkable.

Figures 1:
B-scan ultrasonography of the
left eye. B-scan ultrasonography
revealed mobile hyperechoic
vitreous opacities and membrane
formation.

What would you do next?
A. Start topical steroids and order non-infectious uveitis workup
B. Start antibiotic eye drops
C. Inject intravitreal anti-vascular endothelial growth factor agent
D. Vitreous tap and intravitreal injection of antibiotics, and obtain systemic infectiousworkup
Answer
D. Vitreous tap and intravitreal injection of antibiotics, and obtain infectious systemic workup

Diagnosis
Endogenous endophthalmitis secondary to Klebsiella and
Salmonella bacteremia

Discussion
The findings in this patient, including anterior chamber
inflammation and vitritis, coupled with subjective fevers
and chills, were highly suspicious for endogenous
endophthalmitis.1,2 Recognizing the possibility of underlying
infection is imperative and potentially life-saving, and
therefore initiating treatment with answer choices
A, B, and C would be incorrect.
He was treated with an intravitreal tap and injection of
vancomycin and ceftazidime (answer choice D). While no
bacteria was isolated in the vitreous sample, systemic
workup surprisingly revealed a combination of Salmonella
serogroup B and Klebsiella pneumoniae bacteremia, along
with colonic perforation, pericolonic abscess, and hepatic
abscess. This occurred because salmonella gastroenteritis
led to pericolonic abscess formation and colonic perforation,
resulting in polymicrobial bacteremia and subsequent
Klebsiella co-infection with hepatic abscess formation
(Figure 2) and endogenous endophthalmitis. He was treated
with intravenous antibiotics and computed tomography-guided
percutaneous abscess drainage of the pericolonic and hepatic
abscesses. The fairly mild systemic symptoms belied the
severity of his underlying diseases, and without the severe
ocular manifestations, these life-threatening abscesses and
bacteremia may not have been detected early enough
to prevent mortality.
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Figures 2: Computed tomography with oral and
intravenous contrast of the abdomen and pelvis
(coronal scan). Hypodense heterogenous lesions
corresponding to a large hepatic abscess (blue
arrow) and pericolonic abscess (red arrow) were
detected and subsequently treated with percutaneous
drainage. As a result of these abscesses, the patient
developed polymicrobial bacteremia secondary to an
unusual combination of Salmonella and Klebsiella
along with endogenous endophthalmitis.

Endogenous endophthalmitis is rare, accounting for
only 5-15% of endophthalmitis cases and the prognosis
tends to be poor in the majority of cases.3,4 In the
United States, infectious endocarditis, usually caused
by Staphylococcus aureus or Streptococcus species,
accounts for 40% of endogenous endophthalmitis
cases. Other common sources include urinary tract
infection, central venous catheters, and intravenous
drug abuse, which can be caused by similar
grampositive pathogens as well as gram-negative
and fungal microorganisms, such as Escherichia coli
and Candida, respectively.5 In East Asian countries,
liver abscess, secondary to Klebsiella pneumoniae,
accounts for 60% of cases, and is an emerging
disease in Western countries.2,6 Endophthalmitis
is the most common metastatic site of Klebsiella
hepatic abscess.7 Alternatively, Salmonellaassociated endogenous endophthalmitis is a rare
complication of salmonellosis, reported infrequently
in infants or immunocompromised adults, but

rarely in immunocompetent individuals such as this
patient.8 Polymicrobial endophthalmitis is rare – in
a study of 1,107 cases of endophthalmitis, including
postoperative or post-traumatic, only 43 cases or
3.88% were found to have a polymicrobial cause.9
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Patient outcome
The endophthalmitis, bacteremia, and abscesses were
successfully treated with intravenous and intravitreal
B
antibiotics and percutaneous
abscess drainage, though
the patient’s vision deteriorated to no light perception
and subsequent ocular examination and B-scan
ultrasonography revealed findings consistent with
disorganization of intraocular contents (phthisis bulbi).

Acknowledgements
None.

8. C
 orman LI, Poirier RH, Littlefield CA, Sumaya CV.
Endophthalmitis due to Salmonella enteritidis . Journal of
Pediatrics. 1979;95(6):1001–1002.
9. J
 indal, A., Moreker, M. R., Pathengay, A., Khera, M., Jalali,
S., Majji, A., Mathai, A., Sharma, S., Das, T., & Flynn, H. W.,
Jr (2013). Polymicrobial endophthalmitis: prevalence,
causative organisms, and visual outcomes. Journal of
ophthalmic inflammation and infection, 3(1), 6.
https://doi.org/10.1186/1869-5760-3-6

At the forefront of
clinical research
NJRetina continuously conducts clinical trials at key locations. Our
clinical research coordinators will be happy to discuss the inclusion/
exclusion criteria or any other aspect of these studies with you or your
patients. If you have any questions, please feel free to contact:
Joe Martinez - Teaneck: 201-837-7300, jmartinez@njretina.com
Joseph Portelli - Teaneck: 201-837-7300, jportelli@njretina.com
Zoe Etuke - Teaneck: 201-837-7300, zetuke@njretina.com
Kerowyn Smith - Teaneck: 201-837-7300, KSmith@njretina.com
Dina Christodoro - Toms River: 732-797-3984 and Edison: 732-906-1887,
dchristodoro@njretina.com
Andy Merino - Toms River: 732-797-3984 and Edison: 732-906-1887,
amerino@njretina.com

Enrolling Studies:
Wet AMD
Edison
Opthea Coast: A Phase 3, Multicenter, Double-masked,
Randomized Study to Evaluate the Efficacy and Safety
of Intravitreal OPT-302 in Combination with Aflibercept,
Compared with Aflibercept Alone, in Participants with
Neovascular Age-related Macular Degeneration (nAMD)
Toms River
Opthea Shore: A Phase 3, Multicenter, Double-masked,
Randomized Study to Evaluate the Efficacy and
Safety of Intravitreal OPT-302 in Combination with
Ranibizumab, Compared with Ranibizumab Alone, in
Participants with Neovascular Age-related Macular
Degeneration (nAMD)

Upcoming Studies:
Teaneck
Elevatum: A Phase IIIB/IV, Multicenter, Open-Label,
Single-Arm Study to investigate Faricimab treatment in
response to treatment-naïve, underrepresented patients
with Diabetic Macular Edema.
Teaneck
Luna: A Multi-Center, Randomized, Double-Masked
Phase 2 Study to Assess Safety and Efficacy of
ADVM-022 (AAV.7m8-aflibercept) in Anti-VEGF
Treatment Experienced Patients with Neovascular
(Wet) Age[1]related Macular Degeneration

To read past issues of our
newsletter, visit njretina.com.
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Steven A. Madreperla, MD, PhD

Jonathan P. Greenberg, MD

NJRetina ... New Jersey’s leading
service in treating ocular oncology
NJRetina’s Dr. Steven A. Madreperla is the only fellowshiptrained ocular oncologist in North Jersey, specializing in
treating patients with ocular melanoma and rare tumors.
After completing a fellowship in vitreoretinal disease and
surgery at the Duke University Eye Center, Raleigh, he
furthered his training with an additional fellowship in Ocular
Oncology at the Moorfields Eye Hospital St. Bartholomew’s.
Hospital, London. Dr. Madreperla joined NJRetina in 1999,
and has over 20 years of experience caring for patients with
retinal and rare ocular diseases.
Dr. Greenberg joined the medical staff of NJRetina in 2021 and
brings extensive specialty training in diagnosing and managing
intraocular tumors, including plaque brachytherapy to treat
ocular melanoma. Both Dr. Madreperla and Dr. Greenberg
collaborate to ensure your patient receives the best possible
care and are available for consultation in our Vauxhall office.

