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ABSTRACT

Background: Non-infectious endophthalmitis related to suture material in
cataract and corneal surgery has been widely reported in Ophthalmic
literature. We report a very rare case of nylon suture related non-
infectious endophthalmitis in trabeculectomy surgery.

Case presentation: We present a case of acute non-infectious
endophthalmitis associated with trabeculectomy surgery. After emergency
vitreous biopsy and subsequent broad-spectrum antibiotic and antifungal
treatment, inflammation did not settle. Following negative culture and
sensitivity reports, including PCR testing for any bacteria, virus or fungus,
the ocular inflammation was controlled successfully with topical and
systemic steroids, with an improvement in patient's vision. We present the
photographic evidence of inflammatory exudate around the releasable
suture on presentation and sequential photographs showing the resolution
correlating with medications given.

Conclusions: This case highlights the importance of being vigilant against
post-procedural infectious endophthalmitis. However, the possibility of non-
infectious causes of intraocular inflammation should also be considered in
any culture negative cases and managed appropriately with topical and

systemic steroids.
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Introduction

Trabeculectomy surgery has been the most reliable
surgical procedure for glaucoma over last 50 years'. The
advent of releasable suture allowed postoperative bleb
manipulation and improved aqueous flow leading to
improved success rate!2. The most common suture
material used in glaucoma surgery for releasable suture
is 10 O monofilament Nylon23. Any suture is known to
increase the risk of Intraocular infection and any exposed
suture-end might provide a wick for entry of potential
infectious organisms in the eye4!l. Any significant
inflammation in the postoperative period is almost
always is considered as infectious endophthalmitis as
Non-infectious endophthalmitis is very rare. Non-
infectious endophthalmitis is an intraocular severe
inflammation in the postoperative period. It is always
culture negative and will usually respond to topical
steroids2. It is usually related to a non-infectious
substance that enters the eye or its surrounding tissues. As
per our literature review, non-infectious endophthalmitis
has not been previously reported in trabeculectomy
surgery.

We report the first-ever case of non-infectious
endophthalmitis associated with a releasable 10-0
monofilament nylon suture after a trabeculectomy.

Case Summary

A 67-year-old Caucasian male with a history of
advanced glaucoma underwent left trabeculectomy
surgery on the 22nd November 2017. He had past
Ocular history of high myopia, iritis, and was bilaterally
pseudophakic. He was under regular clinical review as
per the departmental protocol. Three months after his
trabeculectomy surgery, he presented to the emergency
eye clinic on 27/2/18 with a week long history of a sore
and sticky left eye, with intermittent foreign body
sensation. Ocular examination showed mild congestion of
the eye with a good, functioning bleb. No bleb

tenderness or leak was noted. Intraocular pressure at this
point was 11mmHg (Right) and 7mmHg (Left eye).
Initially broad-spectrum antibiotics and cycloplegics
(ofloxacin and cyclopentolate) were prescribed for
suspected blebitis. Though the patient developed blurred
vision in the Left eye a week later, he came for next
review a few weeks later on 11/4/2018.

The emergency Ophthalmology team assessed and
diagnosed Left keratitis, and requested urgent Glaucoma
team opinion. (2 The offending releasable Suture was
removed. A vitreous biopsy was sent for and intravitreal
antibiotics injected.) The patient was reviewed by the
Glaucoma consultant who noted two sub-epithelial
infiltrates along the track of releasable suture and a
significant anterior chamber inflammatory reaction
(Figure 1). Second opinions were then sought from two
other Consultants. A provisional diagnosis of fungal
endophthalmitis in the eye was arrived at. Thus, it was
treated as endophthalmitis using intravitreal antibiotics
and antifungal agents. However, the vitreous biopsy
results showed no organisms or fungal elements, but just
scanty pus cells were noted. As the PCR tests were
negative as well, the possibility of fungal, viral or
bacterial endophthalmitis was ruled out. The ocular
inflammation expert opined the infiltrate to be largely
inflammatory as opposed to infectious. Hence, oral
Prednisolone and topical Dexamethasone drops were
prescribed, in addition to the ongoing antibiotic and
antifungal regimen. This treatment regime resulted in a
gradual resolution of the corneal infiltrate in a few days.
Thus, all except the Dexamethasone drops were
discontinued. Oral prednisolone and Omeprazole were
continued. Over the next few months, the ocular
symptoms improved (2 Resolved). The best-corrected
vision returned to 6/9 (Snellen). The Goldmann
intfraocular pressure stabilised at 14mmHg with Ganfort
(Bimatoprost/Timolol) eye drops in the left eye. A corneal
residual scar in the area of the infiltrate remained
(Figure-2).

Figure.1. Dense corneal infiltrate in and around the releasable suture-outline drawn on top right

Infiltrate
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Figure.2. Complete resolution of infiltrate with residual corneal opacity

Discussion:

This patient presented as severe postoperative
inflammation including significant anterior chamber
activity three months after the surgery. It was treated as
a case of intraocular fungal infection due to its delayed
presentation. Two  independent  Ophthalmology
consultants agreed with the diagnosis and the planned
course of action. Usually, postoperative endophthalmitis
presents within first few days to 2 weeks post-operative.
This case had a severe inflammatory reaction only after
3 months post-operative. As there were corneal infiltrates
and anterior chamber inflammation, it was treated as
fungal endophthalmitis. Further, it was noted that the
infiltrate was in the same shape as the loop of the
releasable suture placed in the trabeculectomy flap
(Figure 1 & 2). No improvement in either symptoms or
clinical signs was noted following treatment with the
intravitreal antibiotics and the antifungals. After the
vitreous biopsy was reported, an ocular inflammation
expert opinion was sought. The ocular inflammation
consultant considered this as Non-infectious inflammatory
reaction and adyvised to start topical and oral steroids. A
significant improvement in patient’s condition both in
symptoms and signs was noticed within the next few days.
Ultimately, the steroid treatment led to a complete
resolution of inflammation and also a restoration of visual

acuity. As the inflammatory exudate at presentation was
densest around the site of releasable suture (Figure 1)
and the residual scar after resolution of inflammation
(Figure. 2) was also very pronounced around the site of
releasable suture, this was considered reasonable
evidence that the severe inflammation was related to the
releasable suture which was a 10-0 Monofilament nylon.
As the vitreous biopsy and conjunctival suture did not
grow any organism on culture and the PCR (Polymerase
chain reaction) was negative for any infectious agent, this
case was considered to be non-infectious in origin. Suture
related endophthalmitis are usually infectious in origin
due to some exposed externalised part or a slow leak
leading to a track through which bacteria travel and
cause infection'0. A literature review shows six reported
cases, where sterile inflammation occurred to
monofilament material in corneal and cataract surgery.!!
Our search did not reveal any report in the literature of
a similar case of non-infectious endophthalmitis after
trabeculectomy surgery and possibly related to the
releasable suture.

This case highlights that while ophthalmologists should
remain  vigilant  for  post-procedural infectious
endophthalmitis, non-infectious causes of intraocular
inflammation should also be considered and managed
appropriately with the use of steroids.
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