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Ararecomplication of Nd-YAG capsulotomy: Propionibacterium acnes
endopthalmitis
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Abstract

Posterior capsular opacification, also known as after cataract develops in 33 % of patients
after uneventful cataract surgery. Nd-YAG Laser capsulotomy is the treatment of choice
for PCO and is routinely performed by the general ophthalmologist on an OPD basis.
Endophthal mitis, although a rare complication after Nd-YAG Laser capsulotomy, has been
reported in the literature. We report a case of Propionibacterium acnes endophthalmitis
following laser capsulotomy and the possible mechanism of its occurrence.
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Introduction

Posterior capsular opacification (PCO) is the most
common late complication of cataract extraction. Up
to one-third of such patients develop PCO after 5
years of uneventful cataract surgery (Schaumberg
et al 1998). Posterior capsular opacification can be
of twotypes: Elschnings pearl and membranoustype.
PCO causes visual impairment as well as obscure
fundus view of patients with posterior segment
pathology such as diabetic retinopathy and macular
edema. PCO is readily treated by the use of the
neodymium yttrium aluminium garnet (Nd-YAG)
laser to cause photodisruption of the thickened
posterior capsule, and thereby clear the visual axis.
The commonly encountered complicationsafter YAG
capsulotomy areraised |OP, IOL pitting, damage to
corneal endothelium and mild anterior uveitis. The
unusual complications documented are chronic
endophthal mitis, macular edema, retinal detachment
and macular hemorrhage. We report a patient with
an uncommon complication following uneventful Nd-
YAG capsulotomy.
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Case report

A 70-year-old patient presented to the eye OPD with
complaints of diminution of vision in the right eye
since three months. The patient gave a history of
undergoing cataract surgery nine months back,
elsawhere. There was history of slow recovery of
vision during the post-operative period. On
examination, thevisual acuity wasfinger counting at
one foot. The anterior segment examination with a
dlit-lamp revealed posterior chamber 10L with a
PCO. The pupil was not reacting to light due to the
presence of total posterior synechiae. Additionally,
deposits were present on the anterior lens surface.
The IOP was 12 mmHg. A faint red glow was
present on fundus examination although the details
were not clear due to the hazy media. The patient
was advised Nd-YAG capsulotomy and the same
was performed. Post-YAG capsulotomy, the |OPwas
16 mm Hg and visual acuity improved to 6/36. The
patient was prescribed topical steroids and timolol
and was asked to comefor follow-up after oneweek.
On follow-up examination, the patient complained
of diminution of vision since oneday, associated with
dight pain. Slit-lamp examination reveal ed conjuctiva
and circumciliary congestion, hazy cornea, anterior
chamber reaction with 4 + cells and a flare with 2
mm of hypopyon. A retrolental membrane was also
present. The B scan was suggestive of vitreous
exudates. The patient was suspected of having
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chronic endophthalmitis and was given intra-vitreal
injection of vancomycin 1mg/0.1ml and amikacin
0.4mg /0.1ml. The vitreous tap was sent for
microbiologica examination and wasfound positive
for Propionibacterium acnes. The patient showed a
positive response and the hypopyon disappeared. A
repeat intra-vitreal injection was given after 48 hours
and the patient wasreferred to the posterior segment
surgeon.

Legend : Clinical picture on presentation showing
hypopyon

Discussion

The common complications after Nd-YAG
capsulotomy is raised 10P, IOL pitting, damage to
corneal endothelium and mild anterior uveitis. The
unusual complications reported are chronic
endophthal mitis, macular edema, retinal detachment
and macular hemorrhage. Chronic endophthalmitis
occurswhen organismsof low virulence get trapped
inthe capsular bag. Thetwo most common causative
organisms are Propionibacterium acnes and
Staphylococcus epidermidis. Presentation of chronic
endophthalmitisis with alate onset and a persistent
low grade granulomatous uveitis. An enlarging white
plague behind the lens is diagnostic for
Propi onibacterium acnesinfection. Meider et al were
the first to recognize the importance of
Propionibacterium acnes as a cause of delayed-onset
endophthal mitis after cataract extraction (Meisler et
a 1986). Organisms of low virulence may be the
cause of delayed-onset infectious endophthalmitis.
Indolent microbial organismsget sequestrated inthe
capsular bag creating alocalized, smoldering infection
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(Meider et a 1986; Carlson & Koch, 1988; Driebe et
al 1986; Meider et al 1987)

Appleet a coined thetermlocalized endophthalmitis
to describe this condition. This should be kept as a
differential diagnosis of otherwise unexplainable
inflammation after cataract surgery and, as in our
case, after YAG laser (Apple et al 1989). Patients
with localized endophthalmitis tend to develop
inflammation that is characteristically delayed in
onset, chronic, and often low grade; however, severity
may bevariable. Inflammation typically improveswith
corticosteroids, further delaying the diagnosis. The
patient’ssymptomsof pain, diminished vision, redness,
watering and photophobia are less intense than in
patientswith acute generdized endophthal mitis. Signs
of inflammation are also less severe than those of
acute generalized endophthalmitis. An endocapsular
plaque may be present, representing sequestered
organisms. Stefansson et al reported an endocapsular
hypopyon as a clinical sign of localized bacterial
endophthal mitis (Stefansson et a 1990). Localized
endophthal mitis may create the clinical appearance
of posterior capsular opacification (PCO) (Apple et
al 1992). There are four reported cases of
endophthal mitis precipitated in otherwise quiet eyes
by Nd-YAG laser capsulotomy (Meisler et a 1987;
Carlson & Koch, 1988; Carlson et al 1993; Tetz et
al 1987). Tetz et al (1987) reported a case of
Propi oni bacterium acnes endophthal mitis preci pitated
by Nd-YAG laser posterior capsulotomy performed
10 months after the primary surgery.

Nd-YAG capsulotomy is a routinely performed
procedure on an OPD basis by the general
ophthalmologist. The surgeon is aware of the post-
operative course of the patient operated on. The post-
operative course of patients operated elsewhere is
not clear, and, duetoilliteracy amongst such patients
areliable history is not procured. In our case, the
patient might have developed localized
endophthalmitis following cataract surgery. The
organism got sequestrated in the capsular bag. The
patient presented to us with signs of healed uveitis.
After capsulotomy, the organisms were released in
the vitreous cavity and this led to a full blown
recurrent attack of endophthalmitis. The purpose of
this case report was to make the general
ophthalmologist aware of this serious complication
of aseemingly-benign procedure.
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