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Abstract
OBJECTIVE : To report a case of recurrent mycobacterium abscessus complex endophthalmitis post
cataract surgery, its clinical features and complex course, management, and treatment outcome.

METHOD : A retrospective medical chart review to determine its clinical features, management and
treatment outcome.

RESULT : A 70 year-old female was referred for post cataract surgery chronic endophthalmitis �ve
months after right eye cataract surgery. Despite intravitreal and topical antibiotic, she had multiple
episodes of recurrent hypopyon uveitis upon tapering the topical steroid. This was followed by formation
of whitish, �uffy, cotton-like material in the anterior chamber (AC) with scleral abscess. AC washout and
incisional biopsy of the scleral were done followed by pars plana vitrectomy, intraocular lens
explantation, and intravitreal antibiotic injection. Culture revealed Mycobacterium abscessus complex .
Intravitreal vancomycin, ceftazidime and systemic clarithromycin, rifampicin and intramuscular
streptomycin were commenced and her condition improved. However, hypopyon uveitis and scleral
abscess recurred. Intravitreal amikacin, systemic amikacin, linezolid, clarithromycin and cipro�oxacin
were commenced. Her eye remained quiescent till date without the need for evisceration.

CONCLUSION : Mycobacterium abscessus complex endophthalmitis post cataract surgery is rare. It often
induces chronic recurrent or persistent intraocular in�ammation. Diagnosis is often delayed due to low
clinical suspicion. Keyword: endophthalmitis, non-tuberculous mycobacterium, cataract surgery,
hypopyon uveitis, scleral abscess, fungal uveitis

Case Description
A 70-year-old female with Diabetes Mellitus, was referred from district ophthalmologist for chronic post
cataract surgery endophthalmitis �ve-months after her right eye cataract surgery. She developed two
episodes of hypopyon uveitis and vitritis in May and June 2017. The referral hospital  did both aqueous
and vitreous tapping, which revealed no growth. She responded with empirical intravitreal vancomycin
(2mg/0.1ml) and ceftazidime (2mg/0.1ml), topical vancomycin, ceftazidime, dexamethasone and oral
cipro�oxacin 750mg bd for two weeks. Tuberculin skin test (TST), chest Xray, blood and urine culture
were negative. Connective tissue disease, autoimmune disease, tumor marker screening, MRI orbit and
brain were unremarkable.

When she �rst referred to tertiary care in June 2017, the right eye (RE) visual acuity (VA) was 6/18 with
anterior chamber (AC) cells of 3+ and mild vitritis. Otherwise, there was no retinitis, vasculitis or
choroiditis. The optical coherence tomography showed cystoid macular edema. Fundus �uorescein
angiogram showed petaloid leakage at the macula and a hot-disc. She responded well to topical steroids,
ceftazidime and vancomycin. In September 2017, she developed recurrent hypopyon uveitis  with �uffy
white material in AC, scleral abscess and marked vitritis (Figure 1).AC washout and scleral biopsy were
performed. RE condition worsened with recurrent hypopyon and vitritis, hence trans-pars planar
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vitrectomy (TPPV), intraocular lens (IOL) explant were performed.  She received two times intravitreal
vancomycin (2mg/0.1ml), ceftazidime (2mg/0.1ml) and amphotericin B (0.005mg/0.1ml). Intra operative
  �ndings showed dense vitreous abscess, diffuse retinal abscess and haemorrhages. Initial  acid fast
bacilli stained positive. Infectious Disease team commenced her on intramuscular Streptomycin 1gram ,
oral Rifampicin 600 mg od, oral Clarithromycin 500mg od and topical moxi�oxacin and dexamethasone.
Two weeks later, culture grew MAC sensitive to all the antimycobacterial given. In November 2017, the eye
remained quiescent, visual acuity of 1/60 (Figure 2). Intramuscular Streptomycin 1g  three times per week
for 2 months, oral Rifampicin 600 mg od and oral Clarithromycin 500mg od   regime were continued for 9
months.

However in July 2018, she developed recurrent hypopyon uveitis, iris nodules, scleral nodule and vitritis
(Figure 3). We repeated AC and intravitreal tap sending for acid fast bacilli, gram stain and culture.
Intravitreal amikacin (0.4mg/0.1ml) and vancomycin (0.2mg/0.1ml) were given. Systemic intravenous
amikacin 750mg daily for one month and IV Linezolid 600mg od for 2 weeks.  Unfortunately, patient`s
renal function deranged. The therapy was adjusted to renal dosage of oral clarithromycin 250 mg bd and
cipro�oxacin 500 mg for 6 months duration. She has completed treatment with BCVA of hand movement
(Figure D). RE was aphakic, anterior segment was quiet, optic disc was pallor, the vessels were attenuated
and pigmentary changes at macular area. Her RE remain quiescent for 18 months since her last visit.

Discussion
MAC is a group of rapidly growing, multidrug-resistant, non-tuberculous Mycobacterium (NTM) species
that are ubiquitous in soil and water. Isolated postoperative endophthalmitis caused by MAC
after cataract surgery is rarely reported. It also has been reported in infective keratitis, [1]orbital and
periocular infections, [2] cornea transplant surgery,[3]and post LASIK surgery [4]. Hsu et al. and Hung et al.
reported recently on a cluster of post-cataract endophthalmitis outbreak in Taiwan [5,6] and Poulose et al
reported in �ve cases in Southern India [7].

In our patient, the clinical pictures of prolonged ocular in�ammation, recurrent hypopyon uveitis, �uffy
material in AC, iris nodules, scleral abscess, warrant a high index of suspicion of either fungal or
mycobacterial endophthalmitis as described in literatures [2,5,7–10]. NTM uveitis may mimic fungal,
herpes, or sterile in�ammation. The use of steroid may hinder the actual isolation of the pathogen. This
explained the di�culty of achieving the diagnosis. 

About a third of eyes will deteriorate and subsequently become atrophied or eviscerated. Another two-
third will enter a quiescent-recurrent stage, ending with poor visual outcome.[9] High risk of recurrence
may be due to the proposed nature of the disease, potential nidus of residual infection in sclera, iris or
ciliary body despite debridement [8], formation of a bio�lm impeding the penetration of antibiotics,
inducible resistance to clarithromycin[11], and the possibility of incorrect identi�cation of the causative
organism [2]. 

https://www.sciencedirect.com/topics/medicine-and-dentistry/cataract-surgery
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In-vitro studies and case series reported that Amikacin is highly effective in treating MAC in their
retrospective study. [12] Brown-Elliott et al also reported that the percentage of their isolates of MAC
susceptible to amikacin, clarithromycin, cipro�oxacin, levo�oxacin, moxi�oxacin, and gati�oxacin were
100%, 100%, 21.6%, 5.4%, 21.6%, and 48.6%, respectively.[13]

Polymerase chain reaction (PCR) and gene sequencing are rapid, speci�c, and cost-effective means of
identi�cation of NTM to the species level. However, it was not widely available. Genetic loci that typically
used for mycobacteria species identi�cation with PCR or gene sequencing include the 16S rRNA gene, the
16S–23S spacer region, the rpoB gene, and the hsp65 gene.[5,14] 

Surgical debridement by vitrectomy, removal of lens–capsule complex with concurrent antibiotic
irrigation, intravitreal of antibiotics and evisceration were also suggested treatment in most published
literature.[9,15] Hung et al. found that eyes after vitrectomy is associated with prolonged quiescent
stage. [8] Luckily, for our patient, the RE remain quiescent and did not require evisceration.

Clinicians should have a high index of suspicion of NTM endophthalmitis when faced with a challenging
diagnosis as it may cause potential detrimental outcomes. A combination of antibiotics based on culture
sensitivities and therapeutic surgical intervention are needed to control the infection. 

Abbreviations
MAC
Mycobacterium abscessus complex
AC
anterior chamber
NTM
non-tuberculous Mycobacterium
TST
Tuberculin skin test
RE
Right eye
VA
visual acuity
TPPV
trans-pars planar vitrectomy
IOL
intraocular lens
LASIK
Laser assisted in-situ keratomileusis
PCR
Polymerase chain reaction
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Figure 1

Fundus �uorescein angiogram showed petaloid leakage at the macula and a hot-disc. She responded
well to topical steroids, ceftazidime and vancomycin. In September 2017, she developed recurrent
hypopyon uveitis with �uffy white material in AC, scleral abscess and marked vitritis (Figure 1).
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Figure 2

In November 2017, the eye remained quiescent, visual acuity of 1/60 (Figure 2). Intramuscular
Streptomycin 1g three times per week for 2 months, oral Rifampicin 600 mg od and oral Clarithromycin
500mg od regime were continued for 9 months.
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Figure 3

However in July 2018, she developed recurrent hypopyon uveitis, iris nodules, scleral nodule and vitritis
(Figure 3). We repeated AC and intravitreal tap sending for acid fast bacilli, gram stain and culture.
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Figure 4

She has completed treatment with BCVA of hand movement (Figure D). RE was aphakic, anterior segment
was quiet, optic disc was pallor, the vessels were attenuated and pigmentary changes at macular area.
Her RE remain quiescent for 18 months since her last visit.


