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Sir,
Reply to V Vedantham

We thank Vasumathy Vedantham for his interest in our

paper. In reply to his comments:

1. The British Ophthalmological Surveillance Unit

(BOSU) is now well established in the UK to assist

in the investigation of clinically important or rare

eye conditions such as endophthalmitis. The

BOSU-reporting scheme is dependent on voluntary

reporting and therefore under-reporting of cases is

a potential source of error for incidence calculations.

A national registry is ideal for monitoring of

postoperative endophthalmitis cases but would

require the support of the vast majority of

ophthalmologists in the UK or India.

2. The incidence of diabetes in the endophthalmitis cases

was 10%. This figure was mentioned in our paper

under the heading of cataract surgery details.

Comparison of outcome between diabetic and

nondiabetic eyes was not analysed in this paper.

3. Pseudomonas was cultured from the aqueous sample

but not the vitreous in 3/5 Pseudomonas isolates. This

was a surprising result as vitreous is a better culture

medium for bacteria than aqueous;1 however, cases

with a positive aqueous tap and negative vitreous tap

have been described.1–2

As this study was dependent on individual UK

centres providing specific information about

endophthalmitis cases, we cannot comment on the

vitreous/aqueous sampling technique or sample

processing at these centres.

4. In contrast to several Indian endophthalmitis series,3–5

no cases of fungi were isolated in our UK survey.

Fungal endophthalmitis following cataract surgery has

been described as having a prolonged latency period of

weeks to months after intraocular inoculation.5,6 For

our UK survey, we only included cases diagnosed

within 6 weeks of cataract surgery, excluding

potential delayed onset cases due to fungal infection.

Differences in climate, operating theatre conditions

or the sample processing technique may also

be important. Information on the antibiotic suscepti-

bility of ocular isolates was not requested for our

study.

5. The role of systemic antibiotics in the treatment of

endophthalmitis remains unclear. Patients

randomised to the intravenous (IV) antibiotic group in

the Endophthalmitis Vitrectomy Study (EVS)7

received ceftazidime and amikacin (oral ciprofloxacin

instead of ceftazidime if the patient was allergic to

penicillin). There was no statistically significant

difference in outcomes between the IV antibiotic

group and the control group. Animal studies have

shown inadequate intraocular drug levels of amikacin

in inflamed, aphakic, vitrectomized eyes following IV

treatment.8 IV vancomycin or cefazolin may provide

better Gram-positive coverage in aphakic, inflamed

eyes than ceftazidime or amikacin.9 Therefore, the

results of systemic antibiotics in the EVS may not

apply to other drug combinations.
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Sir,
Retinal haemorrhages following Retcam screening for

retinopathy of prematurity

We read with interest the article by Adams et al1

describing retinal haemorrhages following Retcam

examination for retinopathy of prematurity (ROP). On

both visits, they detected no retinal haemorrhages

initially by Retcam, which were detected later by indirect

ophthalmoscopy, although they do not mention the stage

of vessel maturation or presence of ROP. We routinely

perform ROP screening by the Retcam and have not

observed any retinal haemorrhages. Following the

authors report, we performed indirect ophthalmoscopy

60 min after ROP screening with Retcam in 50 eyes of 25

children; however, failed to detect such retinal

haemorrhages and it seems to be of rare occurrence. It is

possible that immature fragile vasculature in very

premature babies as in this case or very vascular ROP

may present with retinal haemorrhages by inadvertent

ocular pressure during the Retcam examination.

A rise in intraocular pressure is not uncommon as disc

pulsations are induced during examination when

pressure is applied from the hand piece. Although we

use the second-generation 130-degree ROP lens, the

presence of small pupils and persistent ocular movement

makes it difficult to visualize the periphery; with a need

to tilt the head and the hand piece in various

configurations to obtain a suitable view, which causes an

increase in pressure. It is essential to ensure that the

coupling solution is replenished repeatedly as it flows

out of the eye during the examination, as a lack of it

causes a blurring of image, with more manoeuvers by the

observer. Proper immobilization of the head is essential

to prevent sudden head jerks and consequent injury.

With modern neonatal care as younger preterm infants

survive, such vascular incidents may be more common.

Although such cases are rare, this report guides us to

take utmost care during Retcam examination.
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Sir,
Reply to RV Azad et al

We thank Professor Azad and colleagues for their interest

in our case report.

At the time of examinations the baby was between

32 and 34 weeks gestation, with no suggestion of

abnormalities of retinal vascularisation.

We concur with their view that this is a rare occurrence

that we noted during an audit of RetCam screening

against conventional indirect ophthalmoscopy. At the

time of these events, the manufacturers considered that

some 1 million RetCam examinations had taken place

with no other similar report. They were not aware of any

other Unit undertaking a similar audit process, and we

are therefore interested to know that Professor Azad and

colleagues have not demonstrated a similar occurrence in

their study.

We agree with Professor Azad and colleagues that

care must be taken not to apply excessive pressure on

the eye when using the RetCam. We advise that all

neonatal screening should use the lighter ROP

screening head and not the heavier standard
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