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To the Editor:
I read the paper by Siddiqui et al. with concern [1]. There are
multiple shortcomings including selection bias, convoluted inclu-
sion criteria, absent ocular tissue validation, confirmation bias,
lacking long-term outcomes, missing relevant data, and absent
controls. The flawed methodology limits its conclusions, including
“the need for screening dilated fundus exams for patients with
bloodstream Candida infections” (candidemia). As written, this
report propagates misinformation and promotes the low-value
practice of screening in vulnerable patients with dangerous
potential for harm.
The authors convolute and inflate their intraocular infection rate

from candidemia by including three of four endophthalmitis cases
outside the screening paradigm. Ultimately, only one demonstrated
endophthalmitis (0.7%, 1/143) captured by screening, consistent with
known rarity [2]. Two had bacteremia to account for infection instead
of candidemia, confounding results and indicating confirmation bias.
While essential, no control group is provided. Approximately 19% of
critically ill patients with or without candidemia have abnormal
retinal findings [3] including cotton wool spots that may be clinically
indistinguishable from chorioretinitis.
Confirmation bias is also demonstrated by two endophthal-

mitis cases, allegedly following lack of screening, without
appropriate context or supportive evidence. Adequate man-
agement of underlying causes—candidemia and related
comorbidities—is associated with resolution of retinal findings
and survival, regardless of ophthalmologic intervention [2]. As
advocated by Infectious Diseases Society of America (IDSA),
candidemia should prompt immediate systemic antifungal
therapy for minimum 2 weeks following negative blood culture
growth with infectious source control and indwelling catheter
exchange [4].
There is also no mention of any: intraocular fungus confirma-

tion, management changes from screening, or long-term out-
comes. Over half (51%, 147/290) were unscreened, demonstrating
selection bias. Inadequate evidence is provided for supporting
screening in “noncommunicative” patients. This practice could
lead to unnecessary invasive interventions [2] with risks to
patients who cannot provide informed consent, particularly those
with self-limited disease.
Finally, stating their “study supports the guidelines set forth by

both the IDSA and the AAO regarding ophthalmologic screening
of patients with candidemia” is incorrect. IDSA independently

recommended universal ophthalmologic screening for candide-
mia, acknowledging self-considered “low-quality” evidence, with-
out participation by ophthalmologists [3]. Instead, the American
Academy of Ophthalmology (AAO) recommends this low-value
practice be deadopted [5].
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