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PURPOSE: To report a series of patients with early onset
Aspergillus endophthalmitis following cataract surgery.
DESIGN: Retrospective consecutive case series.
METHODS: Medical records were reviewed of all cases of
endophthalmitis caused by Aspergillus after cataract surgery
treated at the authors’ practices between 1992 and 2005.
RESULTS: Five patients were identified. Two patients were
immunocompromised (one on oral corticosteroids and
one on chemotherapy for lung cancer). The mean num-
ber of days between cataract surgery and diagnosis with
endophthalmitis was 29 (range, 10 to 62 days). Three
eyes (60%) were enucleated despite a variety of treat-
ments. In addition to vitrectomy and injection of anti-
fungal agents, the other two eyes underwent surgical
debridement of a localized necrotic nidus. Final visual acuity
was 20/30 in one eye and 20/200 in the remaining eye.
CONCLUSIONS: Aspergillus should be considered in the
differential diagnosis of early onset endophthalmitis fol-
lowing cataract surgery. Visual outcomes are generally
poor and enucleation is common in these patients. (Am
J Ophthalmol 2006;142:509–511. © 2006 by Elsevier
Inc. All rights reserved.)

EARLY ONSET POSTOPERATIVE ENDOPHTHALMITIS FOL-

lowing cataract surgery is typically caused by bacterial
organisms.1 Most reported cases of fungal endophthalmitis
are endogenous and patients often have a history of immu-
nosuppression or intravenous drug use. Although it has
been reported in two series from India, endophthalmitis
caused by Aspergillus after cataract surgery is uncommon.2,3

We report a retrospective case series of five patients with
early onset endophthalmitis caused by Aspergillus species
following standard phacoemulsification and posterior cham-
ber intraocular lens (IOL) insertion.

Medical records were reviewed of all patients with endoph-
thalmitis caused by Aspergillus after cataract surgery treated by
the authors between 1992 and 2005. Five patients were
identified, all of whom had undergone phacoemulsification.

Clinical information is displayed in the Table. The median
age was 74 years (range, 68 to 94 years). Two patients were
immunocompromised (one on oral corticosteroids and one
on chemotherapy for lung cancer). None of the patients had
a preexisting infection involving Aspergillus. All patients
presented with decreased vision and eye pain following
phacoemulsification and IOL insertion. There was no known
construction at any of the cataract surgical sites. Three
patients had flocculent material in the anterior chamber,
suggestive of fungal infection (Figures 1 and 3). Phacoemul-
sification was uncomplicated except for a posterior capsular
tear (no vitreous loss) in one eye. The mean and median
number of days between cataract surgery and presentation
with endophthalmitis was 29 (range, 10 to 62 days). Initial
treatment was tap and injection of intravitreal antibiotics in
three patients (60%) and pars plana vitrectomy with injec-
tion of intraocular antibiotics in two (40%). Two of the
patients in this series were treated with surgical debridement
(Patients 1 and 4) and one of these (Patient 4) received a
corneo-scleral graft because of the presence of a necrotic
cornea and sclera nasally where a pterygium was removed at
the time of phacoemulsification (Figure 2). Three eyes (60%)
were enucleated; the final visual acuity was 20/30 in one
patient and 20/200 in the remaining patient.

While the occurrence of fungal endophthalmitis after
cataract surgery is rare in the Western world, it may occur
more commonly in developing countries. There was no
construction as a cause of the infection in our series such
as that reported by Tabbara.6 In one study from India,
fungi accounted for up to 21.8% of all culture-positive
endophthalmitis after cataract surgery.2 Narang and asso-
ciates reported a series of fungal endophthalmitis patients
following cataract surgery over a four-year period at a
single institution in India; Aspergillus species was the most
common isolate (20 of 27) among these cases.3 Only five of

Accepted for publication Mar 23, 2006.
From the Texas Retina Associates, Dallas, Texas (D.C.); Department

of Ophthalmology, Penn State College of Medicine, Hershey, Pennsyl-
vania (I.U.S.); Department of Ophthalmology, Bascom Palmer Eye
Institute, University of Miami School of Medicine, Miami, Florida
(T.G.M., H.W.F. Jr); Pacific Eye Associates, San Francisco, California
(K.W.O.); and Cornea Associates of Texas, Dallas, Texas (C.B.B.).

Inquiries to David Callanan, MD, Texas Retina Associates, 1001
North Waldrop Drive, Suite 512, Arlington, TX 76012; e-mail: dcallanan@
texasretina.com

FIGURE 1. Patient 1. Recurrence of Aspergillus endoph-
thalmitis seven weeks after surgery with a clump of fungal
elements present in the superior portion of the anterior cham-
ber adjacent to the scleral tunnel wound. A suture was placed
at the time of initial phacoemulsification.
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TABLE. Aspergillus Endophthalmitis Following Cataract Surgery

Patient

Age (years),

Gender, Eye

Time to

Diag. (days) Initial VA Initial Culture Initial Treatment Follow-up Culture Follow-up Treatment Follow-up Final VA Comment

1 74, F, L 10 20/100 No growth Tap and inject with

intravitreal V, G.

Intravenous C

Asper. Niger PPV, intravitreal

ampho B, oral

fluconazole

21 mos. 20/200 Recurrence treated with surgical

debridement, intravitreal

ampho B, oral ketoconazole

2 94, F, L 36 HM No growth PPV, intravitreal V, C,

D, Intravenous C

Asper. species Repeat PPV, IOL

removal,

intravitreal & IV

ampho B, oral

fluconazole

7 days Enucl. CE complicated by posterior

capsular tear (no vitreous

loss), enucleation attributable

to pain and progressive

infection

3 74, F, R 29 20/200 No growth PPV, intravitreal A, D Asper. species Repeat tap and

inject with V,

ampho B, oral

fluconazole

14 mos. Enucl. At time of CE, patient was

taking 5 mg/day oral

prednisone for a connective

tissue disorder. Recurrence

treated with IOL and capsule

removal, intravitreal ampho B

2 weeks later, RD treated with

PPV/SB. Enucleation

attributable to progressive

infection.

4 68, F, L 62 20/70 Asper. species AC tap, intravitreal V, C Not applicable Intravitreal ampho

B, topical

natamycin, oral

sporanox

6 mos. 20/30 6 weeks after CE, patient

underwent repeat

chemotherapy for lung

cancer. Recurrence of

Aspergillus infection treated

with surgical debridement and

corneal graft.

5 69, F, L 10 20/40 No growth Tap and inject with

intravitreal V, A, D

Asper. species PPV, intravitreal

V, C, ampho B,

D, oral

itraconazole

3 mos. Enucl. Recurrence treated with repeat

PPV, IOL removal, intravitreal

ampho B, oral voriconazole.

Subsequent RD repaired with

silicone oil.

F � female; L � left; R � right; Diag. � diagnosis; HM � hand motions; Asper. � Aspergillus; IV � intravenous; PPV � pars plana vitrectomy; IOL � intraocular lens; AC � anterior chamber;

CE � cataract extraction; RD � retinal detachment; SB � scleral buckle; V � vancomycin; G � gentamicin; C � ceftazidime; ampho B � amphotericin B; D � dexamethasone; A � amikacin;

mos. � months; Enucl. � enucleation; VA � visual acuity.
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the 20 Aspergillus cases achieved a final acuity of 20/200 or
better; indicating a poor prognosis for this infection.
Oxford and associates reported a patient with Aspergillus
endophthalmitis after sutureless phacoemulsification in
the United States (included in this series).4

Treatment of two of the patients in the current series in-
cluded surgical debridement of a localized nidus of infection,
including one patient who underwent a corneo-scleral graft.
In both of these patients, useful visual acuity was achieved. It
has been reported by Xie and associates that lamellar kerato-
plasty is an effective treatment option to eradicate fungal
keratitis unresponsive to treatment with antifungal medica-
tion.5 Our series as well as that of Xie and associates would
suggest that a reduction in the number of organisms may be
helpful in cases of Aspergillus infection. Durand and associates
reported successful treatment of Aspergillus endophthalmitis

in one patient with intravitreal amphotericin, oral voricon-
azole, and intravenous caspofungin.7 It is also possible that
treatment with these new antifungal agents may improve the
outcome in patients with fungal endophthalmitis.

The current series demonstrates that because early onset
postoperative endophthalmitis caused by Aspergillus may
present similarly to postoperative bacterial endophthalmi-
tis; fungal organisms such as Aspergillus should be consid-
ered in the differential diagnosis and appropriate cultures
obtained at the onset. Early treatment, including removal
of any nidus of infection, should be considered.
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Orbital-Conjunctival Glomangiomas
Involving Two Ocular Rectus Muscles
Jerry A. Shields, MD, Ralph C. Eagle, Jr, MD,
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PURPOSE: To report two glomangiomas in one orbit, each
isolated to a rectus muscle.
DESIGN: Clinicopathologic correlation.
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FIGURE 2. Patient 4. The patient underwent removal of infected
sclera and cornea and placement of a corneal patch graft for
treatment of Aspergillus endophthalmitis. Final appearance of eye
after corneal graft healed in place and infection resolved.

FIGURE 3. Patient 5. Large Aspergillus infiltrate fills the
anterior chamber following cataract surgery.
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