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Endogenous Candida endophthalmitis (ECE) has
rarely been reported after induced abortion and

in the postpartum states in young healthy women.(1,2)

It is usually noted in immunocompromised patients
or intravenous drug abusers.  In healthy women after
the procedure of suction dilatation and curettage,
ECE was reported once in the literature.  We present
a patient who received two consecutive procedures
of suction dilatation and curettage for incomplete
abortion and developed ECE after the first suction
dilatation and curettage.  In spite of heavy vitreous
inflammation, the final visual acuity of the patient

was excellent due to the early diagnosis and aggres-
sive treatment.

CASE REPORT

A 24-year-old woman presented to our clinic
with a 2-day history of blurred vision and pain in the
right eye.  Tracing her history, she received an suc-
tion dilatation and curettage 1 week prior to the onset
of symptoms.  There was no previous ocular or med-
ical history.  On initial examination, her best-correct-
ed visual acuity was light-sense positive only in the
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right eye and 20/20 in the left eye.  The slit lamp
examination of the right eye showed a mild edema-
tous cornea with diffuse keratic precipitates.  The
anterior chamber was deep with 3+ cells and flared,
trace hypopyon with exudative membrane over the
pupil.  The fundoscopic examination of the right eye
showed fluffy vitreous opacity, subhyaloidal hypopy-
on and dense submacular infiltration (Fig. 1).
Findings from the left eye were normal.

Based on the clinical features, 200 mg of oral
fluconazole per day was initiated promptly under the
impression of ECE.  The trans pars plana vitrectomy
was performed to remove the intravitreal fungal balls
and abscess on the second day.  The endophotocoag-

ulation was performed while peeling the adhesive
membrane.  At the end of the surgery, the intravitreal
amphotericin B and antibiotics were injected.  The
vitreous sample was sent for smear and culture.  The
Gram stain showed abundant yeast-like microorgan-
ism and the fungal culture grew Candida albicans
(Fig. 2).  The blood culture was negative.  The vitre-
ous inflammation and subretinal infiltration were
greatly resolved after the surgery.

The gynecologist was consulted and the trans-
vaginal echography revealed a gestational sac struc-
ture in the uterus.  A second suction dilatation and
curettage was performed 5 days after the vitrectomy
under the impression of incomplete abortion.

Fig. 1 Initial presentation with dense submacular infiltration
and subhyaloidal hypopyon.

Fig. 2 Gram stain of the vitreous sample revealed abundant
yeast-like organism (¡ 400).

Fig. 3 Diffuse vitreous opacity with posterior pole obscured.

Fig. 4 A residual fibrotic band at the inferior macula with
delicate epimacular membrane and a parafoveal scar.
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However, 3 days after the suction dilatation and
curettage, the vitreous inflammation became more
severe, and some exudate-like linear opacities which
were difficult to differentiate with retinal detachment
were noted on the echographic examination (Fig. 3).
A second vitrectomy with intravitreal injection of
amphotericin B was performed, and an increment of
10 mg intravenous amphotericin B per day to up to
25 mg per day was initiated.  Postoperatively, the
intraocular inflammation gradually subsided. Six
months after the second vitrectomy, her best-correct-
ed visual acuity was 20/25 in the right eye.  A resid-
ual traction band with delicate epimacular membrane
and a parafoveal scar were noted (Fig. 4).  The opti-
cal coherence tomography demonstrated a flat fovea
and a parafoveal epimacular membrane.

DISCUSSION

Endogenous Candida endophthalmitis has typi-
cally been noted in patients with debilitating illness,
compromised immune states, intravenous drug
addiction, and prolonged usage of indwelling
catheters and antibiotics.(3-5) It has rarely been report-
ed after undergoing suction dilatation and curet-
tage.(1) Especially rare, as in this patient, the vitreous
inflammation flared up after the second suction
dilatation and curettage.  The rate of development of
ECE in patients with candidemia has been reported
to range from 28% to 45%.(6) In spite of negative
results of blood cultures, we presumed that the can-
didemia following dilatation and curettage increased
the intravitreal fungal load on the basis of the tempo-
ral relationship. 

For the treatment of ECE, antifungal agents
were used systemically or locally with or without the
adjunction of vitrectomy.  The intravenous ampho-
tericin B has been the treatment of choice for sys-
temic Candida infection.  However, when given sys-
temically, it has poor vitreous penetration and a vari-
ety of side effects such as nephrotoxicity and
anemia.(7,8) It is recommended that amphotericin B is
administered intravitreously at the time of vitrectomy
and intravenously for disseminated candidiasis.(9)

Fluconazole, an azole derivative, has good intraocu-
lar penetration, anti-fungal activity and minimal toxi-
city.  The successful treatment of ECE with only oral
fluconazole in patients with mild cases of the disease
or oral fluconazole combined with vitrectomy in

patients with advanced cases of the disease has been
reported.(10,11) Courses of 6-12 weeks of therapy are
typically required.(12) Thus, less toxic orally adminis-
tered anti-fungal agents in conjunction with vitrecto-
my and intravitreal amphotericin B have generally
been recommended.(6,9)

In this patient, the initial vitreous inflammation
was marked with fluffy balls and subhyaloidal
hypopyon.  Oral fluconazole was administered
promptly and pars plana vitrectomy with intravitre-
ous amphotericin B injection was performed.  The
unusual relapse of vitreous inflammation after the
second suction dilatation and curettage was cleared
with the second vitrectomy in conjunction with
intravitreal and intravenous amphotericin B.  It has
been reported that the incidence of endogenous fun-
gal endophthalmitis may be reduced if candidemia is
treated promptly with intravenous amphotericin B.(6)

The fluconazole was replaced by intravenous ampho-
tericin B because of a highly suggested treatment
failure of systemic candidiasis with fluconazole.

The visual prognoses of ECE vary greatly.  Final
outcomes of visual acuity depend mostly on the site
of initial choroiditis.  If the macula is spared and pre-
retinal membranes can be effectively removed, visual
acuity results can be exceedingly good.(13) Also, it
depends on the severity of the vitritis and the treat-
ment method used.  According to the classification
proposed by Ishibashi, half of the eyes in which vit-
rectomy had been performed at stage IIIb achieved a
postoperative visual acuity of 20/40 or better and
none had a visual acuity of less than 20/700.(14) In
addition, we emphasize that final vision is better in
patient with a shorter interval between onset of
symptoms and initiation of antifungal treatment.(9,15)

The final vision of this patient was excellent when
compared with patient results in previous reports,
especially, when considering the relapsed inflamma-
tion.  It was worth noting that in case of endogenous
endophthalmitis, when vitreous inflammation flares
up after an invasive procedure, it should be managed
promptly and aggressively.
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