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S e ve r e  G e m e l l a  h a e m o l y s a n s 
e n d o p h t h a l m i t i s  f o l l o w i n g 
ranibizumab intravitreal injection

Silvia Olivia Salceanu, Sarah Levy, 
Richard Cunningham1, Kwabena Frimpong‑Ansah

Gemella haemolysans is a commensal of the upper respiratory 
tract that is rarely involved in ocular pathology. We present 
a unique case of endophthalmitis with negative cultures and 
positive 16s ribosomal ribonucleic acid gene sequencing showing 
G. haemolysans infection after an intravitreal ranibizumab 
injection for wet age‑related macular degeneration.
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Bacterial endophthalmitis is one of the most feared complications 
after any intraocular procedure. The most common organisms 
reported in cases of endophthalmitis following intravitreal 
anti‑vascular endothelial growth factor (Anti‑VEGF) injection 
are Staphylococcus epidermidis, unspeciated coagulase‑negative 
Staphylococci and Streptococcus species.[1]

Case Report
We present the case of a 92‑year‑old lady with wet age‑related 
macular degeneration who developed endophthalmitis after 
the 13th ranibizumab injection. The patient had been treated 
regularly for bilateral wet age‑related macular degeneration. 
During her June 2015 visit, the patient received her 13th right eye 
and fifth left eye ranibizumab injections without any immediate 
complication. The patient developed severe right eye pain on her 
way home on the same day, but only presented to the hospital 
eye service 6 days later with no perception of light in the right 
eye. Preinjection best corrected visual acuity in the right eye was 
6/48. The patient was otherwise healthy, and not taking any pills.

Ophthalmological examination showed an injected chemotic 
right eye with organized hypopyon and no view of the fundus. 
B‑scan ultrasound examination revealed extensive vitreous 
debris [Fig. 1]. A diagnosis of suspected endophthalmitis was 
made.

The patient was admitted to hospital on the same day. 
Aqueous and vitreous specimens were obtained for bacterial 
cultures and gram staining. During posterior vitrectomy, a very 
opaque and thick vitreous was observed and it was not possible 
to remove all debris due to an inadequate view. A white 
sheet of material remained in the posterior pole. Intravitreal 
Vancomycin 0.5 mg and Amikacin 200 µg was injected at the 
end of the procedure. The patient was also started on oral 
Levofloxacin 500 mg twice daily.

On the 1st day following vitrectomy, the right eye was 
comfortable, with the perception of light vision. Topical 
ofloxacin, cycloplegics, and steroids were started. Prolonged 
bacterial cultures on solid and liquid media were negative. In 
view of the possibility of a toxic posterior segment syndrome, the 
patient was started on oral prednisolone 40 mg/day 3 days after 
the anterior chamber and vitreous biopsies came back negative.

Three weeks after vitrectomy, 16s ribosomal ribonucleic 
acid (rRNA) polymerase chain reaction (PCR) of the 
culture‑negative vitreous sample was positive with a gene 
sequence consistent with Gemella haemolysans. One month after 
vitrectomy, the eye remained comfortable, with only perception 
of light vision. Slit‑lamp examination showed an injected right eye 
with corneal decompensation and no fundus view [Figs. 2 and 3].

One month later, the patient presented with discomfort 
and elevated intraocular pressure in the right eye and 
was diagnosed with pupil block glaucoma for which she 
underwent YAG Laser peripheral iridotomies. Following the 
episode of elevated intraocular pressure, her visual acuity was 
permanently reduced to no perception of light.

Discussion
This is the first reported case of G. haemolysans endophthalmitis 
after an intravitreal ranibizumab injection. Wet age‑related 
macular degeneration is the most common cause of blindness 
in the elderly population, and intravitreal Anti‑VEGF 
injections are a good treatment option with good results 
in preventing eyesight loss in the majority of patients. The 
risks of intravitreal injection therapy are inflammation, rise 
of intraocular pressure, lens touch, vitreous hemorrhage, 
retinal detachment, sterile uveitis, and most feared of all 
complications– endophthalmitis.

G. haemolysans is a commensal of the upper respiratory tract 
which was first described as an infectious causative agent for 
endocarditis.[2] It is a facultative anaerobic Gram‑positive coccus 
and can be slow growing on conventional bacterial culture 
media. Negative culture endophthalmitis cases are difficult to 
manage, and diagnosis should always be reinforced by sending a 
sample for 16s rRNA PCR. This technique uses broad‑spectrum 
PCR primers which detect sequences from all eubacterial 
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species. The large amplified fragment is then sequenced and the 
organism identified by comparison to databases of previously 
identified species. This test is highly sensitive, and can reliably 
detect nonculturable bacteria. False‑positives can occur due to 

contamination during specimen collection or in the laboratory; 
in this case, the sample was collected and processed under strict 
aseptic conditions to minimize this risk.

The first ocular involvement of G. haemolysans was reported 
in a case of keratitis and consecutive endophthalmitis.[3] Since 
then, G. haemolysans endophthalmitis has been described after 
cataract surgery[4] and trabeculectomy[5].

Another fact worth mentioning is that this is the second case 
of G. haemolysans endophthalmitis treated in our department, 
the first being after cataract surgery. There is a 12‑year gap 
between the two cases, so hospital nosocomial infection can be 
ruled out. The case of endophthalmitis with G. haemolysans after 
cataract surgery had a similar presentation with ocular pain the 
afternoon after the surgical procedure. The patient presented 
to the hospital the next morning with only hand movement 
vision and antibiotic treatment was started early. Intravitreal 
vancomycin 2 mg and amikacin 300 µg were given, followed by 
oral Ciprofloxacin 500 mg twice daily and prednisolone 60 mg 
once a day. Gram staining suggested a Gram‑positive coccus, 
cultures showed sensitivity to ciprofloxacin, and 16s rRNA PCR 
identified G. haemolysans. Vision improved to 6/4, demonstrating 
that an early start of treatment can have satisfactory results.[4]

The majority of endophthalmitis cases in the literature 
are caused by Gram‑positive bacteria, which explains why 
vancomycin intravitreal injection is given as primary treatment 
after vitreous biopsy. Amikacin intravitreal injection covers the 
Gram‑negative spectrum offering a good combination, especially 
until the cultures results are issued. Oral treatment with 
fluoroquinolones (such as levofloxacin or ciprofloxacin) covers 
Gram‑positive and negative spectrums offering a good antibiotic 
treatment option whenever bacterial infection is suspected.

This is the first published case of G. haemolysans infection 
resulting in a visual outcome of no perception of light. The 
poor visual acuity can be related either to the late presentation 
of the patient or the bacterial pathogenicity, as well as the 
development of pupil block glaucoma. The literature shows that 
endophthalmitis following intravitreal injections is associated 
with an earlier presentation and poorer visual outcomes when 
compared with endophthalmitis following cataract surgery. 
Endophthalmitis after intravitreal injections has increased 
likelihood of final visual acuity of counting fingers or less and 
no improvement in visual acuity after antibiotic treatment.[6]

Conclusion
This is a unique case of endophthalmitis with negative cultures 
and positive 16s ribosomal ribonucleic acid gene sequencing 
showing G. haemolysans infection after an intravitreal 
ranibizumab injection for wet age‑related macular degeneration.
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Figure 1: B‑scan ultrasound examination: extensive vitreous debris

Figure 2: Slit‑lamp examination: injected right eye with corneal 
decompensation and no fundus view

Figure 3: Slit‑lamp examination: focus on the corneal decompensation
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Multicolor imaging in optic disc 
swelling

Nicey Roy Thomas, Prachi Subhedar Ghosh, 
Maitreyi Chowdhury, Kumar Saurabh, Rupak Roy

Differentiating optic disc edema (ODE) from pseudo optic 
disc edema (PODE) continues to pose a diagnostic dilemma. 
Current report highlights the role of multicolor imaging (MC) in 
differentiating ODE from PODE. Composite multicolor images 
of the disc in ODE show greenish hyperreflectance that extends 
beyond the optic disc margins with irregular blurry margins 
and obscured disc vasculature whereas PODE shows a greenish 
hyperreflectance with clear and distinct margins and well 
delineated disc vasculature. MC imaging adds to the present 
armamentarium of imaging modalities obviating needless 
neurological evaluation mandatory in a case of true disc edema.

Key words: Multicolor imaging, optic disc edema, optic nerve 
head drusen

Differentiating optic disc edema (ODE) from pseudo 
ODE (PODE) is a diagnostic dilemma. Causes of PODE 
include small crowded discs, tilted discs, and optic 

nerve head drusen (ONHD), whereas ODE can occur 
secondary to raised intracranial pressure, inflammatory, 
ischemic, infiltrative, compressive, and traumatic optic 
neuropathies.[1] Herein, we describe cases of disc swelling and 
highlight their multicolor (MC) imaging characteristics and role 
in differentiating true from pseudo disc edema.

Case Reports
Case 1
A 19‑year‑old female presented with dimness of vision in the 
right eye for 5 years following blunt trauma to the eye. Her 
best‑corrected visual acuity (BCVA) was 20/30 (−2.00 DS − 1.00 
DC 90°), N6 in the right eye and 20/20, N6 (Plano) in the left 
eye. Color vision and pupillary reflexes were normal in both 
eyes. Anterior segment was normal in both eyes, and there 
was no evidence of inflammation. Fundoscopy of the right 
eye showed a choroidal rupture in the juxtafoveal region. Left 
eye macula was normal. The optic discs of both eyes appeared 
hyperemic with blurring of disc margins [Fig. 1a and b]. B‑scan 
ultrasonography (USG) showed a hyperechoic clump over the 
optic nerve head (ONH) in both eyes which persisted at low 
gain confirming ONHD [Fig. 1c and d]. Spectral domain optical 
coherence tomography (SD‑OCT) of the ONH showed elevation 
with an irregular internal optic nerve contour and hyporeflective 
spaces below the surface suggestive of ONHD. Composite 
MC image of the right and left eyes showed a hyperreflective 
greenish ring with discrete margins and clearly demarcated disc 
and retinal vasculature [Fig. 2a and e]. Infrared reflectance (IR) 
images of the right and left eye show clearly demarcated disc 
vasculature. Green reflectance (GR) and blue reflectance (BR) 
images of the right and left eyes showed hyperreflectivity 
limited to the optic disc margin [Fig. 2b‑d and f‑h].

Cite this article as: Thomas NR, Ghosh PS, Chowdhury M, Saurabh K, Roy R. 
Multicolor imaging in optic disc swelling. Indian J Ophthalmol 2017;65:1251-5.

This is an open access article distributed under the terms of the Creative 
Commons Attribution‑NonCommercial‑ShareAlike 3.0 License, which allows 
others to remix, tweak, and build upon the work non‑commercially, as long as the 
author is credited and the new creations are licensed under the identical terms.

For reprints contact: reprints@medknow.com

Vitreoretina Sciences,  Aditya Birla Sankara Nethralaya, Kolkata, West 
Bengal, India

Correspondence to: Dr. Rupak Roy, Aditya Birla SankaraNethralaya, 
147, Mukundapur, E.M. Bypass, Kolkata ‑ 700 099, West Bengal, India. 
E‑mail: rayrupak@gmail.com

Manuscript received: 08.06.17; Revision accepted: 17.08.17

Access this article online
Quick Response Code: Website: 

www.ijo.in

DOI:
10.4103/ijo.IJO_473_17

PMID: 
***

Mangesh.Kamble
Rectangle




