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GRT‑associated RRD. However, a specifically tailored approach 
may be required on an individual basis to optimize the best 
outcome.
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Metastatic subretinal abscess in a 
patient with perinephric abscess

Monika Kapoor, Preeti Singh, Nayana TK,  
Siddharth Madan, Sarita Beri

An 80‑year‑old lady with uncontrolled type 2 diabetes developed 
fever and abdominal pain followed by a sudden diminution 
of vision in her left eye. Right infra‑renal abscess accounted 
for abdominal pain. A  metastatic left subretinal abscess was 
diagnosed subsequently. Medical management for her systemic 
condition initiated. Vitreous biopsy was performed along‑with 
intravitreal antibiotic administration. Because of no clinical 
recovery, patient underwent pars plana vitrectomy. Prompt 
systemic stabilization and a timely surgical intervention in the 
left eye resulted in a satisfactory visual gain. Metastatic subretinal 
abscess following a perinephric abscess is rare phenomenon and 
only a few cases are reported to date.
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Endogenous endophthalmitis  (EE) is a rare yet potentially 
blinding ocular emergency, accounting for 2%–8% of all cases 
of endophthalmitis.[1,2] This results from the hematogenous 
spread of microorganism via septic emboli that arise from a 
distant focus of pyogenic infection reaching choroid, eventually 
infiltrating the retina and spilling into the vitreous cavity.[1,2] 
Recent work by Pillai GS and colleagues have suggested that 
approximately 90.24% of the patients with EE have at 
least one systemic co‑morbid condition, of which the most 
common co‑morbidity is diabetes mellitus.[3] Development of a 
metastatic subretinal abscess is relatively rare but may become 
more common as the number of chronically debilitated patients 
and use of invasive procedures are in increasing trend. The 
diagnosis is mostly clinical while awaiting the results from 
intraocular and/or blood culture.

Case Report
An 80‑year‑old lady presented to medicine emergency with 
fever, chills, and generalized abdominal pain accompanied‑with 
increased frequency of painful micturition for 15 days duration. 
She noticed a sudden onset of defective vision in her left 
eye (OS) for the last 3 days before presentation. This eye was 
pseudophakic as cataract surgery was performed two years 
back with good postoperative visual gain [Fig. 1a]. She was a 
known diabetic and hypertensive, on irregular treatment for 
eight years. She suffered right‑sided hemiparesis four years back 
though she recovered completely. In her current presentation, 
she was conscious, sick looking, febrile, and pale. Abdomen was 
tender in the right lumbar area. At presentation random blood 
sugar was 360 mg/dL, HbA1c‑10.7%, Hemoglobin‑6.8 gm%, 
serum triglycerides––370 mg/dL, blood urea––67 mg%, and 
serum creatinine––1.8 mg/dL. Peripheral blood smear showed 
microcytic hypochromic anemia with mild leucocytosis. Blood 
culture and urine culture revealed no growth. Ultrasound 
abdomen demonstrated infra‑renal fluid collection [5 × 2.7 mm] 
below right kidney with right renal hydronephrosis; however, 
this minimal fluid was not amenable to aspiration. Empirical 
treatment with intravenous ceftriaxone along with insulin and 
fluids was started.

On ophthalmic evaluation, the patient could perceive hand 
movement close to face from her right eye  (OD) and could 
only perceive light OS with accurate projection of rays in all 
quadrants in both eyes. On slit‑lamp examination, a mature 
senile cataract was present OD  [Fig.  1b]. LE had anterior 
chamber cells 2+. Intraocular pressure was 15 mm Hg OD 
and 11 mmHg OS. Fundus details were not visible OD. 
Media was hazy due to vitritis OS; however, the optic disc 
could be seen hazily along‑with an ill‑defined, yellowish, 
elevated subretinal lesion of size approximately two disc 
diameters just temporal to fovea [Fig. 1c]. Ultrasound B‑scan 
OD was anechoic. Mild to moderate intensity spikes in mid 
vitreous were seen OS. Since the right eye had no acute visual 
complaint, the provisional diagnosis was subretinal abscess OS 
secondary to the perinephric abscess. After 7 days of systemic 
treatment, a vitreous biopsy was sent for microbiological 
analysis. Gram‑positive cocci were identified on gram stain 
however no growth was obtained on culture. Intravitreal 
antibiotic (vancomycin 1 mg/0.1 mL, piperacillin 225 µg/0.1 mL, 
and amphotericin B 5 µg/0.1 mL) were administered empirically 
in the same sitting.

Patient’s systemic condition improved and fever 
subsided along‑with control of blood sugar levels. Persistent 
vitritis and no visual improvement prompted pars plana 
vitrectomy  (PPV) with the removal of vitreous adjacent 
to the abscess, however, abscess drainage was deferred 
to limit more trauma in an already inflamed eye and to 
reduce future risk of retinal detachment [Fig.  2a]. Similar 
intravitreal antibiotics were repeated after PPV and were 
also injected over the abscess. On the first postoperative 
day, vision improved to finger count at one meter, fundus 
clarity increased, lesion became more defined and reduced 
in size [Fig. 2b]. On postoperative day 13, vision improved 
to 6/60, and size of lesion decreased further. Yellowish 
atrophic patches appeared around the lesion which 
pointed to a healing process [Fig. 2c]. Postoperative optical 
coherence tomography showed atrophy of all retinal layers 
corresponding to this lesion [Fig. 2d]. She is doing well.

Discussion
Subretinal abscess is a severe manifestation of EE.[1,2] Major risk 
factors for the development of EE are immune‑compromised 
states like malignancy, organ transplant, diabetes mellitus, 
end‑stage liver/kidney disease, intravenous drug use, 
indwelling catheter, chronic steroid use or dental procedure.[2] 
A retrospective review from a quaternary referral center in 
south India reported an even distribution of fungi and bacteria 
among the culture‑positive cases of EE.[3] 76.93% bacterial 
isolates were attributed to Gram‑positive bacteria, of which 
Staphylococcus aureus was the most common and 23.07% were 
due to Gram‑negative bacteria. Aspergillus species was the most 
common fungus that was isolated (53.8%) followed by Candida 
albicans (30.7%).[3] Further, perinephric abscess is usually due 
to Gram‑negative enteric bacilli or a polymicrobial infection 
due to Escherichia coli, Staphylococcus  aureus, and Klebsiella 
pneumonia.[3-5] Candida albicans and Aspergillus are commonly 
seen fungi which account for 11.1% to 17.54% of total EE cases 
in the Asian population.[6,7]

The treatment of subretinal abscess is controversial and 
no standard management or clear guidelines for performing 
vitrectomy have been described. Intravenous antibiotics alone, 
PPV, PPV with intravitreal antibiotics, PPV with retinectomy, 
or enucleation are possible management options.[8] Tsai TH and 
Peng KL have suggested that if the size of the subretinal abscess 
was smaller than four disc areas, PPV with intravitreal antibiotic 
injection could be successful and in larger lesions, PPV with 
retinectomy to remove adequate abscess should be considered.[9] 
Venkatesh et  al. used a 41‑G translocation needle to make a 
self‑sealing small retinotomy to deliver drugs in subretinal 
lesion.[10] One of the previous case reports described metastatic 
choroidal abscess in a diabetic patient with Staphylococcal aureus 
associated renal abscess which was managed with systemic 
antibiotics and showed improvement in the abscess, but 
later presented with choroidal neovascularisation, vitreous 
hemorrhage and pre retinal hemorrhage.[11]

Conclusion
Case reports related to subretinal abscess following perinephric 
abscess are anecdotal. Uncontrolled diabetes apparently 
accounted for EE in this case. The management was challenging 
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as vitreous biopsy did not reveal any growth of a microorganism 
on culture. This could be attributed to prior treatment with 
intravenous antibiotics for 7 days. However, prompt decision 
to perform PPV with broad‑spectrum intravitreal antibiotic 
administration along with systemic stabilization leads to a 
good visual outcome in this patient.
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Figure 1: (a‑c) Left eye was pseudophakic (a). Right eye had a mature senile cataract (b). Media was hazy due to vitritis OS, however optic disc 
could be seen hazily along‑with an ill‑defined, yellowish, elevated subretinal lesion of size approximately two disc diameters just temporal to fovea (c)
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Figure 2: (a‑d) Intraoperative appearance of the abscess (a). Abscess 
reduced in size on postoperative day 1(b). On 13th postoperative day, 
media clarity improved and yellowish atrophic patches surrounding the 
resolving abscess pointed to a healing process (c). Postoperative OCT 
showed atrophy of all retinal layers corresponding to this lesion (d)
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