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REPLY:  Small-incision cataract surgery is the termi-
nology used as a result of the introduction of phacoemul-
sification and the development of foldable intraocular
lenses, which reduce the size of the sutureless corneal
incision to 3.2 mm or less." In our methods section,
the exact surgical technique and corneal incision size
implemented were defined. To prevent misinterpreta-
tion, “3.2 mm small-incision coaxial phacoemulsifica-
tion” would have been more appropriate terminology
than SICS.—Guenal Kahraman, MD, Claudette Abela-
Formanek, MDD, Michael Amon, MD
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Reducing the risk of endophthalmitis after
cataract surgery

I commend Ng et al." for contributing a large retro-
spective population study of endophthalmitis. By ana-
lyzing their large database, they have identified
certain factors and practices that appear to affect the
rate of endophthalmitis. Some of the findings are consis-
tent with well-accepted tenets, such as the efficacy of
topical povidone-iodine antiseptic and the increased in-
fection risk with vitreous loss.2 However, I believe their
conclusion that subconjunctival antibiotic injection
appears to be beneficial for endophthalmitis prophy-
laxis deserves further discussion and qualification.

In January 2007, the American Society of Cataract
and Refractive Surgery (ASCRS) Cataract Clinical
Committee conducted an online poll of current en-
dophthalmitis prophylaxis practices to which 1312
members responded. When asked whether antibiotics
were administered at the conclusion of surgery, only
11% of the respondents said they used subconjunctival
antibiotics. In comparison, 75% used topical antibiotics,
14% used an intracameral injection, 3% used a collagen
shield, and 10% did not use antibiotics immediately
after surgery. (The percentages total more than 100
because some respondents used multiple methods.) Be-
cause mostrespondents (89%) currently do not use sub-
conjunctival antibiotics, the question of whether they
should alter their antibiotic regimen based on this
study may arise. I am concerned that statements such
as “[w]e found that antibiotic prophylaxis was a signif-
icant benefit, but only if given as a subconjunctival in-
jection” may be taken out of context.

Conducting this study required the authors to col-
lect and analyze an enormous amount of data. We

always learn valuable information from such diligent
efforts. However, we must be cautious about making
practice recommendations based solely on retrospec-
tive population studies with multiple covariables. Fur-
thermore, this study encompassed a 2-decade-long
period during which most surgeons undoubtedly
changed their surgical technique several times. This
probably multiplies the number of confounding vari-
ables that can affect the rate of infection. Finally, in
a retrospective study it is very hard to differentiate in-
fectious endophthalmitis from noninfectious inflam-
mation (eg, toxic anterior segment syndrome).

The most intriguing suggestion, of course, is that
subconjunctival antibiotics appeared to protect against
infectious endophthalmitis. If true, this might partially
explain the increase in endophthalmitis rates associ-
ated with clear corneal incisions reported in other
papers™* but not found in this study. For most sur-
geons, the transition to clear corneal incisions with
topical anesthesia meant eliminating the subconjuncti-
val antibiotic injection. Unfortunately, the study can-
not properly address the question of whether
subconjunctival injection is superior to topical or intra-
cameral delivery of antibiotics. As Ng et al. acknowl-
edge, there was insufficient statistical power to
assess the benefit of topical or intracameral antibiotics.
This is because most of the surgeons used topical anti-
biotics and did not use intracameral antibiotics.

Overall, I consider this study to be additional sup-
porting evidence that an intracameral level of antibi-
otic (immediately postoperatively) is beneficial in
preventing infectious endophthalmitis.” Whether this
is achieved by subconjunctival or intracameral injec-
tion, with an antibiotic-soaked collagen shield or by
topical administration of fluoroquinolones with excel-
lent intraocular penetration, I believe that at least one
of these measures should be strongly considered at
the conclusion of surgery.

David F. Chang, MD
Los Altos, California, USA
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REPLY:  Our finding that subconjunctival antibiotics
reduced the risk for postoperative endophthalmitis by
half is consistent with the finding in other studies,’ ™
including the pooled results from 2 randomized con-
trolled trials conducted in the 1960s.” Unlike in the
United States, in other countries the use of prophylac-
tic subconjunctival antibiotics is more widespread.'
We previously found that 44% of Australian and
New Zealand ophthalmologists routinely used perio-
perative subconjunctival antibiotics." Respondents to
our survey' who routinely used subconjunctival anti-
biotics had half the self-reported incidence of postop-
erative endophthalmitis than nonusers—a result
remarkably similar to our case-control study.

A recent study from the United Kingdom found no
change in the incidence of postoperative endophthal-
mitis.° This was similar to our previous population-
based study of endophthalmitis after cataract surgery
in Western Australia over 2 decades.””'? These results
contrast with the apparent increasing rate in the U.S."!
Given that subconjunctival antibiotics are now less
commonly used in the U.S. than in Australia and the
United Kingdom, the changing pattern of prophylaxis
rather than wound location (as others have suggested)
may account for the U.S.’s increasing endophthalmitis
rate." This may also be a side-effect of using topical
anesthesia for cataract surgery."'?

The large randomized trial from the European Soci-
ety of Cataract & Refractive Surgeons'® provides the
best available evidence to support chemoprophylaxis
using intracameral cefuroxime. However, this found
no benefit using topical levofloxacin. Given the cost
and size of any randomized controlled trial to investi-
gate the type and route of administering an agent to pre-
vent endophthalmitis, it is unlikely there will be a trial
to investigate the use of subconjunctival antibiotics.

To best prevent endophthalmitis after cataract
surgery, ophthalmologists should use conjunctival
antiseptic preparation preoperatively and administer
intracameral antibiotics at the end of surgery. For those
concerned about intracameral antibiotic use, we believe
that subconjunctival antibiotics are also a suitable che-
moprophylaxis option.“—]onuthon Q. Ng, MBBS, PhD,
Nigel Morlet, FRACS, FRANZCO
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Combating endophthalmitis with microphakonit
and no-anesthesia technique

Both Garcia-Arumi etal.' and Ellis® have reported an
increased incidence of endophthalmitis with the use of
topical anesthesia. Clear corneal incisions® have been
implicated in increasing this incidence due to such fac-
tors as the incision opening from pressure of the eye-
lids during blinking and bacteria from periocular
flora gaining entry into the eye through the incision
site.
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