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Abstract: A 63-year-old female with a history of retinal detachment repair with scleral
buckle from 28 years prior presented with exposure of the buckle in her right eye. After
removing the buckle and anchoring sutures, the operation field was washed with 0.25%
polyvinyl alcohol-iodine, vancomycin, and ceftazidime. Cultures revealed Mycobacterium
chelonae. Systemic meropenem was discontinued on postoperative day 5. The retina
remained attached, and there was no recurrence over a 1-year follow-up. We report a case
of NTM buckle infection that responded well to thorough washings with polyvinyl alcohol-
iodine and antibiotic solutions instead of using a prolonged course of systemic antibiotics.
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Introduction

Scleral buckle infection is rare, with a reported incidence varying from 0.5% to
5.6%." However, this infection can potentially lead to severe complications such as
endophthalmitis, panophthalmitis, and orbital cellulitis.>* Nontuberculosis myco-
bacterium infections are typically hard to manage due to poor drug penetration and
a slow response to treatment.* As a result, prolonged administration of systemic
antibiotics is often necessary.

This report presents a case of Mycobacterium chelonae (M.chelonae) scleral
buckle infection in which systemic antibiotics were successfully stopped a few days
after removal of the buckle followed by thorough washings with 0.25% polyvinyl
alcohol-iodine and antibiotics.

Case Report

This study was approved by the Ethics Committee of the National Hospital
Organization Kyoto Medical Center, and all procedures involved adhered to the
tenets of the Declaration of Helsinki. Written informed consent for the procedure
and participation in the study including case details, images, and videos published
was obtained from the patient after receiving an explanation of the therapeutic
procedures.

A healthy 63-year-old female with a history of retinal detachment repair of her
right eye including four scleral buckling surgeries 28 years ago was referred to our
clinic. She had been suffering from a discharge in her right eye for 2 weeks. Slit-
lamp examination revealed conjunctival injection of the right eye without any sign
of iridocyclitis or keratitis, and exposure of the scleral buckle (Figure 1). She had
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Figure | Exposed sponge buckle at the superior-temporal area at 8mm from the limbus, and injection of conjunctiva were observed in her right eye.

high myopia with an axial length of 33.55 mm in her right
eye. The best-corrected visual acuity was hand motion in
the right eye, which did not change after the buckling
surgery, and 20/20 in the left eye, for which the axial
length was 2533 mm. Systemic examination, which
included a chest X-ray, showed no abnormal findings.
After the culture of the conjunctival swab and subse-
quently being diagnosed with scleral buckle infection,
the patient was started on a topical levofloxacin treat-
ment along with 1000 mg of intravenous meropenem
three times a day. On the following day, the encircling
sponge buckle and the anchoring sutures were removed.
The operation field was then washed with 50 mL of
0.25% polyvinyl alcohol-iodine, and the same amount
of vancomycin (10mg/mL) and ceftazidime (20mg/mL)
through the conjunctival tunnel that was formed during
the buckle removal. (Supplementary Video 1) During the

final step of the surgery, a subconjunctival injection of
vancomycin and ceftazidime was performed. After the
conjunctival injection and discharge disappeared on
postoperative day 5, the systemic antibiotic was then
discontinued. The retina remained attached, and there
has been no recurrence of the inflammation over the
1-year follow-up.

On postoperative day 7, all of the culture results for the
conjunctiva swab obtained at the first visit, and for the

removed buckle and sutures identified the presence of M.
chelonae (Gaffky scale 2). On postoperative days 6 and 8,
there was no longer any growth found for the subsequent
cultures of the conjunctival swab.

Discussion

One of the postoperative complications of scleral buckling
surgery is buckle infection. It was reported that repeated
washing of the ocular surface with 0.25% povidone-iodine
during the scleral buckling surgery was able to minimize
the ocular surface bacterial contamination at the comple-
tion of the procedure.” The usual treatment for buckle
infection is the removal of the buckle combined with
systemic antibiotic treatment. The most commonly found
organisms in these cases are coagulase-negative staphylo-
cocci, followed by Mycobacterium chelonae,' which was
identified in our current case.

Mycobacterium chelonae belongs to a nontuberculous
mycobacteria species (NTM). Although these ubiquitous
environmental organisms are found in the soil, dust, and
water, they rarely cause infections. However, NTM have
been recently recognized as being responsible for the
increased morbidity of infections associated with artificial
devices such as pacemakers, prosthetic cardiac valves, joint
implants, intravenous catheters, and scleral buckle in not only
immunosuppressed but also in immunocompetent patients.®”
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NTM infections are typically challenging to manage due to
delayed laboratory identification, poor drug penetration, and
slow response to therapy. Moreover, silicone sponge buckle
elements can promote the development of a biofilm, which is
thought to be responsible for scleral buckle infections even
without exposure to the buckle.'*!! Fortunately, there could be
no biofilm development found in our current case, which
would have demonstrated a good response to our therapy.

NTM, especially the rapidly growing mycobacteria
(RGM), which include Mycobacterium chelonae, are not
sensitive to first-line antituberculous agents. NTM infec-
tions in and around the eye, which have been shown to be
clinically recalcitrant to treatment, recur after cessation of
therapy, and require long-term therapy of antibiotics
including amikacin, clarithromycin, and ciprofloxacin.''"'?

In our current case, we were able to successfully withdraw
the use of systemic antibiotics during the early phase of buckle
removal, without any recurrence of the inflammation over the
1-year follow-up. Thus, washing of the operation field with
0.25% polyvinyl alcohol-iodine, along with the administration
of antibiotics at the time of the removal of the scleral buckle
and sutures as soon as possible after the buckle exposure, can
potentially lead to good results in Mycobacterium chelonae
buckle infections in immunocompetent patients.

NTM infections are rare, and often require lengthy
treatment. We report a case of NTM buckle infection that
responded well to thorough washings with 0.25% polyvi-
nyl alcohol-iodine and antibiotic solutions instead of using
a prolonged course of systemic antibiotics.

Patient Consent
Obtained.
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