
EDITOR’S QUIZ: GI SNAPSHOT

Seeing a cause for blindness in
severe pancreatitis
During a holiday on a Mediterranean island, a 63-year old
woman suffered a severe attack of pancreatitis secondary to gall-
stones. During the hospital stay, no sepsis was noted, but she was
treated with prophylactic intravenous antibiotics, intravenous
fluid and analgesia intensive care support was not required. After
22 days in hospital, she travelled back to the UK and presented to
our department on advice to seek further help regarding ongoing
symptoms of nausea and reduced appetite. A CT scan performed
on admission demonstrated a developing 13×4.5 cm acute pan-
creatic collection with fat necrosis, splenic vein occlusion and
gastric compression. Treatment with analgesia, venous throm-
bosis prophylaxis and nasojejenual feeding was commenced
pending either a possible regression or maturation of the collec-
tion when a drainage procedure would be performed. Repeated
blood cultures performed for mild fever (37.5°C) were negative.
Twelve days later, a repeat CTscan showed persistence of the col-
lection with a walled-off appearance and a coinciding rise in C
reactive protein prompted transgastric endoscopic drainage. The
following day urgent ophthalmology review was performed as
the patient described that she had been seeing ‘floaters’ for
2 weeks but now was unable to read. Right eye visual acuity was
6/60 and left eye was 6/12 (figure 1).

QUESTION
What is the diagnosis? What risk factors does this woman have
for developing this condition?

See page 46 for answer

Figure 1 Opthalmology examination revealed bilateral intraocular
inflammation, with fluffy white preretinal lesions and multiple
‘string-of-pearls’ signs.
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See page 32 for question

ANSWER
These signs were diagnostic of a fungal endogenous endophthal-
mitis confirmed on a vitreous fluid culture of Candida albicans.
This condition has a number of associations, including immuno-
compromise, prolonged intravenous access or drug abuse, and is
a sight threatening disease.1 We believe this is the first case
report of a fungal endophthalmitis secondary to translocation
from an infected pancreatic fluid collection (PFC). The patient
underwent intravitreal amphotericin injections, urgent bilateral
vitrectomies, repeated endoscopic drainage and received
6 weeks oral voriconazole and intravenous anidulafungin2 (the
latter added following endocarditis concerns) (figure 2).

There is a debateable suggestion that there is a strong correl-
ation between fungal positivity in infected PFCs and use or dur-
ation of prophylactic antibiotics.3 Current UK guidelines for
acute pancreatitis suggest prophylactic antibiotics should be con-
sidered only for patients with more than 30% necrosis, but the
evidence to make any recommendation is conflicting.4 Initial
conservative management avoiding drainage of non-infected
PFCs is advised5 with guidelines recommending diagnostic
aspiration or drainage if there are signs of infection.4 5 Given
this further demonstration of the severe complications of pan-
creatitis, we would echo the current UK guideline recommenda-
tions of vigilance with prophylactic antibiotic treatment and a
low threshold to perform early diagnostic aspiration.
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Figure 2 (A) CT of pancreatic collection prior to drainage. (B) Picture of endoscopic gastric drainage procedure with creation of wide
cystgastrostomy (wire obscured by outflowing purulent fluid) with culture confirming Candida albicans. (C) Repeat CT 6 weeks after two further
stent changes and washouts. The patient made a full recovery and went on to have a cholecystectomy.
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