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EDITORIAL

Since Ohm (1) published almost a century ago his
intravitreous air injection technique for treating reti-
nal detachment, this administration pathway has
gradually extended for treating many other diseases
such as endophthalmitis, retinitis due to
cytomegalovirus, choroidal neovascularization sec-
ondary to ARMD or pathological myopia, macular
edema secondary to diabetes, venous occlusions,
etc. this extension probably makes that this tech-
nique the most frequent procedure in retina practice.

At many ophthalmological meetings discussing
treatments requiring the injection of a drug in the
eye, and particularly intravitreal as injections, a
debate inevitably arises about whether this proce-
dure should be carried out in the surgery or the
office.

At the latest congress of the Spanish Ophthalmo-
logical Society held in nearly 1 year ago in Las Pal-
mas, the question arose in the course of a round
table on ARMD about the best place for carrying
out the said procedure.  Surprisingly, the majority
stated they would rather do it in the surgery.  When
asked to provide reasons, they said it was to pre-
empt possible claims or because they believed the
percentage of infections was lower. We posed the
same question in the Internet forum of the Pan-
American Retina and Vitreous Society. Out of 14
renowned retina experts who replied the question
from different countries, 8 put the injection in the
office and the other six in the surgery in order to
avoid legal problems. 

We have made a bibliographical revision on
endophthalmitis in intra-vitreous injections without

finding a single publication discussing the frequen-
cy of complications based on the injection location.
Recently, Pilli et al (2) reported a suspected
endophthalmitis prevalence 0.029% in 10,254 anti-
VEGF intravitreous injections (406 of pegaptanib,
3,501 of bevacizumab and 6,347 of ranibizumab).
All the injections were made in the ophthalmolo-
gists office without using ocular cloth or prior
antibiotic. The only precaution was iodated povi-
dona and usual aseptic conditions. Wu et al (3)
identified a slightly high your prevalence of
endophthalmitis of 0.16% in 4,303 intra-vitreous
injections of bevacizumab. A year earlier, Quiroz-
Mercado et al (4) has published a similar percent-
age of endophthalmitis secondary to intravitreous
bevacizumab injected in the office (0.169% in 1,765
intravitreous injections). The MARINA study
(ranibizumab) exhibited a prevalence of endoph-
thalmitis per injection of 0.05% (5). When the
injected drug is triamcinolone, these percentages
may vary between 0.6 and 0.16% (6,7) or even
reach 1.9% (8). The intravitreous injection guide
published in Retina in 2004 (9) does not make any
recommendation about the location for the proce-
dure.  In addition none of the clinical trials with
intravitreous medication indicate that the injections
must be put in the surgery.

Generally, the reasons given for surgery injection
are basically for protection against claims or pre-
empt the appearance of complications.  The former
reasons are valid only in the countries in which
there is an explicit official recommendation for car-
rying out injections in the operating theatre.  The
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letter reason is not proven, as discussed above, and
it doesn’t seem reasonable to attribute an infection
to the contaminated air of an office which is very
unlikely to be the cause of the propagation of bac-
teria from an injection with a 30G needle.  If we
believed otherwise, we should also perform intra-
muscular injections in the surgery. Finally, for an
improved acceptance by the patient of complica-
tions, particularly as severe as endophthalmitis
(which is difficult to understand due to the appar-
ently exaggerated secondary reaction to “a simple
injection”), we should take care to clearly explain
therapeutic options, risks inherent in the technique
and related to the drug, the possibility and frequen-
cy of repetition of injections, as well is giving the
patient all these explanations in writing and secure
his or her signature, i.e., obtain an informed con-
sent.

Intravitreous injection has become a usual proce-
dure frequently repeated in the same patient to treat
diseases such as ARMD in which an injection is
required every four or six weeks. Undoubtedly it is
a much more efficient use of time to make the injec-
tion in the office during the same visit in which
visual acuity is measured and the ophthalmological
exploration and the OCT are made. At these times,
when it is necessary to “ optimize” health resources
and procedures, intravitreous injections involved an
important expenditure in time and human as well as
economic resources.  These factors must be taken
into account as long as they do not act in detriment
of the quality of the medical action and the patien-
t’s safety.

Intravitreous injection is a precise and short pro-
cedure in experienced hands.  There is evidence to
state that specific prophylactics measures such as
the use of iodine povidone in eyelids and conjuncti-
va,  gloves and sterile material and eye drops (9)
reduce the risk of endophthalmitis.  These measures
aim at reducing the bacteria flora at the site of the
injection and avoid contamination of the needle, but
again not indicate the location where the injection
should be placed.  Considering available evidence,
we believe that an ophthalmological office in which
it is possible to comfortably apply of the above pro-
phylactic measures for the patient as well as for the

ophthalmologists are an adequate location for per-
forming intravitreous injections.

The Spanish Retina and Vitreous Society will
shortly publish a guide reviewing the protocol to be
followed.  This guide will also comprise Society
recommendations, which explicitly stated that the
injection can be carried out in the office.  This could
be useful for ophthalmologists as an argument
against a possible lawsuit, provided that they have
proceeded in accordance with the recommended
protocol.
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