
IMAGES CONCLUSIONS

This prospective observational review was 
conducted following an unusual cluster of three 
patients with sterile endophthalmitis post anti-VEGF 
injections. Injectors were instructed to follow strict 
visual inspection and report any issues with syringes 
and/or injection packs. Each incident was formally 
logged using trust electronic incident report system, 
local investigation including photographic evidence, 
manufacturer investigation and MHRA reporting.

Visual inspection of packs is recommended 
before injection. 7 issues (0.15%) from two 
different manufacturers over one year is a 
significant concern and triggered escalation to 
the Royal College. Syringes are produced in a 
clean room according to ISO 14644-1 class 9 in 
operation. The companies suggested that these 
were isolated incidents, with complaint rate 
within the accepted limits. Is this an under-
reported problem? “Are the quality standards 
and testing methods truly optimum?”.
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INTRODUCTION

Anti-vascular endothelial growth factor 
(anti-VEGF) intravitreal injections have 
transformed the management of 
macular degeneration, diabetic macular 
oedema and retinal vein occlusion. 
Manufacturers must follow strict quality 
checks to minimise risks of complication 
including endophthalmitis, a sight-
threatening condition.

Between September 2018-2019, 4620 intravitreal injections were 
performed. 7 issues (0.15%) of foreign bodies/particles, noted in 
4 syringes and 3 hand towels, were reported. All packs were 
quarantined. Syringe manufacturer was switched from BD to 
B.braun and issues were reported with both. Foreign particle 
nature and origin was investigated. Manufacturer BD reported the 
particles as polypropylene material from the moulding and 
transport process of the syringe. B.braun conducted spectrometric 
investigation and revealed that the particle in the last incident 
originated from cellulose fibres, matching the sealing paper.

METHODS RESULTS

Cara Campbell, Paul Meredith, Miguel Kurc, Michael Johnson, Annabelle Searle, Clare Goodyear, Mihaela Enache, Alice Rothwell, Rebecca Kaye, 
Uma Thakur, Matthew Wakefield, Rashi Arora
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Salisbury Foundation Trust stopped the 
use of BD syringes for Intravitreal 

Injections in 2018

Royal College of Ophthalmologists issued 
alert on 3 July 2019

BD alert on 8 January 2021 Intraocular use 
is not validated by BD
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Syringe incident number 3 (April 2019)
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