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· Methicillin-resistant Staph aureus

· Demonstrates multiple drug-resistance

· Incidence of MRSA infection is increasing;                  over the past two decades it has risen from                   2% to ~40%.1

· Historically, most cases have been HA-MRSA; more recently, community-acquired (CA-MRSA) has become more prevalent.

· CA-MRSA behaves more like methicillin-susceptible Staphylococcus aureus (MSSA) and is vulnerable to a host of newer antibiotics.2

· Increasing reports of MRSA-related eye infections. 

· Fortunately, most of these are          

                  mild and not sight-threatening

· 78% blepharoconjunctivitis

· 4.6% keratitis

· 2.4% endophthalmitis

· Most significant resistance 


               was to ciprofloxacin & erythromycin

· Vancomycin, tetracycline, gentamicin, trimethoprim and bacitracin all were effective

Besivance™
 (Bausch & Lomb, Inc.)

Spectrum of Activity - Besivance™

· GRAM-POSITIVE BACTERIA

· CDC coryneform group G

· Corynebacterium pseudodiphtheriticum *

· Corynebacterium striatum *

· Staphylococcus aureus

· Staphylococcus epidermidis

· Staphylococcus hominis *

· Staphylococcus lugdunensis *

· Streptococcus mitis group

· Streptococcus oralis

· Streptococcus pneumoniae

· Streptococcus salivarius *

Besivance™ – Unanswered Questions

· Fortified cefazolin and vancomycin 

· Reconstituted with 0.9% sodium chloride           and with artificial tears 

· Fortified gentamicin and tobramycin

· Add parenteral forms into their commercial ophthalmic solutions 

· Off-label use for bacterial keratitis!!

· Fortified antibiotics are not FDA approved for bacterial keratitis management. 

· Historical success:

· Significant role in management of severe, sight-threatening cases 

· Treatment of choice for corneal specialists; general OMDs & ODs rely on fluoroquinolones (ARVO 2007)

· Challenges to usage

· Little scientific evidence proving superiority

· Surmised to be the best option to combat a sight-threatening disease and – following significant anecdotal success – were simply “anointed” the standard of care.

· Adenoviruses

· Non-specific viral conjunctivitis

· Pharygoconjunctival fever

· Epidemic keratoconjunctivitis (EKC)

· Herpes viruses

· H. simplex

· H. zoster

· Serotype-specific (EKC: 8, 19, 37) 

· Extremely contagious

· Clinical signs (variable severity):

· preauricular lymphadenopathy

· tearing, photophobia, discomfort

· follicular conjunctivitis ± pseudomembrane, 

· hyperemia and eyelid edema

· subepithelial  infiltrates (EKC)

· Human adenovirus is IMMUNE to all known antiviral agents (e.g. trifluridine)!

· Management consists of:

· Supportive therapy - cold compresses, ocular lubricants, topical NSAIDs

· More severe presentations may warrant judicious use of topical corticosteroids, though this remains controversial

· Physical removal of pseudomembranes

· 5% Betadine( solution (povidone/iodine)

· Protocol:

· anesthetize the eye with 0.5% proparacaine

· instill one drop of an NSAID (e.g. Acular) 

· instill four to five drops of Betadine 5% solution

· rub along the eyelid margins using a gloved finger or a cotton swab moistened with Betadine 

· after 60 seconds, lavage the ocular tissues with sterile saline irrigation solution. 

· Rx a steroid drop (e.g. Lotemax QID) for several days to hasten recovery and enhance comfort.

· Recurrent disease

· Unilateral in 80% of cases

· Clinical findings:

· non-descript epitheliopathy; evolves into dendrite with “terminal end bulbs”

· NaFl / rose bengal (or lissamine green)

· corneal hypoesthesia

· attendant uveitis is common

· Ocular HSV infection is typically diagnosed by clinical presentation alone

· Confirmation can be obtained using:

· Scrapings from suspected lesions
· Viral culture 

· Monoclonal antibody testing

· Serology

· HSV-ELISA test (Herpchek®, DuPont)

· In development… RPS HSV Detector

· Self-limiting infection

· intact immune system will suppress organism

· visual disability could ensue without treatment

· Therapeutics:

· Trifluridine 1% sol’n (Viroptic®) q2h - 9x/day

· taper to QID; maintain for 7-10 days

· highly corneotoxic

· Acyclovir 3% ung (Zovirax®) q4h - 5x/day 

· Ganciclovir 0.15% gel (Virgan®) q4h - 5x/day 
         

– not yet available in USA

· AVOID STEROIDS!

· Corneal debridement… ? 

· Role of oral antivirals:

· can achieve therapeutic concentrations in tears

· not helpful when used adjunctively to topicals

· may be used in patients who lack dexterity or compliance with topical medications

· Acyclovir 400 mg PO q4h (5 times/day) for 10 days

