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Les membranes épirétiniennes et trous maculaires sont deux pathologies maculaires 

fréquentes atteignant respectivement 7% et 0,2% des sujets de plus de 50 ans. En cas de 

baisse sévère de l’acuité visuelle ou de métamorphopsies invalidantes, le traitement est 

chirurgical. Pour les membranes épirétiniennes comme pour les trous maculaires, 

l’intervention chirurgicale est la suivante : l’on réalise une vitrectomie à la pars plana en trois 

sites de sclérotomie, puis l’on retire la hyaloïde postérieure, la membrane épirétinienne, et 

pour certains chirurgiens la membrane limitante interne. Pour les trous maculaires 

uniquement, après une vitrectomie plus complète, l’on réalise un tamponnement rétinien 

interne par gaz ou par huile de silicone. De nombreuses études ont évalué la chirurgie 

maculaire en matière d’amélioration de l’acuité visuelle et de la qualité de vie de même que 

le taux de complications postopératoires telles que les décollements de rétine. L’une des 

plus graves complications sur le plan fonctionnel est l’endophtalmie. L’incidence de 

l’endophtalmie postopératoire a surtout été évaluée pour tous types de vitrectomie et n’a 

pas été calculée spécifiquement pour la chirurgie maculaire. De plus, la plupart des études 

étaient limitées dans le temps et n’ont identifié qu’un faible nombre de cas. Récemment, la 

chirurgie maculaire a bénéficié de nouvelles techniques comme la vitrectomie 

transconjonctivale sans suture 23-, 25- et 27-gauge. Ces nouvelles approches ont supplanté 

la vitrectomie conventionnelle 20-gauge. L’existence d’un risque d’endophtalmie augmenté 

avec la vitrectomie transconjonctivale est encore controversée. En effet, les études initiales 

ont rapporté un risque significativement plus élevé, mais des études ultérieures n’ont pas 

confirmé ce résultat.  

Par conséquent, nous avons réalisé cette étude pour rapporter l’incidence de l’endophtalmie 

postopératoire après chirurgie maculaire (à savoir, les chirurgies de membranes 

épirétiniennes et de trous maculaires) entre 2006 et 2016 à l’échelle nationale, et étudier 

ses facteurs associés.  
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ABSTRACT 

 

PURPOSE: To report the incidence of acute postoperative endophthalmitis after 

macular surgery in France between 2006 and 2016 and to identify associated factors.  

 

METHODS: This retrospective database study included all hospital discharge 

records involving a surgical procedure for an epiretinal membrane or a macular hole 

in France from January 2006 to October 2016. Acute postoperative endophthalmitis 

was identified by two codes in the tenth edition of the International Classification of 

Diseases within 42 days of a macular surgical procedure in the French national 

administrative database. 

 

RESULTS: In France, 152,034 macular surgical procedures for epiretinal 

membranes or macular holes were recorded from January, 1st, 2006 to October, 31st, 

2016. Suspected acute postoperative endophthalmitis was reported in 381 cases. 

The incidence of postoperative endophthalmitis was 0.25% overall, 0.30% for 

epiretinal membrane surgery and 0.14% for macular hole surgery. In multivariable 

Poisson regression analysis, epiretinal membrane surgery was associated with 

postoperative endophthalmitis (incidence rate ratio, 2.24; 95% CI, 1.62–3.11; p < 

0.001). For epiretinal membrane surgery, the 2010–2011 period was significantly 

associated with a higher risk of postoperative endophthalmitis (incidence rate ratio, 

1.66; 95% CI, 1.13–2.42; p = 0.03).  

 

CONCLUSION: The incidence of postoperative endophthalmitis after macular 

surgery was 0.25% overall in France between 2006 and 2016 and twice higher for 

epiretinal membrane surgery than for macular hole surgery. For epiretinal surgery 

only, the incidence of postoperative endophthalmitis was higher in 2010–2011 

(period of the switch to transconjunctival vitrectomy) than in the rest of the study 

period. 
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INTRODUCTION 
 

Epiretinal membrane and macular holes are common macular conditions that affect 

7% and 0.2%, respectively, of individuals aged over 50 years.1, 2 In the case of 

severe visual acuity loss or metamorphopsia, these conditions require a surgical 

intervention.3, 4 For both epiretinal membranes and macular holes, the surgical 

procedure is as follows: A pars plana vitrectomy is performed through three 

sclerotomy sites, then the posterior cortical hyaloid, epiretinal membranes, and for 

some surgeons the internal limiting membrane, are removed.3-5 For macular holes 

only, after a more complete vitreous removal, the vitreous cavity is finally filled with a 

long-lasting gas or silicone oil.4 Numerous studies have assessed macular surgery in 

terms of improvement of visual acuity and quality of life as well as rate of 

complications such as retinal detachment.5-7 One of the most sight-threatening 

postoperative complications is endophthalmitis.8 The incidence of postoperative 

endophthalmitis (POE) has mainly been assessed for all causes of vitrectomies and 

not specifically for macular surgery.9-11 Furthermore, most studies were limited in time 

and identified only a small number of cases.11-14 Recently, macular surgery benefited 

from new surgical techniques such as 23-, 25-, and 27-gauge transconjunctival 

sutureless vitrectomy (TSV). These new approaches have overtaken conventional 

20-gauge vitrectomy.15, 16 Whether TSV is associated with a higher risk of POE is still 

a matter of debate. Indeed, initial studies reported a significantly higher risk13, 17 but 

subsequent studies did not confirm this finding.9, 11  

Therefore, we conducted this study to report the incidence of POE following macular 

surgery (namely, epiretinal membrane and macular hole surgery) from 2006 to 2016 

on a national scale.  
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MATERIALS AND METHODS 
 

Study design 

We conducted a nationwide retrospective database study over an 11-year period. 

Our study is part of the French Epidemiology and Safety collaborative program 

(EPISAFE), which aims to assess the epidemiology and safety of interventions in 

ophthalmology.18 

 

Data source 

The French national administrative database (Programme de Médicalisation des 

Systèmes d'Information, PMSI) collects administrative and medical data on every 

hospital stay. It was created in 1991, and extended to all French public and private 

hospitals in 1997. Primary and associated diagnoses identified during the hospital 

stay are encoded following the International Statistical Classification of Diseases and 

Related Health Problems, Tenth Revision (ICD-10) and procedures performed during 

the hospitalization according to the French Common Classification of Medical 

Procedures (CCAM). Standardized anonymous datasets are collected from each 

hospital and then compiled at the national level. The allocation of hospital budgets 

depends on the medical activity described in this database. Its reliability and validity 

have been previously evaluated. The PMSI provides a vast amount of 

epidemiological information concerning hospitalized patients in France.19-22  

 

Data extraction 

The use of the PMSI database was approved by the National Commission for Data 

Protection (Commission Nationale de l’Informatique et des Libertés no.1576793) and 

this study adhered to the tenets of the Declaration of Helsinki. We included all 

hospital discharge records involving a macular surgical procedure in French health-

care facilities between January, 1st, 2006 and October, 30th, 2016. Macular surgical 

procedures were identified by the CCAM codes for epiretinal membrane surgery 

(BGPA002, “epiretinal membrane dissection”) and for macular hole surgery 

(BGFA005, “posterior vitrectomy with internal limiting membrane peeling and gas 

tamponade”). Patients living in mainland France and in overseas departments were 

included.  



 

 27 

 

Main outcome 

Acute POE was identified using two ICD-10 codes (H44.0 and H44.1) appearing in a 

discharge record as the main or associated diagnosis within 42 days of macular 

surgery.23 In France, endophthalmitis is only treated during hospitalization in public or 

private hospitals, according to the recommended treatment. 

 

Variables studied 

Periods 

The period of the switch to transconjunctival sutureless vitrectomy (TSV) in France 

was estimated by analyzing data from different vitrectomy equipment suppliers. The 

switch to TSV occurred during 2010–2011 in France. Therefore, three periods were 

considered: the period before the switch to TSV (2006–2009), the period of the 

switch to TSV (2010–2011), and the period after the switch to TSV (2012–2016).  

Covariates 

For analysis, we retained the gender and age of the patients categorized into four 

groups according to the literature dealing with endophthalmitis.24, 25 We considered 

whether the macular surgical procedure was combined with cataract surgery 

(BFGA004, “cataract extraction performed by phacoemulsification with intraocular 

lens implantation in the capsular bag”). We also searched for a history of cataract 

surgery in the year preceding the macular surgical procedure.  

 

Statistical analysis 

The incidence of POE was calculated by dividing the number of hospital stays for 

acute POE within 42 days of a macular surgical procedure by the total number of 

macular surgical procedures.23 No confidence intervals were estimated as we 

included the whole French population. We used a Poisson regression and its log-

likelihood ratio statistics to assess associations with time periods and demographic 

and clinical factors. The number of hospital stays involving a macular surgical 

procedure was used as a population offset. Incidence rate ratios (IRRs) were 

estimated using Poisson regression for each variable (time period, age, gender, type 

of macular surgical procedure, combined surgery and history of cataract surgery in 
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the previous year). Multivariable Poisson regression analysis was then performed to 

obtain adjusted IRRs.  

We subsequently used an interrupted time series analysis to measure 

changes in POE incidence over time for all the macular surgical procedures as well 

as for each type of surgical procedure. This model used monthly POE rates over the 

study period and included a linear time trend. In accordance with seasonal 

fluctuations, random error was modelled by an autoregressive model with a 

parameter at a lag of 24 (i.e., two for each month). We thus quantified the impact of 

the switch to TSV as changes in the level and slope compared with the period before 

and during the switch. The tests were two-tailed and p-values < 0.05 were 

considered significant.  
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RESULTS 

 

According to the national administrative database, there were 152,034 macular 

surgical procedures in France from January, 1st, 2006 to October, 31st, 2016, 

including 108,547 epiretinal membrane surgical procedures (71.4%) and 43,487 

macular hole surgical procedures (28.6%) (Table 1). Macular surgery increased by 

62.1% from 2006 to 2016. The mean age of patients was 69.6 years (SD, 11.1 years) 

and 53.0% were female. Macular surgical procedures combined with cataract 

extraction accounted for 20.4% of all the macular surgical procedures. We identified 

a history of cataract surgery in the previous year in 12.5% of patients undergoing 

macular surgical procedures.  

We identified 381 cases of suspected POE within 42 days of a macular surgical 

procedure over our 11-year period. The number of POEs increased by 215.4% from 

2006 to 2016. The mean POE incidence was 0.25% overall, 0.30% for epiretinal 

membrane surgery and 0.14% for macular hole surgery (Table 1). The highest 

incidence rates were found in 2010 and 2011.  

In multivariable Poisson regression analysis, epiretinal membrane surgery was the 

only variable associated with endophthalmitis (IRR, 2.24; 95% CI, 1.62–3.11, p < 

0.001) (Table 2). We then analyzed epiretinal membrane surgery and macular hole 

surgery separately. For epiretinal membrane surgery, the 2010–2011 period was 

significantly associated with a higher risk of POE (IRR, 1.66; 95% CI, 1.13–2.42; p = 

0.03). For epiretinal membrane surgery as well as for macular hole surgery, 

combined macular surgery performed with cataract extraction was not associated 

with POE in comparison with macular stand-alone surgery (IRR, 0.83; 95% CI, 0.58–

1.17; p = 0.27 and IRR, 1.01; 95% CI, 0.51–2.01; p = 0.98, respectively). For 

epiretinal membrane and macular hole surgery, a history of cataract extraction in the 

year preceding macular surgery was not associated with POE (IRR 1.07; 95% CI, 

0.73–1.58; p = 0.72 and IRR 0.40; 95% CI, 0.12–1.28; p = 0.08, respectively). For 

both types of macular surgery, age and gender were not statistically associated with 

POE (Table 3). 

 Using interrupted time series models, between 2006 and 2016, the series 

exhibited significant linear increasing trends over time with an increase in POE 

incidence by 0.0019 percentage points per month (p = 0.03). This increasing trend 
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disappeared after adjustment for age and sex (0.0022 percentage points, p = 0.07). 

When we considered epiretinal membrane surgery only, this increasing trend in POE 

incidence was still statistically significant after adjustment for age and sex (0.0036 

percentage points, p = 0.01). For both types of macular surgery, when we considered 

the period before and during the switch to TSV (2006–2011) versus the period after 

the switch to TSV (2012–2016), there was a decrease of 0.0626 percentage points in 

the level of POE incidence after the switch to TSV, which was not statistically 

significant (p = 0.25) (Fig). When we considered epiretinal membrane surgery only, 

there was a significant decrease of 0.1449 percentage points in the level of POE 

incidence after the switch to TSV (p = 0.04). When we considered three periods 

(before, during and after the switch to TSV) this decrease was on the border of 

statistical significance (p = 0.07), because of the reduction of the statistical power. 
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DISCUSSION 
 

In our study, the mean incidence of POE was 0.25% overall, which was higher than 

in most studies that found a POE incidence after pars plana vitrectomy of less than 

0.10%,10, 12, 26, 27, but it was lower than in some other series.28, 29 However, the use of 

a national administrative database allowed for a wider detection of POE compared 

with single-center studies12, 26, 28, 29 and enabled us to include all cases of acute POE 

reported after macular surgery. Moreover, most studies included all causes for pars 

plana vitrectomy (i.e., retinal detachment, vitreous hemorrhage etc.).9-11 We decided 

to include only macular surgery so as to select cases and procedures to be as 

homogeneous as possible. Indeed, in our study, the surgical procedure per se seems 

to play an important role, with a POE incidence twice higher for epiretinal membrane 

surgery (0.30%) than for macular hole surgery (0.14%). The main differences 

between epiretinal membrane surgery and macular hole surgery are the fact that 

vitrectomy is more complete in the latter and that the vitrectomy is ended by an 

endotamponade. This finding supports the hypothesis that endotamponade with gas 

or air protects against POE.30 The same results were found in a recent prospective 

study including all types of vitrectomy.31 The reasons for this lower rate remain 

putative: Endotamponade might prevent bacteria proliferation and fluid influx or 

leakage through sclerotomies.10, 30  

The POE incidence varied over our study period and the highest incidence 

rates were found in 2010 and 2011 (during the switch to TSV). We found a 

statistically significant association between the type of macular surgery and the time 

period and therefore analyzed epiretinal membrane surgery and macular hole 

surgery separately. For epiretinal membrane surgery, we found a significantly higher 

POE incidence during the switch to TSV with multivariable Poisson regression 

analysis as well as with the interrupted time series model. The initial increased risk of 

POE during the switch to TSV was probably influenced by the direct incision of the 

plugs leading to postoperative leakage. We assume this risk disappeared when the 

incision orientation was changed to an oblique scleral penetration.15, 32 These results 

support the safety of TSV, which has also been pointed out in other studies.8, 9, 17, 26, 

27, 31, 33. Combined macular surgery performed with cataract extraction was not 

associated with a higher risk of POE in comparison with macular stand-alone 

surgery. These findings support the safety of combined macular surgery, which has 
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already been shown in other studies.31, 34, 35 Another study found a higher risk of POE 

for combined macular surgery performed with cataract extraction compared to single 

cataract extraction.22 These results can be explained by a higher POE risk for the 

macular surgery procedure than for the cataract extraction procedure.10, 36 Therefore, 

combining macular surgery with cataract extraction does not increase the POE risk 

compare to macular surgery alone. A history of intraocular surgery within 1 year 

preceding vitreoretinal surgery was mentioned as a potential POE risk factor in other 

studies.31 In our study, a history of cataract extraction was not associated with POE. 

For epiretinal membrane surgery as well as for macular hole surgery, age and gender 

were not statistically associated with POE.  

 Our study has several limitations. First, coding in the national administrative 

database may not always have been accurate over our 11-year study period. 

Nevertheless, the budget allocation of health-care facilities relies directly on coding, 

which encourages accuracy, and coding undergoes regular quality monitoring. The 

validity of the database was shown in other studies.37, 38 In France, a case-based 

payment system was generalized in 2004 to all health-care facilities. Therefore, in our 

study period (2006–2016), no change in coding was due to this system 

implementation. Besides, there was no change in ICD-10 or CCAM codes in 

ophthalmology in our study period for the conditions and procedures we examined. 

Second, we could not study some potential POE risk factors such as diabetes since 

this variable was not reliably reported in our administrative database. Third, similarly 

we could not include the socioeconomic status of patients. Fourth, our database also 

lacks clinical data such as POE clinical presentation and microbiological confirmation 

as well as details about surgeries. Fifth, the type of gauge vitrectomy for each 

macular surgical procedure was not available in the medico-administrative database. 

However, from company reports, the proportion of TSV has grown from 25% in 2006 

to 63% in 2010 and to 96% in 2016. Therefore, we analyzed the effect of the switch 

to TSV in France through different time periods (before and after the switch to TSV). 

The impact of change in procedure, other than the TSV procedure (i.e., high-speed 

vitrectomy, type of gas for endotamponade, oblique direction of sclerotomy) was 

impossible to analyze as these details were not available in the database. Sixth, we 

searched for POE within 42 days of macular surgery, but this is the established delay 

of acute POE following cataract surgery.23 Moreover, the 42-day delay is used in 

most studies about POE after macular surgery.11, 30, 31 
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However, our study could rely on an exhaustive number of macular surgical 

procedures including all macular surgeries performed over an 11-year period, on a 

national scale. 

In conclusion, the incidence of POE after macular surgery was 0.25% overall 

in France between 2006 and 2016. This incidence was twice higher for epiretinal 

membrane surgery than for macular hole surgery. For macular surgery, the switch to 

TSV was not associated with a change in POE incidence. However, for epiretinal 

surgery only, POE incidence was significantly higher during 2010–2011 (period of the 

switch to TSV) than before this period but decreased immediately after the switch. 

This observation should stress the rigorous technique used to perform sclerotomy 

with TSV via both an oblique direction and careful control for the absence of leakage 

at the end of the procedure. Furthermore, performing an air fill at the end of epiretinal 

membrane surgery may reduce the risk of POE. This hypothesis needs to be further 

studied.   
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 THESE SOUTENUE PAR Mme BEN GHEZALA Inès 
 

CONCLUSIONS 
Les membranes épirétiniennes et les trous maculaires sont deux pathologies maculaires 

fréquentes, en particulier chez les plus de 50 ans, dont le traitement est chirurgical. L’une 

des plus graves complications de la chirurgie maculaire, sur le plan fonctionnel, est 

l’endophtalmie. L’incidence de l’endophtalmie postopératoire aiguë (EPOA) après chirurgie 

maculaire ainsi que les facteurs qui lui sont associés restent peu connus. La chirurgie 

maculaire a bénéficié d’innovations techniques au cours des dix dernières années, avec 

notamment le passage à la vitrectomie transconjonctivale sans suture. L’existence d’un 

risque d’EPOA augmenté avec la vitrectomie transconjonctivale est controversée. L’objectif 

de cette étude était de rapporter l’incidence de l’EPOA après chirurgie maculaire en France 

entre 2006 et 2016, et d’étudier ses facteurs associés. 

En France, entre le 1er janvier 2006 et le 31 octobre 2016, 152 034 actes de chirurgie 

maculaire ont été identifiés grâce à la base médico-administrative du Programme de 

Médicalisation des Systèmes d’Information (PMSI), dont 71,4% de chirurgies de membrane 

épirétinienne et 28,6% de chirurgies de trous maculaires. Nous avons identifié sur 

l’ensemble de la période 381 cas d’EPOA dans les 42 jours suivant une chirurgie maculaire. 

L’incidence moyenne de l’EPOA était 0,25% pour l’ensemble des chirurgies maculaires, 

0.30% pour les chirurgies de membrane épirétinienne, et 0,14% pour les chirurgies de trous 

maculaires. En régression de Poisson multivariée, la chirurgie de membrane épirétinienne 

était associée à l’EPOA (ratio de taux d’incidence = 2,24, IC 95= [1,62-3,11] ; p < 0.001). 

Pour la chirurgie de membrane épirétinienne, la période 2010-2011 était associée à l’EPOA 

(ratio de taux d’incidence = 1,66; IC 95 = [1,13-2,42] ; p = 0,03). 

L’incidence de l’EPOA après chirurgie maculaire était 0,25% en France entre 2006 et 2016 

et était deux fois plus élevée pour la chirurgie de membrane épirétinienne que pour la 

chirurgie de trou maculaire, suggérant un rôle protecteur du tamponnement interne par gaz. 

Pour la chirurgie de membrane épirétinienne uniquement, l’incidence de l’EPOA était plus 

élevée en 2010-2011 (période de passage à la vitrectomie transconjonctivale) que sur le 

reste de la période d’étude. Il est probable que cette augmentation d’incidence ait été 

affectée par la réalisation d’incisions directes pour les sclérotomies, entraînant une fuite 

postopératoire. Nous présumons que ce surrisque a disparu lorsque l’orientation des 

incisions a été corrigée par des sclérotomies obliques.  

Cette étude souligne la sécurité de la vitrectomie transconjonctivale, et suggère l’importance 

de réaliser des sclérotomies obliques ainsi qu’un contrôle rigoureux de l’absence de fuite au 

niveau de celles-ci à la fin de la chirurgie. 
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Table 1. Number of macular surgical procedures and incidence of acute postoperative endophthalmitis in France from January 2006 to October 2016  

  2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016a Total 

Overall macular surgery, N 9243 10309 11608 12980 14049 15158 15359 15546 15965 16833 14984 152034 

Epiretinal membrane surgery, N 6037 7012 8004 9089 9937 10900 11175 11134 11697 12313 11249 108547 

Macular hole surgery, N 3206 3297 3604 3891 4112 4258 4184 4412 4268 4520 3735 43487 

Acute POE after overall macular surgery, N 13 23 32 26 45 44 36 37 42 42 41 381 

Acute POE after overall macular surgery, % 0.14 0.22 0.28 0.20 0.32 0.29 0.23 0.24 0.26 0.25 0.27 0.25 

Acute POE after epiretinal membrane surgery, N 8 18 25 21 39 42 30 28 34 37 40 322 

Acute POE after epiretinal membrane surgery, % 0.13 0.26 0.31 0.23 0.39 0.39 0.27 0.25 0.29 0.30 0.36 0.30 

Acute POE after macular hole surgery, N 5 5 7 5 6 2 6 9 8 5 1 59 

Acute POE after macular hole surgery, % 0.16 0.15 0.19 0.13 0.15 0.05 0.14 0.20 0.19 0.11 0.03 0.14 

 

Abbreviation: POE, postoperative endophthalmitis 

aData only available from January to October 
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Table 2. Adjusted incidence rate ratios for acute postoperative endophthalmitis after macular surgery in France from 2006 to 2016, derived from multivariable 
Poisson regression analysis 

  Adjusted IRR (95%CI) p-valuea 

Epiretinal membrane surgery (reference = macular hole surgery)  2.24 (1.62–3.11) < 0.001 

Time period (reference = 2006–2009)  0.13 

  2010–2011 1.42 (1.02–2.00)  

  2012–2016 1.17 (0.88–1.57)  

Combined with cataract vs. stand-alone macular surgery 0.85 (0.62–1.15) 0.27 

Age (reference = < 60 years)  0.26 

  60–69 0.86 (0.60–1.23)  

  70–79 0.73 (0.51–1.05)  

  ≥80 0.70 (0.45–1.07)  

Gender, female vs. male 1.00 (0.79–1.26) 0.98 

 

Abbreviation: IRR, incidence rate ratio 

aLog-likelihood ratio statistics from Poisson regression 
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Table 3. Incidence rate ratios for acute postoperative endophthalmitis after epiretinal membrane surgery and macular hole surgery in France from 2006 to 
2016, derived from multivariable Poisson regression analysis 

 
Epiretinal membrane surgery Macular hole surgery 

 
Adjusted IRR (95% CI) p-valuea Adjusted IRR (95% CI) p-valuea 

Time period (reference = 2006–2009) 
 

0.03 
 

0.44 

  2010–2011 1.66 (1.13–2.42) 
 

0.60 (0.27–1.35) 
 

  2012–2016 1.27 (0.91–1.77) 
 

0.87 (0.50–1.51) 
 

Combined with cataract vs. stand-alone macular surgery 0.83 (0.58–1.17) 0.27 1.01 (0.51–2.01) 0.98 

History of cataract extraction in the previous year 1.07 (0.73–1.58) 0.72 0.40 (0.12–1.28) 0.08 

Age (reference = < 60 years) 
 

0.08 
 

0.36 

  60–69 0.79 (0.53–1.17) 
 

1.51 (0.61–3.74) 
 

  70–79 0.62 (0.42–0.91) 
 

2.06 (0.85–5.01) 
 

  ≥80 0.62 (0.39–1.00) 
 

1.46 (0.49–4.33) 
 

Gender, female vs. male 0.92 (0.71–1.19) 0.53 1.67 (0.95–2.94) 0.07 

        

Abbreviation: IRR, incidence rate ratio. 

aLog-likelihood ratio statistics from Poisson regression         
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Figure. Trends in the incidence of acute postoperative endophthalmitis after macular surgery (epiretinal membrane surgery and macular hole surgery) in 

France from 2006 to 2016: interrupted time series analysis. 

 

Abbreviations: TSV, transconjunctival sutureless vitrectomy; ITS, interrupted time series. 
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RESUME : 

 
Objectif : Rapporter l’incidence de l’endophtalmie postopératoire aiguë après chirurgie 

maculaire en France entre 2006 et 2016 et identifier si le passage à la vitrectomie 

transconjonctivale en 2010-2011 était associé à une modification du risque d’endophtalmie 

postopératoire aiguë en France. 

Matériel et méthodes : Toutes les interventions chirurgicales pour membrane épirétinienne 

ou trou maculaire réalisées en France entre janvier 2006 et octobre 2016 ont été incluses à 

partir du Programme de Médicalisation des Systèmes d’Information. L’endophtalmie 

postopératoire aiguë était identifiée dans les 42 jours après la chirurgie maculaire.  

Résultats : En France, 152 034 interventions de chirurgie maculaire ont été enregistrées 

entre janvier 2006 et octobre 2016. L’incidence de l’endophtalmie postopératoire aiguë était 

0,25% pour l’ensemble, 0,30% pour la chirurgie de membrane épirétinienne et 0,14% pour la 

chirurgie de trou maculaire. En régression de Poisson multivariée, la chirurgie de membrane 

épirétinienne était associée à l’endophtalmie postopératoire aiguë (ratio de taux d’incidence 

= 2,24, IC 95= [1,62-3,11] ; p < 0.001). Pour la chirurgie de membrane épirétinienne, la 

période 2010-2011 était associée à l’endophtalmie postopératoire aiguë (ratio de taux 

d’incidence = 1,66; IC 95 = [1,13-2,42] ; p = 0,03). 

Conclusion : L’incidence de l’endophtalmie postopératoire aiguë après chirurgie maculaire 

était 0,25% en France entre 2006 et 2016 et était deux fois plus élevée pour la chirurgie de 

membrane épirétinienne que pour la chirurgie de trou maculaire.  

MOTS-CLES : épidémiologie, endophtalmie, membrane épirétinienne, trou maculaire, 

vitrectomie 
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