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1. INTRODUCTION

2. METHODS  & MATERIAL

4. CONCLUSION

A 45-year-old male with ocular sarcoidosis presented to 

the eye casualty three weeks following intravitreal 

injection of dexamethasone implant (Ozurdex) 

complaining of left eye redness and pain. He had 

previously undergone combined cataract surgery and 

vitrectomy for left eye panuveitis secondary to 

sarcoidosis. Visual acuity was hand motion and 

intraocular pressure was 24 mmHg. On examination, 

the left eye was remarkable for diffuse conjunctival 

injection and corneal edema. Migration of the 

dexamethasone implant into the anterior chamber was 

noted.

The dexamethasone implant was subsequently 

removed and the patient was brought to the operating 

room one month after in order to receive a fluocinolone 

acetonide implant. During surgery, localized conjunctival 

peritomy was performed  and superiorly a half thickness 

rectangular scleral flap 1.5x1.5 mm was fashioned. This 

was followed by a 23-gauge sclerostomy. The 

fluocinolone acetonide implant was then passed through 

the sclerostomy into the vitreous cavity with just a small 

portion left protruding through the sclera. A 9.0 Nylon 

suture was secured at the sclera and a loop was passed 

around the protruding edge of the implant to help fixate 

it. The scleral flap and conjunctiva were sutured with 

two 9.0 Vicryl sutures.

A surgical technique for scleral fixation of fluocinolone acetonide 

implant is described. This is a safe and effective technique in 

patients who require long term ocular inflammation control with a 

history of previous steroid implant migration into the AC. 

3. DISCUSSION

Intravitreal corticosteroid therapy is an effective treatment for 

many ocular conditions including posterior uveitis. However 

anterior migration of the implant into the anterior chamber is a 

serious side adverse effect that can occur. Migration of the 

dexamethasone implant can result in corneal decompensation and 

corneal endothelial damage due to endothelial toxicity, leading to 

on-going pain and visual symptoms[1]. Therefore, eyes that have 

increased risk of anterior implant migration can be difficult to 

manage successfully. This technique of scleral fixation of a 

fluocinolone acetonide implant enabled suppression of the 

inflammation with reduced risk of implant migration into the 

anterior chamber. In this case, a loop of the suture was passed 

around the implant to help fixate it at the sclera. An alternative 

method would be to place the suture through the lining of the 

implant to provide additional stability[2] . However, penetrating the 

implant lining may be associated with increased exposure to the 

aqueous medium and subsequently altered pharmokinetics.  One 

month after the operation, the patient’s vision remained hand 

motion, but they were free of pain and no adverse effects were 

noted. There was no sign of anterior or posterior segment 

inflammation.
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