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ARTICLE INFO ABSTRACT

Keywords: Purpose: To describe an alternate surgical technique for fluocinolone acetonide (Retisert) implantation in patients

Re“_S?“ with extensive pars plana and pars plicata fibrosis secondary to chronic non-infectious uveitis.

g‘l;em? Methods: This retrospective, interventional case series included five eyes of four patients who had poorly
1Drosis

controlled chronic non-infectious uveitis. Retisert was implanted successfully using a novel approach. The device
was introduced into the posterior segment through the anterior chamber and posterior capsulotomy, forgoing the
need for full-thickness scleral incision and minimizing the risk of retinal detachment and associated
complications.

Results: Five eyes underwent passage of Retisert implant through the anterior segment via a limbal incision and a
posterior capsulotomy. Retisert was successfully implanted in all patients in the posterior chamber. No intra-
operative or postoperative complications were encountered. Up until the last follow-up, all eyes demonstrated
the stability of the implant. Visual acuity improved in four out of five eyes.

Conclusions: Retisert can be implanted via the anterior chamber in patients with extensive fibrosis in the pars
plana and pars plicata regions. This approach may minimize the risk of retinal traction and damage to the

implant when compared to the traditional full-thickness sclerotomy method in these high-risk cases.

1. Introduction

Chronic non-infectious uveitis (NIU) can affect people of any age and
carries significant ocular morbidity.! Uveitis of any anatomic location
(anterior, intermediate, and posterior) can involve inflammation of
several ocular structures, resulting in choroiditis, pars planitis, posterior
cyclitis, and hyalitis.”>> Chronic flares of inflammation in these areas can
result in proliferative fibrosis,” making future surgical interventions via
the pars plana technically challenging. The goal of treatment in patients
with NIU is to control inflammation, which is usually accomplished by
employing a treatment ladder of topical, systemic, or intravitreal corti-
costeroids paired with immunosuppressive agents.3 Intraocular steroid
implants are often used in the later part of the treatment regimen for
patients who continue to fail or are intolerant of systemic and topical
therapy.

One such implant is the fluocinolone acetonide intravitreal implant
(Retisert), which can deliver steroids at a rate of 0.3-0.4 pg/day for
approximately 2.5 years.” Studies have shown that Retisert reduces

posterior uveitis recurrence in adult and pediatric chronic NIU pa-
tients.>® The placement of a Retisert implant requires a transscleral
incision of at least 3.0 mm in length, through which the implant is
passed into the vitreous cavity.” However, patients with dense fibro-
vascular membrane formation in the pars plana and pars plicata regions
from longstanding inflammation may be at higher risk of adverse events
such as choroidal or retinal detachment.® Moreover, insertion of the
implant through a fibrotic tissue may increase shearing forces on the
implant, increasing the chances of perforation of the membrane
covering the implant or separation of its components,9 which may affect
the rate of drug delivery.” This brief report describes an alternate
approach to Retisert implantation that may minimize the risks of the
aforementioned complications.
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2. Material and methods
2.1. Surgical technique

Intraoperative endoscopy was used to confirm the presence of
extensive pars plana fibrosis in all patients. In phakic eyes, the first step
was the synechiolysis of any bridging membranes between the iris and
the anterior chamber, followed by phacoemulsification to remove the
lens, leaving the posterior capsule intact. Pars plana vitrectomy was
performed, followed by a primary posterior capsulotomy. The main
limbal incision was enlarged to 3.5 mm to accommodate the Retisert
implant. The implant was prepared off the surgical field by tying an 8-
0 Prolene suture through the hole in the plate. After creating a peri-
tomy, a 27-gauge needle was inserted transsclerally 3.5 mm posterior to
the limbus and then removed to create a needle-sized sclerotomy.
Retinal 27-gauge forceps were then inserted through the sclerotomy into
the vitreous cavity, grasping one of the sutures attached to the Retisert
that was introduced into the anterior chamber through the corneal
incision and then advanced posteriorly through the capsulotomy
(Fig. 1). The suture was then externalized through the sclerotomy. The
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second suture attached to the Retisert was also externalized similarly
through a separate sclerotomy that was made adjacent to the first one.
The implant was inserted into the anterior chamber and through the
posterior capsulotomy. The two sutures externalized through the scle-
rotomies were then pulled in order to deliver the implant through the
posterior capsulotomy into the posterior chamber and to its final posi-
tion against the pars plana. Key steps of this procedure can be observed
in Fig. 1 and the attached video (Video 1).

Supplementary video related to this article can be found at htt
ps://doi.org/10.1016/j.ajoc.2024.102135

3. Video captions

Video 1: Anterior segment approach to Retisert implantation.
Phacoemulsification as well as lysis of membranes in the anterior
chamber is performed. An endoscope is used to visualize the pars plana
regions showing diffuse fibrosis. A primary posterior capsulotomy is
made. Two sclerotomies in the limited temporal peritomy region are
made, and both sutures attached to the Retisert are externalized through
the sclerotomies. The Retisert implant is then inserted into the anterior

Fig. 1. Title: A panel of video stills showing key steps of Retisert insertion from the anterior chamber.
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Retisert implant by first removing the IOL and then removing the
implant through the posterior capsulotomy. The new Retisert would be
implanted using the same technique mentioned in this report, and the
IOL would be re-inserted subsequently.

6. Conclusions

Patients with extensive fibrosis of pars plana and pars plicata regions
from chronic NIU may benefit from an alternative technique of Retisert
insertion. This technique inserts the implant into the anterior chamber
and through the posterior capsulotomy to minimize the risk of retinal
complications and failure of the implant.
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After a 27 gauge needle sclerotomy is performed, a retinal 27 gauge
forceps is introduced into the sclerotomy. The first suture is handed over
from the anterior chamber by the micrograsper forceps (A). After
externalizing both sutures in this manner, the Retisert implant is inser-
ted into the anterior chamber through a widened clear corneal incision
(B). The two externalized sutures are pulled back to pass the implant
through the primary posterior capsulotomy into the posterior chamber
(C), after which the two sutures are tied together (D). The final position
of the implant can be visualized (white arrow) (E).
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