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Abstract 

We report a 57-year-old patient with birdshot chorioretinopathy (BCR) who was treated with 

bilateral Ozurdex injections. The patient’s vitritis resolved, and visual acuity improved follow-

ing this treatment. This is only the second case report focused on the treatment of BCR with 

Ozurdex and the first to report its use for treating vitritis. A concise review of the literature on 

the use of intravitreal steroids for this disease is provided. This case serves to report the clini-

cal usefulness of Ozurdex in treating posterior vitritis associated with BCR even in the ab-

sence of macular edema. © 2015 S. Karger AG, Basel 

Introduction 

Birdshot chorioretinopathy (BCR) is a relatively rare cause of posterior uveitis, which is 
typically bilateral and may cause vitritis, retinal vasculitis, and cystoid macular edema (CME) 
[1]. The pathogenesis of BCR is unclear, but it is accepted that it is an inflammatory condition 
[1–3]. BCR is a chronic progressive disease, which requires prolonged treatment with ster-
oids or immunosuppressive agents [1]. 

Ozurdex is a slow-release, intravitreal, biodegradable dexamethasone implant that is in-
jected through the pars plana and has been approved by the FDA for the treatment of inter-
mediate and posterior noninfectious uveitis [4]. It has been used successfully for the treat-
ment of a wide variety of causes of noninfectious uveitis [5–7]. Review of the literature re-
vealed only one report focused on the use of Ozurdex in a patient with BCR for the treatment 
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of CME [8]. We report a patient with BCR who was treated with bilateral Ozurdex injections 
for the treatment of vitritis. 

Case Report 

A 57-year-old man was referred to our clinic for evaluation of bilateral blurred vision 
and floaters, which had been present for over a year. His past medical history included hy-
pertension, hyperlipidemia, and benign prostatic hyperplasia, all of which were medically 
controlled. The patient complained of no other symptoms and had no previous ocular histo-
ry. There was no history of travel, exposure to animals, or insect bites. 

On examination, visual acuity was 20/30 in both eyes. Pupils were normal with no rela-
tive afferent pupillary defect, and intraocular pressures were normal. Anterior segments 
were normal, with very mild nuclear sclerotic cataracts OU. Dilated fundus examination re-
vealed +2 vitreous cells and vitreal haze in both eyes, as well as optic disc hyperemia and 
numerous subtle round hypopigmented spots at the level of the choroid in the posterior 
poles (fig. 1a). Multiple hypofluorescent spots around the optic discs and along the arcades 
were demonstrated by fluorescein angiography (fig. 1b) and were even more pronounced by 
indocyanine green angiography (fig. 1c). Optical coherence tomography demonstrated a 
normal foveal contour with intact outer retinal architecture with no macular edema (fig. 1d). 
Multifocal electroretinography revealed moderately reduced cone-mediated function of the 
posterior poles (fig. 1e). Additional workup included normal complete blood count and 
chemistry tests, negative antinuclear antibody test, normal c- and p-ANCA levels, negative 
VDRL, normal angiotensin converting enzyme levels, nonreactive tuberculin skin test and a 
normal chest CT. HLA-A29 was positive. 

The constellation of the patient’s clinical and laboratory findings led to the diagnosis of 
BCR, and the patient was put on systemic immunosuppression therapy. To decrease the 
vitritis that caused his visual complaints, the patient was treated with an Ozurdex injection 
in the left eye, and vision improved to 20/25, with marked subjective improvement in over-
all visual function. Six weeks later, he received an Ozurdex injection to the right eye. The 
patient’s vision improved to 20/20 OD and 20/25 OS, with resolution of vitritis bilaterally. 
He was followed up for an additional 12 months, with no recurrence or need for additional 
injections. 

Discussion 

The clinical, imaging, and laboratory findings of our patient are highly compatible with 
the criteria for BCR diagnosis [9]. The finding of a positive HLA-A29 is very supportive of this 
diagnosis, as this finding occurs in over 95% of cases [1, 10]. Due to the chronic and progres-
sive nature of BCR, ocular steroid therapy is a compelling option to reduce the need and 
possible adverse effects of systemic therapy. Intravitreal injections of triamcinolone have 
been successfully used for the management of BCR patients, but long-term use may cause 
complications such as glaucoma and cataract [11, 12]. Several recent studies reported the 
use of a sustained-release fluocinolone surgically implanted device (Retisert) for the treat-
ment of BCR, which was effective in reducing ocular inflammation but also associated with a 
substantial rate of glaucoma, requiring surgical treatment, and cataract formation [13–15]. 

Review of the literature revealed that no study focused on the treatment of BCR with 
Ozurdex. One case report described the use of Ozurdex for the treatment of CME in one eye 
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of a patient with BCR [8]. Several patients with BCR were included in a recent retrospective 
analysis of the use of Ozurdex in patients with noninfectious uveitis [5]; however, there was 
no specific analysis of this subgroup of patients, and the majority of patients included in that 
study received the treatment for CME. It should also be noted that in the HURON study, 
which initially investigated the use of Ozurdex in noninfectious uveitis, the vast majority 
(81%) of patients had intermediate uveitis [4]. Our patient had posterior uveitis without 
CME, and his visual disturbance was attributed to the presence of vitritis and optic nerve 
head hyperemia. This case illustrates the clinical efficacy of Ozurdex in the treatment of pa-
tients with BCR even in the absence of CME. Furthermore, it is likely that Ozurdex has a bet-
ter long-term safety profile than both triamcinolone and fluocinolone. We recommend con-
sidering Ozurdex in the management of BCR patients with active vitritis, for relief of symp-
toms and possible reduction in the need for systemic therapy. Further studies will clarify the 
role of Ozurdex in the context of BCR. 

Disclosure Statement 

No author has any proprietary interest in the publication of this report. 

Statement of Ethics 

The patient has given his informed consent for this report. 
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Fig. 1. Ocular findings at presentation. Images of the right eye are shown. The findings were symmetric 

bilaterally. a Fundus photo notable for disc hyperemia and fine hypopigmented lesions in the posterior 

pole. The image is blurred by the vitritis. b Fluorescein angiography demonstrating hypofluorescent dots 

in the posterior pole. c Indocyanine green angiography demonstrating multiple hypofluorescent dots in 

the posterior pole. d Optical coherence tomography demonstrating normal foveal contour and outer reti-

nal architecture, and no fluid. e Multifocal electroretinogram showing moderately reduced cone-mediated 

function of the posterior pole. 
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