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A B S T R A C T

Purpose: To evaluate the impact of intravitreal dexamethasone implantation (Ozurdex) on ocular hypertension 
(OHT) development and characterize its management with non-invasive or minimally-invasive modalities.
Results: Chart review was performed for patients who received Ozurdex implantation between September 2016 to 
September 2023. Patients were excluded if they had ever been diagnosed with neovascular glaucoma or received 
a different intravitreal corticosteroid prior to Ozurdex injection or 6 months afterwards. The analysis included 
171 Ozurdex implants (n = 61 patients, n = 74 eyes) for analysis. Patients were followed for an average of 326 ±
45 days. The rise in IOP was greatest 2- and 3-months post-injection. OHT occurred following 40 (23.3 %) 
Ozurdex implants. To lower IOP, medical drops were initiated after 17 (10.0 %) implants. Selective laser tra
beculoplasty was performed in 2 (1.2 %) cases. Minimally-invasive glaucoma surgeries (MIGS) were utilized in 7 
(4.1 %) cases. Patients >60 years old were at increased odds of developing OHT, whereas patients treated for 
retinal vein occlusion were less likely to develop OHT compared to patients treated for diabetic macular edema.
Conclusion: Patient-specific characteristics, including age and treatment indication, may confer different risk for 
developing OHT following Ozurdex implantation. Ozurdex-induced OHT can be safely and effectively managed 
using a combination of medical therapy, laser trabeculoplasty, and angle-based MIGS. This study supports an 
increasing range of alternative approaches for addressing elevated IOP or postponing surgeries linked with 
higher risks.

1. Introduction

Glaucoma is a set of diseases that cause progressive optic nerve 
damage and subsequent visual impairment. It is the second leading 
cause of blindness worldwide and affects approximately 70 million in
dividuals.1 While its pathophysiology is not fully understood, there are a 
number of genetic and clinical risk factors associated with glaucoma, 
with the only modifiable risk factor being elevated intraocular pressure 
(IOP).2 It is this elevation in IOP that contributes to optic nerve 
compression and damage to surrounding retinal tissue.

Intravitreal corticosteroids are a mainstay medical treatment for a 
number of ocular diseases. While potent, they carry several undesirable 
side effects, including steroid-induced ocular hypertension (OHT) and 
subsequently glaucoma.3 Therefore, balancing therapeutic levels of 
steroids with an acceptable IOP is an active area of investigation 
regarding type of steroid and method of administration. One such 
technology is Ozurdex, an intravitreal implant that continually delivers 

dexamethasone into the posterior chamber of the eye over the course of 
months. Ozurdex is currently used to manage several diseases, including 
retinal vein occlusions (RVO), non-infectious posterior uveitis, and 
diabetic macular edema (DME).

Several studies have identified increased IOP as an adverse effect of 
Ozurdex, often lasting for months due to its sustained release of 
steroids.4–8 In general, steroid-induced OHT is managed similarly to that 
of primary open angle glaucoma (POAG), and includes medical therapy 
and/or surgery depending on the circumstance. Steroids raise IOP by 
increasing the resistance to aqueous outflow at the trabecular mesh
work.9 Hence, interventions that target the trabecular meshwork such as 
selective laser trabeculoplasty (SLT) and angle-based, minimal
ly-invasive glaucoma surgeries (MIGS) such as gonioscopy-assisted 
transluminal trabeculotomy (GATT) can be tried for steroid-induced 
glaucoma before traditional trabeculectomy or tube shunt implanta
tion.10 Compared to older intravitreal corticosteroids, such as triam
cinolone or fluocinolone acetonide, Ozurdex may require less invasive 
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management.11 Nevertheless, the management of complications related 
to Ozurdex implantation are not well-documented, especially those that 
employ a variety of MIGS.

Here, we evaluated the impact of Ozurdex intravitreal dexametha
sone implants on ocular hypertension (OHT) and their management at a 
single institution. We hypothesized that Ozurdex-associated OHT can be 
initially managed with non-invasive and minimally-invasive modalities 
without compromising safety.

2. Methods

This study was approved by the University of Chicago Institutional 
Review Board, and written consent was waived. A retrospective chart 
review was performed for all patients from September 2016–September 
2023 who received Ozurdex implantation. Patients were excluded from 
analysis if they had ever received a diagnosis of neovascular glaucoma 
(NVG). Additional exclusion criteria include having previously received 
another type of intravitreal corticosteroid, such as fluocinolone aceto
nide, or within 6 months after Ozurdex injection.

Data regarding demographics, glaucoma history, best-corrected vi
sual acuity (BCVA), IOP, medications, complications, and adjuvant 
treatments were collected during chart review. Patients were followed 
up until 12 months after Ozurdex injection. Analysis was performed as 
available-case analysis without imputing missing data. BCVA was 
recorded from Snellen charts and converted to logMAR using a pub
lished formula by Tiew et al.12 OHT was defined as reaching an IOP of 
either ≥25 mm Hg or ≥10 mm Hg increase from baseline.

Multivariate logistic regression was performed to identify potential 
predictors of OHT. Statistical significance was set at α = 0.05. Data 
analysis was completed in SAS software, version 9.4 (Cary, NC, USA). 
Figures were produced using the ggplot2 package, version 3.5.1, in R 
and RStudio software, versions 4.3.3 and 2023.12.1 (Boston, MA, USA).

3. Results

A total of 197 intravitreal Ozurdex implants were identified. After 
excluding eyes with a diagnosis of NVG or that received a different 
intravitreal corticosteroid within 6 months of Ozurdex implantation, 
171 implants (n = 61 patients, n = 74 eyes) were included for analysis. 
The mean age was 65.8 years, with 51.4 % of patients being male 
(Table 1). Most patients were Black (48.6 %) or White (40.5 %). While 
the majority of patients had no prior glaucoma history (79.7 %), 9.5 % 
had primary open angle glaucoma (POAG), 5.4 % were glaucoma sus
pects, 2.7 % had mixed-mechanism glaucoma, 1.4 % had secondary 
open angle glaucoma, and 1.4 % had secondary angle-closure glaucoma. 
Ozurdex was indicated for patients with diabetic macular edema (54.1 
%), retinal vein occlusion (39.2 %), and noninfectious uveitis (6.8 %).

Data for 74 implants (43.3 %) were collected for eyes that had never 
received Ozurdex, with the remaining 97 implants consisting of subse
quent injections. Patients were followed for a mean of 326 ± 45 days. 
The rise in IOP was most prominent at 2- and 3-months post-injection 
(Fig. 1). Within one year, OHT had occurred after 40 (23.3 %) of in
jections (Fig. 2). Of the 44 patients who had repeated Ozurdex in
jections, 28 (63.6 %) of them did not develop OHT at any point. Medical 
drops were initiated following 17 (10.0 %) implants to lower IOP. Se
lective laser trabeculoplasty (SLT) was performed in two (1.2 %) cases. 
Surgical procedures were utilized in seven (4.1 %) cases: two Kahook 
Dual Blade goniotomies, three gonioscopy-assisted transluminal trabe
culotomies (GATT), and two combined cataract surgeries with SION 
goniotomies. Of these minimally-invasive glaucoma surgeries (MIGS), 
three were intended for medication reduction (two SION goniotomies 
and one GATT), whereas the other four MIGS were selected for IOP 
reduction (two GATT and two KDB). Of the patients who received MIGS, 
three individuals increased the number of their glaucoma medications 
before ultimately proceeding with surgery. During the study period, one 
patient underwent 2 separate procedures, first with SLT followed by 

GATT two months later due to persistently elevated IOP. For patients 
who received MIGS, they did not require more invasive procedures, such 
as trabeculectomy/aqueous shunt, nor did OHT recur within the study 
period.

To assess factors predisposing patients to developing OHT, we per
formed logistic regression analysis. An age >60 years old increased the 
odds of developing OHT (OR 6.65, CI 1.05–41.92) (Table 2). Compared 
to DME, the most common indication for Ozurdex, eyes with RVO were 
significantly less likely to develop OHT (OR 0.07, CI 0.01–0.44) 
(Table 2, Fig. 3). Patients with uveitis were not significantly more likely 

Table 1 
Demographic and clinical characteristics of study participants.

Baseline Characteristics Eyes (n = 74)

Age, mean (SD), years 64.3 (11.7)
Sex

Female 36 (48.6 %)
Male 38 (51.4 %)

Race/Ethnicity
American Indian 1 (1.4 %)
Asian 2 (2.7 %)
Black 36 (48.6 %)
Hispanic 2 (2.7 %)
White 30 (40.5 %)
More than one 3 (4.1 %)

History of Glaucoma
No prior history 59 (79.7 %)
Suspect/Borderline 4 (5.4 %)
POAG 7 (9.5 %)
Mixed mechanism 2 (2.7 %)
SOAG 1 (1.4 %)
SACG 1 (1.4 %)

Indication
DME 40 (54.1 %)
Retinal venous occlusion (CRVO/BRVO) 29 (39.2 %)
Uveitis 5 (6.8 %)

Abbreviations: POAG, Primary open angle glaucoma; SACG, Secondary angle- 
closure glaucoma; SOAG, Secondary open angle glaucoma; DME, Diabetic 
macular edema; CRVO, Central retinal vein occlusion; BRVO, Branch retinal vein 
occlusion.
Table 1. Demographic information, glaucoma history, and indication for intra
vitreal dexamethasone implant (Ozurdex) of study participants.

Fig. 1. Intraocular pressure after Ozurdex implantation. Time series graph 
of mean intraocular pressure (IOP) at baseline and in the first 12 months after 
intravitreal dexamethasone (Ozurdex) implant. Error bars indicate standard 
error of the mean for each measurement.
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to develop OHT than patients treated for DME. Baseline IOP, pre- 
existing glaucoma, central corneal thickness, or prior history of Ozur
dex implant did not significantly impact odds of developing OHT.

4. Discussion

Elevated IOP following Ozurdex injection is a known adverse side 
effect of intravitreal corticosteroids. The definition of Ozurdex-induced 
OHT varies in the literature. In the trial conducted by the Ozurdex 
GENEVA Study Group, which established Ozurdex’s efficacy in treating 
macular edema secondary to BRVO or CRVO, investigators chose to 
highlight the incidence of IOP rises ≥25 mm Hg following over 6 
months. Similarly, the SAFODEX study designated OHT as an IOP ≥25 
mm Hg, but it also included an increase ≥10 mm Hg from baseline as an 
alternative criterion.5 In other studies, Chin and colleagues defined OHT 
as ≥30 mm Hg or ≥10 mm Hg increase from baseline, whereas Mansoori 
et al. characterized OHT as >22 mm Hg or >6 mm Hg increase from 
baseline.8,13

The incidence of developing OHT in our cohort was 20.9 % over 12 
months, peaking at around 2–3 months. In the literature, incidence of 
Ozurdex-induced OHT ranges from 9 % per the ZERO study to 27.7 % 
and 28.5 % per the MEAD and SAFODEX studies, respectively.5,14,15 In 
the ZERO study, 342 eyes with RVO treated with Ozurdex were followed 
over 8 months. In the SAFODEX study, 421 eyes with predominantly 
RVO, DME, or uveitis were treated over a mean of 16.8 months. 
Generally, OHT incidence peaked at 2 months follow-up. Variations in 

incidence rates are likely attributable to a combination of factors, 
including differences in patient demographics, the distribution of 
Ozurdex indications, and the duration of follow-up. Nevertheless, the 
incidence of OHT for our study’s participants fell within this reported 
range.

We also sought to identify risk factors for OHT development. 
Multivariable regression analysis showed that age >60 years old 
increased the risk of developing OHT. On the other hand, patients 
treated for RVO had decreased risk of developing OHT compared to 
patients treated for DME. In the SAFODEX study, the investigators 
identified an association between younger age and increased risk of 
OHT, which contrasts with our results.5 Studies have demonstrated a 
bimodal distribution for steroid-induced OHT, which may help explain 
these disparate findings.16–18 Additionally, the cut-offs for age groups 
and classification as a discrete or categorical variable can further 
complicate this relationship. Similarly, RVO has been associated with 
increased risk for OHT, whereas DME increased odds of OHT in our 
cohort.5 One potential explanation for these differences could be due to 
uncaptured demographic characteristics – for example, data on race/
ethnicity in the SAFODEX study was not available. Study participants 
were located in France, whereas our study population was predomi
nantly Black, residing in Chicago in the United States. Recent studies 
indicate distinct IOP responses to Ozurdex based on race/ethnicity, with 
Latino and South Asians having greater IOP rises compared to Whites.6

This finding suggests that certain characteristics, including genetic 
background, that associate with race/ethnicity may modify the risk of 
developing steroid-induced OHT. For example, African Americans have 
shorter trabecular meshwork heights on average, which is associated 
with greater risk of steroid-induced OHT.19,20 Furthermore, given that 
the presence and severity of diabetes correlates with OHT and glaucoma, 
it is unclear whether DME itself increased the risk of Ozurdex-induced 
OHT, or rather due to the intraocular impact of systemic hyperglyce
mia.21,22 The SAFODEX study also identified patients treated for 
sequelae of uveitis at greater risk for developing OHT – we observed a 
similar trend but lacked statistical power to match this finding. Further 
studies are warranted to better delineate the impact of age and treat
ment indication for development of OHT using intravitreal dexameth
asone implants.

Our study was not powered to detect whether number of previous 
IOP spikes was a significant risk factor for Ozurdex-induced OHT. Pa
tients that experience IOP spikes, whether due to medications or ocular 
surgery, may be predisposed to Ozurdex-induced OHT, as their biology 
has already demonstrated a degree of trabecular incompetence. Pre
clinical models of glaucoma reveal an array of transcriptional and 
structural changes that occur following IOP elevation, suggesting 
repeated IOP spikes may contribute to glaucoma development in the 
long-term.23 While we did not find that repeat injections significantly 
changed the odds of developing OHT, this result should be interpreted 
cautiously, as studies have reported mixed findings.5,8,24 Considering 
the dose-response relationship between steroids and glaucoma, repeated 
Ozurdex injections warrants close monitoring and management.25

Studies also have found that a prior history of glaucoma or glaucoma 
suspect was associated with an increased risk for Ozurdex-induced 
OHT.26 Our patient population demonstrated a similar relationship; 
however, this was not statistically significant.

Treatment of Ozurdex-induced OHT is not well-characterized, 
especially for minimally-invasive techniques, as historically eyes re
fractory to medical therapy received trabeculectomy or shunt for man
agement of steroid-induced glaucoma.9,27 In our single-institution study, 
the management of Ozurdex-induced OHT included medical therapy 
(16.4 %), SLT (3.0 %), and minimally-invasive surgical techniques (4.5 
%). Across studies in the literature, medical management was the 
first-line approach to manage elevated IOP. However, the choice of 
procedure for refractory OHT varied greatly. In the SAFODEX study, the 
only IOP-lowering procedure utilized was trabeculectomy. In a study by 
Chin et al., 3.2 % of patients required further management, which 

Fig. 2. Study design and outcomes. Flowchart description of study partici
pant inclusion, development of ocular hypertension (OHT), and management 
following intravitreal dexamethasone (Ozurdex) implant. Abbreviations: OHT, 
ocular hypertension; IOP, intraocular pressure; GATT, gonioscopy-assisted 
transluminal trabeculotomy; KDB, Kahook dual-blade goniotomy; SLT, selec
tive laser trabeculoplasty.

Table 2 
Multivariable logistic regression model for variables on the impact of developing 
ocular hypertension after Ozurdex implantation.

Predictor Odds Ratio (95 % CI) p-value

Baseline IOP (mm Hg) 1.04 (0.77–1.14) 0.641
Age >60 years 6.65 (1.05–41.92) 0.044
Male Sex 2.09 (0.58–7.56) 0.259
RVO 0.07 (0.01–0.44) 0.004
Uveitis 2.08 (0.28–15.54) 0.473
Glaucoma History 1.38 (0.27–7.00) 0.695
Prior Ozurdex 

Injection
0.97 (0.28–3.32) 0.966

Abbreviations: IOP, intraocular pressure; RVO, retinal vein occlusion.
Table 2. Multivariable logistic regression model examining the relationship 
between patient-specific factors and new-onset ocular hypertension following 
intravitreal dexamethasone implant (Ozurdex).
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involved Trabectome surgery, glaucoma drainage device insertion, and 
a trans-scleral cyclophotocoagulation.8 In the MEAD study, increased 
IOP for the 0.7 mg dexamethasone implant group was managed with 
trabeculectomy, iridotomy, and iridectomy.28 Other options reported to 
manage steroid-induced OHT and glaucoma include canaloplasty and 
sclerectomy.29–31 The fact that patients in this study who developed 
Ozurdex-induced OHT were successfully managed using laser proced
ures and MIGS highlights the potential safety and efficacy or less mini
mally invasive interventions for this adverse side effect.

This study has several main limitations. First, as a retrospective 
study, no standard protocol existed for monitoring patients post- 
Ozurdex implantation. Multiple physicians administered the intra
vitreal injections and followed patients at different intervals; further
more, the study period included the COVID-19 pandemic, which 
significantly affected follow-up frequency. As a result, a key limitation is 
the possibility of non-detection of OHT. While studies suggest IOP on 
average peaks 2–3 months after Ozurdex implantation, a subgroup of 
patients will experience elevated IOP within 1–4 weeks.4,5 In this study, 
most patients were not seen at the 1-month interval, which may obscure 
early steroid responders. Additionally, because patients were followed 
for 12 months, we cannot comment on long-term effectiveness of MIGS 
for Ozurdex-induced OHT, which may diminish with time.32

In conclusion, we present data that demonstrate Ozurdex-induced 
OHT can be safely and effectively managed with medical therapy, 
laser trabeculoplasty, and angle-based MIGS. Furthermore, the risk 
factors associated with developing OHT following Ozurdex 

implantation, such as older age and treatment indication, may differ 
between populations. Future studies should examine the relationship 
between successful treatment of Ozurdex-induced OHT with MIGS and 
underlying patient factors, such as pre-existing glaucoma. This study 
offers support for a growing repertoire of alternate modalities to manage 
intravitreal dexamethasone implant-induced OHT. These techniques 
have the potential to effectively manage OHT or delay interventions that 
are traditionally associated with greater risk.
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Fig. 3. Development of ocular hypertension (OHT) by Indication. Bargraphs depicting indication for intravitreal dexamethasone implant (Ozurdex), stratified by 
development of OHT within 1 year of implantation.
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open angle glaucoma; SACG, secondary angle-closure glaucoma; SOAG, 
secondary open angle glaucoma; DME, diabetic macular edema; CRVO, 
central retinal vein occlusion; BRVO, branch retinal vein occlusion; 
MIGS, minimally-invasive glaucoma surgeries; GATT, gonioscopy- 
assisted transluminal trabeculotomy; SLT, selective laser 
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org/10.1016/j.ajoc.2025.102274.

References

1. Allison, K., Patel, D. & Alabi, O. Epidemiology of glaucoma: the past, present, and 
predictions for the future. Cureus 12, e11686.

2. Weinreb RN, Aung T, Medeiros FA. The pathophysiology and treatment of 
glaucoma. JAMA. 2014;311:1901–1911.

3. Feroze KB, Zeppieri M, Khazaeni L. Steroid-induced glaucoma. In: StatPearls. 
Treasure Island (FL): StatPearls Publishing; 2023.

4. Haller JA, et al. Randomized, sham-controlled trial of dexamethasone intravitreal 
implant in patients with macular edema due to retinal vein occlusion. 
Ophthalmology. 2010;117:1134–1146.e3.

5. Malclès A, et al. Safety of intravitreal dexamethasone implant (ozurdex): the 
SAFODEX study. Incidence and risk factors of ocular hypertension. Retina. 2017;37: 
1352–1359.

6. Sharma A, et al. Intraocular pressure (IOP) after intravitreal dexamethasone implant 
(Ozurdex) amongst different geographic populations-GEODEX-IOP study. Eye 
(Lond). 2020;34:1063–1068.

7. de Vries VA, Bassil FL, Ramdas WD. The effects of intravitreal injections on 
intraocular pressure and retinal nerve fiber layer: a systematic review and meta- 
analysis. Sci Rep. 2020;10, 13248.

8. Chin EK, et al. Ocular hypertension after intravitreal dexamethasone (Ozurdex) 
sustained-release implant. Retina. 2017;37:1345–1351.

9. Kersey JP, Broadway DC. Corticosteroid-induced glaucoma: a review of the 
literature. Eye. 2006;20:407–416.

10. Boese EA, Shah M. Gonioscopy-assisted transluminal trabeculotomy (GATT) is an 
effective procedure for steroid-induced glaucoma. J Glaucoma. 2019;28:803–807.

11. Phulke S, Kaushik S, Kaur S, Pandav S. Steroid-induced glaucoma: an avoidable 
irreversible blindness. J Curr Glaucoma Pract. 2017;11:67–72.

12. Tiew S, Lim C, Sivagnanasithiyar T. Using an excel spreadsheet to convert Snellen 
visual acuity to LogMAR visual acuity. Eye. 2020;34:2148–2149.

13. Mansoori T, Shiva S, Balakrishna N. Ocular hypertension and its predictor after a 
single Ozurdex implant: one-year follow-up in Asian Indian eyes. Oman J 
Ophthalmol. 2022;15:299–303.

14. Schmitz K, et al. [Reliability and safety of intravitreal Ozurdex injections. The ZERO 
study]. Ophthalmologe. 2014;111:44–52.

15. Maturi RK, et al. Intraocular pressure in patients with diabetic macular edema 
treated with dexamethasone intravitreal implant in the 3-YEAR MEAD study. Retina. 
2016;36:1143.

16. Armaly MF. Effect of corticosteroids on intraocular pressure and fluid dynamics: I. 
The effect of dexamethasone* in the normal eye. Arch Ophthalmol. 1963;70: 
482–491.

17. Lam DSC, et al. Ocular hypertensive and anti-inflammatory responses to different 
dosages of topical dexamethasone in children: a randomized trial. Clin Exp 
Ophthalmol. 2005;33:252–258.

18. Choi MY, Kwon J. Risk factors for ocular hypertension after intravitreal 
dexamethasone implantation in diabetic macular edema. Sci Rep. 2020;10, 13736.

19. Chen RI, Barbosa DT, Hsu C-H, Porco TC, Lin SC. Ethnic differences in trabecular 
meshwork height by optical coherence tomography. JAMA Ophthalmol. 2015;133: 
437–441.

20. Cho WJ, et al. Association of trabecular meshwork height with steroid-induced 
ocular hypertension. Sci Rep. 2023;13:9143.

21. Hanyuda A, et al. Relationships of diabetes and hyperglycaemia with intraocular 
pressure in a Japanese population: the JPHC-NEXT Eye Study. Sci Rep. 2020;10: 
5355.

22. Min SH, Lee T-I, Chung YS, Kim HK. Transforming growth factor-beta levels in 
human aqueous humor of glaucomatous, diabetic and uveitic eyes. Kor J Ophthalmol. 
2006;20:162–165.

23. Lozano DC, et al. Profiling IOP-responsive genes in the trabecular meshwork and 
optic nerve head in a rat model of controlled elevation of intraocular pressure. 
Investig Ophthalmol Vis Sci. 2024;65:41.

24. Bahadorani S, et al. The effects of repeated Ozurdex injections on ocular 
hypertension. OPTH. 2018;12:639–642.

25. Price MO, Price DA, Price FW. Long-term risk of steroid-induced ocular 
hypertension/glaucoma with topical prednisolone acetate 1% after descemet 
stripping endothelial keratoplasty. Cornea. 2024;43:323–326.

26. Hemarat K, et al. Secondary ocular hypertension and the risk of glaucoma surgery 
after dexamethasone intravitreal implant in routine clinical practice. Ophthalmic 
Surg Lasers Imag Retina. 2018;49:680–685.

27. Sihota R, Konkal VL, Dada T, Agarwal HC, Singh R. Prospective, long-term 
evaluation of steroid-induced glaucoma. Eye (Lond). 2008;22:26–30.

28. Boyer DS, et al. Three-year, randomized, sham-controlled trial of dexamethasone 
intravitreal implant in patients with diabetic macular edema. Ophthalmology. 2014; 
121:1904–1914.

29. Senthil S, et al. Long-term outcomes and risk factors for failure of glaucoma filtering 
surgery in eyes with vernal keratoconjunctivitis and steroid-induced glaucoma. 
Indian J Ophthalmol. 2022;70:820–825.

30. Brusini P, Tosoni C, Zeppieri M. Canaloplasty in corticosteroid-induced glaucoma. 
Preliminary results. J Clin Med. 2018;7:31.

31. Elhofi A, Helaly HA. Outcome of primary nonpenetrating deep sclerectomy in 
patients with steroid-induced glaucoma. J Ophthalmol. 2018;2018, 9215650.

32. Iwasaki K, et al. Long-term outcomes of a Kahook dual blade procedure combined 
with phacoemulsification in Japanese patients with open-angle glaucoma. J Clin 
Med. 2022;11:1354.

J. Xiao and M. Qiu                                                                                                                                                                                                                             American Journal of Ophthalmology Case Reports 38 (2025) 102274 

5 

https://doi.org/10.1016/j.ajoc.2025.102274
https://doi.org/10.1016/j.ajoc.2025.102274
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref2
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref2
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref3
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref3
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref4
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref4
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref4
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref5
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref5
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref5
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref6
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref6
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref6
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref7
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref7
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref7
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref8
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref8
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref9
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref9
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref10
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref10
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref11
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref11
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref12
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref12
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref13
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref13
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref13
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref14
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref14
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref15
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref15
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref15
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref16
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref16
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref16
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref17
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref17
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref17
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref18
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref18
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref19
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref19
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref19
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref20
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref20
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref21
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref21
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref21
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref22
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref22
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref22
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref23
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref23
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref23
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref24
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref24
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref25
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref25
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref25
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref26
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref26
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref26
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref27
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref27
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref28
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref28
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref28
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref29
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref29
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref29
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref30
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref30
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref31
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref31
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref32
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref32
http://refhub.elsevier.com/S2451-9936(25)00027-1/sref32

	Management of ocular hypertension following intravitreal dexamethasone implant (ozurdex)
	1 Introduction
	2 Methods
	3 Results
	4 Discussion
	CRediT authorship contribution statement
	Declaration of competing interest
	Glossary:
	Appendix A Supplementary data
	References


