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Use of autologous
fascia lata as a
natural biomaterial
for tectonic support
in surgically induced
necrotizing scleritis

Abstract

Background Surgically induced scleral
necrosis (SINS) is a severe form of scleritis
threatening both vision and integrity of the
eye. SINS is a rare sequel of ocular surgery
and has been described after cataract
extraction, trabeculectomy, strabismus, retinal
detachment surgery including parsplana
vitrectomy, penetrating keratoplasty,
pterygium excision, and diode
cyclophotocoagulation.

Materials and methods To report on the
application of autologous fascia lata as a
readily available natural biomaterial for
ocular tectonic support in SINS, we
performed this retrospective chart review
including two eyes of two patients; one case
following both repaired rupture globe,
parsplana vitrectomy, and diode laser
transscleral cyclophotocoagulation and one
case following pterygium surgical excision.
Results Successful coverage of the area of
scleral thinning with autologous fascia lata
was achieved in both cases with overlying
healthy vascularized conjunctiva and
resolution of the ocular inflammation.
Conclusion The fascia lata transplant
combined with systemic immunosuppression
was successful in providing adequate tectonic
support and controlling the progression of
scleral melt for two cases with SINS.
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Introduction

Surgically induced scleral necrosis (SINS) is a
severe form of scleritis threatening both vision
and integrity of the eye.! SINS is a rare sequel
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of ocular surgery and has been described after
cataract extraction, trabeculectomy, strabismus,
retinal detachment surgery including parsplana
vitrectomy, penetrating keratoplasty, pterygium
excision, and diode cyclophotocoagulation.®~16

Materials and methods

The study was conducted in accordance with
the hospital ethical committee and IRB at Cairo
University hospitals. This is a retrospective
chart review including two eyes of two patients;
one case following repaired rupture globe,
parsplana vitrectomy, and diode laser
transscleral cyclophotocoagulation and one case
following pterygium surgery. The indication
for surgical intervention was postsurgical
progressive scleral melting with underlying
uveal exposure with progressive ectasia.

Results
Case report 1

A 37-year-old female patient with a 6-month
history of repaired rupture globe following
blunt trauma followed by traumatic non
resolving vitreous hemorrhage, which required
a parsplana vitrectomy 2 months following her
primary repair. She developed angle recession
glaucoma with gradual scleral thinning and
ectasia of the underling uvea, causing a
progressive staphyloma at the site of prior
scleral repair and progressive scleral melting in
the region of the sclerotomies performed during
the vitrectomy procedure (Figure 1a and b). Slit-
lamp examination revealed areas of localized
scleral melt corresponding to the site of
transscleral cyclophotocoagulation laser
application that soon became confluent areas of
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Figure 1 (a) Preoperative color photo demonstrating scleral thinning and ectasia of the underling uvea causing a progressive
staphyloma at the site of prior scleral repair (blue arrow). (b) Preoperative color photo demonstrating scleral melting in the region of
the sclerotomies performed during the vitrectomy procedure (red arrow). (c) Preoperative color photo showing confluent areas of
scleral melt corresponding to the site of transscleral cyclophotocoagulation (yellow arrow). (d) Post operative, following fascia lata
placement with coverage of areas of melt in the area of prior repaired rupture (green arrow). (e) Post operative, following fascia lata
placement covering area of melt in the region of the sclerotomy with only limited retraction of the fascia lata and minimal exposure of
the underlying melt. (f) Post operative, following fascia lata placement covering the area of prior diode laser induced scleral melt.

scleral melt (Figure 1c). An Ahmed valve in the lower
temporal quadrant and 360° (four quadrants) fascia lata
placement aiming to cover the entire scleral melt was
performed (Figure 1d—f) with successful coverage of
areas of melt being achieved with only limited retraction of
the fascia lata covering the temporal sclerotomy. Systemic
immunosuppression was used preoperatively with oral
prednisone 2mg/kg for 3 weeks with gradual taper and
azathioprine 2.5 mg/kg, which was substituted
postoperatively with oral prednisone 15mg/day and oral
cyclophosphamide 100 mg/day for 6 months.

Case report 2

A 55-year-old male who presented with ocular pain

2 weeks following uneventful primary pterygium
excision using bare sclera technique without the use of
mitomycin C (MMO). Slit-lamp examination 2 weeks
post-pterygium excision showed the sclera bed was
markedly thinned, avascular, and ectatic with blue
coloration of the underlying uvea and hyperemia of the
surrounding conjunctiva (Figure 2a). The necrotic tissue
was excised and autologous fascia lata (8 mm x 4 mm)
was used to cover the area of scleral melt (Figure 2b and ).

The sutured fascia was covered with a rotational
conjunctival flap (Figure 2d). One week later, the fascia
started to retract near the limbus revealing the
underlying progression of the scleral melt (Figure 2e).
Oral prednisone 80 mg/day with gradual taper to
15mg/day and Azathioprine 150 mg/day were
prescribed for 9 months postoperatively. The fascia lata
was successfully incorporated into the underlying scleral
bed with adequate vascularization of the overlying
conjunctiva (Figure 2f). The excised tissue was
histologically examined for evidence of vasculitis
(Figure 3a and b).

Discussion

Necrotizing anterior scleritis is the most severe form of
scleritis and is a serious threat to vision and the integrity
of the eye.!”!8 Various tissues have been used for patch
grafting, including processed pericardiumw'20 sclera, 2122
and fascia lata.2® In our small series, treatment was
initiated as early as possible with immunosuppressive
treatment with high-dose corticosteroids and cytotoxic
drugs as necessary, together with surgical replacement of
damaged tissue.
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Figure 2 (a) Photo demonstrating sclera bed markedly thinned, avascular, and ectatic with dark coloration of the underlying uvea in
the region of prior pterygium excision. (b) Photo demonstrating the intraoperative harvested fascia lata (8 x 4) mm in size. (c) Photo
demonstrating the intraoperative sutured fascia lata with interrupted 7/0 vicryl sutures. (d) Photo demonstrating the rotational
conjunctival flap used to cover the sutured fascia lata. (e) Photo demonstrating the fascia starting to retract one week later near the
limbus revealing the underlying progression of the scleral melt, which required the addition of immunesuppression. (f) The fascia lata
was successfully incorporated into the underlying scleral bed with adequate vascularization of the overlying conjunctiva. The full
color version of this figure is available at the Eye Journal online.

Figure 3 (a) Hematoxylin and eosin stain ( x 100) showing extensive subconjunctival infiltration by lymphocytes (black arrow) and
(b) demonstrating higher magnification (x400) with lymphocytes lining endothelial blood vessel and migrating to the outside
substantia propria (white arrows).
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Our first case is very unique in ophthalmic literature,
as it combines three different predisposing
surgical interventions with a chronic progressive
course following the initial repaired trauma with
exacerbation in multiple scleral quadrants with each
proceeding surgical intervention; in this case, the
fascia was used to cover the site of prior surgical repair,
the sites of entry during parsplana vitrectomy, and sites
of prior diode laser application, as well as the tube of
the Ahmed valve; thus, the four scleral quadrants
were covered in this case. Our second case
demonstrates surgically induced necrotizing scleritis
following excessive dissection and cautery during
pterygium removal, causing ischemia of the
scleral bed.

Concomitant use of systemic immunosuppressive
drugs increases the chance of survival of the patch graft
in patients with active scleritis, as melting of the patch
grafts in eyes with necrotizing scleritis is not unusual and
has been reported with different materials.?! Both cases
received systemic immunosuppression as in these eyes,
the inflammatory milieu arising from the vasculitis may
delay epithelialization of the graft; with the conjunctiva
being severely affected by the vasculitic process,
which may not provide sufficient vascular supply to
the graft.!523

We primarily preferred to use autogenous fascia lata as
it is relatively acellular, durable, and readily available
with no extra expenses incurred with the use of other
alternative banked materials, which is advantageous in
developing countries, there is no tissue reaction or
rejection and it withstands tension being very strong and
lasts longer when compared with preserved banked
fascia lata with an increased number of late failures with
banked fascia and no potential of disease transmission as
seen with banked tissue.

Conclusion

The fascia lata transplant combined with systemic
immunosuppression was successful in providing
adequate tectonic support for cases with SINS.

Summary

What was known before
® Scleritis was reported following different ophthalmic
procedures. Autologous fascia lata has been used for
tectonic support.

What this study adds
@ First case is unique as it combines three different
ophthalmic surgical procedures. Combined use of
systemic immunosuppression was successful in ocular
salvage.
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