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Quality of Life

The LASIK Quality of Life Collaboratio
Project (LQOLCP)

A October 15, 2009: United States Food and
Drug Administration (FDA) launched a
collaborative study with the National Eye
Institute (NEI) and the Department of Defense
(DOD) to examine the potential impact on
quality of life from laser in situ keratomileusis
(LASIK)



The LASIK Quality of Life Collaboratio
Project (LQOLCP)

A Results from this study:

i help identify factors that can affect quality of life
following LASIK

i potentially reduce the risk of adverse effects that can
impact the surgical outcome

i better monitor the safety and effectiveness of lasers
used in LASIK

A 3 Principal Investigators (FDA: Eyedelman, NIH:
Ferris and DOD: Hofmeister)

A 3 phases

Phase Il: Patient Reported Outcomes
with LASIKerown)

AU.S. military personnel electing LASIK will
complete the questionnaire before surgery
and at 1, 3, and 6 months after surgery

APROWI1 will assist in the development of the
questionnaire before administration to a
nationally-representative group of LASIK
patients

PROW11 Methods:
Preoperative Workup
Abl @& aSRAOIt / SyidSNRa a
evaluation:
T Uncorrected/best corrected visual acuity
I Mesopiclow contrast acuity
| Careful manifest andycloplegiaefraction
i Slit lamp examination withissaminegreen testing
| Intraocular pressure
Pupil size
Dilatedfundusexam
Cornealpachymetry
Corneal topographyp{acidoand Schiemflugmage)
Wavefrontimaging
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Phase |

A The development of a webased
questionnaire to evaluate patieneported
outcomes (PROSs)

A Interviews with patients contemplating LASIK
as those reporting both positive and poor
LASIK outcomes. Results from these interview
guided modifications to the questionnaire.

PROWL1 Methods

A Singlearm, prospective, study
A Navy Refractive Surgery Center, San Diego

Elizabeth MHofmeister MD
CAPT, Medical Corps, U.S. Navy
Head, Navy Refractive Surgery

A 550 active duty military electing LASIK for
- Myopia
- Hyperopia
- Astigmatism

PROWL 1 Methods:
Surgical Technique

A Femtosecond LASIK flaps
ATwo excimer platforms
Awavefront guided platform
A Wavefront optimized platform



PROWL1 Methods: Postoperative
Care

A Standard postoperative care:

- Postoperative topical antibiotics, steroids,
lubricant eye drops

- Evaluations at 1 day, 1 week, 1 month, 3 months,
6 months
- Uncorrected/best corrected visual acuity
- Mesopic low contrast acuity
- Manifest refraction
- Slit lamp examination
- Wavefront imaging

PROWLL Questionnaire Components

Phase IlI: PROWIa

A National, multicenter clinical study examining the
reliability of the questionnaire in a civilian population

A Study participants will take the questionnaire:
T prior to LASIK surgery
T one month postop
1 3 months posbop
A Clinical data will also be analyzed both before and
after surgery
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PROWI11 Methods: Questionnaire
Administration

Summary:
CAPT Elizabetdofmeister MD

A LASIK is FDA approved
A 45 approvals on 23 platforms
A US FDA approvals are the mostrigorous in the world
Al'{LY KIda 0SSy akKz2gy aal¥S FIyR S7F
A 142 peer reviewed reports
A 41,384 eyes of 23,289 patients
A/ 2NySHt NBFTN}YOGAPS adzNESNE KFa 68
experience
A Integral part of military readiness and mission safety
A 112,000 patients treated in the Navy
A Over 300,000 patients treated in the U.S. Military
A The PROWL Study will help improve our understanding of Patient
Reported Outcomes

Phase IlI: PROWADb

A Use the same questionnaire in the civilian
population to provide estimates of the
prevalence of PROs

A Similar to PROW2a, a national, multcenter
clinical study of consumers planning to have
LASIK surgery
1 Followup at least 6 months posip



Quiality of Life after Refractive
Surgery Research Review

LASIK Complications

AlIntraoperative
i Free Cap
i Short Flap
i Thin and Buttonhole Flaps
i Epithelial Defects
i Decentered Ablations
i Corneal Perforation

Short Flap

I There are various causes of short flaps depending ¢
which microkeratome is utilized
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Free Cap
A Microkeratome / Surgical Skill
i Speculum Placement

T Wrong Plate in Microkeratome
i Anatomical Factors

Thin and Buttonhole Flaps

9RR9699"
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Buttonhole Flap Buttonhole Flap
A Microkeratome / Surgical Skill A Management
T Km steep 1 Replace flap and postpone Tx/Sx: 30 days
i 10P too low T PTK/PRK common approach
APoor suction AHave to watch debridement
APrevious retinal Sx (Trab effect) ASameDay PRK with MMC has been reported (irregular)

i LASIKKI @S (2 32 AGaRSSLISNE
T Not really a Femtosecond problem
ABut¥f I LJA FNB 3IShGiGAy3 GKAYY

Buttonhole Flap Epithelial Abrasions/Defects
A PostOperative A Mechanical
TOLIA LYy3I2NBGK fA1Ste& NI i More common with microkeratome skidding
I If PRK- watch for haze; more common i Femtosecond, early generation: rough lifting
I Staining around edges is suspicious A Erosive
iwSOdZNNBY i aAYyINRBGGK Aat i Undx EBMD can manifest pesx
buttonhole

i Blepharitis/fOS[ consider if at/near lacrimal lake

Epithelial Abrasions/Defects Decentered Ablations
A Prevention A The microkeratome
i Aggressive treatment of bleph/dry eye p8x A Current Prevention/Management
i Lubricants/cyclosporine i Iris registration with Custom ablation reduces
A Management i Eye tracking technology
T As RCE usually without cycloplegia 1 Typically manage with PRK and masking agent to
ABandage CL, lubricants treat to a smooth surface

As2y Qi NBY2@S dzyiraf KSIESR
T Watch for DLK carefully when poor healing



Corneal Perforation

Flap Microstriae

A Often not visible at Hay check
A Onset 2472 hours

A Common high myopia

A Common deep ablations

asier to see in Retro

gainst a dilated pupil
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LASIK Complications

A Postoperative

1 Flap Striae

Corneal Ectasia

Diffuse Lamellar Keratitis (DLK)
Interface Fluid Syndrome
Infectious Keratitis

Epithelial Ingrowth

PostOperative Flap Displacement
Dry Eye Syndrome

A Flourescein makes
it easier to see as
valleys and mountair
differentiate with
negative staining

Striae

A Slipped Flap ?
AEye Rubbed ?

AVA Affected ?
Most likely in dim
illumination

AGutter is not ever'
AMicro / Macro ?




AFlap Thickness
ADepth of Ablation
AlnflammationDLK
AEpithelial Defects
ASurface Desiccation
ATrauma

ASmokers

Acaro ball smoothing

AFlap Lift and Stretch

AFlap Lift with Epithelial Debridement/ hypotonic
saline

AFlap Suture

ATherapeutic PTK

Flap Striae

A Management First approach
T Weck Cell smoothing at Sliamp
i Follow with Bandage CL
A Next Steps
T Back to operating microscopelift and float
1 Stretch and smootfg Bandage CL
TALNRYAYy3AE 2F Fil LI ALK
I Stretch and suturing flap
i Debridement/ PTK / PRK
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Striae

AOnly matters if:
T Loss BCVA
T subjective
quality of vision
loss, glare or
halos

Flap Striae

A Detection

Postoperative reduced VA should be taken very
seriously

| Topography, Videokeratoscope, Manual Km
PSF with transilluminatag GASH symptoms
Dilated Retrelllumination media evaluation
Flourescein evaluation of tears over epithelium
Want to diagnose this ASAP

Flap Striae

ACAUTION
1 2-week window for best results
i Have to be vigilant with less than great visual
results
A Patient Factors
i98S8t AR a{1jdzSSTSNRET awc
be addressed.
itK2asS gK2 R2yQi tA1S8 RI
instructions



latrogenic Keratoconus

Ectasia

Keratoconus

A KC has a number of associated genetic or other
conditions.
i 526yQa {@YRNRYS
i Atopy
i Many others
A KC usually develops in adulthood
i 35is a common age of first presentation, but varies
[ Itis possible for a patient to be perfectly normal at age 25
and have clinical KC at age 35.
[ Thus you should tell any young person this is posgibte
document itprior to refractive surgery.

Ectasia Anatomical Basis

A Michael Smolek, Ph.D. of New Orleans has
determined the structure of the cornea may explain
why Ectasia is more likely after Lasik

T Anterior Stroma is crodinked

i Posterior stroma is not
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Keratoconus

A Keratoconus is a primary eye disease that results in a
deformation of the cornea and loss of vision.
i The cornea thins and becomes cone shaped
A There is usually (Always??) a genetic basis.
A Lots of theories about mechanism:
i Tissue just weaker than normal, undergoesstructural failure,
which triggers many things
[ There is an inability to handle
oxidative stress in the cornea,
due to congenitally abnormally
enzymes, which causes oxidative
damage, apoptosis, and so on

Ectasia

A Ectasia is a clinical state that has the properties and
course of keratoconus, but occurs after refractive
surgery
i Most commonly, post Lasik
i Has occurred with PRK and PTK
i Many theories:

A Some corneas are weaker than others

A Some are destined to have KC

A Some are due to mechanical Inaccuracy (flap too thick)

A iérgery sets up an oxidative stress cascade, that in turn triggers

i PostPRK keratocyte apoptosis can be blocked by antioxidants.

Ectasia
A POTENTIALLY DEVASTATIDIGPLICATIONS
A LARGE SETTLEMENTS IN IEASHES

ARISK IN GENERAL POP. FOR KERATOCONUS
1/2000

A RISK FOR ECTA%/2500-1/10000

A POORLY UNDERSTOOD



Ectasia-Prevention

A You cannot prevent every case of Ectasia

i Inadequate knowledge
A Pathophysiology

At NRLISNIASA 2F AYRAQGARdzZf LI GAS

A Prevention is aimed at
T Screen out susceptible patients

ittlyyAy3a &dz2NESNE sAGK aqal ¥

T Using alternatives to Lasik, when applicable.

Exam

A DECREASED BSCVA

A REFRACTIOMYOPIA >8D

A US CORNEAL PACHYMETRY

A RETINOSCOPY

Aa! b! ! [[IRREG{>47

A WAVEFRONINCREASED COMA

A ORBSCAN/PENTAGAMDST FLOAT, THICKNESS
GRADIENT

A ASSYMETRY BETWEEN EYES
A ENHANCEMENTS

Ectasia-Screening

A Topography the primary tool
i Asymmetrical Astigmatism
A AKA FFKC
ia{ YAt S& cCI OS¢
Pellucid MD
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History

A CHRONIC ALLERGEYE RUBBING
A FAMILY HXTRANSPLANT, KC

AREFRACTIVE STABILITY

Ectasia-Screening

A Other Things
i Steep K: K>4'R@binowit}
T 1/Sratio at 3.0 mm >1.4
AAdd paracentral K inferiorly and superiorly
ADivide the Inferior Total by Superior Total
i Difference in K from Right to Left
i High Myopia
A<9.0?
A<8.0?

Topography a Comment

A Not every case of
Asymmetrical Astigmatism
relates to KC or Ectasia.

A Other causes include
Displaced Corneal Apex
or other forms of Misshaped
Cornea.

Avd £SHad pms |
which 50%.

A However, the more the cylinder, the higher the suspicion.



Topography a Comment

A Normal presentation of astigmatism shows
the bowtie to be completely symmetric.
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Topography a Comment

A Question: \Which patient shows typical Asymmetric
Astigmatism?

Axial Map
B

Summary of Asymmetric Bowtie

Good

Dangerous

A Final Thought on Ectasia

A If you do decide to operate on an eye with
asymmetrical Bowties, always remember that
all causes of this topographic picture are due
to some irregularity or another.

A Thus, this is also dndication for Custom
Ablation

10



Ectasia Plan to Avoid

A Minimum Bed

i Lasik: 25@, total thickness over 35¢€ (400¢ ?)
¥ Some now advocate minimum bed of 2&%even 300e)
T PRK: total thickness over 38q400¢ ?)
A Limit Maximum Treatment
i Controversy-9.00 common. Range fror8.00 to /No! Limit
A Alwaysdo Pachymetry in: Bed with- Lasik

WHAT DO WE DO?

AJURY IS STILL OUT ON SBK VS PRK AND <
IN RISK CASES

APRK SAFER BUT NOT RISK\WREEPROPER
IC MAY BE APPROPRIATE

ATREAT AS IF IT WAS A FAMILY MEMBER

Corneal Collage@rosslinking

(AKA:CornedollagerCrosslinking, CCC3R, CXL, @vosslinking

I Used to induce collagen
crosslinking and increase corneal
strength in the anterior stroma

Keratoconus
Post surgical Keratectasias
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Ectasia Alternatives to Laser

A PRK or similar
A Phakic IOL (ICL)
A Clear Lens Extraction

A Nothing isAlways
an Option

New Directions in Corneal
Crosslinking

CXL Myths

A Wait till ectasia progresses before CXL

At S21L) S 6AGK Y/ b 20SNIn
Ahf RSNJ LI GASYyGa R2y Qi o
A Insurance will pay for CXL soon

A The epithelium must be removed for CXL

11



More CXL Myths

A CXL effect is temporary

Al [ y24 FLLINBOSR 0685
AFDA studies allow Epi-on or bilateral Tx

A Epithelium has to be removed for CXL

Uniformity is Key to Consistent
Crosdlinking

-
3mW/cm? typical 30 mW/cm?
® UVAlight in current use KXL System / \ b

<—Bowmanés

Aupgeiapaid

Center to edge beam
uniformity insures
consistent results

Cool edges provide
no cross-linking

<— Endothelum —>

MAD00ST7, Rev. A

A Lasik Flap Weakens the Cornea by up to 30%
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Flap Depth

‘Gourtesy of Prot. Jon Marshal

MA00ST, Rev. A

. Following excimer laser

7/28/2012

Comparison of Crodmking Times

Typical UVA Light Avedro
source KXL System

incurrent use .
. / \ /

“1 0

Ld (=]
3mw/cm? 30 mW/cm?
30 min_exposure 3 min exposure

N / {\

Same Energy on Cornea

LASIK and Corneal Crdisking
Lasik XTRA

AInternational Studies
A Not Approved by FDA for use in US

Avedrods Vob
is applied to the flap bed
for 1 minute

e Riboflavif

ablation in the flap bed

. The flap is repositioned

. The corneais then

L]
illuminated with / ™ \
UVA for 1.25 minutes
with the KXL System M

ﬂ ‘ l

MA00057, Rev. A
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CL Fitting posRS Ectasia

CL Fitting posRS Ectasia

A Corneal steepening and thinning, myopic

shift, and loss of BCVA
A Similar to KC in appearance and CL fit

A Best line of defense: eliminate poor LASIK

candidates from the start

DLK Variable Presentations
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Case Example

Diffuse Lamellar Keratitis

akaa {!'b5{ ¢

DLK @ 2 days

Az Kl dQa GKS =
Az KIFGQa G(KS ¢
A2 Kl GQa GKS /
AWhen is the Next Visit
AWhen will it get better
AWhat caused this

2

13



Diffuse Lamellar Keratitis

Diffuse Lamellar Keratitis

ANo conjunctival injection

ANo anterior chamber inflammation
ANo NaFI stain

ANo precise etiology

ASuspected Autoimmune response

Diffuse Lamellar Keratitis

Amild infiltration

Aresembles mild SPK but is located at the
interface

Aevaluate with an optic section
Ainstill NaFl to differentiate from SPK
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Diffuse Lamellar Keratitis

AMT &2dz adzalISOG 5[ Y 2y
increases steroids to q1h and see the patient in
24 hours

i edemawill typically improve
i True DLK may remain the same or get worse

Diffuse Lamellar Keratitis

Alf not treated aggressively, can cause a stroma
interface melt.

ANeutrophils release proteolytic enzymes that
digest or melt the stroma.

Diffuse Lamellar Keratitis

Aheavier infiltrates
Amore easily detected

14
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Grade 2 DLK

Diffuse Lamellar Keratitis

Amay be mild ocular discomfort
ABCVA is reduced by2llines
Anyperopic refractive shift is seen
Arisk of corneal melt is higher
Aaggressive therapy needed

Diffuse Lamellar Keratitis

Ashould never get to this stage

Apatients complain of extremely blurred vision
and glare

ABCVA is drastically reduced

Diffuse Lamellar Keratitis Diffuse Lamellar Keratitis
Arefraction is difficult Arequires immediate surgical intervention
Alarge hyperopic astigmatic shift Aa corneal melt causing irreversible visual loss
Amay be conjunctival hyperemia is very likely in this advanced stage

Adense infiltration
Acan resemble severe PRK haze

15



Diffuse Lamellar Keratitis

Ainterface must be manually scraped and rinsec

Aaggressive steroid therapy will continue for
months

Interface Fluid SyndromdFS

A Consider:
i Careful evaluation of interface with optic section
| OCT if available on suspicious DLK patients
i Recheck IOP in periphery
ARebound or TonoPen

i Discontinuing rather than increasing steroids if no
AYAGALFE NBaLRyasS Ay |«
edematous rather than inflammatory in
appearance

Epithelial Ingrowth
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Interface Fluid SyndromdFS

A Diagnosis:
i LYGQNJ}'I;QS A& Y2NB céka Ydzf
GFNRAauUSR 3fl aa¢
1 Decreases vision more in early stages
1 Fluid/edema fills interface
Al NBFGS&a + aYAYA FyGdSNR2NI
T 10P measures low
A Danger:
1 latrogenic steroidnduced glaucoma

Infectious Keratitis

A Diagnosis
i Opacification
T Hypopyon
i Pain/photophobia
1 Injection
A Management
1 Aggressive antibiotics
i Lift and antibiotic rinse under flap
i Culture

One Month Ingrowth

16



Significant Ingrowth

Postoperative Epithelial Defects

Epithelial Ingrowth Treatment

A Muro 128 gid, ointment at night
A Lift and scrap

A Lift, scrap and glue

A Lift, scrap and cryo
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Corneal Flap Melt

Ingrowth at Five weeks

Observe and measure from the Flap edge to
OKAIK gl G4SN Y NJ

Why would FLS Provide Less Epi
Ingrowth than Blades?

A Bladed microkeratomes all have a tapered or
gradual entry into the cornea

A All FLS cases had either a 65 or 70 degree sic
cut from the lamellar dissection to the
anterior surface of the cornea.

17



IntraLase Microkeratome

Flap in place

Flap lifted

Images provided by Drs. Edelhauser and Dawson

Conclusions

A There is significantly less eépgrowth with
LASIK enhancements if the original LASIK wa
done with Intralase compared to mechanical
microkeratomes

A Some patients may be predisposed to have
epi-ingrowth with enhancements

Displaced Flap

A Later
ia¢KS YSaal3asS aa GKFG A
dislocates because it is never actually 100%
healgd 1ike an intagt cornea that has never
dzy RSNH2y S (i KRo#iana UKsBaOMIR dzl
I Periphery seems most firmly attached
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Eptingrowth with MK

Image provided by Drs. Edelhauser and Dawson

Displaced Flap

A Acute/immediate
i Postda dzZNHA OF f &acCftl L) OKSOY )
presentation in posbp period

i More concern regarding later insult/trauma

i Eyes closed/sleeping 28 hours

TYSSL) LI GASYyGaQ FTAYISNA
ABandage CL
ANo rubbing

ANo itchingg tx allergies and blepharitisDlemodex
aggressively

COMMONLY SEEN COMPLICATI(
ADRY EYE SYMPTOMS

A OVER/UNDER CORRECTION
ARARELYSYMPTOMATIC GLARE/HALO

AUNHAPPY PATIENJNREALISTIC
EXPECTATIONS(PRESBYOPIA)

18



PREVENTION

A BACK TO BASICS

A GOOD HISTORYCCUPATION, AVOCATION,
\éVl?éA('I;'ESYTHEY HOPE TO ACCOMPLISH WITtH

A CONTACT LENS WEARING HISTRRKG TO
ELICIT DRYNESS ISSUES

A LOOK AT MEPSNTIDEPRESSANTS, CHRONIC
ANTIHISTAMINE USE, HRT

BETTER TECHNOLOGY

ABETTER FLAP MAKERS H MK,
FEMTOSECOND LASERS

ABETTER LASERS WITH BETTER SOFTWAR
REDUCE ENHANCEMENTS, MINIMIZE GLA

Signs and Symptoms of
PostLASIK Dry Eye

A Patient symptoms
T Visual fluctuation, eye dryness, irritation, pain

A Decreased aqueous tear production, volume,
clearance

A Tear film instability

A Corneal and conjunctival epitheliopathy
A Decreased goblet cell density

A Decreased blink rate

A Decreased corneal sensitivity

7/28/2012

SLIT LAMP EXAM

A LID DISEASE

A TEAR FILM EVALUAH@NLUME, QUALITY,
LISSAMINE GREEN STAINING, TFBUT

A CORNEMBASEMENT MEMBRANE DISEASE,
SUPERFICIAL SCARS, PTERYGIA

A CATARACTSUBCLINICAL BUT POSSIBLY OPTICA
SIGNIFICANT LENS CHANGES

A PUPIL SIZE

Importance of
PostLASIK Dry Eye

AManifests as both subjective patient
symptoms and clinical signs

i Measurable effect on tear characteristics and
ocular surface

Reduced Corneal Sensitivity

AReduced corneal sensitivity detected as early
as 1 week and lasting from 3 to 16 months

T Most studies show sensation returning within 6 to
12 months

T LASEK shows less loss of corneal sensitivity than
LASIK

T Restoration of nerve fibers may take > 12 months
A Blink rate decreased up to 12 months
T May be related to decreased corneal sensitivity

19



Effects of Dry Eye
on Visual Outcomes

A Healthy ocular surface and normal tear
function required for clear vision and stable
refraction

A Many reports describe correlation between
dry eye severity and visual outcomes

I Preoperative dry eye correlated with transient (7
30 days) decrease in visual acuity

i Refractive regression related to chronic dry eye

MANAGEMENT DRY EYE

A AGGRESIVELY TREAT LID DISEAGREBS,
AZASITE

A CONSIDER RESTASIS AND/OR LOTEMAX C
PUNCTAL PLUGS

ANORMALIZE TEAR FILM AND LIDS PRIOR 1
SURGERY

Initial OverCorrection

A Common to start slightly overcorrected: +0-50.25 and then
glide into plano over ¢ 8 weeks

A Cylinder also very common during the firs64veeks posbp

A Canuse EW SCL (Night & Day) with the appropriate plus power
to aid vision

A Decrease the use of Steroids

7/28/2012

Effects of Dry Eye
on Refractive Regression

A Regression is reversion toward the graSIK
refractive state
1 Higher risk following higher myopic corrections
1 Higher risk following hyperopic corrections

A Several studies show that regression
following both hyperopic and myopic LASIK is
correlated with dry eye
T Not seen in all studies

PRK Complications and
Management

A Improper Correction
AHaze

PRK Haze

A Occurrence
1 Appears to be related to
AYounger age
AAmount of Tx; 20% or 1.5 of CCT is higher risk
AUV exposure
APrevious Corneal Surgery (any type)
Alnflammation¢ Greater incidence in dry eye patients

20



PRK Haze

A Prevention
I Mitomycin-C (MMC)
Alnitially used to treat, but then moved into Sx technique
ASome for all refractive errors, some for higher Rx
i Mixed opinions on usefulness of LASEK, others

i Steroids
A1% Prednisolone Acetate X 1 month
AcChange to FML for 2 months+
ASome Tx for as long as 10 months past

PRK Pearls

A Create realistic expectations for recovery

A Biggest challenge is managing psychological aspects of
decreased comfort and slower visual recovery

A Be prepared for more followp, more haneholding,
slower recovery

A Ifin doubt, leave BCL on a day or two longer
A Avoid refractions for first one month posip
A Complications are rare

Contact Lens Fitting after
Refractive Surgery

7/28/2012

PRK Haze

A Treatment
i Combination Procedure
ASuperficial keratectomy with MMC
AEW contact lens
AEarly results favor over PTK

Contact Lens Fitting after Refractive
Surgery

AWait at least 12 weeks posiperatively

AfdrotsS YyQa FyR NBTI
A soft CL:

T SiHy

T Lowto-moderate myopia

21



Gas permeable contact lenses

A Best to maintain corneal health
I Material rigidity
i Higher Dk than most SCL
I Good tear exchange to remove debris

A Can correct irregular surface, irregular
astigmatism, and provides best correction for
decentered ablations

Gas permeable contact lenses

A Go large for centration, stability (at least
9.5mm diam.)
A Standard GP design
T Fitting the midperiphery
i BC: approx. prep flat K or b/w preand postop
flat K

A Reverse Geometry
i Flatter centrally than in migberiphery
i Better matches the pos$urgical cornea

Quadrant Specific Edge Lifts

A QuadSyniPC options (Lens Dynamics)
A Asymmetric Corneal Technology (ACT, Blancharc

Excessive lift
corrected

Excessive lift

7/28/2012

The Oblate Cornea

Specialty ldeas for Troubleshooting

A Quadrant Specific Edge Lifts

A Hybrid lenses (SynergEyes PS)

A Semiscleral/Scleral lenses

A Piggyback: Plus powered SiHy + GP

SynergEyesPSFit

A Apical clearance over central cornea

A Light touch at 9 mm chord diameter

A Alignment under soft skirt

A Soft skirt free of scleral impingement or fluting
A Lens free to move on ligushup

Landing occurs
in soft skirt i
lightly on 9mm
chord
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Large Diameter GPs

A Corneoscleral up to 15.0 mm
i Decentered ablations
AResidual uncorrected myopia
Aclo monocular diplopia, ghosting, loss of BCVA

AScleral extreme corneal irregularities
inm OSYiGUNYGAZY
T Made thicker for stabilityh Need highDkt
A Can order in RG (lab dependent)

Patient Management with Contact
Lenses poskS:

A Patients come in with a range of emotions

A Manage patient expectations as well as the Cl
fit

A Show them compassion and what you can do
for them

Thank you for your time and
attention.

7/28/2012

Contact Lens Fitting after
Refractive SurgeryCase Studies

db2o2Reé pl-NSa K 2
dzy At GKSe (1y2¢ |
-Theodore Roosevelt
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