Inferior Steepening

January 2000

Thiseight month post-op LASIK patient had an uneventful LASIK procedure. She haswhat appearsto be
an"“”eccentricidand” or “eccentricfixation” in her |eft eye. Below are preop, immediate postop and latest
topography. Her uncorrected visionisright eye 20/25+2 and | eft eye 20/60-1. Cantheleft eye be treated?

Thibodaux, Loussana

405 I Power: 46.00
[N Radius: 7.34mm
0.0 N
I From vertex:
475 [ Distance 0.00 mm
R S-merid oo

& From pupil:
Distance 0.21mm

45.
§-merid 289°

46.0
[ simulated Keratometer:
45.5 I 45250 (7,30 mm) @92
450 = DI IT 3 mnp &2
) Astigmatism: 0.880
445 |

CiM: 0.39
40 Shape Factor: 0.20

415
Pupil Size: 2.69 mm
43.0 .
e

Diopter

T
I os

!1 53 A\M
5 | [DTL] lasik work-up

19,5 IENERNNEN Power: 417D
I Radius: 8.09mm

=

I From vertex:

46.5 I Distance 0.00 mm
IS S-merid oe
[T

i From pupil:
425 Distance 0.00 mm
~ 8-merid oo

48.0

45.0

420

U Simulated Keratometer:
40.5 IR 40 750 (8.28 mm) @90
s 40.37D (2.38 mm) @180
[ Astigmatism:  0.38D
375 I
CiM: 246
3.0 Shape Factor: -0.42
Oblate Cornea

Pupil Size: 2.69 mm
—

Exirapaiated 1 mm m Humph

TAATFAAS

4 days Postop



45.5 I Power: 418D 20
I Radius: 8.08 mm 0, ., T8
45.0 *

445 Distance 0.00 mpy
S-merid

44.0

087D

= == Shape Factor: -0.68 _ .
B (2t Cornen \ \
4n.ﬁm 210" 1 Voo
I il Size: 3.11 mm _

40.0 | = .

=] . 318

Dlopter 240 L 300

TR 2D ptoml 2
sy OS
. 01/04/80
- 10:08 AM
Options | 0] Post op Lasik from 5-6-99
©1003.1999 ZEISS HUMPIREY SYSTEMS MASTERVUE LLTRA Version A0 Extapetaied 1o 001 Humphrey
8 Month Postop

Dr Buzard’sResponse

Thispatient appearsto represent someone with anormal appearing topography pre-op and theimmediate
postoperative of inferior steepening. Serva possibilitiesexig, firgt thiscould beafruste keratoconuswith no
topographic manifestation prior to surgery. Thehistory isabbreviated and it would be helpful to know the
age of the patient, how stabletherefraction and keratometry was prior to surgery and preoperative
pachymetry readings. Sometimesyoung patients (intheir 20's) can have the disease of keratoconuswhich
manifestslater inlifeintheir 30'sor 40's. It isunusual to have no asymmetry in thetopography pre-op but |
have seen two patientswith asimilar presentation. Sincewedo not know thetrueetiology of keratoconus,
it should not be surprising that with arelaively invasiveand “thinning” procedure such asLASIK thecornea
might respond withinferior ectasia. Thediagnosisinthiscasewill revolvearound pachymetry performed
inferiorly and centrally and compared tothe contralateral eye. Asanaside, | perform preparative pachym-
etry on al patientsto identify those with thinner than normal corneas. The note does not mention the degree
of correction attempted in thispatient and it should be anoted that aminimum of 250 micronsshould beleft
inthe bed of thetreatment to avoid ectasia. Evenif the surgeon cal culates sufficient existsfor the correction,
it may well bethat the microkeratome makesadeeper cut with athicker flap resultingin thinning of the bed.

We areleft with the question of what to do now. Multiple pachymetry readingswould be the starting point
along with an Orbscan plot of the corneaif available although | am skeptical of the accuracy of the Orbscan
unit. Regardlessof the outcome of thetesting, the possibility remainsthat thismay bekeratoconusand the
patient should beinformed of this possibility and of the occult presentation, since no evidence of keratoco-
nus appeared prior to surgery. Itisalso possiblethat thisrepresentsan irregular ablation caused by excess
fluid on the bed or any number of factors. If pachymetry suggeststhat the problem isnot thinning of the
cornea, an attempt could be madeto perform an eccentric ablationinferiorly. 1 would usea3mm OZ
centered inferiorly with the ablation depth determined by theflat steep ratio asdescribed in my paper on
“Treatment of Irregular Astigmatismwith aBroad Beam Excimer Laser *”. In examining thetopography |
would use 15 micronswith a3mm spot asabeginning treatment. Before surgery however, | wouldtell the



patient that enhancement may well makethe situation worse and that with or without enhancement asmall
but real possibility existsthat acorneatransplant or at thevery least theuse of rigid contact lensesmay be
required to optimize best corrected vision. | would be quiteinterested to know what happensto this patient
and look forward to thelong term follow-up. If you haveany questions, pleasefed freeto contact me at

theBuzard Eyelndtitute.

* Journal of Refractive Surgery, Volume 13 November/December 1997



