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This case includes the discussion of off-label uses of FDA approved devices.
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I.
History (Slide 5)
A 48 year old woman presented for a Refractive Screening.  She stated that she likes to garden & quilt, and doesn’t want to wear bifocals or contact lenses.  
II.
Examination 
Her refraction, best-corrected visual acuity, central corneal pachymetry, axial length and keratometry are shown below.  The remainder of the exam was remarkable only for complete posterior vitreous detachment OU.
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III.
Refractive Options (Slides 6 – 13)
The refractive options for this woman with moderate to high myopia, astigmatism, presbyopia OU and mild refractive amblyopia OD included LASIK, phakic refractive lenses and refractive lens exchange with an accommodative or multifocal IOL.  The primary limitation of LASIK would be continued worsening presbyopia or decreased stereopsis due to monovision; implantation of ICLs did not offer any significant advantages over LASIK.  Refractive lens exchange combined with limbal relaxing incisions offered the potential to treat the myopia, astigmatism and presbyopia.  The data from FDA clinical investigations of the various IOLs were discussed with the patient, including the percentage of spectacle independence and the potential for dysphotopsia.  Additionally the possibility of an enhancement procedure (LASIK or piggyback IOL) to correct residual refractive error was discussed.  The chance of her needing an enhancement was described by a review of data from our practice (11 & 12).  The risks of refractive surgery in general and refractive lens exchange in particular were thoroughly discussed, with particular attention to the risk of retinal detachment following lens surgery in high myopia.  In this case the patient already had bilateral PVDs; a careful peripheral fundus exam demonstrated the absence of any predisposing lesions.  
IV.
Surgical Decision and Early Postoperative Course (Slides 14 – 22)
Given the patient’s desire to be free of glasses and contacts for quilting and gardening, which are intermediate range visual activities, we selected the crystalens.  Her corneal topography demonstrated significant astigmatism which required correction with limbal relaxing incisions.  These were cut to 90% depth at the 10mm zone based on the Nichamin nomogram.  The surgery was uncomplicated and her immediate postoperative course was unremarkable; however, she developed regression of her astigmatism by 2 weeks.  The probable need for a LASIK enhancement following refractive stability was discussed.
V.
Postoperative Course and Complication Management (Slides 23 – 41)
At the six week post op visit the best-corrected acuity had declined and slit lamp examination revealed anterior capsular phimosis with a thickened, fibrotic rim of capsule within the pupil.  Anterior chamber optical coherence tomography demonstrated the phimotic ridge in both eyes.  The YAG laser was used to gently dissect and lyse the tissue.  Subsequent slit lamp exam showed complete resolution of the phimosis.  AC OCT demonstrated a shift in the IOL position in both eyes (but in opposite directions) and refraction demonstrated the expected changes due to these shifts.  The best-corrected acuity returned to normal.  Once the refraction stabilized LASIK was performed to correct the residual astigmatism.
VI.
Final Postoperative Course and Discussion  (Slides 42 – 47)
Following LASIK the uncorrected distance acuity stabilized at 20/25 OD and 20/20 OS.  The patient was happy that she could garden and quilt without correction, as she had desired.  She did need reading glasses, however. 

The regression of her astigmatism was likely related to her relatively thick corneas.  The capsular phimosis was effectively treated with YAG photolysis.  LASIK provided a spectacular solution for her residual refractive error. 

VII.
Remediation Treatment Paths
Had the patient chosen LASIK in the first place she would have had continued progression of her presbyopia but avoided additional surgical procedures  If she had chosen multifocal IOLs she might have achieved better uncorrected near visual acuity, but she would have likely experienced some level of dysphotopsia.  In the case, she did not at any time complain of unwanted visual phenomena other than blurred vision due to the capsular phimosis.  Dysphotopsia related to multifocal IOLs often improves over time.  Treatments include the use of brimonidine to limit mydriasis and low minus spectacles for night driving.  
IX.
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