VISION LOSS AFTER
POST-LASIK TRAUMA

BY PREEYA K. GUPTA, MD; MITCHELL A. JACKSON, MD; AND WILLIAM F. WILEY, MD

CASE PRESENTATION

A 60-year-old woman is referred to your office for evaluation

and treatment of a traumatic injury to the left cornea with a
steel rod 3 months ago. She underwent bilateral LASIK surgery
approximately 10 years ago. According to the patient, the injury
resulted in an infection that has healed and left a wrinkle in the
cornea. She has had monovision and reports that the vision
in her injured near eye is now blurry, “like looking through
Vaseline.”

On examination, her distance UCVA is 20/40 OD and
20/50 OS. It improves to 20/20 OD and 20/20-1 OS with refrac-
tions of -0.25 -0.75 x 108 and -1.00 -1.75 x 063, respectively.
The slit-lamp examination shows a healthy right eye with a
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well-healed LASIK flap, some punctate epithelial staining, and 1+

nuclear sclerosis. The left eye has a torn LASIK flap with epithe-
Figure 1. Slit-lamp view of a traumatic LASIK flap injury in the lial ingrowth, fixed folds, and anterior stromal scarring (Figures
patient’s left eye. 1-3). The posterior segment is unremarkable in both eyes.

The patient desires improved reading vision in her left eye.
What would the next step of your evaluation be? What are the
options for treatment, and how would you counsel the patient?

—Case prepared by Cathleen M. McCabe, MD.

OD/OS Compare

Axial Curvature

Figure 2. Red reflex slit-lamp photograph of the torn, Figure 3. Topography of the patient’s injured left eye.
dislocated LASIK flap.
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PREEYA K. GUPTA, MD

In these situations, it is important to
understand the patient’s visual goals. In this
case, the patient has 20/20-1 BCVA in the
traumatized eye, but presumably, the qual-
ity of vision is poor due to glare and distor-
tion. The simplest first option would be to
conduct a hard contact lens trial to see if
the visual aberrations improved. Given the central scar, |
would not expect the contact lens to completely resolve
the patient’s problem.

Epithelial ingrowth is the next major issue. When
ingrowth is limited, it is acceptable to watch the cells to
see if they advance. Considering the trauma to the flap and
multiple entry points for epithelial cells to grow into the
interface, however, | would favor intervention, especially
if there are signs of a flap melt. My preference would be
to amputate the flap, remove the epithelial ingrowth, and
apply mitomycin C (MMC). The centrally triangulated tear
will make it very difficult to lift the flap safely for epithelial
debridement alone. Often, even gentle manipulation can
further tear a traumatized flap, and gluing or suturing it is
not feasible because of the tissue’s fragility.

The cornea can take months to stabilize. At that point,
if the patient still desired better UCVA, one could consider
a PRK enhancement for residual refractive error but with
informed consent about the possibility of worsening scar/
haze formation and an unpredictable refractive outcome.
The key would be to wait for refractive stability before
considering a refractive enhancement.

MITCHELL A. JACKSON, MD
Traumatic LASIK flap injuries are extremely
difficult for the refractive surgeon to treat,
especially if he or she is the original LASIK
surgeon. Despite the trauma, patients typi-
cally retain the same high expectations
they had prior to LASIK. From a medical-
legal perspective, then, it is imperative

to ensure that this patient has reasonable expectations
through a true underpromise-overdeliver approach.

She has fairly good quantitative distance BCVA in the
traumatized eye. Based on the slit-lamp appearance of the
cornea, however, her qualitative vision suffers from irregu-
lar astigmatism and severe corneal aberrations. | would
take a stepwise approach to repairing the cornea. | would
strive to keep it simple by initially trying to lift the flap and
clean up the epithelial ingrowth as much as possible. The
judicious use of topical steroids and topical cyclosporine
will probably be necessary to minimize permanent corneal
scarring. After 3 to 6 months of refractive and corneal top-
ographic stability, topography-guided PRK with MMC will
likely be needed to treat any residual refractive error.

If all else fails, it may be necessary to amputate the
flap. Again, after 3 to 6 months of refractive and corneal
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In these situations, it is
important to understand the

patient’s visual goals.”
—Preeya K. Gupta, MD

topographic stability, topography-guided PRK with MMC
may be needed for any correctable refractive effect. The
good news is that the patient was myopic in this eye at the
initial referral visit, which would allow some room for PRK
treatment in the future if needed.

WILLIAM F. WILEY, MD

It appears that the tear has allowed epithe-
lial ingrowth underneath the flap, result-
ing in a media opacity and, likely, irregular
astigmatism. | would counsel the patient
that the trauma has triggered a healing
response that is currently interfering with
her vision and that will likely progress,
causing further vision loss. The options include surgical
treatment or observation. The latter does not come with-
out risks. Nevertheless, surgical correction does not guar-
antee success, and multiple procedures may be required to
achieve an acceptable visual acuity.

For a surgical correction, | would remove the LASIK flap
along with the irregular epithelium. This strategy would
probably solve the majority of shape irregularity and media
opacity, because the scar tissue/media opacity appears to
be limited to within the flap and or epithelial layer. The
traditional next approach would entail allowing the eye
to heal after flap removal and then treating the residual
refractive error with a separate secondary procedure
months later.

| have had success with flap removal and excimer
laser ablation in one surgical procedure through the use
of intraoperative aberrometry. To potentially treat the
patient’s refractive error and solve the media opacity, |
would follow these steps:

1. Amputate the flap and remove the irregular epithe-
lium under an OR microscope.

2. Perform intraoperative aberrometry to assess the
new refractive state of the eye. (Phenylephrine might be
required for pupillary dilation, and | might use a plano ban-
dage contact lens to allow for a uniform anterior corneal
surface.)
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From a medical-legal
perspective, ...it is imperative

to ensure that this patient has
reasonable expectations.”
—NMitchell A. Jackson, MD

3. Transfer the patient to the excimer laser. Program the
desired correction/outcome based on the intraoperative
aberrometry reading. Apply MMC to prevent the forma-
tion of corneal haze.

4. Conduct follow-up and postoperative care as | would
after standard surface ablation. m
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