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Johthaimolagists seeking to reverse the inevitable effects
af aging on vision now have several aptions tg offer their patients.
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s is dow and surgeons favor a corneal
ancision dise 1o the practical we have tended 1o fgnore the data and a comneal
nckion i st fevored by the majority of surpeons. How then can we address the issue
The anthors who bave contributed o this topic have all emphasized the importance of

 ncsion architecnare. A square incsion has been shown to be significantly more secure

. than one in which the length s shurter than the overall width of the incision. This is

; ‘difficalr s achicve with s ncision  the range of 2.75 mm as an incision length

encroaches 3 sigmficant way into the cornea and can compromise
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Jetseeen the postenior and anterior planes, maintaining a seal in the first 12
that the pressere muy drop significandy during the first few hours after

% 10 avoid strerching and damaging the masion during all phases of
the proceduse, paricalarly during insertion of the intraocular lens implant. It is also
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Bt Important 10 Fmprove incision integrity is reducing indsion size. I have
the amount of force required o create wound leakage at the end
¥¥, compazing scleral 10 comeal incisions of the same size. The scleral indisions
e mach more resistant to wound leakage with an almost tenfold increase in
: equ 5 create Jeakage by pressure on the posterior lip of the indsion.
‘micsion size o 2 mm significantly improves the security of dear corneal
sions. The sesistance 10 wound leakage of 2 2-mm dear comeal indision is
1 diaee between 2 scleral incision and 2 larger 275-mm clear corneal incision. One
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| Square incision without compromising visibility or access during surgery. Once again,

< : on demonstrated thar small incisions which have been deformed and
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of endophthalmitis is rare for an individual patient and
g, 1 do hope therefore that the advice by
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answered the presbyopia dilemma.

Presbyopia-correcting multifocal TOLs are effective in restoring near vision after
lens removal, but the final outcome depends on several factors such as astgmatsm
control, careful patient selection, perfect biometry and JOL power calculation. Alse,
a certain percentage of patients report unwanted mesopic symptoms and are
subsequently dissatisfied with their operative endpoint. An alternative to suiitifocal
lenses are those that are able to change position or shape in response 1o the
accommodative reflex. These are the accommodanng IOLs. All these lenses to
some degree wotk on the optic-shift principle. The development of accommodative
IOLs is occurring at present and may offer a good solution in the future.

Conductive keratoplasty is a noninvasive, in-office proceduse for the correction of
presbyopia. It serves as an alternative to laser-based refractive surpery with
essentially no intraoperative or postoperative complications. Since US Food and
Drug Administration approval in 2002, monovision conductive keratoplasty has
been shown to be successful for the management of presbyopia. It is 2 no-laser, no-
cutting procedure that delivers radio-frequency energy to corneal stroma in 2
circular fashion to steepen the cornea. Multiple studies have shown thar conducnve
keratoplasty offers efficacy, predictability, stability and safety equal to currendy used
refractive procedures. However, the biggest disadvantage is the high rate of

regression and the need for retreatment.

In recent years, the development of new techoology in refractve susgery has been
rapid: flying spot lasers, wavefront measurements, customized ablations and the
femtosecond laser are some examples. Combining rechaologies such as corneal luser
surgery with cataract and presbyopia-correcting 10Ls for fine-muning residual
ametropia may be a logical approach for increasing patient sausfaction.

In practice, it should be noted that the refracuve mindser of this group of pasenss
calls for a commitment to increased precision and quality s preopenstive plasnss
and measurements, intraoperative surgery and postoperative refracive assessment
The bar of success is set very high—even higher than aditional catacact sorpery
and laser vision correction. However, as with all refracnve procedures, sealistc
expectations should be established prior o surgical intesvontion

I conclude with the clegant quote:

Whatever be the diversity of things; 1 is wisdom 1o analyze and percene the bas
truth of the matter.

With warm regurds
Dr S Natarajan
ByeWorld Asia-Pacific (Por circulation in Inds)




