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LEARNING OBJECTIVES NOTE ABOUT OBTAINING CREDIT

CREDIT DESIGNATION STATEMENT
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Thank you for joining us!

ARS - INTERACTIVE PROGRAM FOR POLLING

POLLING
QUESTION

& Retinal disease

5 Other

REFRACTIVE PROGRAM FLOW
Part 1

Preop Considerations for
Refractive Surgery

Part 2

+ Cataractsurgery

WHO IS A GOOD REFRACTIVE
SURGERY CANDIDATE?
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With the advancements and multiple options available today,

ishes to reduce the need for glasses and/or
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PATIENT IDENTIFICATION PATIENT EDUCATION — SET EXPECTATIONS

MANAGEMENT OF THE OCULAR SURFACE PRIORTO SX MANAGEMENT OF THE OCULAR SURFACE PRIORTO SX

+ Cotaractsurgery patiemsfrequerty have unrecognied dry eye disease,

PHACO study 143 cat ots who were scheduled for Sx
77% had NaFl corneal staining, yet only 22% had DED diagnosis
Duke study 336 cat patients who were scheduled for Sx
64% had abnormal OSDI, yet only 16% had DED diagnosis.

jalence among ocular e e Gupta, et a found that 120 patients preparing for phaco had at least one abnormal
ance of preoperative DED re tear test
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PATIENT PRHE PARATION .

MANAGEMENT OF THE OCULAR SURFACE PRIORTO SX

+ Comnealrefractve patlentsfrequentiy have symptomati dryeye disease whenscreened.
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Management of the Ocular Surface Prior To Sx
Management of the Ocular Surface Prior To Sx

« The refractive ocular surface is defined by the air-
tear film interface and the corneal surface.

« This surface is responsible for 60-70% of the optical
power of the human eye.

Preop Ocular « The healthy ocular surface defines visual quality and WhyTreatThe

in the ophthalmi ry patient

et Ocular Surface?

« Any tear film disturbance or cornea surface
alteration associated with ocular surface disease
may significantly degrade visual acuity and/or vision
quality.

+ The prudent OD and OMD, tc
patient the importance of eff
nr

Early Effects of Perfluorohexyloctane Ophthalmic
Solution on Patient-Reported Outcomes in Dry Eye

Management of the Ocular Surface Prior To Sx Management of the Ocular Surface Prior To Sx Disease: A Prospective, Open-Label, Multicenter
Study
+ Normal lid closure dynamics Elements of preoperative acular surface assessment
+ Normal ld globe app
+ Adequate tear volume
al tear compy
Whatarefeatures o™ <P
ofthe healthy Abstract
S laraur i, - Intact and stable orneal epithelium .
Intact and stable conjunctival epithelium - _— I
nt ocular surface inflammation dec the bt of R
R i st e

n lid margin il
+ Unobstructed meibomian foncion

33

Management of the Ocular Surface Prior To Sx Management of the Ocular Surface Prior To Sx Management of the Ocular Surface Prior To Sx

05D Challenges. ASCRS Corneal Clinical Committee Algorithm

poses  majorchalle e ocular surface to the
following disruptive fa

out the impartance of addressing he ocular surface priorto

addressedpriorto surgery.

pectation:
eaton of the ocularsurfaceof patients preparing
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ASCRS PREOPERATIVE OSD ALGORITHM

Management of the Ocular Surface Prior To Sx

Management of the Ocular Surface Prior To Sx

Ocular in the ophthalm
. ater prevalence than appre
mptomatic or asymptor

Patient Education on OSD Prior to Refractive Surgery
« Abnormal 05D findings must be presented effectively to the patient to obtain compliance with recommended

Conclusion

EREIEIES
—— tion of OSD and effctive optimization of the ocular surface prior to
[—_] . s atmer be mer z gery are critical for the! | outcomes and patient satisfaction.
oD = [ e
@ascas
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Panel Discussion on Pre-op and Coordination of Care pATENTRRONCE ot
R SEEKING

to refractive

ur preoperative work up consist of?
99.+.1.00 x90 > 20/20

Wht doyou want the eering 00 o do? REFRACTIVE SURGERY ; LASIK ey
e /SMiL g
NEDA SHAMIE, MD \
ARIAN HURA, MD Del i ?
MALONEY-SHAMIE-HURA VISION INSTITUTE imal posterior Tomography normal
elevation

REFRACTIVE SURGICAL TREATMENT: BORDERLINE CASE? (
LD NUR O H CONTACTS AND HOPING TO GAIN

25 YR OLD NURSE DEVELOPED GPC WITH CONTACTS, UINABLE TO TOLERATE SOFT
MENU OF OPTIONS CTL DUETO DRY EYES, ANDHOPING TO GAIN INDEPENDENCE FROM
CONTACTS/GLASSES

INDEPENDENCE F

LASIK/PRK
+ Anything else from history helpful?

500-150x170 3.

Refractive Error

+ Usedtobe an eye rubber

Pachymetry: OD 520, 0S 510

Patient Age (years)
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BORDERLINE CASE? EVOICLAND TORICEVO ICL:
25 YROLD NURSE DEVELOPED GPC WITH CONTACTS, UNABLE TO TOLERATE SOFT
CTL DUE TO DRY EYES, ANDHOPINGTO GAIN INDEPENDENCE FROM IOCOMPRTIBLE LEMS M 2L ANTED BETWEENIILERS

AND THE NATURALLENS OF THE EYE WITHOUT
CCONTACTS/GLASSES REMOVING OR CORNEAL TISSUE

o history * Anyihing lse from history helpful2 R —

e i
cription ha table’

orine 0.09% for chronic dry ey - oo 2 Astigmatism: Up to 4D

d - 05500

+ Used o be an eye rubber

manifest oL
To avoid isk of ectasia in  patient with borderline shift in Rx,
borderline tomography, history of eve rubbing and dry eves

netry: OD 520,05 510

EVOICLLENS DESIGN

Why the push back?
2 peri-optic full thickness ports (360 ) “IMPLANTABLE CONTACT LENS IS MORE INVASIVE AND RISKY THAN LASIK?”
+ Central port was an important step
forward in ICL design development
+ Eliminates the need for preoperative Pls
* F tates the flow of aqueous
humor through the lens

0.00%  0.04%
Publishad
e m=4asé  Upto  aas

syears =0l (n=sp

5 008 0.00%
e 21l hckness pors i fotpltes (3601 FoRdlimil iy smonths a4
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STABLE IOP POST EVO ICL PREDICTABLE OUTCOMES WITH THE EVO- ICL y STABLE OUTCOMES WITH THE EVO ICL
INDEPENDENT OF PREOPERATIVE REFRACTIVE ERROR INDEPENDENT OF PREOPERATIVE REFRACTIVE ERROR

90.5% within + 050D /9




EVO-ICL OFFERS SAME OR BETTER VISION
THAN BASELINE BCVA

RISKS: SUBOPTIMALSIZE

I the ICL size Is o0 blg IFthe ICLslza I
1
[l

[} |

IcL -
Guru o s
Project fre e,

DEFORATION
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PATIENT SATISFACTION
EQUIVALENT TO LASIK

+ An alternative option for patients seeking
freedom from glasst

ire to have a r
+ Concerned ab

+ For those
to..

+ Insufficient corneal thickness

] m i w ’ P
L MENDO2A, ARGENTINA

A CHALLENGE IS ICL SIZING SO

ORLD- RENOWN

WE HAVE SHIFTED FROM...

T0AN
Al

CALCULATED
A FORGIVING VAULT - CONTROLLED]

VAULT..
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PRO (20

GUR

Vault >850 -1000 u.
Angle 15-20°

Vault 51000 u.
Angle <15°

Vault 150-850 u. —’;\ /
or Angle >20° S
g

SIZING FORTHE IDEALTHE VAULT SIZING FORTHE IDEALTHE VAULT
~D.S0CTTOL.5CT 1DEAL: ~0.50CT TO L.5CT

Consider EVO ICL for your patients who have: Refractive Surgical Options Laser Vision Correction

to high myopia with or without astigmatism Typeof Surfaceablation Ablationunder  AddiiveofanCL lentiular  Phakiclens.
g freedom from 3 the flap ext removaland oL

EVO-ICLIS A SAFE
AND HIGHLY s active surgical option other than 2 Up s 550) UpwStos  30wde)  Wpwsuws  nodpmens

e
(3D Ubls4d  Weds  Wead  Upwko
EFFECTIVE SUGICAL ble” surgical option ’ g g ’ g
Goaes U — - Vryhigh
OPTIONTO {notideal) (notideal) correction
CORRECTMYOPIA  (ESHERERRmaRagementoNEVO ICHpSHEnts v v Vi Vil
* Routine follow-up ch T Complications  Haze,delayed  Flap Sizing issueswith  Retained
° el ol e e ol i
* Vault regression, ‘epiingrowth, dispersion, high  infection, epi
wecion " 1OhcaducL  iowh
e e e i, ronin

* Anterior ct (extremely rarel) ectasia
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PRK + Use of MitomycinC has dramatically reduced incdence o post-operative haze

hyperopia andastigmatism

« Photorefractive Keratectomy
* FDA approved in 1995
+ Concept of stromal ablation was first developed in the 19805
+ Development of excimer lasers allowed for precise ablative treatments
is was a key innovation as it removed the need for blade incisions

]

|| » P

'S il epstadeds
X ‘

PRK PRK Case Study 1 PRK Case Study 2

* Recovery 45-year-old F, second opinion " 35-year-old F, nd opinion
fter being told ously sh for LASIK
* Mild discomfort days 2-4 after being told previously she
+ BCL out at POW1 visit was a LASIK candidate. Frequent travel and outdoor
* Functional vision after one-week, sharp vision in 3-6 weeks Contacts uncomfortable, interfere lens hygiene a concern.
* Advantages with physical activity, gets mak - =
Advantages -ami
up on them, irritate her eyes. e
+ Preserves corneal tissue refraction;
00 sphere
« Of Not 05: -2.00 sphere
*+ Recovery Pachymetry 462 OD and 46105
 Treatment range 5
il Pachymetry 529 um OD and 528 Normal SLE
jariable epithelial hyperplasia %4

Normal SLE

LASIK - " LASIK

* Laser assisted in-situ keratomileu:
« FDA approved in 1999 © Lt st
T Y o + Recovery - near instantaneous
* Two-step all-laser procedure  Broader treatment range — hyperopia, astigmatism
T + Wavefront-Optimized Broader treatment mnEShulNERIR G e 2t
+ Blended peripheral treatments
induced + Of note:
« Most popular elective surgery in history : PO

i be helpful for irregular corneas

* Enhancements
* Excimer laser

* Ray-tracing!
+ Bestof all worlds
+ The future of
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Would You Recommend LASIK to Your FRIENDS
Monocular UCVA 6 Months Postop and RELATIVES?

162 Eyes

dates best
ray-tracing personalizod
technology and comeal treats

rstrcts the eye

aberrometry?®

SMILE

nall Incision Lenticule Extraction
« FDA approval 2016, 2018
« Contactlens of tissue removed from
cornea which leads to refractive change
« One step procedure (femtosecond laser)
* Noflap created, healing similar to LASIK
* ~1.00 to -10.00D myopia, up to 3D cylinder
orrection
* Need to have at e
+ Need to have at least -0.75 cylinder
« Cannot treat hyperopia, corneal opacities can
interfere with treatment

10
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SMILE (PRO)

* New femtosecond laser

* More efficient (~8 seconds)

« Hyperopia being investigated overseas

+ Pending automatic centration Thank You!

« Pending automatic cyclotorsion
« Pending syncing with other diagnostic devices
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