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Corneal Touch

+ Scleral designs are meant to vault the cornea and
are not expected ta provide any area where the
lens and the cornea are in direct contact,

CLINICAL SIGNS

+ Corneal touch or bearing (punctate, coalescent, or
arcuate staining)

+ I this happens, it means that the lens has insufficient
clearance, and it can be central or peripheral

Corneal Touch

ASSESMENT

N

+ The assessment of this complication can be done with the
lens on the eye, and using fluarescein with a blue light and a

yellow filter, or without the lens (after removal) to see if there
is presence of any corneal staining
+ If staining is central, and it matches with the corneal
apex, sagittal height must be increased.

+ If staining is circular on periphery, the lens diameter
must be increased.




Corneal Touch

MANAGEMENT

Central corneal touch

Flat fitting: Increase the sagittal height for a
clearance of 200-250 pm.

Peripheral corneal touch:

Small diameter: Increase the lens diameter
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Critical -
Recurrent corneal abrasions
. | Determine root cause
Y
Staining Patterns Tell The Story
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@ Ocular Assessment - CORNEA

Q

Critical -

daily stromal thickness assessment

R

Ocular Assessment - CORNEA

Corneal Edema
Etiologies:
Present at Baseline?
Disease

Root Causes

12
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Ocular Assessment - CORNEA

Case (Lens Intolerance/Corneal Edema)

52 y/o Caucasian male

Bilateral PKP 2' KCN
o Baseline edema AGAIN;

Goal: improve BCVA

ALW REMOVE
THE LENS AND STAIN!

cc
Difficulty with lens removal

Rebound redness

Tolerance reduced from 12hrs/day f 8hrs/day

WHATS THE CAUSE?
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Ocular Assessment - CORNEA

Case (Corneal Edema)

65 y/o Caucasian female

H/Q PMD OU 05>>0D
SUCCESUL LENS WEAR X 10 yrs
NO PREVIOUS Hx of EDEMA

WHAT's THE CAUSE?

Ocular Assessment - CORNEA

O

Case (Corneal Edema)
65 y/o Caucasian female

H/0 PMD OU 08>>0D
SUCCESFUL LENS WEAR X 10 yrs
NO PREVIOUS Hx of EDEMA

WHATS THE CAUSE?
WHAT WOULD YOU DO NEXT
TO PROPERLY Dx CAUSE?
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Steroids }—‘
D/C Lens }—‘

Gas injection in the Anterior Chamber | ———————

* SFe
* CsFs

’—{ Corneal Transplant }—‘
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Ocular Assessment - CORNEA

Case (Corneal Edema)

H/O GVHD Post Stem Cell Transplant
Scleral Lenses successful

PG "storord response”3ma/d oral prednisone (slow taper)
Cosopt Dorzolamida/Timolol - w/o preservatives) 1 gtt BID OU
Loteprednol ung QHS OUPrechisolone Acetate 1% 1 GTT QID OU

WHATS THE CAUSE?
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SEE vgc- 0D 20/25  0S20/25-2
THE BiG %
PICTURE Test Used: Sn
0P
3 OD 39  OS 46 TonoPen 3:45PM

? 34 oD 39

Consultation with comeazwd glaucoma

0S 49 Goldmann 3:45 PM

Add Zioptan (Tafluprost - no preservatives)
Continue Cosopt without preservatives

Add Diamox (Acetozalamide] po

Decrease steroids: d/c Loteprednol ung QHS and d/c Prednisolone acetate QID
ou

+ Switch to Loteprednol 1 gtt TID OU and cont. slow taper QD up to d/c
completely

+ Close monitoring by glaucoma specialist

+ Consider d/c Acetozalamide once Loteprednol has been d/c

Evaluation in 2 weeks
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Fitted from the start in
19.5mm lenses. Seeks
to be re-fitted with the
intention of
eliminating the

“debris" in the scleral

servoir. Fitted in

0/80
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https://www.ncbi.nlm.nih.gov/pubmed/5308460

Bogging

Symptoms / Signs Etiology

Management

Asymptomatic
superficiol

Use preservative-free
solutions.

epithelium with
corugated,
wavy fluorescein.
Transient
condition.

Inmersion prolongada de
la cémea en una solucion
con preservantes

+ Mix: Preservative free
lubricant + sodium
chioride solufion.

Replacement affer
hours of use.
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Limbal Touch
ADVERSE IMPACT TOUCH LIMBAL AREA

+ Limbal stem cells: Renewal and proliferation of the

corneal epithelium and help ensure corneal health

Breakdown of epithelium in the presence of harsh
limbal touch

Discomfort: In cases with heavy bearing in this region
with a high density of sensory nerve endings

1 Complcationsand fingchallnges assocstod

wih e lontest A roview. Cont Lons Anterior Eye. 016.3913)88-56

Limbal Touch
CLINICAL SIGNS

+ Limbal staining
* Insufficient clearance over the limbus

+ Dark area over the limbus

Optimal Limbal Clearance

+ Depends on Total Diameter

+ =60-80pm

D el

+ Diametre 2 16,50 mrm:
. 00 m
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Limbal Touch

CAUSES

Toric or asymmetrical ocular surface
- Periphery of posterior surface Toric
- Specific quadrant design

- Custom haptics

+ Design by Molding/Printing

Management

+ Dynamic evaluation, toric haptics
+ Increase diameter

Switch to a lens with an oval optical zone

oval cornea Descentration

*

Diameter

Limbal Touch ASSESMENT LIMBAL CLEARANCE

29
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Landing Impingement/ Blanching

Impingement

Blanching
BEFORE AFTER
L ‘ 3
ety Olora Coresia ey s l

+ LCshouldland parallel and evenly.

+ 380 Evaluation - Observe under the eyelids.

+  Compression, Impingement, Blanching and/or Edge Lift.

+ "SpinTest: - LC should nof cause Conjunctival Refention.
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Bumping on the Conjunctiva!

Landing

{ Notches & Customization

» ADD A NOTCH

HOME MADE NOTCH
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Conjunctival Prolapse

\
Etiology Symptoms/Signs
+ Mature age + Conjunctival tissue
i + Conjunctivochalasis in limbus and/or
+ Lax Conjunctiva Cornea

Lower decentered LC * Neovascularization
Excessive limbal

clearance

Conjunctival Prolapse Aeeoeiated with PMD

Centration

{
, {;
+,
!
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Conjunctival Prolapse

Solution
Reduce fhe imbal space

Perform Toric Haplics.
Decrease LC Total Diameter
Monitor for neovascularization
/ Ophthaimology.

Centration
Lens decenfration
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LENS DECENTRATION LENS DECENTRATION

SYMPTOMS CLINICAL SIGNS OBSERVATION

Induce midday fogging
Induce a prismatic effect

Lens movement and i

Reduce VA & comfort

47
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LENS INSTABILITY

* Flat scleral lens

* Excessive corneal clearance

* Excessive limbal clearance

* Large vault diameter

+ Scleral lens of small total diameter

« Significant toric or asymmetric sclera
* Irregular conjunctiva

AGENDA
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Midday Fogg
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MIDDAY FOGGING

A positive correlation was found
between debris and VA

Turbid reservoir leads to a decrease in VA of at
least two lines in 45% eyes (Ratheta

Turbidity reduced high contrast VA and contrast
sensitivity after 6-9 hours of scleral lens wear
tal, 2017)

Turbidity casued also reduction of about 1 line

in keratoconus patients without ICRS and

reduction of 2-3 letters in patients with ICRS
23, 2017

MIDDAY FOGGING euceven

MULTIFAC

itch to a fenestrated scleral lens
sh eye with an eyebath In the morning before lens
application

be applied, removed, and reapplied to

+ Use a balanced ele

12/5/23

+ Adaptation of th

MIDDAY FOGGING

MULTIFACTORIAL

+ Inappropriate lens alignment ifting in periphery)

Place saline vial at superior temporal edge of lens

AGENDA

{

Surface and vision Vision Problems

{
Do |
“:
|
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Visual problems Visual problems

CAUSES

* Lens Deposits on external and internal lens surfaces

CAUSES

+ Presence of detritus & debris in the post-lens
fluid reservoir. t
+ Diffuse corneal punctate staining

+ Mucus, lipid or protein coating on lens surface
+ Poorwettability
Management Management
- LensFit
+ Reduce central clearance or decrease the lens sagittal height

+ Treatment Ocular causes: GPC, MGD, Ocular allergy
« Insufficient lens care
+ Use a protein remover if the secretions consist of protein

+ Asymmetric sclera: Improve the tangent alignment in both meridians

+ Check and treat ocular causes (GPC, MGD, Blepharitis) + Use a cleaner to avoid lipids and mucus and to improve wettability

> + Apply cosmetics and cream only after lens insertion
+ Replace the lens material if the cleaning system is not effective

+ Optimize lens solutions

+ Use a more viscous solution for lens filling

Glant papillary conjuncivits

61 62

Visual problems

CAUSES

+ Perform an over-refraction to identify any remaining astigmatism
+ Lens instability:

+ Non-centered lens or rotation of a front toric

Management GR
+ Internal astigmatism
Perform an over-refraction to identify any remaining astigmatism
Determine the position of the hash mark, order a front toric lens
+ Lens instability

+ Check tangent alignment in both meridians

+ Increase the diameter

63 64
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