[aentifying, Treating. and
Monitoring the Progression
of Keratoconus

The condition may be much more prevalent than once thought; in response, make adjustments to your approach to
patient screening and treatment.

BY WILLIAM B. TRATTLER, MD, AND ELISE KRAMER, 0D, FAAO, FSLS

IDENTIFYING KERATOCONUS




that is easily identified on topography can still
have reasonably good vision. Keratoconus is often
asymmetric, helping patients to maintain normal
visual function despite the presence of the condition.
Even in patients with bilateral keratoconus, functional
vision can be maintained if the location of the cone is
outside the visual axis (Figure 1).

Genetics. One potential hope for the earlier
diagnosis of patients with keratoconus is identifying
the underlying role of genetics. There is not one single
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gene that is responsible for keratoconus. Clinicians Figure 2. A scleral contact lens vaulted over the cornea of a 53-year-old patient with advanced
now have access to a genetic test (AvaGen, Avellino) keratoconus and a history of Intacs (Addition Technology) and CXL. BCVA is 20/40 with glasses and
for keratoconus that looks at more than 1,000 gene 20/25 with scleral lenses.

variants across 75 genes associated with the disease
to evaluate the mild, moderate, and high-risk genes
associated with keratoconus.

Topography. Patients with mild to moderate keratoconus often have normal slit-lamp
findings. Before vision loss has occurred, the most effective way to diagnose keratoconus
is with topography; however, in the current care model, many eye care providers do not
perform topography until vision loss has occurred. This must change, and it is advisable for
eye care providers to order screening topography tests in patients who are suspicious for
keratoconus, such as those who experience changes in refractive error or astigmatism.

As more eye care providers acquire topography devices and as screening topographies are
initiated before the presence of slit-lamp findings, there’s hope that keratoconus can be more
routinely identified before vision loss has occurred.

TREATING KERATOCONUS

CXL. The CXL procedure is designed to prevent keratoconus progression. The earlier patients
are treated, the more they are protected from experiencing associated vision loss over time.®

The vast majority of patients diagnosed with keratoconus typically meet the inclusion
criteria for CXL. After the CXL treatment, patients should be observed regularly to document
changes in corneal shape and vision. In my experience, stabilization occurs in approximately
98% to 99% of patients after CXL treatment. A significant percentage of patients will experience
improvement of their corneal shape and a reduction in the steepness of the cornea following
CXL. Most times, a single CXL procedure is effective; however, a small percentage of patients
with extremely progressive keratoconus may require more than one treatment.®

Scleral contact lenses. Patients with moderate to severe keratoconus who experience a loss
of visual acuity typically respond well to scleral contact lenses, which can provide significant
improvement in vision quality (Figure 2). Scleral lenses are filled with a lubricating solution that
helps moisturize the cornea during the day; this also can serve as an effective treatment for dry eye.

CONCLUSION

Keratoconus is far more common than what was once thought. Eye care providers should
be inquisitive with keratoconus suspect patients and try to identify the presence of the
condition with topography.

Patients who are diagnosed with keratoconus can undergo CXL, an effective treatment
that can prevent keratoconus progression and improve corneal shape and, possibly, vision
over time. For those patients with advanced keratoconus, scleral contact lenses can provide a
dramatic improvement in vision and help them to achieve normal visual function. m

1. HashemiH, Beiranvand A, Khabazkhoob M, et al. Prevalence of keratoconus in a population-based study in Shahroud. Comea. 2013;32(11):1441-1445.

2. Al-Amri AM. Prevalence of keratoconus in a refractive surgery population.

JOphthalmal. 2018;2018:5983530.

3. Godefrooij DA, de Wit GA, Uiterwaal CS, Imhof SM, Wisse RP. Age-specific incidence and prevalence of keratoconus: a nationwide registration study. Am J Ophthalmal. 2017;175:169-172.

4. Hashemi H, Heydarian S, Hooshmand €, et al. The prevalence and risk factors for keratoconus: a systematic review and meta-analysis. Cornea. 2020;39(2):263-270.

5. Hersh PS, Stulting RD, Muller D, Durrie DS, Rajpal RK; for the U.S. Crosslinking Study Group. U.S. multicenter clinical trial of comeal collagen crosslinking for treatment of comeal ectasia after refrac-
tive surgery. Ophthalmology. 2017;124(10):1475-1484.

6. Antoun J, Slim £, EHachem R, et al. Rate of corneal collagen crosslinking redo in private practice: risk factors and safety. / Ophthalmol. 2015;2015:690961.

ELISE KRAMER, 0D, FAAO, FSLS

m Optometrist, Miami Contact Lens Institute, Miami
m elise@miamicontactlens.com

= Financial disclosure: None

WILLIAM B. TRATTLER, MD

m Director of Cornea, Center for Excellence in Eye
Care, Miami

m Member, CAST Executive Advisory Board

m wirattler@gmail.com

= Financial disclosure: Consultant (CXL
Ophthalmics, Glaukos, Oculus Optikgerate)

OCTOBER 2020 | CATARACT & REFRACTIVE SURGERY TODAY EUROPE 35



