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INTRODUCTION 

Since approval of the use of the excimer laser by the US Food and 

Drug Administration (FDA) in 1995 to reshape the cornea, 

significant developments in the correction of refractive errors 

such as myopia, hyperopia, and astigmatism have been achieved. 

Photorefractive keratectomy (PRK) as well as laser in situ 

keratomileusis are both documented to be safe and effective. 

Despite these advances, certain limitations and complications 

exist.
1
  

Post-operative ectasia emerged as one of the most important 

complications of keratorefractive surgery (PRK and LASIK) 

since the first reports of such cases by Theo Seiler MD, PhD, in 

1996.
2
 The incidence of which is estimated to  range from 0.041% 

to 0.6%.
3
 Therefore, refractive surgeons face routinely the 

challenge of identifying cases at a higher risk for progressive 

keratectasia, a rare but severe complication of keratorefractive 

surgery. 
4
 

There‘s an indisputable recognition for the need to improve both 

sensitivity and specificity of the diagnostic tools for screening 

ectasia risks. As a result, corneal characterization should go 

beyond front surface curvature and single point central thickness. 

Consequently, a tomographic approach is essential.
5
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Regarding the role of corneal tomography for screening refractive 

surgery candidates, it is critical to understand that susceptibility to 

ectasia usually occurs in eyes with relatively normal front-surface 

topography. In these cases, an abnormal back elevation and 

pachymetric distribution provide evidence that the tomographic 

characterization enhances the sensitivity of this approach for 

detecting a predisposition to ectasia.6  

The only commercially available purely elevation based system is 

the Oculus Pentacam  which enables front and back elevation and 

pachymetric reconstruction from limbus to limbus. This gives the 

clinician a global view of the structure of the cornea and allows 

the physician to effectively screen patients for ectatic diseases.7 

Rotating Scheimpflug cross-sectional analysis meets the criterion 

for a successful screening tool in that it not only provides the 

necessary data, but does so in a manner that does not interrupt 

patient flow. 

Screening for the risk of ectasia is a critical issue for 

contemporary ophthalmology practice. The main goal of the 

screening for ectasia risk among refractive candidates should be 

the identification of very mild abnormalities that would likely be 

present in the preoperative states of cases with unexplained 

ectasia after keratorefractive surgery.
8
 


