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Abstract: The popularity of refractive surgery has grown significantly in recent years, yet concerns about its effects on glaucoma
evaluation and progression remain unclear. Various techniques in both corneal and lens-based refractive surgery have been developed,
necessitating different strategies for monitoring glaucoma. With the advent of advanced technologies and instruments, our ability to
detect and monitor glaucoma in patients undergoing refractive surgery has improved. This review provides comprehensive information
on glaucoma risk assessment and monitoring from preoperative to postoperative stages for different types of refractive surgery,
highlighting key considerations at each stage of care. We aim to raise awareness and confidence among refractive surgeons handling
cases involving glaucoma suspects or patients with glaucoma at any stage of refractive surgery. Based on updated evidence, we
provide key recommendations that include conducting a comprehensive glaucoma risk assessment, ensuring vigilant monitoring of
high-risk cases, and selecting the most suitable tonometer for precise intraocular pressure measurement.
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Introduction

Refractive surgery has seen a steady rise in popularity since its introduction over 25 years ago.' > Myopia accounts
for 80% of refractive diagnoses among patients undergoing Laser Vision Correction, followed by hyperopia at 15%.*
Laser-assisted in situ keratomileusis (LASIK) is the predominant procedure, making up 85% of all refractive
surgeries.” The relationship between refractive surgery and the risk of glaucoma remains controversial, yet every
stage of refractive surgery, from initial screening to long-term management, can be linked to glaucoma. Preoperative
identification of glaucoma suspects or high-risk patients can inform surgical decisions, while perioperative factors
may impact intraocular pressure (IOP) and corneal biomechanics, affecting glaucoma monitoring. Additionally,
patients undergoing these procedures are typically quite young, making these considerations necessary long-term.
This review provides insights into the impact of refractive surgery on glaucoma diagnosis and management, from
preoperative stages up until the postoperative follow-up period. It addresses both laser corneal-based refractive
surgeries, including photorefractive keratectomy (PRK), LASIK, and keratorefractive lenticule extraction (KLEx), as
well as intraocular lens-based refractive surgeries, such as phakic intraocular lens implantation (PIOL) and refractive
lens exchange (RLE).

Preoperative Considerations

A pre-existing glaucoma diagnosis is a relative contraindication for elective refractive surgery due to several factors,’
including challenges in accurately IOP, the potential for perioperative optic nerve damage secondary to acute IOP spikes
during suction application, and challenges in tonometry associated with altered corneal biomechanics.
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Clinical History & Exam
Several baseline factors that increase the risk of glaucoma, including age, family history, and comorbidities, should be
reviewed. Key areas of focus include:

Type and Magnitude of Refractive Error

Most refractive surgery cases involve myopia, a known risk factor for all types of open-angle glaucoma.®” While all
degrees of myopia are associated with an increased risk of glaucoma, the risk is particularly high in cases of severe
myopia.” A recent study has identified longer axial length as a significant risk factor for developing steroid-induced
ocular hypertension following intravitreal dexamethasone injections.® Additionally, high myopia, especially pathologic
myopia with staphyloma, has been linked to greater optic nerve head deformation following acute IOP elevation.”
Therefore, special monitoring and evaluation are essential for patients with high myopia.

Pigment Dispersion Syndrome (PDS)

Pigment dispersion syndrome occurs when there is excessive pigment release from the iris, thought to be due to
friction between the iris posterior pigmented epithelium and anterior zonules or lens. As the increased pigmentary
dispersion can accumulate in the trabecular meshwork and reduce outflow, PDS is a risk factor for pigmentary
glaucoma. This condition is usually asymptomatic and commonly seen in men under 40 years of age with myopia.'’
Screening for this group of patients requires a careful evaluation, with slit lamp examination for the presence of
Krukenberg spindles and performing gonioscopy. One single-site observational study has reported the prevalence of
PDS in refractive surgery candidates to be about 26%.'" In PDS patients undergoing PRK, one study reported about
11% of patients to be steroid responders who required a single topical anti-glaucoma agent until completing the
course of steroids.'?

Angle Abnormalities

Several common conditions can be observed during gonioscopy, particularly in younger patients. These include angle
recession, which is identified by a widening of the ciliary body band, often as a result of trauma; plateau iris,
characterized by the “double hump” sign on indentation gonioscopy due to anteriorly positioned ciliary processes that
push the peripheral iris forward; various primary or secondary angle closure conditions; and Axenfeld-Rieger phenotype,
which may present with a prominent Schwalbe line, iris strands attached to the Schwalbe line, anterior insertion of the
iris, and the presence of iris processes. Each of these findings may be asymptomatic and requires careful evaluation to
assess the risk of glaucoma development or progression. If any of these abnormalities are noted, a baseline evaluation by
a glaucoma specialist may be necessary.

Fundus Examination

Fundus examination is necessary to identify cases of pathologic myopia and staphyloma, as these conditions pose
a higher risk for glaucoma development. Baseline evaluation of the optic disc is also critical. Differentiating between
myopic discs and glaucomatous optic nerve head appearances can be challenging. For high-risk cases, it is recommended
to obtain baseline disc photographs and monitor serially using the same camera to rule out changes over time, as written
documentation alone may not be sufficient.

IOP Evaluation

For all patients requiring refractive surgery, documenting a baseline IOP is essential, with Goldmann applanation
tonometry (GAT) being the consensus gold standard. Having multiple preoperative IOP measurements, preferably on
different dates, helps establish a baseline range for future follow-up, especially if glaucoma-related concerns arise.
Following any corneal laser-ablative refractive procedures, GAT often underestimates IOP."> Therefore, for baseline
documentation, measuring IOP concurrently using GAT and other instruments less affected by refractive surgery is
recommended, especially in high-risk eyes. These instruments include dynamic contour tonometry (DCT), the ocular
response analyzer (ORA), and corneal visualization Scheimpflug technology.
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When using portable devices, it is advised that measurements be obtained from both the central cornea and peripheral
cornea outside of the refractive surgery treatment zone. The location of the cornea where the measurement is taken can
impact the results. It is important to document the specific location of the measurements to ensure comparability after
refractive surgery.

Another consideration is the central corneal thickness (CCT), which may cause IOP to be over- or under-
estimated. Recording CCT along with baseline IOP before refractive surgery is essential, as postoperative measure-
ments may differ. This information helps assess glaucoma risk and adjust the target IOP if glaucoma treatment
becomes necessary.

Ancillary Glaucoma Testing

Currently, imaging and perimetry play major roles in diagnosing and detecting the progression of glaucoma, especially in
high-risk cases where clinical evaluation alone is insufficient. A multimodal approach combining structural and func-
tional assessments is recommended for detecting and monitoring glaucoma.'* Baseline preoperative optic disc imaging
would allow future comparisons and adjudicate whether the optic disc has changed sufficiently to warrant a glaucoma
diagnosis and subsequent treatment postoperatively. Ideally, the same instruments should be used before and after
refractive surgery to ensure consistency.

While keratorefractive surgery may alter the cornea and IOP measurements, the optic disc structural and functional
assessments should remain unchanged post-surgery. Optical coherence tomography is a valuable tool for assessing the
peripapillary retinal nerve fiber layer (RNFL) and the macular ganglion cell-inner plexiform layer (GCIPL), both of
which should remain unaffected by refractive surgery.'>'® All patients with confirmed or suspected glaucoma should
have OCT data collected preoperatively to serve as a reference for post-surgical surveillance. Myopia can cause RNFL
thinning and artifacts that may suggest glaucoma. Any progressive changes following surgery should raise concern for
the possibility of an active glaucoma process.

Perimetry is crucial for all patients, as nearly 80% of individuals with myopia and suspected glaucomatous optic
neuropathy, despite not having confirmed glaucoma, exhibit various types of visual field (VF) defects.!” Documenting
a baseline VF before surgery can be very valuable for future monitoring.

An alternative tool for evaluating glaucoma risk is the novel, free, desktop-based glaucoma calculator. This tool
combines age, IOP, and central corneal thickness (CCT) into a composite score,'®'? providing an optional method for
preoperative and postoperative risk stratification in refractive surgery patients.

Intraoperative Considerations for Laser Ablative Procedures

Experimental and clinical studies have reported that LASIK patients experience IOP increases of 100 mmHg or more
during the application of suction.”’ A previous study by Shyam et al monitored IOP in rabbit eyes during LASIK and
found that IOP increased to 81.78 mmHg during globe suction and 62.25 mmHg during femtosecond laser cutting. In the
group using a microkeratome, IOP increased even more.”'

Newer technologies, such as the WaveLight FS200 FS laser platform (Alcon Laboratories Inc., Fort Worth, TX,
USA), have demonstrated reduced IOP elevations, with increases of 32.33 mmHg and 38.22 mmHg above baseline
during the suctioning and cutting phases, respectively.”” In contrast, KLEx procedures have less effect on IOP spikes
during surgery.”® PRK also reports less IOP rise and fluctuation during surgery; however, due to the often increased
duration of topical steroids post-surgery compared to LASIK and KLEx, there may be a higher risk of steroid-induced
ocular hypertension.

Concerns have been raised about the effects of increased IOP on structural and functional changes in the eye. Most
studies suggest that keratorefractive surgeries have minimal effects on optic disc structural changes. Some recent studies
indicate that femtosecond LASIK does not alter macular measurements, such as peripapillary RNFL, retinal ganglion cell
thickness, and central macular thickness (MT), as measured by spectral domain OCT.** Similarly, studies on KLEx
technology report no changes in MT, RNFL, choroidal thickness, macular vessel density, and peripapillary vessel density,
as measured by Cirrus HD OCT 5000 (Carl Zeiss Meditec, Inc., Dublin, CA, USA).25
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However, some reports indicate that femtosecond LASIK may induce microvascular changes in the optic nerve head,
potentially leading to non-arteritic anterior ischemic optic neuropathy.® Cases of optic neuropathy following LASIK
have been reported, but they are considered rare. The optic nerve damage induced by LASIK could be ischemic, resulting
from a temporary disruption of blood flow in the central retinal artery and short posterior ciliary arteries when the IOP
exceeds the arterial perfusion pressure.”®?” Based on this evidence and theoretical considerations, KLEx or PRK may
pose the least long-term risk for patients at high risk of developing glaucoma. However, further studies are needed to
substantiate the potential benefits of KLEx.

Anterior chamber parameters, including anterior chamber depth (ACD), angle, and volume (ACV), may appear to change
after femtosecond LASIK and KLEx in patients with myopia or hyperopia. However, these changes are likely attributable to
a corneal magnification effect rather than actual anatomical alterations.>>*® A case report of bilateral acute angle-closure
glaucoma following hyperopic LASIK emphasizes the need for thorough preoperative assessment. Prophylactic laser
iridotomy may be required for patients with narrow angles if refractive laser surgery is being considered.”

Postoperative Considerations After Laser Ablative Procedures

Corneal Biomechanics

The effects of refractive surgery extend beyond central corneal thickness to include alterations in the biomechanical
properties of the cornea. These changes influence post-operative IOP measurements, necessitating different methods and
strategies for at-risk patients. Previous reports indicate that ablative procedures cause corneal thinning, which decreases
mechanical stiffness and increases sensitivity to IOP variations.*® Central corneal thickness has a minor effect on post-
LASIK IOP, suggesting that corneal biomechanics may have a greater impact on IOP measurement.”’

Preoperative central corneal thickness (CCT) and flap thickness are key predictors of postoperative IOP after
femtosecond LASIK. Some studies suggest that KLEx causes fewer biomechanical changes postoperatively compared
to LASIK.*?

Post-refractive surgery, measuring IOP can be challenging, as changes in corneal biomechanical properties may
compromise the accuracy of these measurements. Refractive surgeons might consider procedures like KLEx or femto-
second LASIK, which have a lesser impact on corneal biomechanics compared to other ablative techniques, such as PRK
or microkeratome LASIK, particularly for patients at high risk of glaucoma.

|IOP Measurement
Most studies indicate that IOP is generally measured lower after corneal refractive surgery compared to pre-
operative levels.'>* The reduction in IOP is more pronounced following myopic procedures than hyperopic ones,
likely due to the combined effect of central corneal tissue removal along with peripheral corneal ablation in
myopic corrections, compared to the impact of only peripheral corneal tissue ablation in hyperopic corrections.**
Regardless of the type of refractive error being corrected, the creation of a lamellar flap in LASIK alone was
associated with a decrease in IOP of approximately 0.94 mmHg compared to patients undergoing PRK.>* Given
this evidence, we recommend conducting a series of IOP measurements both before and after surgery, particularly
for high-risk patients to firmly correlate the pre- and post-operative baseline IOP levels. In high-risk glaucoma
patients, prolonged steroid use or periods of IOP elevation following refractive surgery should be closely
monitored, with regular IOP measurements until levels return to normal and remain stable If IOP remains
uncontrolled or clinical signs of glaucoma are detected, referral to a glaucoma specialist with detailed clinical
data is strongly recommended.

Numerous established methods and devices are available for clinical IOP measurement. Several techniques have been
proposed as potentially superior for post-refractive surgery cases; however, no gold standard has been identified to date.
Each method has its own advantages and limitations, which are outlined below and summarized in Table 1.
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Table | Advantages and Disadvantages of Various IOP Measurement Instruments

applanation
tonometry (GAT)

IOP Measurement Advantage Disadvantage
Instrument
Goldmann ® Widely used and considered the standard for IOP measurement. | ® Often underestimates true |OP, particularly after

® Some techniques, such as the Corrective Applanation
Tonometer Surface and the newer Goldmann Convex Prism,
have been adapted to improve accuracy.

refractive surgery.
® The adapted methods still lack precision and
require further evaluation to confirm their accuracy.

Rebound
tonometry (RT)

® The iCare ICI100 is considered more reliable than GAT for
measuring |OP after myopic LASIK and PRK procedures

® Portable, user-friendly

® Capable of measuring IOP across multiple areas of the

cornea.

® Corneal biomechanical properties and CCT signifi-
cantly affect the measurements, making IOP read-
ings less reliable.

Ocular response
analyser (ORA)

® More reliable than GAT because it is less influenced by CCT
® Measures corneal biomechanics: corneal hysteresis (CH) and

corneal resistance factor (CRF)

® More expensive than traditional tonometry

methods

® Not as widely available or commonly used

Dynamic contour
tonometry (DCT)

® More reliable for measuring IOP after PRK, LASIK, and Laser-
assisted subepithelial keratectomy compared to GAT

® Not as widely available or commonly used
® More expensive and may require additional training
for proper use.

New generation
noncontact

tonometer

® |ess influenced by changes in corneal properties, making
them more reliable than GAT after refractive surgery

® The lowest change in IOP measurements between preopera-
tive and postoperative assessments compared to other ton-

ometers following refractive surgery.

® New equipment and data limitations.

e Goldmann applanation tonometry (GAT): While GAT is the gold standard for measuring IOP preoperatively, most

studies report that it often underestimates true IOP following refractive surgery.>*>>3¢ This discrepancy is
influenced not only by changes in CCT, but also by alterations in corneal biomechanics. Postoperative I0P
measurements corrected for CCT are often unreliable. Various techniques have been developed to enhance the
accuracy of GAT, including the Corrective Applanation Tonometer Surface (CATS) and the new Goldman Convex
Prism.>>~” However, these methods still lack precision and require further evaluation to confirm their accuracy. We
do not recommend relying solely on GAT for monitoring postoperative IOP.

Rebound tonometry (RT): Some evidence suggests that the iCare IC100 (Icare Finland Oy, Vantaa, Finland) is more
reliable compared to GAT for measuring IOP following myopic LASIK and PRK procedures.*~° Additionally, the
iCare Home (Icare HOME tonometer; TIOLATOY, Cor., Finland) has proven to be a reliable method for IOP
measurement after implantable collamer lens implantation.®® This machine offers an alternative option for post-
operative IOP measurement and is user-friendly.

Ocular response analyzer (ORA): Most reports suggest that this method (ORA, Reichert, USA) is more reliable than
GAT because it is less influenced by CCT.*> The ORA offers the advantage of measuring corneal biomechanical
properties, including corneal hysteresis (CH) and corneal resistance factor (CRF). Lower CH values are linked to faster
glaucoma progression and greater visual field loss,*® making CH a strong predictor beyond central corneal thickness or
IOP. LASIK generally causes greater reductions than KLEx,** underscoring the need for careful postoperative
monitoring. Consequently, it may be a viable alternative for patients who have undergone refractive surgery.
Dynamic contour tonometry (DCT): Previous studies have shown that this method (DCT, Pascale, Switzerland) is
more reliable for measuring IOP after PRK, LASIK, and photorefractive keratectomy compared to GAT.>**1~%3
Based on previous studies, this technique is recommended for measuring IOP after refractive surgery. However, its
routine use in post-refractive care may be limited due to restricted office availability.
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e New generation noncontact tonometer: The new generation of noncontact tonometer, Corvis ST (CVS, Oculus,
Germany), which measures biomechanically corrected IOP, has been reported to show the smallest changes between
preoperative and postoperative IOP measurements compared to other tonometers following refractive surgery.>’**#¢

This new noncontact tonometer is a good choice for patients who have undergone refractive surgery.

Structural and Functional Monitoring

It is crucial to understand that after corneal ablative refractive surgery, the structural and functional aspects of the eye
remain mostly unchanged, except for the cornea. A markedly high or low axial length accompanying the preoperative
myopia or hyperopia is not altered despite improved refractive error, and the long-term risks of associated ocular
comorbidities, such as retinal detachment and glaucoma, are similarly unchanged. It is essential to inform patients about
these underlying risks based on their refractive status.

Parameters such as disc appearance, RNFL thickness, ganglion cell analysis, and VF appearance should remain stable
after surgery, as reported by numerous studies.”>*’ Structural and functional assessments are particularly important for
high-risk patients due to potentially unreliable IOP readings post-surgery. The frequency of monitoring should be
determined based on the patient’s risk level and the likelihood of developing glaucoma. For high-risk patients, prompt
referral to a glaucoma specialist may be beneficial.

Postoperative Glaucoma Complications After Laser Ablative Procedures
Interface Fluid Syndrome (IFS)

Also known as pressure-induced stromal keratitis (PISK) and pressure-induced interface keratitis (PIRK), IFS can occur
at any time postoperatively, with the longest reported case being 16 years after surgery.**>° It can affect any type of
corneal-ablative refractive surgery that involves the creation of a corneal interface, including KLEx.>' This condition
arises due to two main factors: increased IOP triggered by postoperative steroid use and corneal endothelial dysfunction.
The elevated IOP causes fluid to shift from areas of high pressure through the endothelium to areas of lower pressure,
such as the interface space in post-surgical patients.

Typically, patients with IFS present with prolonged steroid use, elevated IOP, and corneal edema. It is crucial to note
that IOP readings from GAT may be falsely low due to the compressibility of the fluid-filled interface.’* Therefore, if IFS
is suspected, it is recommended to measure IOP at the peripheral cornea using a different tonometer. Anterior segment
OCT can be valuable in detecting fluid accumulation in the interface and monitoring the clinical course.

The primary differential diagnosis for IFS is often diffuse lamellar keratitis (DLK), a rare, non-infectious complication of
refractive surgery that generally occurs during the early postoperative period. DLK is characterized by inflammatory infiltrates
beneath the corneal flap interface.’® Patients with DLK typically present within one week after surgery with symptoms such as
photophobia and blurry vision, often having normal IOP. Due to its inflammatory nature, DLK generally responds well to
corticosteroid therapy, in contrast to IFS, where corticosteroids are often a triggering factor.

Treatment for IFS involves immediate cessation of steroids and lowering IOP. Previous reports indicate that 33.3% of
IFS patients required glaucoma surgery. Over 50% of patients see resolution within one month and achieve a final
corrected distance visual acuity of 20/25 or better. Patients with a history of corneal endothelial dysfunction have an 18-

fold increased risk of needing surgical intervention.>*

Steroid-Induced Ocular Hypertension

Postoperative refractive surgery regimens generally require the use of steroids, often aggressively, especially post-PRK.
Reports indicate that 40% of eyes undergoing PRK develop ocular hypertension (OHT) within 12 weeks
postoperatively.”® Treatment for this condition includes topical and systemic anti-glaucoma agents to lower IOP.
Prompt discontinuation or minimization of steroid therapy is essential and should be initiated as early as possible.’*>’

It is recommended to closely monitor IOP in PRK patients, with measurements taken within 1-2 weeks after surgery.
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For other refractive surgeries, such as LASIK and KLEX, topical steroids are generally used for shorter durations, but [OP
still needs to be monitored. However, the risk of IFS should be considered, particularly in cases of prolonged steroid use.

Glaucoma Progression

There is no strong evidence to suggest that refractive surgery is a risk factor for glaucoma or glaucoma progression.
Previous studies have indicated that glaucoma progression in newly diagnosed patients with a history of refractive
surgery is not significantly different from those without such a history.”® However, if glaucoma is suspected at any stage
of the surgical process, prompt referral to a glaucoma specialist is recommended.

Considerations for Intraocular Refractive Surgery

Intraocular refractive surgery can be categorized into refractive lens exchange and phakic intraocular lens (IOL) implants.
Refractive lens exchange carries surgical risks similar to elective cataract surgery, while phakic IOLs present higher associated
risks. Phakic IOLs are further divided into anterior chamber and posterior chamber types. Currently, phakic IOLs are primarily
indicated for correcting high myopia. All cases require an adequate anterior chamber depth, and a peripheral iridotomy (PI)6 is
necessary to prevent pupillary block glaucoma before or during phakic IOL surgery, except when using newer generation
phakic IOLs, such as the EVO ICL (Staar Surgical, Monrovia, CA). Preoperative evaluation for intraocular refractive surgery
closely resembles that of cornea-based procedures. However, certain conditions warrant special attention. For instance, small
eyes carry a higher risk of ciliary block glaucoma, and nanophthalmic eyes are prone to uveal effusion, which may necessitate
posterior sclerotomies during surgery. Postoperative IOP measurement is generally more straightforward, as intraocular
refractive surgery does not alter corneal biomechanics.

Anterior Chamber Phakic IOL

In anterior chamber phakic IOL procedures, only 1.6% of 1140 eyes experienced IOP > 30 mmHg, most of which
occurred one day postoperatively and did not persist beyond 20 days. Most cases were attributed to retained viscoelastic
material and/or a steroid response. One eye, in which a peripheral iridotomy was not performed, developed a pupillary
block.”® A long-term study on anterior chamber phakic IOL demonstrated that mean IOP remained stable over 10
years.®® Although earlier reports noted occasional cases of IOP elevation, no instances of visual field loss or optic nerve
damage were observed.®’

Posterior Chamber Phakic IOL

The posterior chamber phakic IOL or implantable collamer lens is positioned in the posterior chamber and can lift the iris
into the anterior chamber, which may reduce the anterior chamber angle, affecting the flow of aqueous humor.> An
improperly sized phakic IOL that results in a high vault is associated with a narrow anterior chamber angle. Preoperative
screening should include assessing the anterior chamber angle (at least Shaffer grade 3 or 4) and anterior chamber depth,
along with selecting the appropriate size of the phakic IOL. A study by Lingling in 2019 found no increase in IOP in
cases with shallow anterior chambers (ACD < 2.8 mm) before surgery.> Previous studies have published reliable
algorithms using anterior segment metrics to predict postoperative anterior chamber angles (ACAs) for ICL surgery.®*
This approach helps prevent overlooked risks of ACA narrowing, enhancing surgical accuracy and safety, but long-term
safety and stability still require further investigation.

The increase in IOP after ICL procedures ranges from 0.8% to 26.2%.%° An early transient rise in postoperative IOP is
now believed to be more related to steroid use or retained viscoelastic than to the surgery itself and usually resolves with
temporary topical medication.®®®” However, some cases report long-term increases in IOP caused by pupillary block
despite the presence of a patent PI, as well as pigment dispersion from iris chafing by the IOL.**’ These complications
may require additional iridectomies, glaucoma surgery, and lens explantation.®®’*’" To decrease the risk of these
potential issues, adequate iridotomies should be performed, and excessive ICL vault should be avoided (usually by
preventing overestimation of the ICL size). Recent studies on new-generation posterior chamber phakic IOLs with
a central port, such as the EVO/EVO+ ICL (Staar Surgical, Monrollia, CA), have shown promising results, with no
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significant increase in IOP and no new cases of glaucoma in a study of 225 eyes.”* Postoperative monitoring should
include IOP measurement, gonioscopy, and anterior segment evaluation to detect and manage any complications.

Conclusions

A thorough preoperative evaluation is essential when considering refractive surgery in patients at risk for glaucoma. This
includes a detailed history, comprehensive ophthalmic examination, and gonioscopy to identify high-risk individuals and
guide the selection of the most appropriate surgical approach. Baseline IOP measurements, along with both anatomical
and functional assessments, are crucial in patients suspected of having glaucoma. While intraoperative IOP spikes are
unlikely to cause significant structural or functional damage, postoperative IOP measurement may be complicated by
changes in central corneal thickness and corneal biomechanics in laser ablative procedures. In these cases, alternative
tonometry methods are recommended over GAT. Surgeons should also be aware of potential glaucoma-related post-
refractive surgery complications such as IFS and steroid-induced ocular hypertension. Close monitoring of IOP and
potential complications is essential, and prompt referral to a glaucoma specialist is advised if glaucoma is suspected at
any stage of the surgical process.
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