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Purpose: To assess the characteristics of patients presenting to American-European Congress of Ophthalmic Surgery (AECOS)
member practices for vision correction procedures and determine how age, refractive error, and ophthalmic anatomical characteristics
determine the choice of refractive procedure.

Patients and Methods: This retrospective multicenter cohort study included data of myopic patients who underwent bilateral
refractive surgery in 2023 at 18 refractive surgery practices. Study parameters included the procedure performed, surgical location,
manifest refraction (MRSE), Pentacam D value, anterior chamber depth, and central pachymetry.

Results: Overall, 1,866 eyes of 933 patients were included. LASIK was the most common refractive surgery procedure (65.5%),
followed by ICL (13.3%), PRK (12.1%), and KLEx (8.6%). Of all the procedures, 59.4% were performed in a laser suite, 26.3% in an
in-office operating room (OR), 13.8% in an ambulatory surgery center (ASC), and 0.5% in a hospital OR. The mean MRSE was —4.36
D. Among laser vision correction procedures (LASIK, PRK, and KLEx), 43.6% had low myopia (MRSE range: —0.25 to —3.00 D),
43.1% had moderate (—3.01 to —6.00 D), and 13.3% had high myopia (>6.00 D). Among all ICL cases, 3.6%, 21.0%, and 75.4% were
performed in low, moderate, and high myopes, respectively. Among eyes that underwent LASIK or KLEx, 2.8% had thinner corneas
(central pachymetry <500 um), which was significantly lower than 12.4% of eyes undergoing PRK (p<0.001) and 11.7% of those
undergoing ICL surgery (p<0.001).

Conclusion: The study’s findings help to understand and better define the refractive surgery choices made by patients and surgeons.
LASIK contributed to almost two-thirds of the refractive surgery procedures.
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Introduction
Refractive surgery has been performed in the US for more than 25 years. The contemporary refractive surgery practice
offers patients the opportunity for spectacle independence with both corneal and lens-based technologies. Corneal
refractive surgery procedures include laser in situ keratomileusis (LASIK), photorefractive keratectomy (PRK), and
femtosecond laser keratorefractive lenticule extraction (KLEx) procedures, such as small-incision lenticular extraction
(SMILE). Excimer lasers in the US are approved to treat up to 12.00 D of myopia and 6.00 D of astigmatism. The
VisuMax femtosecond laser (Carl Zeiss Meditec AG, Jena, Germany) used in most KLEx procedures in the US is
approved to treat up to 10.00 D of myopia and up to 3.00 D of astigmatism. Corneal laser refractive surgery may not be
appropriate for patients with thin or compromised corneas, very high myopia, or a projected high rate of tissue removal
from the laser treatment.'

Lens-based refractive surgery options include implantation of a phakic intraocular lens or removal of the crystalline
lens and replacement with an intraocular lens (IOL) in a refractive lens exchange (RLE). The STAAR EVO Implantable
Collamer Lens (ICL) implanted in phakic IOL surgeries is approved for between 3.00 and 20.00 D of myopia and up to
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4.00 D of astigmatism.” RLE can be performed with any commercially-available IOL but is typically delayed until
patients have lost significant accommodative capabilities with their natural lens. Lens-based surgery is more invasive
than corneal laser refractive surgery; however, it may provide more spectacle freedom for presbyopic patients and those
who have even the early stages of dysfunctional lens syndrome.

Extensive market information is available on the total number of procedures performed in the US, based on laser
cards and lenses sold. In the early years of refractive surgery, Leaming and Duffey published annual surveys that
addressed surgeons’ refractive choices and thresholds for various refractive procedures.®'* Since then, despite technol-
ogy advancements, there have been almost no published studies focusing on the patient characteristics that determine
which refractive procedure is selected for treatment. Additionally, there is little information about the influence of type
and degree of refractive error or other patient characteristics that determine the procedures that are offered by surgeons
and ultimately selected by patients in the contemporary refractive surgery practice.

The purpose of this study was to enhance the understanding of the characteristics of patients presenting to AECOS
member practices for vision correction procedures and to analyze how age, refractive error, and ophthalmic anatomical
characteristics determine the choice of refractive procedure. Additionally, this study was designed to gather insights
regarding the procedure site of service.

Materials and Methods

This retrospective chart review was conducted in accordance with the tenets of the Declaration of Helsinki and was
approved by the Salus Independent Review Board with a waiver of informed consent, as data were collected as a part of
routine clinical practice. No protected health information was collected, and anonymized data was used for analysis.

The authors conducted this retrospective study on behalf of the AECOS Refractive Interest Group. Nineteen
participating refractive surgeons at 18 private practices were asked to collect retrospective data on myopic patients
who underwent refractive surgery in 2023. Cases were recorded beginning 12/31/2023 and working backwards until 100
eyes of 50 patients had been recorded by each practice. This provided data from a sample of 1,866 eyes from AECOS
participating sites across the US.

All of the participating sites included in the study had access to the lens-based vision correction options (phakic IOL/
RLE) and one or more of the laser vision correction technologies (LASIK/PRK/KLEX) from various manufacturers.
Patients aged 18 to 45 years with healthy eyes undergoing bilateral refractive surgery were included in the analysis. This
age range was chosen to encompass patients who would generally have been eligible to undergo either lens-based or
cornea-based vision correction procedures and who had not yet developed cataracts or significant presbyopia. Refractive
surgery is considered to be elective surgery; as such, insurance coverage or authorization was generally not relevant to
determining procedure choice in the evaluated cases. Eyes that were undergoing treatment for hyperopia, re-treatment,
treatment post-keratoplasty, phototherapeutic keratectomy (PTK), relaxing incisions only, or any refractive surgery
performed in conjunction with cataract surgery, intracorneal ring segments, or corneal collagen cross-linking were
excluded. Also, patients requiring more than one refractive treatment (bioptics or enhancement procedures) were
excluded.

Data collected included patient demographic information, laterality, date of surgery, procedure performed, surgical
location, and pre-operative manifest refraction. In addition, ACD (anterior chamber depth - distance from the epithelium
to the anterior surface of the lens (anterior capsule), or AQD (aqueous depth - distance from the endothelium to the
anterior capsule of the lens), as routinely used by the site depending upon the measurement device available, central
pachymetry, and Pentacam “Final D” value (if a site used the Pentacam device for screening) were also collected. The
final “D” value from the Pentacam’s Belin/Ambroésio Enhanced Ectasia Display (BAD) is a diagnostic score used to
assess the risk of corneal ectasia following surgery.'"'? A final D value of less than 1.6 is considered normal; between

1.6 and 2.6 suggests a suspicion of ectasia; and a value greater than 2.6 indicates a high risk of developing ectasia.'''?

Statistical Analysis
No a priori hypothesis testing was performed in the present study; therefore, no a priori sample size calculations were
performed. A sample of 100 from each participating surgeon was planned to yield a fairly large sample of ~1900 eyes
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across the participating clinical sites. Data analysis was performed using SPSS software version 27 for Windows (IBM
SPSS Statistics 27, IBM Inc., Armonk, NY). Descriptive statistics on continuous variables included mean and standard
deviation, where appropriate. For categorical/ordinal data, the descriptive values included frequencies or percentages.
Normality of the scale data was checked using the Kolmogorov—Smirnov test. Analyses were planned post hoc to
identify statistically significant trends and associations/correlations, where applicable. Analyses stratifying results by the
availability of KLEx technology and volume of ICL surgery per center were also conducted.

For the comparison of the scale data between two subgroups (where applicable), an independent #-test was used if
data were normally distributed, or the non-parametric counterpart, the Mann—Whitney test was used for non-normally
distributed data. To compare proportions, the Chi-square test was used. All analyses were exploratory, and they were run
on the observed data (no imputations were performed) and not adjusted for multiplicity. P values of <0.05 were
considered statistically significant.

Logistic regression was used to evaluate the association of demographic (patient age and gender) and baseline
parameters, such as sphere, cylinder, MRSE, Pentacam D value, ACD, AQD, and pachymetry, on the choice of refractive
procedure. Variables showing p <0.05 in the binary logistic regression were again assessed in multiple logistic regression
to identify the association of these parameters with the procedure choice.

Results

In all, 1,866 eyes of 933 patients were included in the analysis. Table 1 shows the demographic and refractive
characteristics of patients across all the refractive procedures analyzed. The mean age of patients was 31.7. LASIK
was the most commonly performed refractive surgery procedure overall (65.5%), followed by ICL (13.3%), PRK
(12.1%), and KLEx (8.6%) (Figure 1A). Among the 18 practices reporting data, LASIK ranged from 5.9% to 100%
of each practice’s total refractive procedures during the study period; PRK from 0% to 66.7%; ICL from 0% to 34.7%;
KLEx from 0% to 65%; and RLE from 0% to 6.1%. In a subgroup analysis of patients with myopia >3.0 D, the
percentage of patients receiving ICL was 20% (241/1,197).

The mean age of patients undergoing LASIK was 31.3 years compared to 30.3 for PRK, 31.7 for KLEx, 32.0 for ICL,
and 39.6 for RLE. All procedures were performed across the full age range of patients evaluated in the study (age 18—45)
except for RLE, which was not performed in any patient younger than 33 years of age.

Overall, 59.4% of all the procedures were performed in a laser suite, 26.3% in an in-office operating room (OR),
13.8% in an ambulatory surgery center (ASC), and 0.5% in a hospital OR. Laser procedures were primarily performed in
a laser suite or in-office OR, while lens-based procedures were primarily performed in an ASC or in-office OR suite
(Figure 1B).

Table | Demographics and Baseline Characteristics

Number of Patients 933
Number of eyes 1866
Age (years) (Mean % SD) 31.7+65

Manifest refraction spherical equivalent (D) (Mean * SD) (range) | —4.36 + 2.78 (—23.38 to —0.25)

Refractive sphere (D) (Mean * SD) (range) —4.28 + 2.80 (—24.0 to 0.0)
Refractive cylinder (D) (Mean * SD) (range) —0.15 + 1.30 (6.0 to 5.75)
Pentacam D (Mean + SD) 091 +0.74
Internal ACD (mm) (Mean * SD) 3.20 £ 0.33

ACD (mm) (Mean % SD) 376 £ 1.10
Central pachymetry (um) (Mean * SD) 549.26 + 32.93

Abbreviations: SD, standard deviation; ACD, anterior chamber depth; D,diopter.
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Figure 2 Mean (A) manifest refractive spherical equivalent, (B) refractive sphere, and (C) refractive cylinder by procedure.
Abbreviations: LASIK, Laser-Assisted in Situ Keratomileusis; PRK, Photorefractive Keratectomy; ICL, Implantable Collamer Lens; RLE, Refractive Lens Exchange; KLEx- femtosecond
laser, keratorefractive lenticule extraction procedures.

The mean manifest refractive spherical equivalent (MRSE), spherical error, and astigmatism by procedure are shown
in Figure 2. The distribution of the cylinder is shown in Figure 3. Overall, 29.7% of eyes had refractive cylinder <0.25 D,
38.6% had cylinder between 0.26 D and 1.00 D, 21.5% of eyes had refractive cylinder between 1.01 and 2.00 D, and
10.2% of eyes showed refractive cylinder >2.00 D. Among all laser vision correction (LVC, combination of LASIK,
PRK, and KLEXx) procedures, 43.6% were in low myopes (MRSE of —0.25 to —3.00 D), 43.1% were in moderate myopes
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Figure 4 Distribution of procedure type by degree of myopia.
Abbreviations: LASIK, Laser-Assisted in Situ Keratomileusis; PRK, Photorefractive Keratectomy; ICL, Implantable Collamer Lens; RLE, Refractive Lens Exchange; KLEx- femtosecond
laser, keratorefractive lenticule extraction procedures.

(—=3.01 to —6.00 D) and 13.3% were performed in high myopes (>6.00 D). Among all ICL procedures, 3.6%, 21.0%, and
75.4% were performed in low, moderate, and high myopes, respectively (Figure 4). The average degree of myopia treated
was —8.72 D in ICL patients compared to —3.63 D in LVC patients.

There was a statistically significant but very weak correlation between sphere and cylinder (R =0.13, p <0.001). The odds of
performing ICL over LVC were analyzed in the right and left eyes separately using multiple logistic regression. Sphere and
cylinder were found to be independently contributing to the odds of undergoing ICL vs LVC. As the magnitude of the myopic
sphere or cylinder increased, the odds of undergoing ICL increased significantly (p <0.001). ICL patients had an average of 1.42
D of refractive cylinder, while the LVC patients had an average of 0.86 D. Additionally, 50.8% of patients receiving an ICL had
>1.00 D of astigmatism, more than for any other procedure and nearly double the percentage of LVC patients (28.7%) with >1.00
D of astigmatism.

Of the 1,866 eyes included in the study, Pentacam D values were available for 1,351 eyes, and analyses were performed on
the observed data (n=1351). Mean Pentacam D in eyes treated with LASIK or KLEx was 0.86, compared to 1.06 in PRK eyes (p
<0.001) and 1.01 in ICL eyes (p = 0.253). Mean ACD was 3.76 + 1.10 mm and mean AQD was 3.20 £ 0.33 mm across all
procedures, with minimal variation by procedure choice. Mean central pachymetry was 549.26 +32.93 um across all procedures;
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the distribution of central pachymetry is shown in Figure 5. Overall, 5.6% of eyes had central pachymetry <500 pm, and 94.4% of
eyes had a central pachymetry >500 pm. Mean central pachymetry in eyes treated with LASIK or KLEx was 551.5 £ 31.2 um,
compared to 540.7 =36.5 um in PRK eyes (p <0.001) and 544.9 £37.3 um in ICL eyes (p = 0.056). Among eyes that underwent
LASIK or KLEX, 2.8% had thinner corneas (central pachymetry <500 um). This was significantly lower than the 12.4% of eyes
undergoing PRK (p <0.001) that had thinner corneas and 11.7% of those undergoing ICL surgery (p <0.001).

The overall proportion of procedures performed was stratified by ICL usage: higher (>20% of all procedures during the study
period were ICL) and lower (<20% of all procedures were ICL). Among higher ICL usage sites, laser-based procedures
accounted for 70.9% of the procedures, whereas for lower ICL usage sites, 91.7% were laser-based procedures (Table 2). Higher
ICL usage sites performed 29.4% of ICL procedures on patients with low to moderate myopia (<6.00 D), compared with 18.7%
by lower ICL usage sites (Figure 6). For sites performing KLEx procedures, excimer laser-based procedures such as LASIK and
PRK accounted for 46.1% of procedures. For sites not performing KLEx procedures, 88.5% of all procedures were excimer
laser-based procedures (Figure 7).

The 5 surgeons who performed KLEx procedures in the study performed fewer LASIK/PRK procedures (46.0% vs
88.5%, p <0.001) and more ICL procedures (19.6% vs 11.1%, p <0.001) than surgeons at the other 14 centers. One site
had access to a KLEx laser but did not perform any KLEx procedures.

Table 2 The Overall Proportion of Procedures, Mean MRSE, and Cylinder for Each
Procedure, Stratified by ICL Volume During the Study Period

Proportion of Procedures*(%) | MRSE (Mean * SD) | Cylinder (Mean * SD)

Higher ICL usage sites (>20% of all procedures)

LASIK 37.3% —3.28 + 2.04 1.03 + 1.05
PRK 17.7% -3.18 £ 1.77 0.84 £ 0.71
ICL 27.4% —8.00 + 3.13 1.30 £ .18
KLEx 15.9% —3.94 + 1.58 0.88 + 0.82
RLE 1.6% —5.19 + 495 0.88 + 0.98

Lower ICL usage sites (<20% of all procedures)

LASIK 75.7% —3.75+ 1.92 0.87 + 0.85
PRK 10.0% —3.79 £ 2.11 1.08 + 1.0l
ICL 8.2% —9.20 + 3.76 0.90 + 0.8
KLEx 6.0% —4.42 +2.26 0.90 + 0.87
RLE 0.1% —3.38 £ 0.35 0.00 + 0.00

Notes: *Among higher and lower ICL usage sites.
Abbreviations: MRSE, Manifest refraction spherical equivalent; SD, standard deviation.
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period.

Abbreviations: LASIK, Laser-Assisted in Situ Keratomileusis; PRK, Photorefractive Keratectomy; ICL, Implantable Collamer Lens; RLE, Refractive Lens Exchange; KLEx- femtosecond
laser, keratorefractive lenticule extraction procedures.

Discussion

LASIK has been the dominant refractive surgery procedure in the US since 1999.13 Among this sample of US refractive
surgeons who are members of AECOS, LASIK was found to still be the most commonly selected procedure, accounting
for 65.5% of all procedures performed. The widespread popularity of LASIK stems from its consistent delivery of
excellent outcomes, with minimal postoperative pain and inflammation, and rapid visual rehabilitation."*'® However, not
all patients are good candidates for LASIK. As refractive technology has evolved, many refractive surgeons perform
multiple types of laser- and lens-based surgery, with the goal of finding the best-fit procedure for each patient. Centers
that performed any KLEx procedures during the present study performed fewer PRK and LASIK procedures and more
ICL procedures than centers that did not perform any KLEx. Access to specific laser technologies may affect procedure
choice.

Lens-based procedures are increasingly important, with the present study finding that almost 14% of procedures
performed were ICL or RLE. This mirrors trends in Europe. According to the 2023 European Society of Cataract and
Refractive Surgery (ESCRS) Clinical Trends Survey,'’ the majority of European refractive surgeons (66%) foresee their
usage of phakic IOLs increasing in the coming years due to the perceived advantages of corneal tissue preservation and
reversibility. However, cost and lack of access remain barriers, according to respondents to that survey.

The present study shows that 59.4% of all refractive procedures are performed in a laser suite, compared to 26.3% in
an in-office OR suite, 13.8% in an ASC, and 0.5% in a hospital OR. All KLEx procedures (100%) and almost all PRK
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procedures (97.8%) were performed in the office, in either a laser or an OR suite. Compared to the other two forms of
laser refractive surgery, LASIK is slightly more likely to be performed in an ASC, although most LASIK procedures
(91.9%) were still performed in the office.

ICL procedures were more likely to be performed in an in-office OR suite (33.5%) or in an ASC (61.7%). Having
access to an ASC or in-office OR suite may be an important factor when surgeons are considering offering ICL, as these
settings may be more conducive to the bilateral, same-day surgery typically favored for ICL surgery. Conversely, it may
be a barrier to adoption for those who do not have access. Additionally, the approved treatment range for the various
refractive technologies may also affect procedure choice.

In this sample of procedures performed in 2023, nearly 22% of the eyes treated were highly myopic (>6.00 D of
myopia), which is significantly higher than the approximately 4% incidence of high myopia among US adults,'®
supporting the long-held belief that high myopes are more likely to seek out refractive surgery.

While some of these highly myopic eyes may have fallen within the approved indications for LASIK or PRK, the
literature suggests that clinicians often have a lower threshold for the range at which they are comfortable performing
Lvc.”

In a recent meta-analysis, Fu et al reported that higher myopes (>6.00 D of myopia) treated with KLEx or
femtosecond LASIK had similarly safe and efficacious outcomes, although there appeared to be come advantages for
KLEx in terms of aberrations and corrected distance acuity.”’ Multiple authors have suggested that it is reasonable to
choose phakic TOL surgery for patients with >6.00 D of myopia.?'** In the present study, the distribution of procedure
type by MRSE shows that ICL has a much higher mean degree of myopia than other procedures. In all, 75.4% of ICL
procedures were performed in high myopes. However, 13.5%, 9.8%, and 16.8% of LASIK, PRK, and KLEx procedures
were performed in high myopes.

Patients with either high sphere or high cylinder were more likely to undergo ICL implantation than any LVC
procedure. However, it is also notable that 24.6% of ICL cases were in eyes with <6.00 D of myopia, and 8.4% of ICL
cases were in eyes with <4.00 D of myopia, suggesting that surgeons’ comfort with phakic IOL surgery in mild to
moderate myopia may be increasing.”> Good efficacy in such populations has been reported.®> Centers with higher ICL
usage performed more of their ICL procedures on patients with low to moderate (<6.00 D of myopia) (29.4%) compared
to those with lower levels of ICL utilization (18.7%).

More than 70% of the patients who underwent refractive surgery in this large retrospective study conducted in
practices across the US had significant astigmatism (>0.25 D) (Figure 6). This should counter the persistent myth that
patients with astigmatism cannot have LVC.

RLE was rarely performed in this study population of patients aged 45 years or younger. With only 10 of 1,866 eyes
receiving RLE, the number of cases of RLE in the age group studied was too low to make valid comparisons to other
groups. Although presbyopic add power and lens status were not evaluated in the study, one can presume that RLE is
more commonly performed in patients with older age and more advanced presbyopia. In addition, the risk of retinal
detachment after lens removal, while still low, is higher in young myopic patients who have not yet developed a posterior
vitreous detachment (PVD). Thus, clear lens extraction is not as likely to be recommended in young patients until a PVD
has developed, thus decreasing the patient’s risk profile.

Final D is a measure of ectasia risk automatically calculated by the Pentacam device’s BAD. Patients with higher

11.24 while this is less of a concern when

D values are at higher risk of ectasia when undergoing LASIK and KLEXx,
undergoing PRK or ICL. However, only the PRK cohort in the present study had a D value that was significantly higher
than the D value of the LASIK and KLEx cohorts. The average D value in the ICL group fell between the PRK and
LASIK/KLEx groups, but the differences were not statistically significant.

Patients undergoing PRK tended to have thinner corneas, on average, than patients undergoing LASIK or KLEx.
Patients with very thin corneas (with central corneal pachymetry <500 um) were significantly more likely to undergo
tissue-sparing PRK or ICL procedures, rather than LASIK or KLEx.

Implantation of an ICL requires a “true” ACD (measured from the corneal endothelium to the anterior crystalline lens

capsule) of >3.00 mm.>> Although most subjects in the present study (76.9%) had an ACD that would not have
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disqualified them from ICL surgery, an ACD shallower than 3.0 mm, disqualifying the patient from receiving an ICL,
may have been a factor in procedure choice for some patients.

Practices that performed KLEx during the study period performed almost no PRK and performed fewer LASIK
procedures than practices that did not report any KLEx procedures. Most of the practices that did not perform any KLEx
procedures did not have the laser technology needed for this procedure.

Results were stratified by the volume of ICL implantation per practice. Practices were divided into two groups:
the “top quartile”, which included 5 surgeons whose ICL procedures made up 20% or more of their total refractive
surgeries, and the “bottom three quartiles”, which included the remaining 14 surgeons for whom ICLs constituted
less than 20% of their refractive procedures. This stratification allowed for comparison of refractive trends between
high-ICL volume practices and those with lower ICL usage. Mean MRSE for ICL procedures was —8.00 + 3.13 D (N
= 136) in the higher ICL usage group, compared to a mean MRSE of —9.20 £3.76 D (N = 112) in the lower ICL
usage group, suggesting that surgeons who are more comfortable performing ICL offer it to a wider range of
patients.

This is a real-world retrospective study to determine the overall trends in refractive surgery choices across the 18
participating US sites and, therefore, had some limitations. While the participating sites had access to lens-based vision
correction options (phakic IOL/RLE) and to one or more laser vision correction technologies (LASIK/PRK/KLEX), not
all practices had access to all the different procedures available in the US market. Differences in surgeon practice models,
where the availability of refractive procedures and measurement devices across sites is likely to vary, may introduce
selection bias and influence the findings observed in this study. Analyses were planned post hoc to identify statistically
significant trends and associations/correlations. Since a priori sample size calculations were not warranted in this trend
analysis, all analyses were exploratory and were not adjusted for multiplicity; statistical inferences should be interpreted
cautiously. Since bioptics/enhancement procedures were excluded, the study reflects trends observed in primary cases.
While the present study was designed to identify current trends in refractive procedure choice across AECOS member
sites, future studies across a wider range of sites and geographical locations may provide more generalizable insights.
Future studies may incorporate participating surgeons’ procedure selection criteria, outcomes, and patient-reported
outcomes to provide more comprehensive insights.

To the best of our knowledge, the present study is the first of its kind in many years to evaluate trends in refractive
surgery across multiple US refractive practices. We found wide variation in procedure choice by practice, irrespective of
patient characteristics. Even among this relatively high volume, experienced sample of refractive practices, surgeon
experience, practice orientation, and technology access can produce quite different profiles of procedure choice and
surgery site.

As participating practices were all in the US, the distribution of refractive procedures, demographics, and procedure
site preferences may differ in other countries. A limitation of the study is that only 6 of 19 participating surgeons had
access to the laser used to perform KLEx procedures, which may have skewed their choices. Additionally, practices were
asked to report their last 100 eyes treated in 2023. It is possible that if a longer period (more eyes) had been assessed, or
data had been gathered in 2024, the trends might be slightly different.

Conclusion

This retrospective evaluation of age, gender, refractive error, and ophthalmic anatomical features of a large cohort
of treated patients can help better understand and define the refractive surgery patient and the refractive surgery
choices of patients and surgeons at participating AECOS member practices in the US. More than 85% of the
procedures were performed in a laser suite or an in-office OR suite. LASIK procedures made up almost two-thirds
of the refractive surgery procedures. Patients with high sphere or cylinder were more likely to undergo ICL
implantation than LVC procedure; however, a quarter of ICL cases were in eyes with myopia of <6.00 D,
suggesting that surgeons are becoming comfortable with performing phakic IOL surgery in eyes with mild to
moderate myopia. In addition, patients are being educated to consider a variety of laser options and intraocular lens
based alternatives to traditional laser vision correction, when appropriate. Overall, refractive trends are evolving as
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surgeons have more options to customize a patient’s treatment according to age and degree of myopia and
astigmatism.
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