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Introduction Clinical Exam Findings Scleral Lens Fitting

Acoustic neuromas are tumors which arise from the 8t cranial nerve.
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Discussion

Scleral lenses were the preferred option for our patient to vault the
iIrregular cornea, address the neurotrophic keratitis, and provide good
vision. While gas permeable (GP) lenses can be an option after corneal
transplantation, post-surgical corneas often have highly irregular surfaces
which can lead to GP decentration and thus mechanical irritation, epithelial
disruptions, and inflammation.3 In our patient’s example, LL’s corneal
topography indicated 12.8D of astigmatism which makes her a poor
candidate for GP lenses. In addition, due to our patient’s dysfunctional
blinking mechanism, a larger scleral lens can help to prevent desiccation of
not only the cornea but the conjunctiva as well.

Our patient had predictable ocular findings as a result of the surgical
removal of her acoustic neuroma. A study looking at ocular complications
due to acoustic neuroma resection found that 38 of 62 (61.3%) patients had
ocular symptoms postoperatively, with 37.1% requiring long term ocular
lubricants, 32.3% requiring tarsorrhaphies, and 3.2% needing penetrating
keratoplasties.? Of note, presence of lagophthalmos and/or corneal
hyposthesia were risk factors for incidence and severity of corneal
pathology.? Our patient presented with both of these risk factors which may
explain the severity of her corneal pathology, thus requiring a penetrating
keratoplasty.

Figure 2. Corneal thickness map highlights thinner cornea centrally in location of graft in the right eye compared to patient’s normal corneal

thickness in the left eye
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Figure 3. Slit lamp photos: external view (left) and optic section of scleral lens over central cornea (right).

irregular corneal surface. In addition, the lenses can address the ocular
surface desiccation which is secondary to neurotrophic keratopathy. Lastly, in
cases of entropion and trichiasis, scleral lenses provide a protective barrier for
the cornea which helps to prevent epithelial defects and infections.
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