
every hour, and oral prednisone at
a dosage of 50 mg/d for 3 days. There
was no recurrence of epithelial in-
growth or diffuse lamellar keratitis.
Culture results remained negative.
All sutures were removed on post-
operative day 11. The predniso-
lone was tapered, and the ofloxacin
treatment was discontinued. At post-
operative month 8, there was mild
interface haze (Figure 3). In the af-
fected eye, the uncorrected visual
acuity was 20/25, and the best spec-
tacle-corrected visual acuity was
20/20 with a refractive error of −0.50
D + 0.75 D � 72.

Comment. Previous methods of cor-
recting a completely avulsed cor-
neal flap following LASIK have been
limited to epithelial supportive mea-
sures including application of a ban-
dage contact lens, topical steroids to
minimize haze, prophylactic topi-
cal antibiotics, lubrication, and vigi-
lant observation to detect second-
ary infection. Although the lamellar
flap is thought to be refractive neu-
tral, secondary haze or irregular
astigmatism may cause complica-
tions in these eyes.5,6 However, if the
amputated flap is found, consider-
ation can be given to replacement of
the flap. The free cap should be care-
fully inspected to evaluate whether
it is still viable. If the integrity of the
free cap has been excessively com-
promised (ie, traumatically shred-
ded) or it has become necrotic, it

should not be replaced. If it re-
mains viable, any epithelialization of
the stromal bed should be carefully
removed, and the free corneal flap
should be cultured, irrigated, and re-
placed with or without sutures. Su-
turing the flap may prevent epithe-
lial ingrowth and assist in stretching
the previously folded flap to pre-
vent striae formation. Caution
should be exercised to prevent mis-
alignment of the flap or replacing the
flap with the epithelial side down.
Misalignment of the flap may not
only result in irregular astigmatism
but also predispose the patient to the
development of epithelial in-
growth. Careful inspection of the
flap under high magnification will
demonstrate a smooth, shiny sur-
face (Bowman membrane) and a
slightly dull, rough surface (stroma).
A bandage contact lens is placed
over the eye. Prophylactic broad-
spectrum antibiotics and topical
steroids may also be indicated.
During the postoperative period,
the culture results should be moni-
tored and the patient should
receive daily follow-up to provide
the earliest diagnosis of a secondary
infection.
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The Use of Apraclonidine
in the Diagnosis of Horner
Syndrome in Pediatric
Patients

Horner syndrome refers to a condi-
tion where oculosympathetic path-
way damage or dysfunction can
cause ptosis, miosis of the pupil, and
anhydrosis.1 Congenital Horner syn-
drome is most commonly idio-
pathic or due to a traumatic birth.
Acquired Horner syndrome in chil-

Figure 3. At postoperative month 8, the flap is well
positioned with only mild interface haze.
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