OPHTHALMIC INTELLIGENCE EUROPE CLINICAL PATHWAY - 2026 / VERSION 1.4

From Patient Profile to IOL Strategy

Evidence-informed clinical pathway - Read at a glance

01 PATIENT PRIORITIES

Visual tasks Spectacle goals Photic tolerance

Distance - screen - reading Readers acceptable? Night driving - halos

02 OCULAR SUITABILITY + MEASUREMENT CONFIDENCE

Examine the eye Confirm reliable measurements
Ocular surface - cornea - macula Repeatable K - topography / tomography
Optic nerve - zonules - binocular status Biometry - prior LASIK / PRK

IF LIMITING / UNCERTAIN IF SUITABLE + REPRODUCIBLE
Optimize - repeat - investigate Compare IOL strategies

03 MATCH THE GOAL TO A STRATEGY

(N
Optical quality first Intermediate priority Broader spectacle range

Monofocal / enhanced EDF / selective monovision Multifocal / trifocal

PARALLEL: TORIC PLAN (P2) - CORNEAL OPTICS (P3) - SHARED DECISION
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Toric Planning Begins with the Incision

Preoperative cylinder is a starting point — predicted residual cylinder drives the final comparison.

01 FOUR INPUTS, ONE VECTOR-BASED DECISION

01 02 03 04

CORNEAL ASTIGMATISM —> INCISION PLAN —> SURGEON SIA —> TORIC MODEL
Magnitude + steep axis Meridian - final width (mm) Vector centroid + variability PCA + ELP

Regular - repeatable Wound architecture / technique Matched to incision / surgeon Residual magnitude + axis

LOW CYLINDER =0.50-1.50 D: compare incision + SIA scenarios; no fixed WTR / ATR cut-offs. [1,2,4]
02 ILLUSTRATIVE WTR CASE — DIFFERENT INCISION STRATEGY

Temporal incision Steep-axis incision
May accentuate WTR component Flattening may reduce cylinder.
Effect depends on the SIA vector. But torque / variability matter.

Illustrative WTR example only - Orange = steep axis / Teal = incision

PCA tendency: WTR component |, - ATR component T - Oblique: recheck magnitude + axis [7]
03 COMPARE PREDICTED POSTOPERATIVE REFRACTION

Non-toric strategy versus Available toric powers / axes [12.4,59]

No own SIA? Declare an incision-matched estimate; test lower / base / higher scenarios (p. 4).

OIE / Evidence, interpreted. 13 OCTOBER 2026 / 02
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Corneal Optics: Reference, Not Veto

Use the measured aberration profile to inform the optical strategy — never a single-number exclusion.

01 CORNEAL WAVEFRONT - 4 MM MEASUREMENT ZONE [3]

Total HOA RMS Coma / trefoil
<0.30 um <0.20 um
Single-MIOL study reference Single-MIOL study reference

Not universal eligibility thresholds. No validated 0.50 um HOA exclusion rule.

02 SIGNED CORNEAL SA (Z4°) + PRIOR ABLATION

Post-myopic LASIK Post-hyperopic LASIK
Often positive SA Often negative SA

Confirm sign + pupil zone Confirm sign + pupil zone

Consider optical compensation Avoid adding negative SA by default

03 OPTICAL INTERPRETATION

Check device + measurement diameter + repeatability + aberration components.

Corneal HOA is not total-ocular HOA. SA sign matters; previous LASIK alone does not determine the lens.

CORNEAL OPTICS - 2026 / VERSION 1.4

SA magnitude

<0.10 um

Single-MIOL study reference

Irregular / decentered

Coma / quality concern

Optimize surface - repeat maps

Reassess complex IOL optics

OIE / Evidence, interpreted.
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Evidence & Interpretation Notes

EVIDENCE & NOTES - 2026 / VERSION 1.4

Methods, uncertainties and primary references - Supporting information for pages 1-3

CLINICAL INTERPRETATION - CONDITIONAL GUIDANCE, NOT FIXED ELIGIBILITY RULES

LOW CYLINDER / TORIC COMPARISON [1,2,4]

At =0.50-1.50 D, compare predicted residual refractive cylinder (magnitude + axis),
non-toric versus available toric powers. Regular anterior K 21.0 D prompts guideline
evaluation; it does not establish final eligibility. Goals and overcorrection risk matter.

CALCULATOR-COMPATIBLE INPUTS [4,9]

Model the actual incision, PCA and effective lens position (ELP; cylinder conversion).
Follow K / total-K and SIA conventions; avoid double counting. Anterior SIA plus
estimated PCA worsened prediction in one specific workflow [9]; this is

WTR / ATR / OBLIQUE [7,8] model-dependent.

PCA often offsets WTR and adds ATR. Incisional flattening depends on meridian,
width and torque; the WTR sketch is conditional. Oblique cases require a full vector
calculation. No universal axis-specific cut-offs.

NO PERSONAL SIA / SENSITIVITY - OIE INTERPRETATION

Declare an incision-matched estimate + source. Compare plausible lower / base / higher
magnitudes and direction variation. Missing data do not justify zero SIA; zero may be
model-specific. If scenarios disagree, reconsider marginal toric benefit. Not a validated

PERSONAL SIA DATA [5,8] rule

Use paired preoperative and stable postoperative K, with the same method. Record
final incision width, meridian, technique and laterality. Derive a double-angle vector
centroid and dispersion, not a mean absolute SIA magnitude. Centroid direction need
not equal incision meridian; use calculator-compatible inputs.

CORNEAL HOA / SIGNED SA [3,6]

4-mm references: 270 patients, one apodized diffractive MIOL; few high-HOA eyes. No
transfer to other optics, devices or zones. Absolute SA magnitude loses sign: assess
signed Z4° / pupil zone separately. Ablation history alone does not prescribe an IOL.
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