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Abstract

The benefits of ceramics in biomedical applications have been universally appreciated as they
exhibit an extraordinarily broad set of physico-chemical, mechanical and biological properties
which can be properly tailored by acting on their composition, porosity and surface texture to
increase their versatility and suitability for targeted healthcare applications. The use of bioceramics
was traditionally addressed to the repair of hard tissues, such as bone and teeth, mainly due to their
suitable strength for load-bearing applications, wear resistance (especially alumina, zirconia and
composites thereof) and, in some cases, bone-bonding ability (calcium orthophosphates and

bioactive glasses). Bioceramics have been also applied in other medical areas, like ophthalmic
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surgery; although their use in such a context has been scientifically documented since the late
1700s, the potential and importance of ceramic ocular implants seem to be still underestimated and
an exhaustive, critical assessment is currently lacking in the relevant literature. The present review
aims to fill this gap giving a comprehensive picture of the ceramic-based materials and implants
that are currently used in ophthalmology and pointing out the strengths and weaknesses of the
existing devices. A prospect for future research is also provided, highlighting the potential of new,
smart bioceramics able to carry specific added values which could have a significant impact for the

treatment of ocular diseases.

Keywords: ~ Hydroxyapatite;  Bioactive  glass;  Alumina; Ceramic-based composites;

Biocompatibility.

1. Introduction

Bioceramics are a special subset of fully-, partially- or non-crystalline ceramic materials that are
specially designed for the repair and reconstruction of diseased or damaged parts of the body. As
reported by Dorozhkin in a very comprehensive historical picture [1], the first known bioceramic
material was plaster of Paris (calcium sulphate): ancient literature dating back to around 1000 AD
notes that calcium sulphate was useful for setting broken bones in ex vivo applications and, by the
end of the 19™ century, orthopaedic surgeons began to use it as a bone filler in vivo.

The applications of bioceramics in the medical field have been mainly related to the repair of hard
tissues, like bone and teeth, and over the years tens of compositions have been investigated and
clinically tested for this purpose. Until the invention of 45S5 Bioglass® by Hench and co-workers in
the early 1970s [2], calcium orthophosphates have been considered the ideal materials for bone
substitution due to their chemical and crystallographic similarity to the mineral phase of

mammalian bones [3]. Bioactive glasses (BGs) and glass-ceramics (BGCs) can bond tightly to bone
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creating a stable interface and stimulate new bone formation while dissolving over time [4,5].
Bioinert ceramics, such as alumina, zirconia and composites thereof, are very suitable materials for
joint prostheses due to their excellent anti-wear and anti-friction properties [6]. Hydroxyapatite
(HA) dense or porous coatings on metal prosthetic components in direct contact with bone (e.g.
femur stem) have been also experimented to improve the implant osteointegration [7]; very
recently, BGC trabecular coatings on alumina and alumina/zirconia composites have been proposed
as the latest evolution of such a strategy [8,9]. Other applications of bioceramics in orthopaedics
and dentistry include restoration of bone loss resulting from periodontal disease in infrabony
defects, dental porcelain crowns, maxillofacial reconstruction, spinal surgery and bone repair after
tumour surgery. All the above-mentioned modes of use were extensively described in valuable
reviews compiled by different leading scientists over the two last decades [6,10-13]. Some other
authors reported comprehensive pictures focusing on specific classes of bioceramics, like calcium
orthophosphates [1,3,14] and BGs [2,4,5], or highlighting their suitability to fabricate bone tissue
engineering scaffolds [15,16]. Recent comprehensive overviews addressed particular themes of
research, like ceramics for joint prostheses [17], controlled drug delivery [18] and the biological
effects of ion dissolution products on cells and tissues [19,20].

After this premise, the use of bioceramics in ophthalmology might seem an unusual, even “exotic”
application, since the eye comprises a variety of soft, delicate and often optically transparent tissues
that are apparently unmatchable with rigid, stiff and usually opaque bioceramics; in this regard,
natural or synthetic polymers, in form of injectable gels or mouldable, flexible products, appear
much more appropriate and are actually more commonly adopted in this medical area [21-24].
Reviewing the existing literature, however, we can find clearly-documented evidences of the use of
ceramics in ocular surgery dating back to the late 1700s [25] and, since then, they have been
experimented and successfully applied in these three fields: (i) oculoplastic surgery for orbital floor
repair, (ii) orbital implants and ocular prosthesis for anophthalmic patients and (iii) keratoprotheses

(artificial cornea). Some reviews dealing with the various biomaterials used in each of these areas
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appeared in recent years [26-30], but major emphasis was given to polymeric substances and
devices, thereby confining bioceramics to an apparently marginal role. Little space was dedicated to
ocular ceramics even in the major overviews specifically concerning the clinical applications of
bioceramics: to the best of the authors’ knowledge, only alumina for keratoprostheses and
HA/polyethylene (PE) composites for orbital floor repair were cited by Hench in his fundamental
publications [10,11,31], and Wilson et al. [32] and Arcos and Vallet-Regi just mentioned the use of
curved glass plates for restoring the eye orbit floor [18].

In this work, for the first time the current applications of ceramic-based biomaterials and implants
in ophthalmology are systematically and exhaustively reviewed; new research directions are also
explored and discussed, highlighting the promises for the future in the light of the recent findings in

tissue engineering and bioactive ceramic science.

2. Clinical background and fields of application

This section provides an essential medical overview that can be useful to non-specialist readers for
better understanding the key characteristics, advantages and limitations of bioceramic implants used
in ocular surgery. Osteoconductive porous bioceramics (e.g. HA) are used by oculoplastic surgeons
as implants for orbital floor repair, which is a clinical field bridging ocular surgery and
maxillofacial reconstruction. External, traumatic impacts to midface, such as blunt injuries, can lead
to orbital blowout fractures in the inferior or medial orbital wall as a result of the abrupt increase in
intraorbital pressure [33]. A fracture in the orbital floor commonly causes herniation of the orbital
fat and other orbital content into the maxillary sinus located underneath (Fig. 1); the orbital floor is
highly vulnerable to fracture because of the remarkable thinness of the roof of the maxillary sinuses
(below 0.50 mm). Timing of repair, modality of surgical intervention and type of implanted
materials used for bone grafting are all critical issues that strongly affect the overall outcomes of

orbital floor fracture treatment [34,35]. Basically, the scope of the implant is to act as a bone graft
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ensuring structural support at the bone defect site (fracture); the implanted material is often
designed as a porous scaffold to promote bone in-growth and a safe anchorage to surrounding host
tissues.

HA and alumina in a porous form are the most commonly used materials for producing orbital
implants (Fig. 2), that are placed in the patient’s anophthalmic socket at the time of evisceration' or
enucleation” in order to allow adequate volume replacement and transmit good motility to the ocular
prosthesis [36,37]. Surgical implantation can be facilitated by wrapping® the implant within a foil of
a smooth material, which is particularly recommended for the implants, like those made of HA,
characterized by an irregular, rough surface. The motility of the aesthetic ocular prosthesis can be
improved by placing a peg in the front of the orbital implant in order to guide the prosthesis
movement in accordance to that of the orbital implant (Fig. 2). Infections following implant
exposure4 are more amenable to treatment in porous implants with respect to non-porous ones (e.g.
silicone or poly(methyl methacrylate) PMMA solid sphere), as vascular in-growth helps to anchor
the implant and permits immune surveillance.

Another application of bioceramics in ocular surgery is related to the fabrication of
keratoprostheses, which are implanted in the eye to replace the central area of an opacified cornea
in patients who are unresponsive to donor corneal transplant. From a general viewpoint, the
keratoprosthesis typically comprises a transparent part (made of glass or quartz in the early designs
and, more recently, PMMA), which is capable of transmitting light from the exterior of the eye to

the retina [26], and a supporting “skirt” around the optical core which keeps the keratoprosthesis

! Evisceration involves the removal of the contents of an eyeball, with the sclera and muscle attachments left intact; this
procedure is necessary in case of ocular tumour.

* Enucleation involves the removal of the globe from the orbital socket, together with the scleral envelope and a portion
of the optic nerve, while the conjunctiva, Tenon’s capsule and extraocular muscles are usually spared; this procedure is
necessary if cancer cells spread to the sclera.

3 Preoperative strategy involving the wrapping of an orbital implant within a foil of a smooth material with the aim of
facilitating its placement within the soft tissues of the eye socket, diminishing tissue drag and helping precise fixation of
the rectus muscles to the implant surface. Wrapping is particularly recommended for porous orbital implants in order to
provide a physical barrier over their slightly irregular porous surface. Suitable wrapping materials include scleral
autografts and allografts, bovine pericardium and synthetic polymer foils.

* Break in the conjunctiva overlying the orbital implant, which in serious cases may lead to extrusion of the entire
implant. Poor surgical technique, excessively large implant size and implant infection may all contribute to this
postoperative complication.
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anchored within the cornea. The advantage of using a porous skirt material is that it allows stromal
keratocytes to penetrate, proliferate and synthesize connective tissue proteins inside the skirt
structure in order to create a natural, strong anchorage between synthetic material and host tissue.
With the aim to enhance the bond between keratoprosthesis and surrounding tissues through the
promotion of better cell adhesion, Strampelli pioneered the use of the osteo-odonto-keratoprosthesis
(OOKP) (Fig. 3), wherein one of the patient’s own teeth and part of the jaw bone are used to form a
biocompatible skirt around the PMMA core [38,39]. A relatively good, long-term clinical outcome
can be achieved with the OOKP; however, disadvantages include the complexity and duration of
OOKP surgery and the need for sacrificing the patient’s own tissues. Moreover, local inflammation
can decrease the pH of the tissue and cause the degradation of tooth and bone, thereby leading to
loosening and final loss of the OOKP. In this regard, porous bioceramics and especially BGs, being
able to bond also to soft tissues, are very promising options for novel types of OOKPs.

Ocular bioceramics in common use, currently abandoned or recently experimented are collected in
Table 1, wherein the specific applications and essential characteristics of the related devices are also

summarized for the reader’s benefit.

3. Calcium orthophosphates

According to the available literature, calcium orthophosphates (CaPs) were first used in the
biomedical field around 1870 by Cravens, who applied a soluble lactic acid/CaP powder composite
paste with low viscosity onto the exposed pulp tissue of teeth in the attempt of mimicking natural
dentine and keeping the pulp vital. Since then, the main driving force behind the use of CaPs as
materials for bone and dental substitution has been their chemical similarity to the mineral
component of mammalian bones and teeth [40]: as a result, they are biocompatible, not recognized
as foreign materials in the body and, most importantly, can integrate into living bone tissue

(osteointegration). Hence, CaPs have been successfully applied as bone grafting materials for the
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repair of orbital floor fractures — which would seem the most intuitive, “natural” application; in
addition, HA has been also shown suitable for manufacturing porous orbital implants and the

porous skirt of experimental keratoprostheses.

3.1. Ivory

Natural ivory, which is commonly associated to the elephant’s tusks, is a biocomposite constituted
by nano-sized HA-like crystals (about 70 wt.%) and organic matter (a complex network of type I
collagen fibres) that is eliminated after the death of the animal [41]. The use of ivory to manufacture
spherical orbital implants was cited by Spaeth in the 1940s [42], but since then no other application

of such type of biological apatite has been reported in the ophthalmic field.

3.2. Porous HA

3.2.1. Bone-derived HA

In order to overcome the drawbacks associated to glass orbital implants (commonly known as
“glass eyes”, that are described in the section 4.1), i.e. high brittleness and risk of implosion, at the
end of the 19™ century Schmidt experimented the mineral matrix of bovine cancellous bone to
pioneer the development of porous orbital implants [43]. This early orbital implant was prepared by
thermally treating spheres of cancellous bone to destroy all organic matter, leaving only the CaP
mineral framework [44] that was predominantly constituted by ultramicroscopic crystals of HA
with small amounts of calcium carbonate and calcium citrate [45,46]. The use of Schmidt’s bone-
derived HA porous spheres was reported until 1930 [47] and the evolution of such an implant, the
so-called Guist’s sphere constituted by calcined bovine bone [48,49], was recommended by Spaeth

as “the most satisfactory of all orbital implants” before the Second World War (WWII) [42].
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Since the late 1940s, Guist’s porous spheres were progressively replaced by cheaper, biologically-
inert solid polymeric spheres (silicone, PMMA) until they were resurrected at the beginning of
1970s by Molteno and co-workers, who reviewed the existing literature on orbital implants and
noted that the early HA implants had given good results due to frequent healing of postoperative
small exposures [42]. This behavior suggested that the biodegradable nano-crystalline HA matrix of
bone would constitute a superior orbital implant since, once organized by host connective tissue, it
would not migralte5 through the tissues while any small exposures would heal spontaneously;
furthermore, the host connective tissue incorporating the bone mineral implant would be likely
persist unchanged for the patient’s whole life. The early trials of this type of implant (Molteno M-
Sphere), made of HA from deproteinized (antigen-free) bone of calf fibulae, confirmed that the
mineral matrix of cancellous bone was readily incorporated into the tissues and that small exposures
were followed by spontaneous crumbling of the exposed bone with healing of the overlying
conjunctiva [50,51]. In the early 1990s, other 52 successful cases with up to a 10-year follow-up
were reported [52], and ten years later Suter et al. [53] described the long-term good outcomes of
the M-Sphere inserted in 120 patients after enucleation between 1977 and 2000. However, bone-
derived HA implants are more expensive and less mechanically strong (due to high porosity, see
Table 2) than the analogous devices made of HA from other sources, and they may be unable to
support a peg to improve the motility of the ocular prosthesis [54,55]; therefore, their diffusion has

been and still is quite limited.

3.2.2. Coralline HA

Sea coral HA has been employed to produce bone grafts for orbital floor repair and porous orbital

implants for evisceration/enucleation surgery. In 2003 Elmazar et al. [56] compared the efficacy of

coralline HA porous implants (mean pore size 400 um) with that of autologous bone grafts and

> The term “migration” describes any unwanted postoperative change in position of the implant.
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expanded poly(tetrafluoroethylene) (ePTFE, commercially known as Gore-Tex) for the repair of
surgically-induced orbital floor fractures in cats. ePTFE was more easily shapable and contourable
than HA, whose major drawback was high brittleness involving difficult implantation and loss of
integrity postoperatively. Three years later, Nam et al. [57] reported the currently-available most
comprehensive study about the postoperative outcomes associated to the use of coral-derived HA
(Biocoral®) orbital floor grafts in human patients (191 cases); a comparison with a group of 214
patients receiving porous PE (Medp0r®) implants (214 cases) was also provided. Postoperative
enophthalmos6 was statistically more frequent in HA-treated patients with respect to those receiving
porous PE, but no other significant differences in postoperative outcomes between the two groups
were found.

In the field of anophthalmic surgery, the use of a coralline porous HA sphere (Bio—Eye®) as an
orbital implant was introduced by Perry in the mid 1980s [58] and today it is the most frequently
used device after primary enucleation [59]. The interconnected porous structure of coralline HA
allows host fibrovascular in-growth (Fig. 4a), which potentially reduces the risk of migration,
extrusion’ and infection discouraging bacterial colonization of the implant surface [60]. The frontal
region of Bio—Eye® may be also drilled after some months from surgery to place a peg (Fig. 2), that
can be subsequently coupled to the posterior surface of the ocular prosthesis to impart a life-like
motility to the artificial eye. The use of porous HA implants in children has been alternatively
advocated and castigated as implant exchange should be necessary later since the patient is
growing, but its removal is difficult due to fibrovascularization [61,62]; at present, non-porous
polymeric implants (e.g. solid silicone and PMMA spheres) remain the preferred choice by
surgeons for pediatric population [63]. Coralline HA orbital implants suffer from an unavoidable

drawback: due to the brittle nature of HA, direct suturing of the extraocular muscles to the implant

% Recession of the ocular globe or orbital implant within the orbit; it may be acquired as a result of trauma (e.g. blow-
out fracture of the orbit) or related to postoperative complications of oculo-orbital surgery.
7 “Extrusion” is the universally accepted surgical term describing the expulsion or spontaneous removal of an ocular
implant from the host tissue and will be used throughout this article without any connotation of its meaning in polymer
technology.
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is precluded [64,65]. Therefore, Bio-Eye® need to be placed within a foil of wrapping material on
which the muscles can be attached before introduction into the orbit [66-68]; recently, polymer-
coated HA orbital implants have been marketed for this purpose. Moreover, there are convincing
evidences that the rough surface of Bio—Eye® contributes to the development of late exposure due to
the abrasion of the relatively thin conjunctiva and Tenon’s capsule as the implant moves; thus,
wrapping is recommended in case of both enucleation and evisceration.

In general, coralline HA is associated to two disadvantages. The first problem is ecological, as the
manufacture of such implants involves damage to sea life ecosystems due to the harvesting of
natural corals; the second issue is related to the high cost compared to other options (e.g. porous PE
plates for orbital floor repair, solid silicone or PMMA sphere or porous PE sphere for enucleation
surgery; see Table 2). Mainly in order to reduce the cost of the device, synthetic HA has been
proposed as a less expensive material for orbital bone reconstruction and eye socket volume

replacement.

3.2.3. Synthetic HA

Powders of ad-hoc chemically-synthesized or commercially-available artificial HA were employed
to produce 3-D porous implants for orbital floor repair by advanced manufacturing techniques [69-
71]. Custom-made HA scaffolds were fabricated through the computer-aided design/computer-
aided manufacturing (CAD-CAM) approach using the data obtained through CT as a 3-D virtual
template with high anatomic accuracy. Simon et al. [72] reported the direct-write assembly of 3-D
periodic scaffolds composed of microporous HA rods arrayed to produce macropores that are size-
matched to trabecular bone (Fig. 4b), and highlighted the potential suitability of the produced
structures for craniofacial and orbital bone reconstruction. In principle, rapid-prototyped synthetic
HA scaffolds represent a good alternative to autologous grafts and polymeric materials in orbital

floor surgery but, like in the case of coralline HA [56], problems related to brittleness
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(intraoperative difficulty of implantation, postoperative loss of structural and mechanical integrity)
are still an issue.

In the field of anophthalmic surgery, synthetic HA orbital implants (FCI3) have been introduced in
the clinical practice in the mid 1990s [73]. The chemical composition of such implants is analogous
to that of Bio-Eye® and central implant fibrovascularization in a rabbit model appeared to occur in
both types without significant differences [74]. However, scanning electron microscopy (SEM)
investigations revealed some architectural differences, including lower overall porosity (Table 2),
decreased pore uniformity and interconnectivity, presence of blind pouches and closed pores in
FCI3 implants with respect to Bio—Eye® [75]. FCI3 implant has gained increasing popularity over
the past 10 years especially as it is significantly less expensive than the Bio—Eye® (Table 2) and
easier to drill for peg placement due to a lower brittleness. As far as pegging and wrapping
procedures are concerned, the same issues discussed about coralline HA porous orbital implants
(section 3.2.2) also apply in the case of synthetic HA devices.

Less expensive versions of synthetic HA orbital implants have been also developed and are
currently in use in some countries; however, they exhibit some drawbacks that strongly limit the
economic advantages over the other available models. Some of these implants have been reported to
contain CaO impurities that, after hydration in host tissues, may form Ca(OH),, which is caustic
[76,77]. Other implants have higher weight, lower porosity (below 50 vol.%) and lower pore
interconnectivity than Bio—Eye® and FCI3 implants, with consequent enhanced risk of implant
migration and limited fibrovascularization [78]. Other types of synthetic HA orbital implants (75
vol.% porosity, pore sizes ranging from 100 to 300 um) were also recently used by Kundu et al.
[79] with apparently good outcomes, but the available studies are still too limited (25 patients, 2.5
years of follow-up) to draw definite conclusions on their long-term safety and efficacy.

Recently, synthetic HA was also suggested as a promising material to fabricate the anchoring
porous skirt of experimental keratoprostheses. In 2005, Mehta et al. [80] compared adhesion,

proliferation and morphology of telomerase transformed keratocytes after 4 h, 24 h and 1 week
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from seeding on HA and other commercially-available reference substrates (PTFE,
poly(hydroxyethyl methacrylate) and glass). Live cell counts and B1 integrin expression were
significantly greater on HA surfaces compared to the other substrates at each time point, and
adhesion structures were well expressed in flat, spread out keratocytes. The authors of this research
group continued the investigations by carrying out corrosion tests in vitro on sintered HA disks
immersed in artificial tear fluid solution and implanting the material in subcutaneous pockets in
rabbits to evaluate the in vivo corrosion and inflammatory response, but at the end of their study

another material (titanium oxide) was selected as more promising [81].

3.2.4. Algae-derived HA

Besides synthetic HA, a less expensive and more eco-friendly alternative to coralline HA is
represented by algae-derived HA; at present, however, there is high paucity of relevant studies and
only the application in orbital floor surgery has been proposed. Poeschl et al [82] evaluated new
bone formation and remodelling after grafting of the maxillary sinus of 14 patients with an algae-
derived HA (AlgOss-C Graft/Algipore) implant, with or without the addition of platelet-rich plasma
(PRP). Both as-such and PRP-treated implants showed good efficacy for bone fracture repair, but
statistical evaluation of the samples proved significantly better overall resorption of algae-derived

HA and increased new bone formation when PRP was used.

3.3. Hydroxyapatite coatings

HA was also experimented as a coating material on porous orbital implants and solid polymeric or
carbon substrates for keratoprostheses.
In the early 2000s, a group of Korean researchers fabricated and investigated a synthetic HA-coated

porous alumina (Al,O3) orbital implant by the polymeric sponge replication method in order to
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overcome the limitations associated to Bio—Eye®; the porous alumina skeleton acted as a load-
bearing structure, whereas the 20-um thick HA coating layer was advocated to provide enhanced
biocompatibility and long-term stability in the eye [83]. Seong et al. [84] evaluated the morphologic
changes of 12-mm sized HA-coated alumina orbital implants with different pore sizes (300, 500 and
800 um) after implantation in 18 eviscerated rabbits. Fibrovascularization was noted at the implant
periphery in all groups after 2 postoperative weeks and also at the center of the implant after 4
weeks; it was predominant in the group of implants having 500-um pores compared to the other two
groups. In 2002 Jordan’s research group reported a comparative study on the implantation of
experimental alumina implants coated with HA or calcium metaphosphate in rabbits [85]. Both
types of implant had multiple interconnected pores and, in comparison to the uncoated one, the
coatings increased the size of the trabeculae from 150 to 300 um; therefore, the pores appeared
smaller but still ranged within 300-750 pm. There was no clinical difference in the anophthalmic
socket response between coated or uncoated implants, and histopathological investigations showed
that fibrovascularization occurred uniformly throughout each implant after 4, 8 and 12
postoperative weeks. Few years later Chung et al. [86] investigated the fibrovascular in-growth and
fibrovascular tissue maturation of HA-coated porous alumina implants in comparison with porous
HA sphere in enucleated rabbits over a 24-month follow-up and did not find significant differences
between the two groups. To the best of the authors’ knowledge, no other studies about HA-coated
implants have been reported in the literature. Although these implants showed similar appearance of
fibrovascularization and low cost compared to the coralline HA implants (Bio—eye®), probably the
absence of a clear advantage from a clinical viewpoint (HA coatings did not seem to facilitate or
inhibit fibrovascular in-growth) and the presence of significant amounts of CaO as a contaminant
(related to the coating manufacturing) [85] discouraged researchers from further proceeding
towards this direction of research.

In the field of artificial cornea, an interesting study was reported in 2003 by Sandeman et al. [87],

who considered the use of HA-coated porous carbon matrices as synthetic dental laminate
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substitutes in the OOKP design. HA coating, produced by sonoelectrochemical deposition,
significantly increased keratocyte adhesion to the carbon mesh and did not induce excessive
cytokine production by the adherent keratocytes. In addition, the porous matrices themselves
adsorbed significant levels of the cytokine IL-8, thereby contributing to suppress inflammation. In
2011 Wang et al. [88] investigated whether HA coating on model substrates of PMMA (the major
component of the widely-used “Boston keratoprothesis™) can improve the prosthesis biointegration.
The authors tested three different approaches to form HA films on PMMA disks (Fig. 4c): in the
first group, PMMA substrates were immersed in 5 M NaOH solution at room temperature for 10
minutes before they were placed into a modified simulated body fluid (m-SBF) solution based on
the Kokubo formulation [89]; in the second group, the polymeric disks were soaked in a dilute
aqueous solution of dopamine (2 mg ml” dopamine in 10 mM Tris buffer, pH 8.5) overnight before
they were placed in the m-SBF solution; in the third group, the PMMA disks were immersed in
dopamine solution overnight, followed by immersion in 11-mercaptoundecanoic acid (11-MUA)
solution (50 puM in sodium phosphate buffer, pH 7.8) for 4 hours before they were placed in the m-
SBF solution. All samples were incubated in m-SBF at 37 °C for 14 days and the solution was
replenished every 24 h; after 2 weeks, the disks were taken back, washed in 100 ml deionized water
and dried. Compositional analysis showed that the Ca/P molar ratios were close to that of
stoichiometric HA (1.67) in all cases, but the 11-MUA group had the most uniform coating.
Cylinders of HA-coated PMMA were implanted in porcine corneas ex vivo for 2 weeks for
mechanical testing and the inflammatory reaction to HA-coated coated disks was assessed in the
rabbit cornea in vivo. The HA coating caused an enhancement of keratocyte proliferation compared
with unmodified PMMA surfaces; furthermore, the bioceramic coating significantly increased the
force and work required to pull PMMA cylinders out of porcine corneas ex vivo and reduced the
inflammatory response around the implants in vivo. These results are encouraging and demonstrate

the potential of HA-coated surfaces for use in keratoprostheses.
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In another recent study, Fang et al. [90] evaluated the biocompatibility of HA-coated titanium
corneal implants in rats and reported that the devices remained stable in the host corneal tissue over
a 28-day follow-up period, induced corneal neovascularization and stimulated inflammatory cells

and keratocytes to synthesize or activate matrix metalloproteinases.

3.4. Biphasic calcium phosphate (B-tricalcium phosphate/HA)

The general features and biomedical applications of biphasic, triphasic and multiphasic calcium
phosphates have been recently reviewed by Dorozhkin [91]. In the field of oculoplastic surgery, we
have found just one report by Reyes et al. [92], who fabricated porous biphasic B-tricalcium
phosphate (B-TCP)/HA plates (weight ratio B-TCP/HA = 77 : 23) (Fig. 4d) and implanted them in
cats as orbital floor facture grafts. These scaffolds were highly biocompatible and did not elicit any
kind of adverse postoperative complications; furthermore, their porous network (mean pores size
~198 um) allowed fibrovascular tissue in-growth inside the implant, thereby increasing its stability

n situ.

4. Glass

Glass had and currently still has a great importance in ophthalmology due to a number of attractive

features, including transparency to visible light, biocompatibility and relative ease of processing;

furthermore, some special glasses and glass-ceramics exhibiting the capability to stimulate cell

activity and tissue regeneration in vivo have been recently proposed for use in ocular surgery.

4.1. Glasses with optical and aesthetic functions

15



Optical glasses have been used for centuries to correct visual deficiencies, like myopia or other
refractive diseases, without the need for surgical operations. Besides this very common application,
perhaps the most known use of glass as an ocular implant is the fabrication of artificial eyes. The
first evidences of the so-called “glass eyes” date back to the end of 18" century, when Venetian
glassmakers, taking inspiration from dolls’ eyes, began to produce prosthetic human eyes that were
fragile thin glass shells, with poor fit and little comfort [27]. In 1885 Mules first described in detail
the surgical placement of a hollow glass sphere into an eviscerated globe [93]. As reviewed later by
Guyton [94], in 1886 the same glass implant was placed in the Tenon’s capsule of 6 patients after
enucleation but the device was retained only in 1 case, and in 1887 Lang [95] implanted a hollow
glass sphere in 16 enucleated patients with better results, as the implant was retained in 14 cases. It
is worth underlining that orbital volume replacement by implantation of a hollow glass sphere was
an important advance which led to the reduction of socket retraction, intraorbital fat redistribution
and superior sulcus deformity. Since the early 1900s, glass ocular prostheses began to be coupled
with an orbital implant in order to restore a better aesthetic appearance to the patient’s face; the
prosthesis was a glass shell placed between the closed conjunctival surface covering the orbital
implant (bulbar conjunctiva) and the eyelids (palpebral conjunctiva) (see also Fig. 2). Glass eyes
had to be worn with caution as they were brittle and prone to implosion with acute changes in
temperature; furthermore, they became etched from exposure to body secretions (Figs. 5a and b).
Also the hollow glass orbital implant underwent the risk to break in situ and, therefore, in 1894
Snellen modified the design of Mules implant developing the so-called “reform eye”, that was a still
hollow but thick glass eye with the aim of better compensating the volume loss after enucleation
and reducing the sunken appearance of ocular prostheses [27,96]. Initially, the glass orbital implant
had high extrusion rates (50-90%), that were progressively reduced with the improvement of
surgical procedures, although still high compared to modern standards. Verrey reported an extrusion
rate of 21% in 343 eyes receiving the Mules implant up to 1898, and Burch in 1944 estimated

failures in less than 10% of 52 using the Snellen implant [94]. Glass ocular prostheses and orbital
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implants remained the standard until WWII, when they were progressively replaced by PMMA
devices [97] that definitely overcame the problems of brittleness, permitted custom fitting at a
relatively low cost and allowed better motility of the prosthesis. In the last decades, use of glass
spheres as orbital implants has been almost totally abandoned; occasionally, however, glass has
been still used in selected cases. In the late 1980s Helms et al. [98] implanted a glass sphere (1
patient) that underwent posterior intracranial migration, and 10 years later Christmas et al. [99] used
a glass implant in a single patient without reporting any complication after a 2-year follow-up.

The use of glass in the development of keratoprosthes deserves a special mention, especially for its
historical importance. Pellier de Quengsy is traditionally considered as the first who proposed an
artificial cornea in his comprehensive treatise of ocular surgery published in 1789 [25]: he
suggested the use of a thin silver-rimmed convex glass disc as a keratoprosthesis and described in
great detail the surgical instruments suitable for its insertion [1001®. This was a fundamental
contribution not only to ophthalmology but also to biomedical materials science in general: for the
first time, glass was rigorously proposed as a key component of an implantable device. Pellier de
Quengsy, however, was ahead of his time: there is no proof that an actual implantation of his device
was ever performed and none of the ophthalmologists of the period followed his suggestion. After
60 years, Von Nussbaum manufactured and implanted in rabbits a glass keratoprosthesis,
conceptually analogous to the Pellier de Quengsy’s lens-like model [101]; the first prototype was
too large and was extruded in less than 2 weeks but the next evolution, much smaller and with an
oblong shape, was so successful in rabbits (retention for 3 years) that was implanted in human
patients (retention for 7 months). It was reported by other authors [102] that in 1862, Abbate
designed a keratoprosthesis consisting of a glass disk surrounded by a skirt made of two successive
rings, the first of gutta-percha and the next of casein. The device was implanted in dog and cat

corneas where it was maintained for 1 week before extrusion. Although both the natural polymers

¥ According to the studies by Chirila and Hicks [100], Pellier de Quengsy also suggested a porous periphery for the
keratoprosthesis, thus anticipating an important strategy for the prosthesis anchorage which will be developed only
several years later.
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used as peripheral prosthetic materials underwent rapid degradation in vivo, this keratoprosthesis
represents the first attempt of making a skirt around the glass optical core in order to promote a
better incorporation of the prosthesis into the host cornea. In 1886, Baker [103] implanted a glass
keratoprosthesis into one eye of a patient whose corneas and lids were completely destroyed by an
acid splash; postoperatively, the vision was partially restored and the device was maintained in the
eye for almost 2 years. Over the 20" century, the use of glass was almost abandoned due to the
advent of synthetic polymers for corneal implants and the increasing attention towards donor
corneal transplants; however, few researchers occasionally experimented new models of glass
keratoprostheses. Sommer [104] implanted a glass keratoprosthesis in 3 human patients, whose
vision was significantly improved; the prostheses were apparently well integrated with the host
tissue in the immediate follow-up, but all were extruded after 1 month due to complications. In
1951, Anderson [105] described in detail the design and manufacture of a device consisted of a
central convex glass disk mounted into a tantalum flange provided with anchorage lugs, but there is
no evidence that this implant has ever been evaluated in vivo. In the 1980s, Worst and co-workers
[106] developed a new model of keratoprosthesis shaped as a mushroom and consisted of a glass
core mounted in a metal cylinder (platinum or Cr-Ni-Co alloy) provided with a flange, through
which four stainless steel wires were passed for the fixation to the sclera. Only the platinum-glass
keratoprosthesis was successful in animals and the design was then modified to assume the shape of
a “champagne cork™ [107]. This corneal prosthesis, known as Worst-Singh-Andel keratoprosthesis,
was initially implanted in a large number of cases in India from the 1980s to the early 1990s with an
apparently high rate of success [108]. However, these excellent outcomes are questionable as they
refer only to the immediate postoperative follow-up and most of patients never came back for
subsequent, long-term examination. This prosthesis is still used in recent years because it provides a
significantly wider range of vision in comparison to other models [109], but it suffers from late
problems with the tension on the stainless steel sutures that causes them to erode through the tissues

leading to instability of the implant and damage to the eye.
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4.2. BGs and BGCs

As first demonstrated by Hench and co-workers in the early 1970s [110], BGs exhibit the unique
property of bonding to bone and stimulating new bone growth. Over the years, these materials have
been extensively investigated in the form of dense implants, powders or porous scaffolds by several
researchers worldwide especially for orthopaedic and dental applications [2,4,5,15,16]. Recently,
the use of S53P4 glass (oxide weight composition: 53% Si10;, 23% Na,0, 20% CaO, 4% P,0s) was
also reported for the repair of orbital bone fractures in a series of publications by the same research
group affiliated to Turku University Hospital (Finland) [111-113]. Kinnunen et al. [111] compared
the use of melt-derived S53P4 glass plates with conventional cartilage grafts for the repair of orbital
floor defects after trauma in 28 patients operated from 1991 to 1995. None of 14 patients receiving
the S53P4 plates showed any evidence of implant-related postoperative complications; in addition,
their clinical outcomes (only 1 case of infraorbital nerve paraesthesia and 1 case of entropion9 were
registered) were better than those the cartilage group (3 cases of diplopia, 2 case of infraorbital
nerve paraesthesia and 1 case of enophthalmos). Aitasalo et al. [112] reported a retrospective study
of 36 patients operated from 1995 to 1999: the S53P4 glass implants did not cause a foreign body
reaction in the bone or soft tissue and no infection, haemorrhage and implant
displacement/extrusion were seen after 1-year follow-up; tomographic scanning qualitatively
demonstrated new bone growth around the implanted BG. Peltola et al. [113] showed the results
obtained after implanting S53P4 glass plates in 49 patients operated from 1998 to 2001. These
authors developed a set of stainless steel templates to guide the selection of the correct glass plate
so that it almost perfectly fitted the surrounding orbit bone defect margins and anatomy (Fig. 5c).

After a 2-year postoperative follow-up, no signs of implant-related infection, extrusion or

? Folding inwards of the eyelid (usually the lower eyelid), which causes the eyelashes to constantly rub against the
cornea.
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displacement were assessed; furthermore, the implants did not cause any foreign body reaction and
only a minor resorption was found on the margins of the glass plates; new bone formation on glass
surfaces was also observed. From the data reported in this series of studies, BG plates appear to be a
promising and reliable solution for orbital floor reconstruction as S53P4 glass is biocompatible,
bioactive (i.e. able to stimulate new bone growth) and slowly biodegradable (thereby ensuring
adequate structural support while bone regenerates); furthermore, if the glass implant size and shape
are properly selected, excellent functional and aesthetic results can be achieved.

Besides the application as bone-regenerative material in orbital oculoplasty, silicate BG
formulations have been also proposed for the manufacture of experimental porous orbital implants,
as disclosed in a patent by Richter et al. [114]. There is a paucity of experimental reports on this
topic, but the results obtained by Xu et al. [115] are encouraging. These authors implanted BGC
porous orbital implants in enucleated rabbits and observed no rejection during a 6-month
postoperative follow-up. Ultrasound examination revealed a venous-flow-like spectra in the
implants after 3 months, and histological analysis showed that around 90% of the implant pores
were filled by fibrovascular tissue after 6 months from operation. Early studies on BG/PE
composite orbital implants placed in rabbit and human eyes have been recently carried out
[116,117] (the relevant results are discussed in the section 8.3), but further investigations are needed
to obtain more substantial conclusions. BG was also used to fill peg tracts and to permit re-pegging
in porous HA orbital implants, if the initial drilled tunnel was not perpendicular and central to the
implant surface, in order to have a good connection with the ocular prosthesis [118].

A special mention should be dedicated to the use of BGs and BGCs for artificial cornea.
Traditionally, glass was used to fabricate the optical part of the keratoprosthesis (the transparent
core); over the last three decades, however, some BG compositions began to be experimented for
the fabrication of the prosthetic skirt in order to improve the integration of the device in the host
tissue. As underlined by Chirila [119], the skirt materials should preferably be hydrophilic in order

to encourage the penetration of biological fluids from the host tissue, as an initial step in the
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biocolonization of the porous skirt. This requirement could be successfully fulfilled by BGs and
BGCs, that are able to expose hydroxyl groups after contact with aqueous solutions and are
characterized by a good water wettability. In the late 1970s, some glass-ceramics belonging to the
group called “Ceravital” were proposed to fabricate an anchorage skirt around experimental OOKP
[120-122]; however, the tendency of the materials to progressively dissolve in vivo caused concerns
about their long-term suitability for such an application and the studies were discontinued, perhaps
also due to the advent of apparently more suitable polymer-based substances, like Proplast (see the
section 8.4). After a hiatus of 15 years, Krause resurrected the idea of using glass-ceramics for the
keratoprosthetic skirt and studied the intracorneal biocompatibility of Bioverit® I and II in rabbits
eye [123]: the materials were incorporated into the host corneal tissue almost without irritation and
no toxic or immune reactions were observed. In 1996, Linnola et al. [124] investigated the
suitability of an apatite/wollastonite (A/W) glass-ceramic coating to solve a specific problem related
to keratoprostheses, i.e. the in-growth of corneal or conjunctival epithelium into the anterior
chamber, which may lead to infections and extrusion of the prosthesis as well as to the development
of retroprosthetic membrane and secondary glaucoma. The concept behind this study was that a
material able to fasten the prosthesis to the corneal tissue before the epithelium grows inward could
prevent many of these complications. The tested prostheses had an optic part made of transparent
PMMA with a supporting flange constituted of bare or A/W glass-ceramic coated titanium (Fig.
5d); 11 keratoprostheses for each of the two series were implanted in rabbit corneas. Histological
analysis showed no significant in-growth of epithelium in 83% and 73% of the analysed areas of the
A/W glass-ceramic coated and bare titanium prostheses, respectively; therefore, the authors of this
study suggested the use of glass-ceramic coatings as an effective strategy to hinder the corneal
epithelium in-growth. In 2013, Huhtinen et al. [125] investigated two experimental silico-boro-
phosphate BGs for use as an OOKP skirt substitute. The glasses were produced by melting-
quenching route, crushed and sieved into the 250-315 and 315-500 um size ranges to assess the

influence of different dimensional ranges; the particles were then sintered in a graphite mould into
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ring shaped structures with interconnected porosity. In vitro tests with keratocytes showed that none
of the porous BG structures induced a cytokine driven inflammatory response and the adherent
keratocytes exhibited a typical elongated, spindle shaped morphology which suggested a good
adhesive potential. This preliminary investigations support the use of porous BG as a synthetic
OOKP skirt, even if dissolution of the glass over time may destabilise the OOKP, indicating that a
composite system with a stable backbone structure would be necessary to maintain the optical core
in the correct position while the BG chemically dissolves. Future studies in an animal model are
necessary to explore the systemic effects of the dissolution products from these BGs as well as the
impact of ion release and pH change in the eye. An interesting in vivo investigation was reported by
Liang et al. [126], who implanted experimental BGC disks (diameter 8 mm, thickness 0.5 mm, pore
diameter 20-70 pum, porosity 37-62 vol.%) in 11 albino rabbit corneas. The implants with higher
porosity (51-62 vol.%) were all extruded due to breakage (5 cases); the other major complications
included corneal oedema with severe degrees of corneal neovascularization within 1 month
postoperatively, opacity of the corneal lamella after 2 months and lipid deposits (4 cases).
Furthermore, the implant was too hard to be cut, thus making difficult the histological examination.
The chosen glass-ceramic implants were therefore judged unsuitable as peripheral keratoprosthetic
materials because of excessive roughness, hardness, thickness and tendency to breakage; perhaps,
an optimization of the structural design parameters (e.g. implant thickness, pore size,
interconnectivity) maintaining unaltered the material formulation may lead to more satisfactory

results.

5. Bioinert ceramics

5.1. Alumina
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Besides the well-known applications in orthopaedics for the fabrication of femur heads/acetabular
cups of hip joint prosthesis and condylar elements/tibial plates of artificial knee [17], alumina has
been also used in the ophthalmic field for the production of keratoprostheses and porous orbital
implants. In 1980, Polack and Heimke [127] developed an artificial cornea constituted of an
alumina plate with a 3-mm central perforation to which an optical cylinder (60 dioptres of power)
was threaded. Experimental studies in human patients showed that soft tissue adhered to the surface
of the material, thereby preventing its extrusion and surface epithelial in-growth; furthermore, the
technique of implantation was relatively easy. Around a decade later, Caldwell and Jacob-LaBarre
[128] designed a keratoprosthesis that was anchored deeply into the sclera through a six-pronged
skirt; after testing alumina and six polymers as possible materials for the porous skirt in rabbit eyes,
these authors concluded that the most suitable substance was porous PTFE (pore size 15-90 pm)
coupled with a polyurethane elastomer for the optic core. Since then, major attention was dedicated
to porous polymers and, in recent years, only Tan et al. in 2011 [129] tested 10-mm thick sintered
alumina disks in vitro for possible use in corneal surgery, using HA as a reference. The achieved
results did not demonstrate a clear superiority of alumina with respect to HA: on one hand the
bacterial adhesion (Staphylococcus aureus) on alumina surface was lower than that on HA
substrates, but on the other hand the average keratocyte adhesion strength on alumina disks was
lower than that on HA (for this assessment, atomic force microscope (AFM) was used in a frictional
mode to monitor single-cell detachment from the substrate and the friction force between
keratocytes and the substrates was quantified).

Since the late 1990s, alumina was also proposed in a porous form to fabricate orbital implants for
anophthalmic surgery (Fig. 6 and Table 2); this type of device was approved by US Food and Drug
Administration (FDA) in 2000 and has been marketed under the commercial name of “Bioceramic
implant”. The first in vivo study was reported in 1998 by Morel et al. [130], who evaluated the
clinical tolerance of porous alumina orbital implants in 16 eviscerated rabbits; only one infection

was observed and there was no conjunctival breakdown. Fibrovascular in-growth occurred as soon
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as 15 days postoperatively and was complete after 1 month. These promising results was confirmed
two years later by Jordan et al. [131], who compared the performance of alumina and coralline HA
orbital implants in rabbits. These authors reported that the new alumina implant was as
biocompatible as HA but less expensive, and its manufacturing did not involve any damage to
marine life ecosystems as may occur in the harvesting of sea coral. A more exhaustive comparison
about the proliferation of orbital fibroblasts in vitro after exposure to Bioceramic implant was
carried out by Mawn et al. [132], who assessed that cell proliferation was higher on alumina
compared to coralline and synthetic HA. Furthermore, the fibroblasts growing on the Bio-Eye® and
FCI3 implants had debris associated with them, whereas the alumina implant was free of these
debris, which was mainly attributed to its fine crystalline microstructure (Table 2). Promising
results were also published in 2002 by Akichica et al. [133], who implanted porous spheres of
alumina in the eye sockets of albino rabbits: there were no signs of implant rejection or prolapse of
the implanted material over a 8-week follow-up, and at the 4 postoperative week fibroblast
proliferation and vascular invasion were observed, followed by tissue in-growth by the 8™ week.
The first outcomes of Bioceramic implant in humans (107 patients over a 3-year follow-up) were
reported by Jordan et al. in 2003 [134]: postoperative problems encountered with its use were
similar to those observed with coralline HA but appeared to occur rarely; furthermore, the incidence
of exposure was lower and no cases of infection were registered. Alumina implant infections are
generally rare [135] and, according to a clinical case series of 419 patients, the exposure rate was
estimated to be 9.1% with the majority of the exposures occurring after a 3-month follow-up period
[136]. Wang et al. [137] reported that exposures of Bioceramic implants occurred after long-term
follow-up and were preferentially associated with evisceration, pegging and prior ocular surgeries,
whereas no late side effects were found in enucleated eyes; these authors also pointed out that
implant wrapping can further prevent exposure. Ramey et al. [138] compared the complication rates
of HA and polyglactin-wrapped alumina implants and, interestingly, found that porous alumina

devices were associated with higher exposure rates and higher overall complication rates compared
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to HA implants, which seems to contradict the conclusions achieved by the majority of authors
[135-137]. Recent studied also showed that postoperative exposure of alumina orbital implants can
be repaired successfully (good cosmetic outcomes, good fitting with the ocular prosthesis and good
recovered motility) by covering the exposed frontal region with an autologous graft [139-140],
without the need for implant removal. In summary, there are convincing evidences, supported by
several studies, that alumina orbital implant has more advantageous characteristics (e.g. lower
tendency to extrusion due to a smoother surface, lower cost) with respect to the coralline HA porous

sphere, which is traditionally considered the “gold standard” reference.

5.2. Experimentally used materials: zirconia and titanium oxide

In 2011, Tan et al. [129] compared two synthetic bioinert materials, i.e. sintered titanium oxide
(TiO,) and yttria-stabilized zirconia (YSZ) with density above 95%, with HA as a reference for
possible use in corneal surgery. HA disks were produced by spark plasma sintering of HA powder
at a nominal pressure of 50 MPa and sintering at 1000 °C, TiO, disks were fabricated by pressing
the powders at a pressure of 38 MPa and sintering at 1100 °C and YSZ disks were manufactured by
pressing the ZrO,/3 mol.% Y,03; powders at a pressure of 50 MPa and sintering at 1550-1600 °C.
The diameters of all disks were 10 mm, and the thicknesses were 2 mm for HA and TiO, specimens
and 2.5 mm for YSZ samples. Bacterial adhesion (Staphyloccocus Aureus) on the TiO, and YSZ
surfaces were lower than that on HA substrates, and TiO, significantly promoted keratocyte
proliferation and viability compared with HA and YSZ; furthermore, immunofluorescent imaging
analyses, immunoblotting and AFM measurement revealed that TiO, surfaces enhanced cell
spreading and adhesion compared with HA. These promising results were confirmed by an in vivo
study in a rabbit skin implantation model carried out by the same research group [81]. Tan et al.
concluded that TiO, appeared a very promising alternative to existing biomaterials for

keratoprosthestic porous skirt because it enhanced cell functions and reduced bacterial adhesion,
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which would, in turn, enhance tissue integration and reduce device failure rates during
keratoprosthesis surgery. Furthermore, compared to HA, TiO, also exhibited superior corrosion

resistance in vitro (in artificial tears) and in vivo (in a rabbit model) [81].

6. Quartz

The use of quartz in ophthalmic implants is limited to keratoprostheses; in the last decades it has
completely fallen into disuse with the advent of other, more effective materials but deserves to be
mentioned in this review due to its historical importance, as it was the second material proposed in
this field after glass. Around 1860, Heusser implanted a quartz keratoprosthesis into the eye of a
blind girl [141]: after 6 months, the prosthesis was still in place and the patient had significantly
recovered her vision. Fifteen years later, Von Hippel [142,143] unsuccessfully attempted to use
quartz disks set in a gold ring as a keratoprosthesis. At the end of the 19" century, Salzer developed
a keratoprosthesis made of a quartz disc surrounded by a platinum ring with prongs and implanted it
in 4 human patients [144]: in 3 cases the prosthesis was extruded by 1 year, but in 1 patient it lasted
almost 3 years. It is interesting to mention that some years later Salzer suggested that the
keratoprosthetic optical core should be made of materials lighter than glass and the prosthetic rim
should be made of a material able to incorporate the host tissue [145] (he was probably unaware
that the same recommendation was already done by the pioneer Pellier De Quengsy in the late
1700s [25,100]). Some occasional studies concerning quartz keratoprostheses were still reported
during the WWII: as mentioned by other authors [26], in the 1940s Hess and Vogt implanted a
quartz disk surrounded by a platinum ring in rabbit eyes but, although the device was maintained
for 1 year in one case, they discontinued the experiments due to the advent of PMMA as a novel

material for the optical core of corneal implants.

7. Carbon
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Carbon is mainly known in the form of thromboresistant pyrolitic coatings for cardiovascular
devices [146], but it was also the first ceramic material to be proposed for the manufacture of a
peripheral porous skirt to firmly anchor the keratoprostheses to host tissue. In the mid 1980s, Kain
and co-workers [147,148] first designed an artificial cornea consisted of a transparent silicone core
surrounded by a porous skirt of carbon fibres that displayed a fibrous structure with contiguous
filiform voids able to accommodate the large stromal fibroblasts. The early designs were not
successful over a long period in rabbit corneas despite the penetration and proliferation of the host
stromal tissue into the fibrous skirt; this device underwent some improvements and the latest
evolution exhibited a porous skirt made of silicone rubber coated with a 200 um thick layer of
carbon fibers [149,150]. With a retention time of 2 years in rabbit eyes reported by Kain in 1993
[150], this keratoprosthesis appeared clinically promising but suffered from two main drawbacks:
the surgery required for its implantation was quite complex needing a 2-step operation (the
transparent optical core had to be implanted 1 month after the porous skirt and connected through
an interface to the pre-implanted component) and the carbon fibers were friable [151]. After a hiatus
of about 15 years, the use of porous carbon for OOKP was proposed again by Sandeman et al. [87]
in combination with a HA coating, as discussed in the section 3.3. Carbon was also used to

manufacture composite materials that are presented in the section 8.4.

8. Bioceramic/polymer composites

8.1. HA-containing composites

HA was used for manufacturing HA/PE composite implants that have been marketed under the

commercial name of HAPEX™ since more than 20 years and successfully adopted as a bone

replacement material in otolaryngology (middle ear bone prostheses) [152] and orbital floor repair
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(Fig. 7) [153-156]. The combination of stiff, osteoconductive but brittle HA with low-modulus,
tough and bioinert PE produces a biomedical composite exhibiting attractive properties for bone
substitution [155]. A detailed review of the clinical applications of HA/PE composites for bone
reconstructive surgery was recently reported by Tanner [156].

In the last decade, other HA-containing innovative composites were experimentally proposed for
orbital floor reconstruction, but, to the best of the author’s knowledge, none of them has been
definitely approved for clinical use. In 2010, Asamura et al. [157] developed a 4-layer construct
produced by joining a periosteum graft to a HA/PLLA/poly(caprolactone) (PCL) sheet; in this pilot
study, autologous iliac crest bone was also implanted in a control group of patients. The anatomical
position and movement of the eyeball were postoperatively normal in both groups; therefore, the
authors deemed the periosteum/HA/polymer composite as a promising alternative to autologous
bone, thereby overcoming the problems of limited autograft availability and possible morbidity at
the donor site. Patel et al. [158] incorporated HA nanoparticles (size within 20-70 nm) within cyclic
acetal hydrogels to create nanocomposites that were used to repair surgically-created orbital floor
defects in an animal model (rabbits). Preliminary histomorphometric results indicated that the
nanocomposite material elicited a positive in vivo response in terms of bone growth; however,
complete restoration of orbital floor defects were not achieved after 28 days of implantation.

In the field of anophthalmic socket surgery, in the early 1990s Guthoff et al. [159] developed a
composite orbital implant constituted by a hemispherical anterior part made of synthetic porous HA
to guarantee tissue integration joined to a posterior part that was manufactured using silicone
rubber; the horizontal and vertical eye muscles were sutured cross-wise in front of the implant to
ensure better stability and motility. Overall implant biocompatibility was excellent and the
transmission of the motility to the ocular prosthesis was generally acceptable [160,161]. At present
this implant is mainly employed in Europe, but its diffusion is limited due to the high cost and
complex surgical procedures needed for its implantation compared to “standard” spherical porous

implants made of HA, alumina or PE.
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It is also interesting to cite few recent works dealing with the development and testing of a nano-
sized HA/poly(vinyl alcohol) (PVA) composite hydrogel as an artificial cornea fringe to improve
the firm fixation of the keratoprosthesis to surrounding host tissues. Xu et al. [162] reported that
this composite had an interconnected porous structure, could absorb a high water content and was
highly biocompatible with corneal fibroblasts in vitro. Fenglan et al. [163] synthesized an artificial
cornea consisting in a porous nano-sized HA/PVA hydrogel skirt and a transparent PVA hydrogel
optical core; the composite skirt was homogeneously porous with a high degree of pore
interconnectivity, and an interpenetrating network was observed along the interface between the
core and the skirt. Once implanted in rabbit corneas, this novel keratoprosthesis displayed a good
biocompatibility and interlocking between porous skirt and host tissues was observed. Jiang et al.
[164] fabricated an artificial cornea comprising a transparent PVA hydrogel core surrounded by a
ringed PVA-matrix composite skirt, that was composed of graphite, Fe-doped nano-sized (Fe-n-
HA) and PVA hydrogel. Different ratios of graphite/Fe-n-HA were used to tune the skirt colour
from dark brown to light brown, which well simulated the iris colour of Oriental eyes.
Morphological and mechanical examination showed that an integrated core-and-skirt artificial
cornea was formed from an interpenetrating polymer network, without phase separation at the

interface between the core and the skirt.

8.2. B-TCP/poly(trimethylene carbonate) composite

Van Leeuwen et al. [165] fabricated B-TCP/poly(trimethylene carbonate) (PTMC) composite sheets
(thickness around 1.0 mm) through co-precipitation followed by compression moulding and
suggested their suitability as materials for orbital floor repair; specifically, the effect of different
amounts of the ceramic component (15 and 30 vol.%) on the properties of the composite was
investigated. Lamination of the composites with minimal amounts of poly(D,L-lactic acid)

(PDLLA) was also experimented, as the reconstruction of large defects might necessitate the use of
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more rigid materials (the elastic modulus of PDLLA is above 2500 MPa, whereas that of PTMC is
within 5-7 MPa). The flexural modulus of the composites reached 17 MPa when introducing 30
vol.% of B-TCP. A laminate of this composite incorporating a PDLLA foil (total thickness 1.0 mm)
had a flexural modulus of 64 MPa. These results suggested that, from a mechanical viewpoint, these
laminated composite sheets can be suitable for orbital floor reconstruction. The authors
hypothesized that, after implantation in situ, the polymer component resorbs enzymatically without
the formation of acidic compounds, while the ceramic component could induce bone formation; in

vivo studies are currently in progress.

8.3. BG/PE orbital implants

In 2006, Choi et al. [116] analyzed the effect of BG particulate on the fibrovascular in-growth
occurring in porous PE orbital implants in rabbits. Forty-eight rabbits were divided into 4 equally-
sized groups, according to the different surgical techniques and implanted materials used: groups 1
and 2 were implanted with a porous PE sphere after enucleation or evisceration, respectively
(reference groups), whereas groups 3 and 4 received a porous BG/PE composite implants after
enucleation or evisceration, respectively. Histological examinations revealed that there was no
statistically significant difference with regard to fibrovascular in-growth among the 4 groups after 1,
2, 4 and 8 weeks of postoperative follow-up. Therefore, in this preliminary study the authors
concluded that inclusion of BG particulate did not significantly promote the rate of fibrovascular in-
growth into porous PE orbital implants. In 2011, Ma et al. [117] reviewed the clinical outcomes of
170 human patients after placement of porous BG/PE composite orbital implants for primary
enucleation or secondary implantation. The majority of patients (161 cases) experienced no
complications, the implant motility was generally good and no cases of implant-related conjunctival
thinning or inflammation were observed. Excessive discharge and implant postoperative exposure

occurred in 2 and 7 cases, respectively (additional surgery was necessary in 8 cases). These results
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suggest that the porous glass/PE composite orbital implant may be a useful implant for
anophthalmic socket filling, but comparative studies are still necessary to definitely estimate their
performance with respect to the commonly available and routinely used implants. Looking at the
future, appropriate design of BG composition could be considered to impart angiogenetic properties

to the material for enhancing the fibrovascular in-growth, as discussed in the section 11.2.

8.4. Carbon/polytetrafluoroethylene composite

In the 1970s, an inert composite material constituted of PTFE (Teflon) and vitreous carbon fibers,
marketed under the commercial name of Proplast I, gained increasing interest in maxillofacial,
oculoplastic and corneal surgery. This composite resembled black felt, was wettable and had pore
size distribution between 100 and 500 um. Lyall [166] used Proplast I to manufacture hemispherical
orbital implants that, when placed in the eye socket, could be invaded by fibrous tissue and
overcoming the problem of extrusion; no rejection was reported after a 18-month follow-up in 16
patients receiving such implants and the motility transmitted to the ocular prosthesis was generally
good. Neuhaus et al. [167] tested Proplast I orbital implants in rabbits and observed a high degree of
soft tissue fixation preventing implant migration; subsequent use in humans showed good results in
4 patients followed for 2 years and in 6 patients followed for 1 year, with no cases of extrusion or
migration in both groups Since the 1990s, however, the popularity of Proplast I as an orbital
implant has progressively declined because of long-term postoperative complications, primarily late
infections, associated with its use [168].

In the field of corneal surgery, in the late 1970s Lamberts and Grandon [169] demonstrated that
Proplast I disks implanted in rabbit corneas were invaded within 30 days by the host tissue and
partly neovascularized without significant foreign body reaction; in this first study, no implant
extrusion was observed after 70 days. A more detailed study was performed by Barber et al. [170]

who also implanted Proplast I disks in rabbit corneas: in all cases, histopathological examination
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provided significant evidence for fibroblastic invasion and growth into the material, as well as for
neovascularization and superficial epithelialization, but when the disks were not covered by a
conjunctival flap, all of them extruded within 4 weeks. Barber also reported the results about the use
of a keratoprosthesis with a Proplast I skirt in cat corneas [171]: after 6 months, only 18% of the
implants were extruded. In the late 1980s, White and Gona [172] designed a keratoprosthesis
having a PMMA cylinder as the optical core and a Proplast I disks as the porous skirt; the joining
between the two materials was achieved either by gluing them with cyanoacrylate adhesives during
surgery or by screwing a pre-threaded PMMA cylinder into the trephined Proplast I disk that had
been implanted 2 months in advance. This keratoprosthesis was successfully experimented in
rabbits: a total invasion of stromal fibroblasts into the skirt took place within the first 4 weeks of
implantation and some animals retained the prosthesis after 3 years with a clear cornea, limited
vascularization and no infection. In 1993 Girard [173] reported the use of a keratoprosthesis with a
Proplast I porous skirt in human patients (139 eyes) and described the early results as encouraging
(vision significantly improved in 32% of the operated eyes at the time of the report). Since then,
however, further investigations on the suitability of Proplast I for corneal surgery were abandoned —
due to the above-mentioned problems concerning late infections of orbital implant — and at present

this material appears to be no longer available for ophthalmic applications [174].

8.5. Alumina/polytetrafluoroethylene orbital implants

In 1990 Girard and co-workers [175,176] described a new design of porous enucleation implant
made of Proplast II, that was different from Proplast I orbital implant in its composition
(alumina/Teflon fibres composite) and in having a siliconized non-porous posterior surface to allow
smoother movements, together with a porous anterior portion to facilitate fibrovascular in-growth.
Proplast implant II had a nipple on its anterior surface (lined by the patient’s conjunctiva) that could

integrate with a depression on the posterior surface of the ocular prosthesis. Several Proplast
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implants II required subsequent removal because of poor motility and, over histopathological
examination, were found to be completely avascular and surrounded by a pseudocapsule [177]. Few
years later, the use of Proplast II was reported with good outcomes by Shah et al. [178], who
employed it to manufacture subperiosteal implants for the correction of anophthalmic enophthalmos
in 34 patients having poor orbital volume replacement despite the prior insertion of an adequately-
sized spherical implant within the orbital socket. To the best of the authors’ knowledge, since then

Proplast I was completely fallen into disuse.

9. Bioceramic-based cements

Since the early 1990s, HA and carbonated apatite are commercially available in the form of
mouldable pastes, commonly termed as “bone cements”, to be used in the broad field of craniofacial
reconstruction [179-182]. HA cement is composed of tetracalcium phosphate and dicalcium
phosphate (anhydrous); in the presence of water and at physiologic pH, the salts react
isothermically to produce a dense paste that can then be shaped intraoperatively and allowed to set
for 15 to 30 minutes. The reactants are then reprecipitated until the entire material is converted to
microporous HA, which takes approximately 4 to 6 h in vivo. The setting time can be properly
modulated according to specific surgical needs; for instance, it was observed that mixing the HA
cement in 0.25 M sodium phosphate buffer decreased the setting time significantly [183]. Mathur et
al. [184] reviewed the use of HA cements in the context of cranio-maxillofacial surgery, including
orbital floor repair, and concluded that such materials are excellent choices for reconstruction in the
clean field. However, the existing literature suggested that sino-nasal or oral cavity exposure —
which is the case of orbital floor repair, wherein HA is exposed to the environment of the maxillary
sinus — may predispose the implant to infection, and therefore the material should be used

cautiously in these situations.
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Looking at the future, an interesting alternative to HA cements for orbital reconstruction might be
represented by the use of glass ionomer cement (GIC), that was developed in the 1970s by Wilson
and Kent [185] primarily for dental purposes. The GIC inorganic phase is typically a fluoro-
alumino-silicate glass powder in the 15-50 pum size range; addition of lanthanum, strontium or
barium oxide additives provide radio-opacity. Favourable properties of GIC include firm binding to
bare bone surfaces, setting within few minutes — which leaves enough time for manipulation — and
eventual formation of a hard, bone-like substance that is water-resistant after setting [186,187].
These attractive features have generated interest in other fields of medicine like otolaryngology and,
more recently, maxillofacial reconstruction. Yorgancilar et al. [188] tested the suitability of GIC in
16 New Zealand white rabbits, which were divided into two equal study (8 rabbits) and control (8
rabbits) groups. Experimental defects and fractures were created in the nasal bone, maxilla and
zygoma in both groups and were reconstructed by GIC in the study group, whereas the rabbits in the
control group were left to natural healing process. GIC showed a slight inflammatory and fibrous
reaction in the rabbits of the study group, but no statistical difference was observed with respect to
the control group. The results of this study indicated that GIC is a well-tolerated material in
maxillofacial reconstruction and it would deserve further investigation in the field of orbital floor
repair; at present, however, the paucity of experimental studies precludes to draw definite

conclusions on its suitability and long-term performances for this specific application.

10. Discussion

After presenting, in the previous sections, an overview of the different bioceramics that have been
used in ocular surgery or have been experimentally proposed in recent years, it is necessary to
summarize few key concepts and to provide some highlights for materials improvement and future
research directions. From a materials science viewpoint, there are a number of crucial questions to

be answered: what is the effect of topography and surface chemistry of the material? How to
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consider the role of porosity? Are mechanical properties an important issue in ocular implants?
And, finally, how to select the most suitable ceramic material for the repair of orbital floor
fractures, orbital implants, artificial cornea? Due to the plurality of factors involved, it is almost
impossible to give definite responses to this complex set of questions; nonetheless, some indications
can be presented. It is also worth underlining that the choice of an “optimal” ocular
biomaterial/implant is deeply influenced by many “extra-material” factors, including the overall
cost and economic availability of the patient, the specific characteristics of the injury/disease, the
experience/opinion of the surgeon, the patient’s clinical history and age.

Looking at the physical, chemical and micro-structural characteristics of ocular bioceramics,
exhaustive studies on such topics are quite rare in the literature since the majority of reports focused
on the in vivo biological compatibility and postoperative performances, giving less importance to
the assessment and understanding of the basic properties of the used materials. From a general
viewpoint, it is known that cell-substrate interactions can be regarded as one of the major factors
ultimately determining the long-term performance of a biomaterial/implant in situ. The processes
that mediate an altered cell response to micro- and nano-scale surface structure are still partially
unclear, but it has been shown that they may be direct, as a result of the direct effect of surface
topography on cells, or indirect, where surface features affect the composition, orientation or
conformation of the extracellular matrix (ECM) components [189]. In general, cells establish
dynamic contact points with the substrate biomaterial (points of focal adhesion), the regulation of
which is highly complex and involves initial integrin binding to ECM components and the
reinforcement of the adhesion plaque by further protein recruitment. Furthermore, integrins mediate
bidirectional signalling between ECM and cells, thereby activating signalling pathways that regulate
the activity of transcription factors, direct cell growth and promote cell differentiation. The majority
of studies on the topography of biomedical materials have been carried out in the context of bone
tissue engineering and some evidences demonstrated that osteoblasts preferentially adhere and

spread on finely micro-rough surfaces [190,191]. In this regard, implants made of sintered HA
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(commercially available) appear to be very suitable for the repair of orbital bone fractures as their
micro-crystalline surface can favour colonization by bone cells; sintered BGs and BGCs, whose
surface roughness could be tailored by acting, for instance, on the size of starting glass particles
and/or on the sintering parameters to modulate the crystals size, would also deserve investigation in
the next future.

Mawn et al. in the late 1990s [75] and more recently Choi et al. [192] investigated by SEM the
microstructural and architectural features of coralline HA, synthetic HA and alumina porous orbital
implants, also providing a comparison with other polymeric devices available on the marketplace.
As shown in Table 2, there were marked variations of crystal size/shape and surface topography
amongst the analysed orbital implants. The authors of these studies suggested that surface
roughness could influence the inflammatory response after implantation and crystal size could
determine the material-induced phagocytic response: in fact, bioceramics with crystal size above 2-
3 um showed greater tissue reaction in comparison to implants with finer grain (the new-generation
alumina orbital implants, see Table 2), which was probably due to increased phagocytic activation
by crystals of larger size. In this regard, Nagase et al. [193] also showed that smooth HA crystals
have been associated with less inflammation than sharp-edged crystals.

An additional issue to be considered is the effect of micro- and nano-scale topography on bacteria,
since cells may have to compete with pathogens in the ocular environment. In a fascinating
scenario, the surface topography could be purposely designed to encourage cells to colonize while
limiting bacterial adhesion [189], thereby reducing the risk of infection that represents one of the
major causes of failure of ocular implants. The relationship between the micro- and nano-structural
features and the clinical performance of ceramic ocular implants deserves accurate investigation,
which could promote the development of novel design and manufacturing strategies to tailor the
bioceramic surface with desired textural characteristics (e.g. customized micro- and nano-texturing

of the surface depending on the involved cell type/physiological environment, optimization of the
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sintering temperature and time to have the development of crystals with a specific size thus creating
a customized surface roughness).

Pore size, interconnectivity and overall macro-scale architecture also influence the success of an
ocular implant. These features have been shown to be key determinants of tissue in-growth into 3-D
tissue engineering scaffolds [194]: a foam-like structure with a 3-D network of highly-
interconnected macropores in the 300-700 pum range is ideal to stimulate bone tissue in-growth,
allowing the implant colonization by bone cells and blood vessels access. Therefore, 3-D
bioceramic foam-like scaffolds, like the calcium phosphate porous plates developed by Reyes et al.
[92], could be more effective than dense implants in accelerating the healing of orbital bone
fractures. The presence of an interconnected porous network is of utmost importance in ceramic
orbital implants to promote fibrovascularization, as blood vessels access favors immune
surveillance and allows treatment of infection via systemic antibiotics. Rubin et al. [195] studied the
vascularization in porous HA orbital implants with various pore size and suggested that the optimal
pore diameter to encourage fibrovascular tissue in-growth should be around 400 pm. As far as
artificial cornea is concerned, open porosity of the peripheral skirt is essential to induce the stable
anchorage of keratoprostheses to host corneal tissue [26].

Other issues deserving careful attention concern the material surface chemistry and response to
biological fluids. In the context of orbital floor repair, where the implant aims at restoring the
injured orbital bone, HA implants are a good choice due to the chemical and crystallographic
similarity to bone mineral phase. HA does not resorb after contact with biological fluids, allows
colonization by bone cells and subsequent bone tissue in-growth, and remains in sitfu permanently.
A resorbable implant may be desirable but the resorption kinetics must be compatible with those of
bone regeneration, otherwise problems of graft integrity and inadequate support to host tissues may
occur. Addition of a soluble calcium phosphate phase (B-TCP) can be useful to tailor the resorption
rate of a HA-based implant [90]. Unlike for HA, BGs react with biological fluids through a ion-

exchange mechanism and eventually establish a tight bond to host bone. This process was first
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described by Hench et al. about 40 years ago [110]; briefly, it involves the rapid release of soluble
ionic species due to glass dissolution, ultimately leading to the formation of a hydrated
silica/polycrystalline HA bilayer on the glass surface. With the initial formation of an apatitic layer,
the biological mechanism of bonding to bone is believed to involve adsorption of growth factors,
followed by attachment, proliferation and differentiation of osteoprogenitor cells. Osteoblasts then
create ECM, which mineralizes to form a nano-crystalline mineral/collagen composite layer on the
surface of the glass implant, while the degradation and conversion of the glass continues over time
[196]. It is interesting to note that the nano-crystalline nature of the HA formed on BGs (globular
agglomerates constituted by nano-sized needle-like crystals) closely mimics the features of the
biological apatite of bones [197], whereas synthetic HA is characterized by larger grain size (Table
2). At present, only a limited number of BGs have been experimented in ophthalmology [111-
118,120-126], but a lot of biocompatible compositions have been investigated in the literature,
especially in the field of bone tissue engineering [4,15,16].

Considering the possible and various ophthalmic applications, it is worth pointing out an important
aspect: osteogenesis stimulation and bone-bonding ability are desirable effects only for an orbital
floor graft [110-112]; on the contrary, in the case of orbital implants and porous skirts for
keratoprostheses, BG should induce fibrovascular in-growth [115-117] and promote anchorage to
host corneal tissue [124,125], respectively. For the sake of discussion it is instructive to underline a
further important point: it has been demonstrated that the intrinsic presence of an interconnected 3-
D network of macropores is a sufficient condition to encourage fibrovascularization in orbital
implants (like in the case of porous HA and alumina) and early studies have recently demonstrated
that also bioinert ceramics (e.g. alumina and titanium oxide) are promising candidates as
keratoprosthetic porous skirt materials since they allow keratocytes to grow and to proliferate; in
this regard, perhaps the most valuable added value of BGs with respect to HA and bioinert ceramics
is the ability to selectively release appropriate ions that can eventually induce a specific, desired

response in vivo, like enhanced fibrovascularization or corneal cells in-growth (see also the section
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11.2). BG composition can be properly designed to obtain materials with different degrees of
solubility; in this regard, biocompatible phosphate glasses can offer a large versatility of dissolution
kinetics [198]. The use of soluble materials as ocular implants, however, may be often
inappropriate. As mentioned above, bioceramics used for orbital floor repair can be either non-
resorbable (e.g. HA [56,57,69-71]) or characterized by a moderate solubility (e.g. B-TCP/HA
porous composite [92] and S53P4 glass plates [111-113]) which must be compatible with bone
healing rate. On the contrary, orbital implants have been always conceived as permanent devices,
i.e. they must remain in situ indefinitely during the patient’s whole life without undergoing
degradation to ensure an adequate socket volume replacement. However, an interesting (and
unique) exception has been disclosed in a patent deposited in the late 1990s by Durette [199], who
proposed an orbital implant preferably made of biodegradable material and having a matrix with
random voids throughout to enhance tissue in-growth. Indeed, the use of a partially absorbable
orbital implant able to increase its porosity in vivo, thereby allowing an improved
fibrovascularization postoperatively, represents a fascinating concept; however, this approach poses
several problems which should be carefully and critically examined, especially concerning the
kinetics of socket volume replacement by tissue while the implant resorbs and the ocular prosthesis
motility in the partial or total absence of an orbital implant that can transfer movement to it. As to
the application of bioceramics for keratoprostheses, resorption of the porous skirt around the optical
core is an unwanted effect that would in turn lead to the loss of the anchorage and the failure of the
implant [200]; therefore, the use of bioceramics able to maintain adequate integrity is
recommended. This requirement may compete with the capability of BGs to release therapeutic ions
via controlled dissolution and thus with their ability to be chemically bioactive (see also the section
11.2). In the authors’ opinion, this issue will become crucial in the applied research of the next few
years: BGs and BGCs are excellent biomaterials to be replaced or invaded (if porous) by

regenerating tissues, but if they are used as connecting or joining elements between various
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prosthetic permanent components, they must ensure indefinite and safe stability and cannot dissolve
in biological fluids.

Prof. Larry L. Hench, the inventor of 45S5 Bioglass®, titled one of his recent publications “Glass
and glass-ceramic technologies to transform the world” [201]; this title could not be more fortunate
and we believe that BGs could indeed carry a significant contribution in the development of smart
ocular biomaterials and implants, as also discussed in the section 11. BGs can be processed through
a variety of methods and used to produce 3-D porous scaffolds with different size, shapes, pore
architecture and mechanical properties (Fig. 8). In this regard, Table 3 collects a selection of
scaffolds based on widely investigated BG formulations [202-224]; some of them (45S5 Bioglass®
and 13-93) have received the definite approval by FDA for clinical use. Initially, these BG scaffolds
have been all developed for bone tissue engineering and none of them have been ever proposed or
investigated for ocular applications; in Table 3, the authors also suggest whether they may deserve
testing for possible use in the ocular field, with the aim of providing useful stimuli for further
research. Besides the above-mentioned attractive characteristics, BGs also have other two important
advantages with respect to HA and alumina. i.e. they can be processed at lower sintering
temperatures and have a lower density. The latter could be an important added value especially in
the production of orbital implants, that would thus suffer from a lower risk of migration downward
with possible ectropionm and incorrect replacement of orbital socket volume.

From a general viewpoint, rapid prototyping (RP) techniques can allow custom-made bioceramic
scaffolds to be fabricated, as reported for oculoplastic applications in few studies [69-71]. A clever
approach could involve the use of microCT- or MRI-derived files as input data for CAD/CAM
manufacturing systems in order to produce scaffolds exactly matching the required anatomical
dimensions. In this way, the size of porous plates for orbital floor grafting could reproduce the
contour of the bone fracture, the orbital implant volume could be properly adapted to fit the

individual eye socket, and the porous skirt of keratoprostheses could be tailored according to the

' Turning out of the eyelid (usually the lower eyelid), whose inner surface is exposed.
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features of each patient’s eye. In this regard, few additional considerations should be dedicated to
the anchorage skirt of artificial cornea. As highlighted by Chirila et al. [26], the tissue proliferation
in the peripheral prosthetic material should occur within voids of confined width but unlimited
length (i.e. contiguous) that are large enough to accommodate the stromal fibroblasts. A tight
interpenetration of the tissue and material should result, which was never achieved within large
voids such as those offered by holes, fenestrations or meshworks. The attempts to achieve this led
relatively recently to the use of porous polymers as materials for the prosthetic skirt; a promising
alternative could raise from porous bioceramics fabricated by manufacturing techniques, like RP
methods, that allow an accurate control over pore features, arrangement and interconnectivity. A
general advantage of the availability of custom-made implants is the shortening of surgery time, as
intraoperative implant shaping by the surgeon would no longer be necessary. On the other hand, to
date the major disadvantage of this approach is the high cost required for customized implant
manufacturing. Alternative less expensive methods to produce customized porous bioceramics
could include the sponge replication method (Fig. 8a,b) and the use of polymeric additives (e.g. PE
particles [213,225,226], starch [227], rice husk [228]) as thermally-removable pore-former agents.
It is worth mentioning the approach proposed by Fu et al. [229], who recently treated sea coral by
means of a hydrothermal process for partial conversion of carbonate to phosphate in order to obtain
a coralline HA/calcium carbonate porous composite, followed by acid corrosion to increase the pore
diameter to 200 pum.

A final key aspect, which has been often ignored in existing reports, is related to the mechanical
properties of ocular implants. Bioceramics have a generally good mechanical compatibility with the
orbital bone (see some examples in Table 3 [202-232]) but are remarkably stiffer than the ocular
and intraorbital tissues [233]. From an operative viewpoint, the use of stiff materials has indeed a
number of advantages: for example, the surgeon can easily handle and place the ceramic orbital
implant within the orbit with a great control over its position. However, compliance mismatch

between orbital implant and overlying conjunctiva/soft tissues, in combination with repetitive
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movement of the implant by the extraocular muscles, might contribute to inflammation and soft
tissue necrosis which eventually lead to implant exposure. A crucial question to be considered is the
following: what are the most significant mechanical properties of bioceramics (and biomaterials in
general, too) to be assessed in order to correctly evaluate their suitability for ocular applications?
Elastic modulus is indeed a key property, but its assessment is complex to be performed for both
natural tissues (see the high dispersion of data referring to cornea and sclera in Table 3) and porous
bioceramics, and the obtained results are often difficult to interpret. Assessment of the elastic
modulus of ceramics from the linear region of the stress-strain curve is easy to perform but often
leads to an underestimation of the correct value [222]; some authors suggested ultrasonic
characterization to partially solve this problem [234], but testing specimens need to have precise
sizes and shape. Looking at the data in Table 3, the elastic moduli of human cornea and sclera are
close to that of porous HA, but are significantly lower than those of BG scaffolds that have been
experimented to date in the literature. Future research work should be addressed to understand
whether this mismatch can compromise the suitability of such new potential porous implants for
ocular applications, and how it is possible to tailor the elastic properties by acting on the material
porosity and composition. Another important property is the tensile strength, which is very difficult
to assess in the case of porous bioceramics due to the need for an ad-hoc developed testing
equipment, as underlined in the few existing studies [205,219,220,222]. As reported in Table 3,
porous SCNA has a tensile strength very close to that of cornea, which may suggest its suitability as
keratoprosthetic skirt material. The paucity of literature about these topics gives further motivation
to these investigations and, from a general perspective, it is apparent that future research directions
should be addressed to the development and testing of more compliant biomaterials, such as
bioceramic/polymer constructs. The polymeric phase might be selected in the class of
biocompatible hydrogels (see the recent works by Xu et al. [162] and Fenglan et al. [163]), that

have similar physico-mechanical properties to living soft tissues due to the ability of absorbing
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water and have been already successfully experimented in ocular surgery as vitreous substitutes
[224,235-237].

As closing remarks, few methodological considerations, which can be extended to the broad field of
ocular biomaterials in general, need to be presented. The history of the development of ocular
bioceramic implants has witnessed that often some key characteristics, such as mid- and long-term
solubility in physiological media, mechanical properties and even biocompatibility, have not been
systematically investigated or considered prior to in vivo testing. In vitro cytotoxicity testing with
appropriate cells should be commonly recognized as an early eliminatory criterion in the selection
of ceramics and biomaterials in general for ocular applications. Such tests are useful because they
avoid unnecessary, time-consuming and expensive animal experiments. In this regard, Sandeman et
al. [238] proposed a series of in vitro screening assays for the preliminary selection of biomaterials
(polyurethanes in that specific case) for use in the fabrication of artificial corneas; these tests
assessed the initial binding of inflammatory and cell adhesive proteins, activation of inflammatory
proteins, adhesion of keratocytes, epithelial cells and macrophages, and the production of
inflammatory cytokines by keratocytes contacting biomaterials; green fluorescent protein gene
transfer was innovatively experimented to investigate cell invasion in the absence of external
staining techniques. From a general viewpoint, it is of utmost importance that researchers have well
clear in mind the specific application for each biomaterial, in order to develop the most suitable
testing protocol for each case as well as to interpret correctly the obtained results. For instance,
according to Sandeman et al. [151], central optic biomaterials should be selected on the basis of low
inflammatory and cell adhesion potential, whereas peripheral skirt materials should be selected on
the basis of low-inflammatory potential but good cell adhesion to anchor the implant within the host
cornea.

Furthermore, a consensus should be achieved on what mechanical characteristics to assess and
testing methods to apply or develop ex novo; some authors, for instance, suggested the use of ex

vivo eyes for a preliminary evaluation of the mechanical compatibility between experimental
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keratoprosthetic skirt and corneal tissue [88]. Standard media (e.g. artificial tear fluid [81]) for the
in vitro assessment of material solubility and ion leaching also need to be critically and univocally
selected, in order to closely mimic the conditions of the physiological environment where the ocular
implant will be placed. Finally, the design of suitable and consistent in vivo animal studies is
fundamental to obtain reliable, key results and a definite scientific consensus should be achieved for
this purpose. The following example is particularly instructive: the majority of researchers have
investigated the in vivo suitability of new keratoprosthetic materials by direct implantation in
animal corneas [88,90,120,123,124], whereas Tan et al. [81] recently evaluated HA and titanium
oxide for the same application in a rabbit skin implantation model. Some key issues should be
therefore considered, such as the methods to correlate and interpret the results deriving from
different in vivo studies, the selection of the most appropriate animal models and the sequence to
follow in performing the experiments. Hence, taking the suggestions emerging from recent studies
as a starting point, in the next future there will be the need for developing well-defined protocols
and experimental approaches to select and investigate potential ocular bioceramics, which can be a

significant support to the researchers working on these topics.

11. A picture for the future: ocular bioceramics with smart properties

Prof. Larry L. Hench recently stated that “creative studies of novel glasses and glass-ceramics are
needed more than ever to cope with the problems of a world that has finite resources but infinite
desires” [201]. The authors believe that this sentence could be rightly extended to bioceramics in
general and, taking it as a leitmotiv, wish to depict few “hot” topics of prospective research related
to bioceramics that could have a significant impact in ophthalmology in the next future. The
outlined approaches are novel in the ocular field and an effort was made in this section to critically
adapt them from the original context to the new purpose, when appropriate and suitable. The

relevant, original literature is also cited to provide an adequate background to interested readers.
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11.1. Drug delivery

Improvement of the biological activity and performance of biomaterials through the uptake and
subsequent release of therapeutic agents is one of the most challenging research fields of biomedical
sciences. In recent years, two interesting approaches based on the use of mesoporous oxide-based
bioceramics, exhibiting an ordered texture of nanopores in the 2-50 nm range, have been
successfully proposed (Fig. 9). The first approach (Fig. 9a) involves the fabrication of a bioceramic
hierarchical porous structure wherein drug molecules are incorporated into mesoporous silica
[225,236-241]. However, genotoxicity of sub-micrometric mesoporous silica spheres was observed
in vitro (stress and damage to DNA) [242]; therefore, the fate of mesoporous ceramic particles after
implantation (e.g. impact on cell genes, solubility) will be a key aspect deserving careful
investigation in the next future. The second approach (Fig. 9b) involves the fabrication of a
monomaterial bioactive scaffold with a multi-scale porosity by using mesoporous BGs (MBGs)
[243]. Studies of drug incorporation and release from MBG membranes were also recently
performed [244].

Mesoporous bioceramics hosting anti-inflammatory drugs or antibiotics could really impart a
significant added value to ocular biomaterials, as intra- or postoperative infections are one of the
major causes of failure for implantable ocular devices. Before implantation, porous biomaterials are
usually soaked by the ophthalmic surgeons in an antibiotic solution; however, this common practice
is quite rough and the antibiotic is released as a burst after contact with biological fluids in sifu.
Drug release from mesoporous ceramics will allow a more effective therapy to be performed, with a
higher control on the amount of incorporated drug and the release kinetics, which both can be pre-
determined as a function of the mesopores shape and size. Mesoporous ceramics can also host and
then release specific drugs for cancer therapy [18], which could be useful for the treatment of

orbital bone tumours: in this way, MBGs could not only promote tissue regeneration at the bone
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defect site created by tumour resection but also locally release therapeutic agents that kill residual
or newly formed cancer cells. Antineoplastic drugs released by mesoporus ceramics could also open
novel perspectives for the treatment of intra-orbital and ocular tumours, like retinoblastoma, which
is the major cause of enucleation: orbital implants comprising a mesoporous phase would allow a
prolonged, targeted therapy to be performed in sifu also in the region around the severed optic nerve
to avoid the spreading of cancer cells through it.

Despite these attractive scenarios, an unavoidable drawback of MBG constructs is the high
brittleness due to the presence of an intrinsic mesoporous texture, which poses serious problems for
material shaping at the time of surgery and safe implantation without loss of integrity. Wu et al.
[245] tried to improve the mechanical strength of foam-like MBG scaffolds by soaking them in a
silk solution: silk-induced modification improved the uniformity and continuity of scaffold pore
network and led to an increased strength (250 kPa in compression vs. 60 kPa of the uncoated
scaffolds), while maintaining a high porosity (94 vol.% with pore size in the 200-400 pm range).
RP techniques were also suggested to improve the strength of MBG constructs, with the advantage

of finely tailoring the implant porosity and architecture [246,247].

11.2. Therapeutic effects and biological responses mediated by released ions

It has been reported that ionic dissolution products play a key role in affecting the biological
response of biomaterials in vitro and in vivo, stimulating the expression of cells at the genetic level;
in this regard, BGs have received great attention by researchers due to their adjustable reactivity in
the biological environment [19,20]. Since many trace elements present in the human body are
known for their anabolic effects in cells metabolism, a new approach for designing glass-derived
products able to elicit a desired biological response (or, in other words, for acting on the material
bioactivity) could imply the introduction of therapeutic ions into the BG formulation. The

subsequent release of these ions after exposure to a physiological environment is believed to exhibit
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possible osteogenetic [19], antibacterial [248] or anti-inflammatory [249] effects, and to selectively
affect the response of human cells towards angiogenesis [250-255]. In vitro experiments have
shown that BGs stimulate the secretion of angiogenic growth factors in fibroblasts, the proliferation
of endothelial cells and the formation of endothelial tubules [250,254], and in vivo results have
confirmed that neovascularization in porous BG scaffolds occur [252,254,255]. This ability could
be exploited for the development of a new generation of porous orbital implants that stimulate
fibrovascularization at the genetic level; however, as pointed out in the section 10, BG solubility
should be carefully considered in this context.

After reviewing the relevant literature, it was noted that metal ions incorporated in biomaterials for
subsequent release usually belong to the group comprising essential enzymatic cofactors
[20,256,257]. Each metal ion possesses a specific therapeutic significance and can alter cell
functions and metabolism by binding to biological macromolecules, such as enzymes or nucleic
acids, or activating ion channels and secondary signalling. Incorporation of metal ions exhibiting
magnetic properties can be useful for in situ cancer treatment through hyperthermia, as discussed in
the section 11.4. The possible toxicity related to the ions (e.g. problems of local accumulation,
unwanted interactions with cells, biomolecules or other ions, phenomena of systemic toxicity) is a
complex, crucial and still partially unknown issue that must be carefully taken into account in the
development of such kind of smart bioceramics.

From a technological viewpoint, introduction of metal ions is usually economic and compatible
with the typical processes used for bioceramics production (e.g. high-temperature sintering), which
instead are often incompatible with the incorporation and stability of organic moieties and drugs
that might be used for the same purpose [258].

Perhaps the most promising bioceramics that can be exploited for targeted therapies via metal ion
release belong to the group of phosphate glasses [259]. Their solubility in biological fluids is
strongly dependent on their composition, and thus their degradation rate can be tailored by proper

addition of metal oxides, such as TiO,, CuO, AgO and Fe,Os, that, once released, are also able to
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exert an antibacterial effect [198], which would really be a key added value for ocular implants (see

the section 11.6).

11.3. Surface modifications

The biological performances of bioceramics could be improved following the approach of surface
functionalization. For example, it was demonstrated that silicate BGs and BGCs can easily expose
reactive hydroxyls groups on their surface by simple water treatments, and these functionalities can
be employed for the grafting of appropriate biomolecules to elicit specific therapeutic actions [260].
Functionalization of pore walls in mesoporous ceramics (Fig. 9d) has also been successfully
experimented [12]. The idea of grafting specific growth factors, like the vascular endothelial growth
factor (VEGF), to enhance vascularization, or drugs to reduce inflammation and infection, could be
of high interest in the field of orbital implants.

Bioceramics could be also surface doped with metal ions eliciting an antiseptic effect. The
feasibility of this approach has been successfully demonstrated (Fig. 10a) by applying an ion-
exchange technique to dope with silver the surface of dense and porous glass-ceramics [261].
Looking at the future, this strategy could be experimented for the surface doping of already
clinically used glass-derived ocular implants, such as BG plates for orbital floor repair and glass/PE

composite orbital implants, as well as experimental glass skirt for keratoprostheses.

11.4. Magnetic properties for hyperthermia

Tumours affecting the orbital bone or ocular tissues are one of the main non-traumatic causes that
require the surgical resection of orbital bone or the removal of the ocular globe. The surgical
procedure typically comprises two stages: (1) removal of the diseased tissue (orbital bone portions

and/or the eyeball) and (i1) implantation of an appropriate biomaterial or device (orbital bone grafts
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and/or orbital implant replacing the socket volume). Therefore, the clinical challenge is twofold: it
is necessary not only to successfully restore the surgically-induced defect, but also to avoid the re-
development of the tumour. In this regard, hyperthermia using implantable magnetic bioceramics
has emerged as a promising option for the localized treatment of malignant tumours [12]. At
present, the research and clinical applications of hyperthermia mediated by magnetic materials are
mainly addressed to the treatment of bone tumours; the suitability of this approach to treat orbital
bone/intra-orbital malignancies would deserve consideration in the next future. These smart
biomaterials are designed to be magnetic and, when exposed to an external magnetic field, they can
produce heat within the diseased tissue region. It is known that cancer cells are killed if exposed at
temperatures above 43 °C, whereas healthy cells can survive in such conditions. A variety of
bioceramics, including calcium phosphates [262], glasses and glass-ceramics [263-265],
mesoporous silica [266], ceramic-based composites [267] and cements [268] have been considered
and properly processed for possible application in hyperthermia. These materials have been
prepared and tested in the form of bulk implants, thermoseeds, particles, fine powder and, very
recently, porous scaffolds. Wu et al. [269] proposed an innovative approach combining
hyperthermia therapy and local drug delivery in a multifunctional Fe-containing hierarchical porous
MBG scaffold prepared through a co-templating method. Large macropores are useful to permit
healthy tissue in-growth, mesopores allow sustained drug release and the magnetic properties of the
Fe-containing glass can be exploited for in situ cancer treatment by hyperthermia. Although this
strategy is highly fascinating, one of the major limitations of these Fe-MBG scaffolds is the high
brittleness (compressive strength around 50 kPa), which dramatically limits the perspectives of a
clinical application. Perhaps, injectable magnetic MBG pastes could be suitable in the repair of
cancer-derived orbital bone defects or injected intraorbitally in the region around the severed optic

nerve to kill the residual cancer cells that might migrate through it after enucleation.

11.5. Radioactive bioceramics
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The surgical procedures that are necessary to remove orbital or ocular malignancies are highly
invasive and require additional oculoplastic treatments. Ideally, a less invasive approach, like
radiotherapy, would be preferable but, at present, its application to the ocular and periocular tissues
is very difficult. Furthermore, a significant problem in the radiation treatment of cancer is the
serious systemic side effects. Localization of the radiation at the site of the tumour can decrease the
radiation dosage required to kill the cancer cells, thereby minimizing side effect toxicities. An
innovative approach to the localized delivery of radioactive isotopes to treat liver and kidney cancer
has been developed using glass microspheres [270]. Briefly, a 89Y—contalining glass in the Y,0s-
ALO3-Si0; system was produced in the form of 25-um microspheres (TheraSphere®); before
arterial infusion, the glass beads were bombarded by neutrons that create Y, a radioisotope that is
a short-half-life (64 h), short-range B-rays emitter. In this way, a localized dosage of up to 15000
rad was delivered, whereas a maximum of 3000 rad under external radiation can be tolerated by the
patient. The selected ternary glass system provided excellent chemical durability in the body in
order to avoid dissolution and migration of the radioisotope via the blood circulation; this method is
currently approved for patients as an adjuvant to liver surgery by the FDA and is being used at a
number of clinical centres in the USA. Molecular dynamics simulations have been recently carried
out on this glass to obtain more information about its long-term fate and durability in vivo [271].
Indeed, the applications initially proposed by Day and Day [270] are far from the ophthalmic field,
but this strategy deserves to be mentioned in this review as a possible input for the future

development of radioactive ceramics for ocular cancer therapy, under the appropriate adaptations.

11.6. Smart coatings

As reviewed by other authors [258,272], bioceramics can be coated by thin films of biodegradable

polymers acting as matrices for the incorporation and subsequent release of biomolecules, drugs or
50



organic moieties for therapeutic applications. This approach could be particularly useful for those
ceramic devices, such as orbital implants and keratoprosthetic porous skirts, that should ideally be
non-absorbable and maintain adequate structural/mechanical integrity.

Another added value that could be provided by smart coatings is an antibacterial/antifungal effect,
which would be of great importance in ophthalmic biomaterials since implant-related ocular
infections can cause serious postoperative problems requiring expensive and stressful extra-
treatments for the patients [135,273-278]. A promising strategy, that was disclosed in a patent by
Baino et al. [279], involves the deposition of an oxide-based composite film via sputtering on the
surface of a wide range of biomaterials, including bioceramics, for ocular prostheses and orbital
implants. The coating, whose thickness can range from few nanometers to 1 um, is preferentially
constituted by silver nanoclusters embedded in a silica matrix (Fig. 10b), but also other matrix
materials (e.g. alumina, TiO,) and antibacterial metal agents (e.g. copper, zinc) may be
experimented to find the best solution depending on the type of substrate material to be coated and
on the biological environment wherein the antibacterial device will exert its function. Co-sputtering
of silver and silica has the advantage to allow the tuning of film thickness as well as the
antibacterial metal concentration through the control of the deposition parameters (e.g. power and
pressure in the deposition chamber) [280-282]. Preliminary studies on film-coated ceramic
substrates showed that the silver nanoclusters in the as-sputtered coating have a diameter within 5-
10 nm (Fig. 10b) and can increase their size upon thermal treatments at 500-600 °C [280]. Leaching
tests in different conditions (water or SBF at 37 °C) revealed that the coatings were able to exert an
antibacterial activity for around 1 month [280]. Furthermore, there are preliminary evidences
suggesting that silver is released in ionic form instead of nanoparticles: this is a significant added
value overcoming the toxicity issues related to the release of metal nanoparticles in vivo [283-285].
Moreover, the use of metals as antibacterial agents instead of antibiotics, commonly employed in
therapy and prevention of implant-related infections, could overcome the problem of bacterial

resistance and can be effective also on resistant bacterial strains. However, it should be taken into
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account that the ocular environment is highly complex and several parameters should be taken in
account, such as the solubility of the silica matrix, the interaction of metal ions with the tears, the

fate of the released ions and the possible ion-induced eye tissue necrosis.

12. Conclusions

The role of bioceramics in ophthalmology is still underestimated with respect to other fields of
application such as orthopaedics and dentistry. The most common medical uses of implantable
bioceramics are associated to hard tissues; however — and it is the major message of this review —
they can have a great potential also in ophthalmic surgery due to a set of unique properties that can
be properly and successfully exploited for ocular applications. Looking at the modern story of
biomaterials science, we need to remember that only 40 years ago the concept of a material that
would be able to actively stimulate tissue regeneration seemed impossible. This remote dream
became reality with the invention of 45S5 Bioglass®, but none of the high-impact future
applications were forecast when the research began. Over the years more and more knowledge has
been acquired and the contexts of application of bioceramics expanded accordingly. Unlike metals
and polymers, only BGs and, to some extent, calcium orthophosphates can bond to bone promoting
new tissue growth, which is a key added value for implants devoted to the repair of orbital floor
fractures. Porous bioceramics have been shown to allow and even stimulate keratocytes adhesion
and proliferation, which make them promising candidates for the development of a new class of
skirt keratoprostheses. Porous bioceramics can also stimulate fibrovascular in-growth, which is a
fundamental characteristic to ensure an adequate motility of orbital implants and to reduce the risk
of postoperative infection. Novel perspectives could raise from the use of mesoporous oxide-based
materials for in situ drug release, magnetic and radioactive bioceramics for ocular tumour treatment,
and BGs and BGCs whose ion dissolution products can elicit angiogenetic and antibacterial effects.

In summary, an increasing collaboration between ceramic scientists, ophthalmologists and
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oculoplastic/maxillofacial surgeons is needed more than ever to open new scenarios of research and,

as a final result, to further improve the life quality of mankind.

Disclosures

The authors have no conflict of interest with regard to any of the companies whose products are

mentioned in the manuscript.

References

[1] Dorozhkin SV. A detailed history of calcium orthophosphates from 1770s till 1950. Mater Sci
Eng C 2013;33:3085-110.

[2] Hench LL. The story of Bioglass®. J Mater Sci: Mater Med 2006;17:967-78.

[3] LeGeros RZ. Properties of osteoconductive biomaterials: calcium phosphates. Clin Orthop Relat
Res 2002;395:81-98.

[4] Rahaman MN, Day DE, Bal BS, Fu Q, Jung SB, Bonewald LF et al.. Bioactive glass in tissue
engineering, Acta Biomater 2011;7:2355-73.

[5] Jones JR. Review of bioactive glass: from Hench to hybrids. Acta Biomater 2013;9:4457-86.

[6] Chevalier J, Gremillar L. Ceramics for medical applications: a picture for the next 20 years. J
Eur Ceram Soc 2009;29:1245-55.

[7] Jaffe WL, Scott DF. Current concepts review - total hip arthroplasty with hydroxyapatite-coated
prostheses. J Bone Joint Surg Am 1996;78:1918-34.

[8] Vitale-Brovarone C, Baino F, Tallia F, Gervasio C, Verné E. Bioactive glass-derived trabecular
coating: a smart solution for enhancing osteointegration of prosthetic elements. J Mater Sci: Mater

Med 2012;23:2369-80.

53



[9] Chen Q, Baino F, Pugno NM, Vitale-Brovarone C. Bonding strength of glass-ceramic
trabecular-like coatings to ceramic substrates for prosthetic applications. Mater Sci Eng C
2013;33:1530-8.

[10] Hench LL. Bioceramics: from concept to clinics. J Am Ceram Soc 1991;74:1487-510.

[11] Hench LL. Bioceramics. J Am Ceram Soc 1998;81:1705-28.

[12] Vallet-Regi M, Ruiz-Hernandez E. Bioceramics: from bone regeneration to cancer
nanomedicine. Adv Mater 2011;5177-218.

[13] Juhasz JA, Best SM. Bioactive ceramics: processing, structures and properties. J Mater Sci
2012; 47:610-24.

[14] Dorozhkin SV. Calcium orthophosphate-based bioceramics. Materials 2013;6:3840-942.

[15] Gerhardt LC, Boccaccini AR. Bioactive glass and glass-ceramic scaffolds for bone tissue
engineering. Materials 2010;3:3867-910.

[16] Baino F, Vitale-Brovarone C. Three-dimensional glass-derived scaffolds for bone tissue
engineering: current trends and forecasts for the future. J Biomed Mater Res A 2011;97:514-35.

[17] Rahaman MN, Yao A, Bal SB, Gatino JP, Ries MD. Ceramics for prosthetic hip and knee joint
replacement. ] Am Ceram Soc 2007;90:1965-88.

[18] Arcos D, Vallet-Regi M. Bioceramics for drug delivery. Acta Mater 2013;61:890-911.

[19] Hench LL. Genetic design of bioactive glass. J Eur Ceram Soc 2009;29:1257-65.

[20] Hoppe A, Guldal N, Boccaccini AR. Biological response to ionic dissolution products from
bioactive glass and glass-ceramics in the context of bone tissue engineering. Biomaterials
2011;32:2757-74.

[21] Lloyd AW, Faragher RGA, Denyer SP. Ocular biomaterials and implants. Biomaterials
2001;22:769-85.

[22] Baino F. Scleral buckling biomaterials and implants for retinal detachment surgery. Med Eng

Phys 2010;32:945-56

54



[23] Bozukova D, Pagnoulle C, Jerome R, Jerome C. Polymers in modern ophthalmic implants -
historical background and recent advances. Mater Sci Eng R 2010;69:63-83.

[24] Baino F. Towards an ideal biomaterial for vitreous replacement: historical overview and future
trends. Acta Biomater 2011;7:921-35

[25] Pellier de Quengsy G. Précis ou cours d’opérations sur la chirurgie des yeux. Paris: Didot &
Mequignon, vol. 1. 1789-1790; p. 91.

[26] Chirila TV, Hicks CR, Dalton PD, Vijayasekaran S, Lou X, Hong Y et al. Artificial cornea.
Prog Polym Sci 1998;23:447-73.

[27] Sami D, Young S, Petersen R. Perspective on orbital enucleation implants. Survey Ophthalmol
2007;52:244-65.

[28] Betz MW, Caccamese JF, Coletti DP, Sauk JJ, Fisher JP. Challenges associated with
regeneration of orbital floor bone. Tissue Eng B 2010;16:541-50.

[29] Baino F. Biomaterials and implants for orbital floor repair. Acta Biomater 2011;7:3248-66.

[30] Baino F, Perero S, Ferraris S, Miola M, Balagna C, Verné E et al. Biomaterials for orbital
implants and ocular prostheses: overview and future prospects. Acta Biomater 2014;10:1064-87.
[31] Hench LL, Wilson J. Introduction. In: An introduction to bioceramics. Hench LL, Wilson J,
editors. Singapore: World Scientific; 1993. p. 1-24.

[32] Wilson J, Yli-Urpo A, Risto-Pekka H. Bioactive glasses. Clinical applications. In: Hench LL,
Wilson J, editors. An introduction to bioceramics. Singapore: World Scientific; 1993. p. 63-74.

[33] Chang EW, Monolidis S. Orbital floor fracture management. Facial Plast Surg 2005;21:207-
13.

[34] Ducic Y, Verret D. Endoscopic transantral repair of orbital floor fractures. Otolaryngol Head
Neck Surg 2009;140:849-54.

[35] Avashia YJ, Sastry A, Fan KL, Mir HS, Thaller SR. Materials used for reconstruction after
orbital floor fracture. J Craniofac Surg 2012;23:S49-S55.

[36] Moshfeghi DM, Moshfeghi AA, Finger PT. Enucleation. Surv Ophthalmol 2000;44:277-301.
55



[37] Chalasani R, Poole-Warren L, Conway RM, Ben-Nissan B. Porous orbital implants in
enucleation: a systematic review. Surv Ophthalmol 2007;52:145-55.

[38] Strampelli B. Osteo-odonto-keratoprosthesis. Ann Ottalmol Clin Ocul 1963;89:1039.

[39] Gomaa A, Comyn O, Liu C. Keratoprostheses in clinical practice — a review. Clin Exp
Ophthlmol 2010;38:211-24.

[40] Cravens JE. Lacto-phosphate of lime; pathology and treatment of exposed dental pulps and
sensitive dentine. Dent Cosmos 1876;18:463-9.

[41] Cui FZ, Wen HB, Zhang HB, Ma CL, Li HD. Nanophase hydroxyapatite-like crystallites in
natural ivory. J Mater Sci Lett 1994;13:1042-4.

[42] Spaeth EB. The principles and practice of ophthalmic surgery. 2nd ed. Philadelfia: Lea and
Febiger, 1941.

[43] Schmidt H. Zur Losung des Problems der Kugeleinheilung. Zeitschrift fiir Augenheilkunde
1906;16:63-80.

[44] Schmidt H. Zur Losung des Problems der Kugeleinheilung. Nachtrag 1909. Zeitschrift fiir
Augenheilkunde 1910;23:321-39.

[45] Klement R, Tromel G. Hydroxylapatit, der Hauptbestandteil der anorganischen Knochen- und
Zahnsubstanz. HoppeSeyler’s Zeitschrift fiir Physiologische Chemie 1932;230:263-9.

[46] Bredig MA. Zur Apatitstruktur der anorganischen Knochen- und Zahnsubstanz. HoppeSeyler’s
Zeitschrift fiir Physiologische Chemie 1933;260:239-43.

[47] Schmidt, H. Zur kritischen Wiirdigung der plastischen Stumpfbildungsmethoden. Berlin:
Verlag von S Karger, 1930.

[48] Allen TD. Guist’s bone spheres. Am J Ophthalmol 1930;13:226-30.

[49] McCoy LL. Guist bone sphere. Am J Ophthalmol 1932;15:960-3.

[50] Molteno ACB, Van Rensberg JHJ, Van Rooyen B, Ancker E. “Physiological” orbital implant.

Br J Ophthalmol 1973;57:615-21.

56



[S1] Molteno ACB. Antigen-free cancellous bone implants after removal of an eye. Trans
Ophthalmol Soc NZ 1980;32:36-9.

[52] Molteno ACB, Elder MJ. Bone implants after enucleation. Aust NZ J Ophthalmol
1991;19:129-36.

[53] Suter AJ, Molteno ACB, Bevin TH, Fulton JD, Herbison P. Long term follow up of bone
derived hydroxyapatite orbital implants. Br J Ophthalmol 2002;86:1287-92.

[54] Jordan DR, Hwang I, Brownstein S, McEachren T, Gilberg S, Grahovac S et al. The Molteno
M-Sphere. Ophthal Plast Reconstr Surg 2000;16:356-62.

[55] Perry JD, Goldberg RA, McCann JD, Shorr N, Engstrom R, Tong J, Bovine hydroxyapatite
orbital implant: a preliminary report. Ophthal Plast Reconstr Surg 2002;18:268-74.

[56] Elmazar H, Jackson IT, Degner D, Miyawaki T, Barakat K, Andrus L, Bradford M. The
efficacy of Gore-Tex vs hydroxyapatite and bone graft in reconstruction of orbital floor defects. Eur
J Plast Surg 2003;25:362-8.

[57] Nam SB, Bae YC, Moon JS, Kang YS. Analysis of the postoperative outcome in 405 cases of
orbital fracture using 2 synthetic orbital implants. Ann Plast Surg 2006;56:263-7.

[58] Perry AC. Advances in enucleation. Ophthal Clin North Am 1991;4:173-82.

[59] Hornblass A, Biesman BS, Eviatar JA. Current techniques of enucleation: a survey of 5439
intraorbital implants and a review of the literature. Ophthal Plast Reconstr Surg 1995;11:77-88.

[60] Nunnery WR, Heinz GW, Bonnin JM, Martin RT, Cepela MA. Exposure rate of
hydroxyapatite spheres in the anophthalmic socket: histopathologic correlation and comparison with
silicone sphere implants. Ophthal Plast Reconstr Surg 1993;9:96-104.

[61] Nolan LM, O’Keefe M, Lanigan B. Hydroxyapatite orbital implant exposure in children. J
AAPOS 2003;7:345-8.

[62] Moon JW, Yoon JS, Lee SY Hydroxyapatite orbital implant in pediatric patients with

retinoblastoma. J Korean Ophthalmol Soc 2006;47:1225-32.

57



[63] Jordan DR, Klapper SR. Controversies in enucleation technique and implant selection: whether
to wrap, attach muscles and peg?. In: Guthoff RF, Katowitz JA, editors. Oculoplastics and orbit.
Berlin Heidelberg: Springer-Verlag; 2010. p. 195-211.

[64] Moshfeghi DM, Moshfeghi AA, Finger PT. Enucleation. Surv Ophthalmol 2000;44:277-301.
[65] Custer PL. Enucleation: past, present, and future. Ophthal Plast Reconstr Surg 2000;16:316-21.
[66] Gayre GS, Lipham W, Dutton JJ. A comparison of rates of fibrovascular ingrowth in wrapped
versus unwrapped hydroxyapatite spheres in a rabbit model. Ophthal Plast Reconstr Surg
2002;18:275-80.

[67] Babar TF, Hussain M, Zaman M. Clinico-pathologic study of 70 enucleations. J Pak Med
Assoc 2009;59:612-4.

[68] Owji N, Mosallaei M, Taylor J. The use of mersilene mesh for wrapping of hydroxyapatite
orbital implants: mid-term result. Orbit. 2012;31:155-8.

[69] Ono I, Gunji H, Suda K, Kaneko F, Yago K. Orbital reconstruction with hydroxyapatite
ceramic implants. Scand J Plast Reconstr Surg Hand Surg 1994;28:193-8.

[70] Levy RA, Chu TMG, Halloran JW, Feinberg SE, Hollister S. CT-generated porous
hydroxyapatite orbital floor prosthesis as a prototype bioimplant. Am J Neurorad 1997;18;1522-5.
[71] Lemke BN, Kikkawa DO. Repair of orbital floor fractures with hydroxyapatite block
scaffolding. Ophthal Plast Reconstr Surg 1999;15:161-5.

[72] Simon JL, Michna S, Lewis JA, Rekow ED, Thompson VP, Smay JE et al. In vivo bone
response to 3D periodic hydroxyapatite scaffolds assembled by direct ink writing. J Biomed Mater
Res A 2007;83:747-58.

[73] Jordan DR, Bawazeer A. Experience with 120 synthetic hydroxyapatite implants (FCI3).
Ophthal Plast Reconstr Surg 2001;17:184-90.

[74] Jordan DR, Munro SM, Brownstein S, Gilberg S, Grahovac S. A synthetic hydroxyapatite

implant: the so-called counterfeit implant. Ophthal Plast Reconstr Surg 1998;14:244-9.

58



[75] Mawn LA, Jordan DR, Gilberg S. Scanning electron microscopic examination of porous orbital
implants. Can J Ophthalmol 1998;33:203-9.

[76] Jordan DR, Chan S, Mawn L, Gilberg S, Dean T, Brownstein S et al. Complications associated
with pegging hydroxyapatite orbital implants. Ophthalmology 1999;106:505-12.

[77] Jordan DR, Pelletier C, Gilberg SM, Brownstein S, Grahovac SZ. A new variety of
hydroxyapatite: the Chinese implant. Ophthal Plast Reconstr Surg 1999;15:420-4.

[78] Jordan DR, Hwang 1, Gilberg S, Brownstein S, McEachren T, Grahovac S et al. Brazilian
hydroxyapatite implant. Ophthal Plast Reconstr Surg 2000;16:363-9.

[79] Kundu B, Sinha MK, Mitra S, Basu D. Synthetic hydroxyapatite-based integrated orbital
implants: a human pilot trial. Indian J Ophthalmol 2005;53:235-41.

[80] Mehta JS, Futter CE, Sandeman SR, Faragher RGAF, Hing KA, Tanner KE et al.
Hydroxyapatite promotes superior keratocyte adhesion and proliferation in comparison with current
keratoprosthesis skirt materials. Br J Ophthalmol 2005;89:1356-62.

[81] Tan XW, Beuerman RW, Shi ZL, Neoh KG, Tan D, Khor KA et al. In vivo evaluation of
titanium oxide and hydroxyapatite as an artificial cornea skirt. J Mater Sci: Mater Med 2012
23:1063-72.

[82] Poeschl PW, Ziva-Ghazvini F, Schicho K, Buchta C, Moser D, Seemann R et al. Application
of platelet-rich plasma for enhanced bone regeneration in grafted sinus. J Oral Maxillofac Surg
2012;70:657-64.

[83] You CK, Oh SH, Kim JW, Choi TH, Lee SY, Kim SY. Hydroxyapatite coated porous alumina
as a new orbital implant. Key Eng Mater 2003;240-242:563-6.

[84] Seong YS, Lee SY, Kim SJ. Morphological study of a new orbital implant: hydroxyapatite-
coated porous alumina in rabbit. J Korean Ophthalmol Soc 2001;42:1354-61.

[85] Jordan DR, Brownstein S, Gilberg S, Coupal D, Kim S, Mawn L. Hydroxyapatite and calcium

phosphate coatings on aluminium oxide orbital implants. Can J Ophthalmol 2002;37:7-13.

59



[86] Chung WS, Song SJ, Lee SH, Kim EA. Fibrovascularization of intraorbital hydroxyapatite-
coated alumina sphere in rabbits. Korean J Ophthalmol 2005;19:9-17.

[87] Sandeman SR, Jeffery H, Howell CA, Smith M, Mikhalovsky SV, Lloyd AW. The in vitro
corneal biocompatibility of hydroxyapatite coated carbon mesh. Biomaterials 2009;30:3143-9.

[88] Wang L, Jeong KJ, Chiang HH, Zurakowski D, Behlau I, Chodosh J et al. Hydroxyapatite for
keratoprosthesis biointegration. Invest Ophthalmol Vis Sci 2011;52:7392-9.

[89] Kokubo T, Takadama H. How useful is SBF in predicting in vivo bone bioactivity?
Biomaterials 2006;27:2907-15.

[90] Fang YD, Xiao M, Fei HY. Implantation of hydroxyapatite-titanium corneal implants in rat
cornea. Cornea 2011;30:67-72.

[91] Dorozhkin SV. Biphasic, triphasic and multiphasic calcium orthophosphates. Acta Biomater
2012;8:963-77.

[92] Reyes JP, Celorico JR, Dela Cuesta LC, Filio JM, Daan LG, Bernardo ST et al. Bioceramic
orbital plate implants. Adv Technol Mater Mater Process 2005;7:1-4.

[93] Mules PH. Evisceration of the globe, with artificial vitreous. Trans Ophthalmol Soc UK
1885;5:200-6.

[94] Guyton JS. Enucleation and allied procedures: a review and description of a new operation.
Trans Am Ophthalmol Soc 1948;46:472-527.

[95] Lang W. On the insertion of artificial globes into Tenon’s capsule after excising the eye. Trans
Ophthalmol Soc UK 1887:7:286-91.

[96] Kelley JJ. History of ocular prostheses. Int Ophthalmol Clinics 1970;10:713-9.

[97] Gougelmann HP. The evolution of the ocular motility implant. Int Ophthalmol Clin
1970;10:689-711.

[98] Helms HA, Zeiger HE Jr, Callahan A. Complications following enucleation and implantation

of multiple glass spheres in the orbit. Ophthal Plast Reconstr Surg 1987;3:87-9.

60



[99] Christmas NJ, Gordon CD, Murray TG, Tse D, Johnson T, Garonzik S et al. Intraorbital
implants after enucleation and their complications: a 10-year review. Arch Ophthalmol
1998;116:1199-203.

[100] Chirila TV, Hicks CR. The origins of the artificial cornea: Pellier de Quengsy and his
contribution to the modern concept of keratoprosthesis. Gesnerus 1999;56:96-106.

[101] Von Nussbaum JNR. Cornea artificialis. Munchen: Schurich; 1853.

[102] Friend J. Physiology of the cornea: metabolism and biochemistry. In: Smolin G, Thoft RA,
editors. The cornea - scientific foundations and clinical practice. Boston: Little Brown; 1983. pp.
17-31.

[103] Baker AR. Some remarks on transplantation of the cornea and allied subjects. Am J
Ophthalmol 1889;10:1-10.

[104] Sommer, G. Neue Versuche zur Alloplastich der Kornea. Klin Montasbl Augenheilk 1953;
122:545-54.

[105] Anderson OEE. Theoretical considerations for an artificial corneal implant. Br J Ophthalmol
1951;35:628-630.

[106] Cuperus PL, Jongebloed WL, Van Andel P, Worst J. Glass metal keratoprosthesis: light and
electromiscroscope evaluation of experimental surgery on rabbit eyes. Doc Ophthalmol 1989;71:29-
48.

[107] Van Andel P, Worst J, Singh I. Results of champagne cork keratoprosthesis in 127 corneal
blind eyes. Refract Corneal Surg 1989;9:189-190.

[108] Volker-Dieben HIM, Worst JGF. A five-year follow-up of 22 eyes with a champagne cork
keratoprosthesis. Refract Corneal Surg 1993;9:190-191.

[109] Jarmak A, Gos R, Kapica A. Use of keratoprosthesis type “champagne cork™ - case report.
Klin Oczna 2000;102:361-5.

[110] Hench LL, Splinter RJ, Allen WC, Greenlee TK. Bonding mechanisms at the interface of

ceramic prosthetic materials. J Biomed Mater Res 1972;2:117-41.
61



[111] Kinnunen I, Aitasalo K, Pollonen M, Varpula M. Reconstruction of orbital fractures using
bioactive glass. J Craniomaxollofac Surg 2000;28:229-34.

[112] Aitasalo K, Kinnunen I, Palmgren J, Varpula M. Repair of orbital floor fractures with
bioactive glass implants. J Oral Maxillofac Surg 2001;59:1390-6.

[113] Peltola M, Kinnunen I, Aitasalo K. Reconstruction of orbital wall defects with bioactive glass
plates. J Oral Maxillofac Surg 2008;66:639-46.

[114] Richter PW, Talma J, Gous PNJ, Roux P, Minnaar M, Levitz LM et al. Orbital implant. US
Patent no. 2009/0309274A1, 2009.

[115] Xu X, Wang C, Huang T, Ding L, Huang Z, Zhang X. An experimental study of bioactive
glass ceramics as orbital implants. Hunan Yi Ke Da Xue Xue Bao. 1997;22:25-8.

[116] Choi HY, Lee JE, Park HJ, Oum BS. Effect of synthetic bone glass particulate on the
fibrovascularization of porous PE orbital implants. Ophthal Plast Reconstr Surg 2006;22:121-5.
[117] Ma X, Schou KR, Maloney-Schou M, Harwin FM, Ng JD. The porous polyethylene/Bioglass
spherical orbital implant: a retrospective study of 170 cases. Ophthal Plast Reconstr Surg
2011;27:21-7.

[118] Heringer DM, Ng JD. A novel approach to re-pegging hydroxyapatite implants using
bioactive glass. Ophthal Plast Reconstr Surg 2006;22:45-7.

[119] Chirila TV. An overview of the development of artificial corneas with porous skirts and the
use of PHEMA for such an application. Biomaterials 2001;22:3311-7.

[120] Bigar F, Krahenmann A, Landolt E, Witmer R. Biocompatibility of bioactive glass-ceramic in
cornea and conjunctiva. Ber Zusammenkunft Dtsch Ophthalmol Ges 1978;75:192-6.

[121] Strunz V, Bunte M, Gross UM, Hoffrnann F, Hamisch JP, Manner K et al. Glass-ceramic
keratoprosthesis. Ber Zusammenkunft Dtsch Ophthalmol Ges 1978;75:197-200.

[122] Blencke BA, Hagen P, Bromer H, Deutscher K. Untersuchungen iiber die Verwendbarkeit
von Glaskeramiken zur Osteo-Odonto-Keratoplastik. Ophthalmologica 1978;176:105-12.

[123] Krause A. Intracorneal biocompatibility of glass ceramics. Contactologia 1992;14:28-31
62



[124] Linnola RJ, Happonen RP, Andersson OH, Vedel EA, Yli-Urpo U, Krause U et al. Titanium
and bioactive glass-ceramic coated titanium as materials for keratoprosthesis. Exp Eye Res
1996;63:471-8.

[125] Huhtinen R, Sandeman S, Rose S, Fok E, Howell C, Froberg L et al.. Examining porous bio-
active glass as a potential osteo-odonto-keratoprosthetic skirt material. J Mater Sci: Mater Med
2013;24:1217-27.

[126] Liang D, Chen J, Li Y, Chen Z, Dan B, Zhou H. Tissue interaction with bioglass ceramic
implanted in the rabbit cornea. Yan Ke Xue Bao 2001;17:198-201.

[127] Polack FM, Heimke G. Ceramic keratoprostheses. Ophthalmology 1980;87:693-8.

[128] Caldwell DR, Jacob-Labarre J. Intraocular prostheses. US Patent no. 4865601, 1989.

[129] Tan XW, Perera APP, Tan A, Tan D, Khor KA, Beuerman RW. Comparison of candidate
materials for a synthetic osteo-odonto keratoprosthesis device. Invest Ophthalmol Vis Sci
2011;52:21-9.

[130] Morel X, Rias A, Briat B, El Aouni A, D’Hermies F, Adenis JP et al. Biocompatibility of a
porous alumina orbital implant. Preliminary results of an animal experiment. J Fr Ophthalmol
1998;21:163-9.

[131] Jordan DR, Mawn LA, Brownstein S, McEachren TM, Gilberg SM, Hill V et al. The
bioceramic orbital implant: a new generation of porous implants. Ophthal Plast Reconstr Surg
2000;16:347-55.

[132] Mawn LA, Jordan DR, Gilberg S. Proliferation of human fibroblasts in vitro after exposure to
orbital implants. Can J Ophthalmol 2001;36:245-51.

[133] Akichika N, Futoshi H, Hitoshi M, Kosuke S, Shinichiro K, Katsuhito K. Biocompatibility of
a mobile alumina-ceramic orbital implant. Folia Ophthalmol Japon 2002;53:476-80.

[134] Jordan DR, Gilberg S, Mawn LA. The bioceramic orbital implant: experience with 107

implants. Ophthal Plast Reconstr Surg 2003;19:128-35.

63



[135] Jordan DR, Brownstein S, Robinson J. Infected aluminum oxide orbital implant ophthalmic
Plast Reconstr Surg 2006;22:66-7.

[136] Jordan DR, Klapper SR, Gilberg SM, Dutton JJ, Wong A, Mawn L. The bioceramic implant:
evaluation of implant exposures in 419 implants. Ophthal Plast Reconstr Surg 2010;26:80-2.

[137] Wang JK, Lai PC, Liao SL. Late exposure of the bioceramic orbital implant. Am J
Ophthalmol 2009;147:162-70.

[138] Ramey N, Gupta D, Price K, Husain A, Richard M, Woodward J. Comparison of
complication rates of porous anophthalmic orbital implants. Ophthalmic Surg Lasers Imaging
2011;42:434-40.

[139] Wang JK, Lai PC. Bioceramic orbital implant exposure repaired by a retroauricular
myoperiosteal graft. Ophthalmic Surg Lasers Imaging 2008;39:399-403.

[140] Zigiotti GL, Cavarretta S, Morara M, Nam SM, Ranno S, Pichi F et al. Standard enucleation
with aluminium oxide implant (bioceramic) covered with patient’s sclera. The Sci World J 2012,
Article ID 481584.

[141] Heusser, T. Ein Fall von Cornea artificialis. Denkschr Med Chir Gesellsch 1860;127-9.

[142] Von Hippel A. Uber das operative Behandlung totaler stationarer Hornhauttrubunger. Graefes
Arch Ophthalmol 1877;23:79-160.

[143] Von Hippel A. Eine neue Methode der Hornhauttransplantation. Graefes Arch Ophthalmol
1888;34:108-30.

[144] Salzer, F. Ueber den weiteren Verlauf des in meiner Arbeit iiber den kiinstlichen Hornhaut-
Ersatz mitgeteilten Falles von Cornea arteficialis, sowie des von Schroder’schen Falles. Zeitschr
Augenheilk 1900;3:504-9.

[145] Salzer F. Beitrage zur Keratoplatsik V. Zur Biologie der Hornhautverpflanzung Arch.
Augenheilk 1937;101:450-81.

[146] Bokros D. Carbon biomedical devices. Carbon 1977;18:355-71.

64



[147] Kain HL, Thoft RA. A new approach to keratoprosthesis. Invest Ophthal Vis Sci
1987;28(Suppl):231.

[148] Kain HL, Lund OE. Further development of the silicone-carbon keratoprosthesis. Invest
Ophthal Vis Sci 1988;29(Suppl):452.

[149] Kain HL. A new concept for keratoprosthesis. Klin Monatsbl Augenheilkd 1990;197:386-92.
[150] Kain HL The development of the silicone-carbon keratoprosthesis. Refract Comeal Surg
1993;9:209-10.

[151] Trinkaus-Randall V. Cornea. In: Lanza RP, Langer R, Vacanti J, editors. Principles of Tissue
Engineering. 2™ edition. San Diego: Academic Press; 2001. p. 471-91.

[152] Meijer AGW, Segenhout HM, Albers FWJ, Van de Want HJL. Histopathology of
biocompatible hydroxyapatite-polyethylene composite in ossiculoplasty. ORL J Otorhinolaryngol
Relat Spec 2002;64:173-9.

[153] Downes RN. Vardy S, Tanner TE, Bonfield W. Hydroxyapatite-polyethylene composite in
orbital surgery. In: Bonfield W, Hastings GW, Tanner TE, editors. Bioceramics Volume 4. Oxford:
Butterworth Heinmann; 1991. p. 239-46.

[154] Tanner TE, Downes RN, Bonfield W. Clinical applications of hydroxyapatite reinforced
polyethylene. Br Ceram Trans 1994;93:104-7.

[155] Zhang Y, Tanner TE, Gurav N, Di Silvio L. In vitro osteoblastic response to 30%vol
hydroxyapatite-polyethylene composite. J] Biomed Mater Res A 2007;81:409-17

[156] Tanner KE. Bioactive ceramic-reinforced composites for bone augmentation. J R Soc
Interface 2010;7:S541-S557.

[157] Asamura S, Ikada Y, Matsunaga K, Wada M, Isogai N. Treatment of orbital floor fracture
using a periosteum—polymer complex. J Craniomaxillofac Surg 2010;38:197-203.

[158] Patel M, Betz MW, Geibel E, Patel KJ, Caccamese JF, Coletti DP, SaukJJ, Fisher JP. Cyclic

acetal hydroxyapatite nanocomposites for orbital bone regeneration. Tissue Eng A 2010;16:55-65.

65



[159] Guthoff R, Vick HP, Schaudig U. Prevention of postenucleation syndrome: the
hydroxylapatite silicone implant. Preliminary experimental studies and initial clinical experiences.
Ophthalmologe 1995;92:198-205.

[160] Klett A, Guthoff R. How can artificial eye motility be improved? The influence of fornix
configuration and tissue thickness in front of hydroxyapatite-silicone implants in 66 patients.
Ophthalmologe 2003;100:445-8.

[161] Klett A, Guthoff R. Muscle pedunculated scleral flaps. A microsurgical modification to
improve prosthesis motility. Ophthalmologe 2003;100:449-52.

[162] Xu F, Li Y, Deng Y, Xiong J. Porous nano-hydroxyapatite/poly(vinyl alcohol) composite
hydrogel as artificial cornea fringe: characterization and evaluation in vitro. J Biomater Sci Polym
Ed 2008;19:431-9.

[163] Fenglan X, Yubao L, Xiaoming Y, Hongbing L, Li Z. Preparation and in vivo investigation of
artificial cornea made of nano-hydroxyapatite/poly (vinyl alcohol) hydrogel composite. J] Mater Sci:
Mater Med 2007;18:635-40.

[164] Jiang H, Zuo Y, Zhang L, Li J, Zhang A, Li Y et al. Property-based design: optimization and
characterization of polyvinyl alcohol (PVA) hydrogel and PVA-matrix composite for artificial
cornea. J Mater Sci Mater Med 2014;25:941-52.

[165] Van Leeuwen AC, Bos RRM, Grijpma DW. Composite materials based on poly(trimethylene
carbonate) and B-tricalcium phosphate for orbital floor and wall reconstruction. J Biomed Mater
Res B (Appl Biomater) 2012;100:1610-20.

[166] Lyall MG. Proplast implant in Tenon’s capsule after excision of the eye. Trans Ophthalmol
Soc UK 1976;96:79-81.

[167] Neuhaus RW, Greider B, Baylis HI. Enucleation with implantation of a proplast sphere.
Ophthalmology 1984;91:494-6

[168] Whear NM, Cousley RR, Liew C, Henderson D. Post-operative infection of Proplast facial

implants. Br J Oral Maxillofac Surg 1993;31:292-5.
66



[169] Lamberts DW, Grandon SC. A new alloplastic material for ophthalmic surgery. Ophthalmic
Surg 1978;9:35-42.

[170] Barber JC, Feaster F, Priour D. The acceptance of a vitreous carbon alloplastic material,
Proplast in the rabbit eyes. Invest Ophthal Vis Sci 1980;19:182-91.

[171] Barber JC. Modifications of keratoprosthesis to improve retention. Refract Corneal Surg
1993;9:200-1.

[172] White JH, Gona O. Proplast for keratoprosthesis. Ophthalmic Surg 1988;19:331-3.

[173] Girard LJ. Girard keratoprosthesis with flexible skirt 28 years experience. Refract Corneal
Surg 1993;9:194-5.

[174] Leibowitz HM, Trinkaus-Randall V, Tsuk AG, Franzblau, C. Progress in the development of
a synthetic cornea. Prog Retinal Eye Res 1994;13:605-21.

[175] Girard LJ, Esnaola N, Sagahon E. Evisceration implant of Proplast II. A preliminary report.
Ophthal Plast Reconstr Surg 1990;6:139-40.

[176] Girard LJ, Eguez I, Soper JW, Soper M, Esnaola N, Homsy CA. Buried quasi-integrated
enucleation implant of Proplast II: a preliminary report. Ophthalmic Plast Reconstr Surg
1990;6:141-3.

[177] Christenbury JD. Use of Proplast II. Ophthalmic Plast Reconstr Surg 1991;7:223

[178] Shah S, Rhatigan M, Sampath R, Yeoman C, Sunderland S, Brammer R et al. Use of Proplast
IT as a subperiosteal implant for the correction of anophthalmic enophthalmos. Br J Ophthalmol
1995;79:830-3.

[179] Costantino PD, Friedman CD, Jones K, Chow LC, Pelzer HJ, Sisson GA. Hydroxyapatite
cement. I: basic chemistry and histologic properties. Arch Otolaryngol Head Neck Surg
1991;117:379-84.

[180] Friedman CD, Costantino PD, Jones K, Chow LC, Pelzer HJ, Sisson GA. Hydroxyapatite
cement. II: obliteration and reconstruction of the cat frontal sinus. Arch Otolaryngol Head Neck

Surg 1991;117:385-9.
67



[181] Costantino PD, Friedman CD, Jones K, Chow LC, Sisson GA. Experimental hydroxyapatite
cement cranioplasty. 1992;90:174-85.

[182] Friedman CD, Costantino PD, Takagi S, Chow LC. BoneSource™ hydroxyapatite cement: a
novel biomaterial for craniofacial skeletal tissue engineering and reconstruction. J Biomed Mater
Res 1998;43:428-32.

[183] Ishikawa K, Tagaki S, Chow LC, Suzuki K. Reaction of calcium phosphate cements with
different amounts of tetracalcium phosphate and dicalcium phosphate anhydrous. J Biomed Mater
Res 1999;46:504-10.

[184] Mathur KK, Tatum SA, Kellman RM. Carbonated apatite and hydroxyapatite in craniofacial
reconstruction. Arch Facial Plast Surg 2003;5;379-83.

[185] Wilson AD, Kent BE. A new translucent cement for dentistry: the glass ionomer cement. Br
Dent J 1972;132:133-5.

[186] Brook IM, Hatton PV. Glass-ionomers: bioactive implant materials. Biomaterials
1998;19:565-71.

[187] Mount GJ. Clinical performance of glass-ionomers. Biomaterials 1998;19:573-79.

[188] Yorgancilar E, Firat U, Gun R, Bakir S, Dasdag S, Akkus Z et al. Histopathologic effects of
glass ionomer bone cements application to maxillofacial area: an experimental study in rabbits.
Biotechnol Biotechnol Eq 2012;26:2777-80.

[189] Anselme K, Davidson P, Popa A, Giazzon M, Liley M, Ploux L. The interaction of cells and
bacteria with surfaces structured at the nanometer scale. Acta Biomater 2010;6:3824-46.

[190] Schwartz Z, Raz P, Zhao G, Barak Y, Tauber M, Yao H et al. Effect of micrometer-scale
roughness of the surface of Ti6Al4V pedicle screws in vitro and in vivo J Bone Joint Surg Am Vol
2008;90:2485-98.

[191] Osathanon T, Bespinyowong K, Arksornnukit M, Takahashi H, Pavasant P. Human
osteoblast-like cell spreading and proliferation on Ti-6Al-7Nb surfaces of varying roughness. J Oral

Sci2011;53:23-30.
68



[192] Choi S, Lee SJ, Shin JH, Cheong Y, Lee HJ, Paek JH et al. Ultrastructural investigation of
intact orbital implant surfaces using atomic force microscopy. Scanning 2011;33:211-21.

[193] Nagase M, Nishiya H, Abe Y. The effect of crystallinity on hydroxyapatite-induced
production of reactive oxygen metabolites by polymorphonuclear leukocytes. FEBS Lett
1993;325:247-50.

[194] Karageorgiou V, Kaplan D. Porosity of 3D biomaterial scaffolds and osteogenesis.
Biomaterials 2005;26:5474-91.

[195] Rubin PA, Popham JK, Bilyk JR, Shore JW. Comparison of fibrovascular ingrowth into
hydroxyapatite and porous polyethylene orbital implants. Ophthal Plast Reconstr Surg 1994;10:96-
103.

[196] Ducheyne P, Qiu Q. Bioactive ceramics: the effect of surface reactivity on bone formation
and bone cell function. Biomaterials 1999;20:2287-303.

[197] Dorozhkin SV. Calcium orthophosphates in nature, biology and medicine. Materials
2009;2:399-498.

[198] Abou Neel EA, Pickup DM, Valappil SP, Newport RJ, Knowles JC. Bioactive functional
materials: a perspective on phosphate-based glasses. J Mater Chem 2009;19:690-701.

[199] Durette JF. Orbital implant. US Patent no. 5713955, 1998.

[200] Ricci R, Pecorella I, Ciardi A, Della RC, Di Tondo U, Marchi V. Strampelli’s osteo-odonto-
keratoprosthesis — clinical and histological long-term features of three prostheses. Br J Ophthalmol
1992;76:232-4.

[201] Hench LL. Glass and glass-ceramic technologies to transform the world. Int J Appl Glass Sci
2011;2:162-76.

[202] Chen Q, Thompson ID, Boccaccini AR. 45S5 Bioglass®—derived glass-ceramic scaffolds for

bone tissue engineering. Biomaterials 2006;27:2414-25.

69



[203] Baino F, Ferraris M, Bretcanu O, Verné E, Vitale-Brovarone C. Optimization of composition,
structure and mechanical strength of bioactive 3-D glass-ceramic scaffolds for bone substitution. J
Biomater Appl 2013;27:872-90.

[204] Renghini C, Giuliani A, Mazzoni S, Brun F, Larsson E, Baino F et al. Microstructural
characterization and in vitro bioactivity of porous glass-ceramic scaffolds for bone regeneration by
synchrotron radiation X-ray microtomography. J Eur Ceram Soc 2013;33:1553-65.

[205] Rehorek L, Chlup Z, Meng D, Yunos DM, Boccaccini AR, Dlouhy I. Response of 45S5
Bioglass® foams to tensile loading. Ceram Int 2013;39:8015-20.

[206] Tesavibul P, Felzmann R, Gruber S, Liska R, Thompson I, Boccaccini AR et al. Processing of
4585 Bioglass® by lithography-based additive manufacturing. Mater Lett 2012;74:81-4.

[207] Fu Q, Rahaman MN, Bal BS, Brown RF, Day DE. Mechanical and in vitro performance of
13-93 bioactive glass scaffolds prepared by a polymer foam replication technique. Acta Biomater
2008;4: 1854-64.

[208] Liu X, Rahaman MN and Fu Q. Bone regeneration in strong porous bioactive glass (13-93)
scaffolds with an oriented microstructure implanted in rat calvarial defects. Acta Biomater 2013;9:
4889-98.

[209] Liu X, Rahaman MN, Hilmas GE, Bal BS. Mechanical properties of bioactive glass (13-93)
scaffolds fabricated by robotic deposition for structural bone repair. Acta Biomater 2013;9:7025-34.
[210] Fu H, Fu Q, Zhou N, Huang W, Rahaman MN, Wang D et al. In vitro evaluation of borate-
based bioactive glass scaffolds prepared by a polymer foam replication method. Mater Sci Eng C
2009;29:2275-81.

[211] Liu X, Huang W, Fu H, Yao A, Wang D, Pan H et al. Bioactive borosilicate glass scaffolds:
improvement on the strength of glass-based scaffolds for tissue engineering. J Mater Sci: Mater
Med 2009;20:365-72.

[212] Liu X, Huang W, Fu H, Yao A, Wang D, Pan H, et al. Bioactive borosilicate glass scaffolds:

In vitro degradation and bioactivity behaviours. J Mater Sci: Mater Med 2009;20:1237-43.
70



[213] Vitale-Brovarone C, Verné E, Robiglio L, Martinasso G, Canuto RA, Muzio G.
Biocompatible glass-ceramic materials for bone substitution. J Mater Sci: Mater Med 2008;19:471-
8.

[214] Vitale-Brovarone C, Verné E, Robiglio L, Appendino P, Bassi F, Martinasso G et al.
Development of glass-ceramic scaffolds for bone tissue engineering: characterisation, proliferation
of human osteoblasts and nodule formation. Acta Biomater 2007;3:199-208.

[215] Vitale-Brovarone C, Baino F, Verné E. High strength bioactive glass-ceramic scaffolds for
bone regeneration. J] Mater Sci: Mater Med 2009;20:643-53.

[216] Vitale-Brovarone C, Baino F, Bretcanu O, Verné E. Foam-like scaffolds for bone tissue
engineering based on a novel couple of silicate-phosphate specular glasses: synthesis and
properties. J Mater Sci: Mater Med 2009;20:2197-205.

[217] Muzio G, Verné E, Canuto RA, Martinasso G, Saracino S, Baino F, et al. Shock waves induce
activity of human osteoblast-like cells in bioactive scaffolds. J Trauma Injury Infection Crit Care
2010;68:1439-44.

[218] Vitale-Brovarone C, Baino F, Verné E. Feasibility and tailoring of bioactive glass-ceramic
scaffolds with gradient of porosity for bone grafting. J Biomater Appl 2010;24:693712.

[219] Vitale-Brovarone C, Baino F, Tallia F, Gervasio C, Verné E. Bioactive glass-derived
trabecular coating: a smart solution for enhancing osteointegration of prosthetic elements. J Mater
Sci: Mater Med 2012;23:2369-80.

[220] Chen Q, Baino F, Pugno NM, Vitale-Brovarone C. Bonding strength of glass-ceramic
trabecular-like coatings to ceramic substrates for prosthetic applications. Mater Sci Eng C
2013;33:1530-8.

[221] Ma H, Baino F, Fiorilli S, Vitale-Brovarone C, Onida B. AI-MCM-41 inside a glass-ceramic
scaffold: a meso-macroporous system for acid catalysis. J Eur Ceram Soc 2013;33:1535-43.

[222] Baino F, Vitale-Brovarone C. Mechanical properties and reliability of glass-ceramic foam

scaffolds for bone repair. Mater Lett 2014;118:27-30.
71



[223] Bretcanu O, Baino F, Verné E, Vitale-Brovarone C. Novel resorbable glass-ceramic scaffolds
for hard tissue engineering: from the parent phosphate glass to its bone-like macroporous
derivatives. J Biomater Appl. in press. DOI: 10.1177/ 0885328213506759

[224] Vitale-Brovarone C, Ciapetti G, Leonardi E, Baldini N, Bretcanu O, Verné E et al.
Resorbable glass-ceramic phosphate-based scaffolds for bone tissue engineering: synthesis,
properties and in vitro effects on human marrow stromal cells. J Biomater Appl 2011;26:465-89.
[225] Vitale-Brovarone C, Baino F, Miola M, Mortera R, Onida B, Verné E. Glass-ceramic
scaffolds containing silica mesophases for bone grafting and drug delivery. J Mater Sci: Mater Med
2009;20:809-20

[226] Baino F, Verné E, Vitale-Brovarone C. 3-D high strength glass-ceramic scaffolds containing
fluoroapatite for load-bearing bone portions replacement. Mater Sci Eng C 2009;29:2055-62.

[227] Lyckfeldt O and Ferreira MF. Processing of porous ceramics by starch consolidation. J Eur
Ceram Soc 1998;18:131-40.

[228] Wu SC, Hsu HC, Hsiao SH, Ho WF. Preparation of porous 45S5 Bioglass®—derived glass-
ceramic scaffolds by using rice husk as a porogen additive. J Mater Sci: Mater Med 2009;20:1229-
36.

[229] Fu K, Xu Q, Czernuszka J, Triffitt JT, Xia Z. Characterization of a biodegradable coralline
hydroxyapatite/calcium carbonate composite and its clinical implementation. Biomed Mater
2013;8:065007.

[230] Kim HW, Knowles JC, Kim HE. Hydroxyapatite porous scaffold engineered with biological
polymer hybrid coating for antibiotic Vancomycin release. J Mater Sci: Mater Med 2005;16:189-95.
[231] Giesen EBW, Ding M, Dalstra M, van Eijden TMGJ. Mechanical properties of cancellous
bone in the human mandibular condyle are anisotropic. J Biomech 2001;34:799-803.

[232] Yeni YN, Fyhrie DP. Finite element calculated uniaxial apparent stiffness is a consistent
predictor of uniaxial apparent strength inhuman vertebral cancellous bone tested with different

boundary conditions. J Biomech 2001;34:1649-54.
72



[233] Hugar DL, Ivanisevic A. Materials characterization and mechanobiology of the eye. Mater
Sci Eng C 2013;33:1867-75.

[234] Kohlhauser C, Hellmich C, Vitale-Brovarone C, Boccaccini AR, Rota A, Eberhardsteiner J.
Ultrasonic characterisation of porous biomaterials across different frequencies. Strain 2009;45:34-
44,

[235] Chirila TV, Hong Y, Dalton PD, Constable 1J, Refojo MF. The use of hydrophilic polymers
as artificial vitreous. Prog Polym Sci 1998;23:475-508.

[236] Baino F. The use of polymers in the treatment of retinal detachment: current trends and future
perspectives. Polymers 2010;2:286-322.

[237] Kleinberg TT, Tzekov RT, Stein L, Ravi N, Kaushal S. Vitreous substitutes: a comprehensive
review. Surv Ophthlmol 2011;56:300-23.

[238] Sandeman SR, Lloyd AW, Tigheb BJ, Franklin V, Li J, Lydon F et al. A model for the
preliminary biological screening of potential keratoprosthetic biomaterials. Biomaterials
2003;24:4729-39.

[239] Cauda V, Fiorilli S, Onida B, Verné E, Vitale-Brovarone C, Viterbo D et al. SBA-15 ordered
mesoporous silica inside a bioactive glass-ceramic scaffold for local drug delivery. J Mater Sci:
Mater Med 2008;19:3303-10.

[240] Mortera R, Onida B, Fiorilli S, Cauda V, Vitale-Brovarone C, Baino F et al. Synthesis of
MCM-41 spheres inside bioactive glass-ceramic scaffold. Chem Eng J 2008;137:54-61.

[241] Mortera R, Baino F, Croce G, Fiorilli S, Vitale-Brovarone C, Verné E et al. Monodisperse
mesoporous silica spheres inside a bioactive macroporous glass-ceramic scaffold. Adv Eng Mater
2010;12:B256-B259.

[242] Guidi P, Nigro M, Bernardeschi M, Scarcelli V, Lucchesi P, Onida B et al. Genotoxicity of
amorphous silica particles with different structure and dimension in human and murine cell lines.

Mutagenesis 2013;28:171-80.

73



[243] Zhu Y, Kaskel S. Comparison of the in vitro bioactivity and drug release property of
mesoporous bioactive glasses (MBGs) and bioactive glasses (BGs) scaffolds. Microporous
Mesoporous Mater 2009;118:176-82.

[244] Baino F, Fiorilli S, Mortera R, Onida B, Saino E, Visai L et al. Mesoporous bioactive glass as
a multifunctional system for bone regeneration and controlled drug release. J Appl Biomater Funct
Mater 2012;10:12-21.

[245] Wu C, Zhang Y, Zhu Y, Friis T, Xiao Y. Structure-property relationships of silk-modified
mesoporous bioglass scaffolds. Biomaterials 2010;31:3429-38.

[246] Garcia A, Izquierdo-Barba I, Colilla M, Lopez de Laorden C, Vallet-Regi M. Preparation of
3-D scaffolds in the SiO,-P,Os system with tailored hierarchical meso-macroporosity. Acta
Biomater 2011;7:1265-73.

[247] Wu C, Luo Y, Cuniberti G, Xiao Y, Gelinky M. Three-dimensional printing of hierarchical
and tough mesoporous bioactive glass scaffolds with a controllable pore architecture, excellent
mechanical strength and mineralization ability. Acta Biomater 2011;7:2644-50

[248] Allan I, Newman H, Wilson M. Antibacterial activity of particulate Bioglass® against supra-
and subgingival bacteria. Biomaterials 2001;22:1683-7.

[249] Day RM, Boccaccini AR. Effect of particulate bioactive glasses on human macrophages and
monocytes in vitro. J] Biomed Mater Res A 2005;73:73-9.

[250] Day RM. Bioactive glass stimulates the secretion of angiogenic growth factors and
angiogenesis in vitro. Tissue Eng 2005;11:768-77.

[251] Leu A, Leach JK. Proangiogenic potential of a collagen/bioactive glass substrate. Pharm Res
2008;25:1222-9.

[252] Gorustovich A, Roether J, Boccaccini AR. Effect of bioactive glasses on angiogenesis: in-

vitro and in-vivo evidence - a review. Tissue Eng B 2010;16:199-207.

74



[253] Vargas GE, Haro Durand LA, Cadena V, Romero M, Mesones RV, Mackovic M et al. Effect
of nano-sized bioactive glass particles on the angiogenic properties of collagen based composites. J
Mater Sci: Mater Med 2013;24:1261-9.

[254] Keshaw H, Georgiou G, Blaker JJ, Forbes A, Knowles JC, Day RM. Assessment of
polymer/bioactive glass-composite microporous spheres for tissue regeneration applications. Tissue
Eng A 2009;15:1451-61.

[255] Gerhardt LC, Widdows KL, Erol MM, Burch CW, Sanz-Herrera JA, Ochoa I et al. The pro-
angiogenic properties of multi-functional bioactive glass composite scaffolds. Biomaterials
2011;32:4096-108.

[256] Mourino V, Cattalini JP, Boccaccini AR. Metallic ions as therapeutic agents in tissue
engineering scaffolds: an overview of their biological applications and strategies for new
developments. J R Soc Interface 2012;9:401-19.

[257] Hoppe A, Mourino V, Boccaccini AR. Therapeutic inorganic ions in bioactive glasses to
enhance bone formation and beyond. Biomater Sci 2013;1:254-256.

[258] Mourino V, Boccaccini AR. Bone tissue engineering therapeutics: controlled drug delivery in
three dimensional scaffolds. J R Soc Interface 2010;7:209-27.

[259] Lakhkar NJ, Lee IH, Kim HW, Salih V, Wall IB, Knowles JC. Bone formation controlled by
biologically relevant inorganic ions: role and controlled delivery from phosphate-based glasses.
Adv Drug Delivery Rev 2013;65:405-20.

[260] Verné E, Ferraris S, Vitale-Brovarone C, Spriano S, Bianchi CL, Naldoni A et al. Alkaline
phosphatase grafting on bioactive glasses and glass-ceramics. Acta Biomater 2010;6:229-40.

[261] Verné E, Di Nunzio S, Bosetti M, Appendino P, Vitale-Brovarone C, Maina G et al. Surface
characterization of silver-doped bioactive glass. Biomaterials 2005;26:5111-9.

[262] Hou CH, Hou SM, Hsueh YS, Lin J, Wu HC, Lin FH. The in vivo performance of
biomagnetic hydroxyapatite nanoparticles in cancer hyperthermia therapy. Biomaterials

2009;30:3956-60.
75



[263] Bretcanu O, Spriano S, Verné E, Coisson M, Tiberto P, Allia P. The influence of crystallised
Fe;O4 on the magnetic properties of coprecipitation-derived ferrimagnetic glass-ceramics. Acta
Biomater 2005;1:421-9.

[264] Bretcanu O, Spriano S, Verné E, Coisson M, Tiberto P, Allia P. Magnetic properties of the
ferrimagnetic glass-ceramics for hyperthermia. J Magn Magn Mater 2006;305:529-33.

[265] Li G, Zhou D, Lin Y, Pan T, Chen G, Yin Q. Synthesis and characterization of magnetic
bioactive glass—ceramics containing Mg ferrite for hyperthermia. Mater Sci Eng C 2010;30:148-53.
[266] Martin-Saavedra FM, Ruiz-Hernandez E, Bore A, Arcos D, Vallet-Regi M, Vilaboa N.
Magnetic mesoporous silica spheres for hyperthermia therapy. Acta Biomater 2010;6:4522-31

[267] Bock N, Riminucci A, Dionigi C, Russo A, Tampieri A, Landi E et al. A novel route in bone
tissue engineering: magnetic biomimetic scaffolds. Acta Biomater 2010;6:786-96.

[268] Bruno M, Miola M, Bretcanu O, Vitale-Brovarone C, Gerbaldo R, Laviano F et al. Composite
bone cements loaded with a bioactive and ferromagnetic glass-ceramic. Part I: morphological,
mechanical and calorimetric characterization. J Biomater Appl, in press. DOI:
10.1177/0885328214521847

[269] Wu C, Fan W, Zhu Y, Gelinsky M, Chang J, Cuniberti G et al. Multifunctional magnetic
mesoporous bioactive glass scaffolds with a hierarchical pore structure. Acta Biomater
2011;7:3563-72.

[270] Day DE, Day TE. Radiotherapy glasses. In: Hench LL, Wilson J, editors. An introduction to
bioceramics. Singapore: World Scientific; 1993, pp. 305-18.

[271] Christie JK, Tilocca A. Aluminosilicate glasses as yttrium vectors for in situ radiotherapy:
understanding composition-durability effects through molecular dynamics simulations. Chem Mater
2010;22:3725-34.

[272] Dorozhkin SV. Calcium orthophosphate-based biocomposites and hybrid Biomaterials. J

Mater Sci 2009;44:2343-87.

76



[273] Mauriello JA Jr, Hargrave S, Yee S, Mostafavi R, Kapila R. Infection after insertion of
alloplastic orbital floor implants. Am J Ophthalmol 1994;15;117:246-52.

[274] Babar S, 1liff NT, McQuaid E. Secondary infection affecting one of two simultaneously
placed orbital wall implants. Craniomaxillofac Trauma Reconstr 2009;2:113-5.

[275] You SJ, Yang HW, Lee HC, Kim SJ. 5 cases of infected hydroxyapatite orbital implant. J
Korean Ophthalmol Soc 2002;43:1553-7.

[276] You JR, Seo JH, Kim YH, Choi WC. Six cases of bacterial infection in porous orbital
implants. Jpn J Ophthalmol 2003;47:512-8

[277] Chuo JY, Dolman PJ, Ng TL, Buffam FV, White VA. Clinical and histopathologic review of
18 explanted porous polyethylene orbital implants. Ophthalmology 2009;116:349-54

[278] Barnes SD, Dohlman CH, Durand ML. Fungal colonization and infection in Boston
keratoprosthesis. Cornea 2007;26:9-15.

[279] Baino F, Perero S, Miola M, Ferraris S, Verné E, Ferraris M. Rivestimenti e trattamenti
superficiali per impartire proprieta antibatteriche a dispositivi per oftalmoplastica. IT Patent no.
TO2012A00051, 2012.

[280] Ferraris M, Perero S, Miola M, Ferraris S, Verné E, Morgiel J. Silver nanocluster-silica
composite coatings with antibacterial properties. Mater Chem Phys 2010;120:123-6.

[281] Ferraris M, Balagna C, Perero S, Miola M, Ferraris S, Baino F et al. Silver nanocluster/silica
composite coatings obtained by sputtering for antibacterial applications. IOP Conf Series Mater Sci
Eng 2012;40:012037

[282] Balagna C, Ferraris S, Perero S, Miola M, Baino F, Coggiola A et al. Silver nanocluster/silica
composite coatings obtained by sputtering for antibacterial applications. In: Njuguna J, editor.
Structural nanocomposites — perspectives for future applications. Springer-Verlag: Berlin
Heidelberg; 2013. p. 225-47.

[283] Kawata K, Osawa M, Okabe S. In vitro toxicity of silver nanoparticles at noncytotoxic doses

to HepG2 human hepatoma cells. Envir Sci Technol 2009;43:6046-51.
77



[284] Haase A, Tentschert J, Jungnickel H, Graf P, Mantion A, Draude F et al. Toxicity of silver
nanoparticles in human macrophages: uptake, intracellular distribution and cellular response. J
Phys: Conf Series 2011;304:012030.

[285] Caballero-Diaz E, Pfeiffer C, Kastl L, Rivera-Gil P, Simonet B, Valcarcel M et al. The
toxicity of silver nanoparticles depends on their uptake by cells and thus on their surface chemistry.

Part Part Syst Charact 2013;30:1079-85.

78



Figure legends

Fig. 1. Orbital floor fracture: (a) tomographical image (coronal plane) showing the patient’s left
orbital floor fracture (region F; note the vertical elongation of the left orbit and, accordingly, a
reduction in size of the left maxillary sinus lying underneath); (b) fracture stabilization with a
proper implant material (autologous bone in A or man-made implant in B) (images adapted from
Ducic and Verret [34] © American Academy of Otolaryngology - Head and Neck Surgery

Foundation).

Fig. 2. Placement of an orbital implant in the anophthalmic socket following enucleation surgery: 1
= orbital implant (a porous sphere in this case); 2 = wrapping material (e.g. scleral allograft or
xenograft, dermis, synthetic polymer foil) that wraps the orbital implant to facilitate its insertion
into the anophthalmic socket and to avoid erosion of surrounding tissues by the irregular surface of
the porous sphere; 3 = fibrovascular in-growth allowed by the interconnected porous network of the
orbital implant; 4 = extraocular muscles that are sutured on the wrapping material; 5 = patient’s
conjunctiva; 6 = frontal peg (it is optional and extra-surgery is needed for its placement after 6
weeks from primary surgery); 7 = ocular prosthesis (with a seat to host the peg); 8 = orbital bone; 9

= severed optical nerve.

Fig. 3. Schematic of a typical osteo-odonto-keratoprosthesis (OOKP) in situ (image adapted from

Gomaa et al. [39]).

Fig. 4. Calcium orthophosphates ocular implants: (a) SEM micrograph showing the porous
structure of a coralline HA orbital implant (Bio-Eye® sphere) (adapted from Jordan and Klapper
[63] © Springer); (b) synthetic HA scaffolds fabricated by direct ink writing for potential use in

craniofacial and oculoplastic reconstruction (the insert show the ordered porous pattern of stacked
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HA rods) (adapted from Simon et al. [72] © Wiley Periodicals); (c) HA coating on PMMA for
experimental keratoprostheses (the HA, obtained by controlled precipitation from a modified SBF,
exhibits a characteristic globular morphology) (image adapted from Wang et al. [88] © The
Association for Research in Vision and Ophthalmology); (d) SEM micrograph of a porous biphasic
B-TCP/HA orbital implant exhibiting an interconnected 3-D network of pores (adapted from Reyes

et al. [92]).

Fig. 5. Use of glass in the fabrication of ocular devices: (a) frontal and (b) posterior view of a
damaged ocular prosthesis made of coloured glass (glass eyes are fragile and prone to implosion
with acute changes in temperature; furthermore, over time they become etched from exposure to
body secretions) (images adapted from Sami et al. [27] © Elsevier); (c) bioactive glass plates
(objects 3 and 4) with their corresponding “kidney-shaped” and “drop-shaped” (objects 1 and 2)
stainless steel templates (adapted from Peltola et al. [113] © American Association of Oral and
Maxillofacial Surgeons); (d) histological picture of an eye with a keratoprosthesis supported by
bioactive glass-ceramic coated titanium flange (main image: the small arrow point to the intact
aspect of the cornea under the optic “O”, whereas the large arrow points to the hole in the left half
of the supporting flange; insert: there is a tight contact between the glass-ceramic coating and the
corneal matrix tissue, and the corneal epithelium “e” shows no in-growth but has attached to the
bioactive glass-ceramic (bgc) coating on the part supporting the optic) (images adapted from

Linnola et al. [124] © Academic Press Limited).

Fig. 6. Alumina porous orbital implants: (a) photograph of alumina implants of different size; (b)

SEM micrograph showing the porous structure of an alumina implant (adapted from Jordan and

Klapper [63] © Springer).
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Fig. 7. HA/polyethylene composite (HAPEX) implant (region H) in the orbital floor of a patient
who has lost the right eye (the implant is shown with the same radiographic density as the bone to
which it is bonded, while the spherical black object is a glass ball implanted earlier to restore the

volume of the orbital socket) (adapted from Tanner [156] © The Royal Society).

Fig. 8. The potential and versatility of 3-D glass-ceramic scaffolds for orbital floor repair: (a)
scaffolds of different sizes and shapes produced by sponge replication method (the scaffold
dimensions can be properly tailored by shaping the starting polymeric template in order to fit the
geometry of the orbital wall defect) (image adapted from Vitale-Brovarone et al. [215] © Springer);
(b) SEM micrograph showing the 3-D highly interconnected porous network of foam-like scaffolds
(adapted from Renghini et al. [204] © Elsevier); (c) 45S5 Bioglass® cellular structure fabricated by
lithography-based additive manufacturing after sintering and (d) proposal for a customized implant

for orbital floor repair (images adapted from Tesavibul et al. [206] © Elsevier).

Fig. 9. Smart strategies for controlled drug delivery by using mesoporous bioceramics: (a) MCM-41
mesoporous silica spheres anchored on the pores walls and struts of a macroporous glass-ceramic
scaffold; (b) ordered pore arrangement (pores with a diameter of about 5 nm disposed according to
a hexagonal symmetry, see the arrow) of a mesoporous bioactive glass (SiO,-CaO-P,0Os system)
wherein therapeutic agents, drugs or suitable organic moieties could be incorporated for subsequent
release in situ, as schematically illustrated in (c); (d) parameters involved in the adsorption ability of
mesoporous bioceramics (image adapted from Vallet-Regi and Ruiz-Hernandez [12] © Wiley-

VCH).

Fig. 10. Smart strategies to impart antibacterial properties to bioceramics by using silver as an
antiseptic agent: (a) surface silver doping (the cross-sectional SEM micrograph shows the silver

diffusion profile from the surface (right side) to the core of a silver-doped SiO,-CaO-Na,O glass)
81



(image adapted from Verné et al. [261] © Elsevier); (b) deposition of a silver nanoclusters/silica
composite thin film by radio-frequency co-sputtering (the high-resolution TEM micrograph shows
such a coating produced on glass; the dark circles correspond to silver nanoclusters embedded in the

silica matrix) (image adapted from Ferraris et al. [280] © Elsevier).
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