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Claoué: In my own studies, patients prefer to be
spectacle independent by a ratio of at least 2:1
However, presbyopia-correcting 10Ls have a cost, and |
am horrified that whereas my state-funded cataract
patients have been able to have multifocal 10Ls for the
past 10 years, they are no longer available simply for
cost considerations, | think that some of the reluc-
tance on behalf of surgeons has been the halos story.
This can eat into chair times and particularly if man-
aged poorly. If a patient tells me they can see halos in
the early postoperative period, they just want to be
reassured that nothing is wrong. They are not really
complzining. My management s (o 53y, “fou can see
halos; that is great—it proves that the lens 15 working
properly™ The patient heaves a sigh of relief and does
not worry about this again, Now, this does not mean
that | am not listening to my patients; | am, and very
closely! But, to think that everything that a patient
mentions 15 a criticism is simplistic. Dectors are there
to make patients happy. The patient's psychological
environment includes a sympathetic and reassuring
sUrgecn.

Hardten: | believe that surgeons hesitate because
there is no easy cookbook approach to making them
work in an individual practice. Moreaver, it is a lot of
wark to educate patients, manage their expectations,
and perform enhancements.

Pepose: A big mistake that some surgeons make
early on is to present patients with a menu of IOL
options rather than be the doctor and make a recom-
mendation. The patient just goes away confused.

Knorz: In addition, you need to offer laser refractive
surgery or partner with someone who performs it |
would estimate that, even for the best surgeens,
approximately 5% to 10% of patients will not have an
emnmetropic result 2fter IOL implantation, These
patients need additive laser vision correction. if you
cannot achieve spectacle independence, then they will
not be happy.

Patient Selection and Counseling
Chang: What tips do you have regarding selecting
and counseling patients?

Hardten: One issue is the mismatch between
patients whao are ideal physical candidates and those
who are ideal emotional candidates, meaning the ones
who really desire presbyopic correction. For example,
an BS-year-old lady who sees 20/100 with cataracts and

“Women are mostly satisfied with
bilaterally implanted diffractive
lenses, and mixing and matching is a |
better solution for men.”
—Magda Rau, MD

whose hushand does all the driving would do well
physically with presbyopia-correcting 10Ls, but she is
not motivated to pay for them. In contrast, a 48-year-
old race car driver who has had LASIK and sees 20/20-
but is frustrated with early presbyopia may be highly
motivated but would be tough to please with these
lenses.

Knorz: If | want to give patients an idea of what their
vision will be like postoperatively, | have them wear
multifocal contact lenses. In my experience, low myopes
are the most likely ro be dissatished. Individuals wha
like the multifocal contact lenses are almost always
happy with mulnfocal 10Ls.

Hardten: Patients who present with minimal
cataracts but complain bitterly abourt halos and glare
are really tough to please with multifocal 10Ls, Those
who tolerate their cataracts reasonably well will proba-
bly be satisfied by these lenses.

Claoué: Implanting refractive multifocal 10Ls only
requires three things: normal eyes. normal patients, and
normal surgery. If you avoid excessively perfectionist
patients, then it is difficult to have a problem

As o what to say to patients: under-promise and
over-perform. This means superlative biometry and per-
sonzlizing your A-constant, telling patients that they
will need to wear glasses occasionally (even though you
know many or most will not), and having no hesitation
in rejecting patients whaose aspirations are unreason-
able.

Donnenfeld: Ophthalmologists should held an open
preoperative discussion with patients, in which they
explain the procedure’s risks and benefits, but they
should emphasize that problems can be resolved.

Patient selection is certalnly key, but it is more impor-
tant to do all you can preoperatively to guarantee a
successful outcome. | seek to optimize the ocular sur-
face by ensuring that the patient has a healthy tear film.
In addition, | prescribe an NSAID 3 days preoperatively
and 1 month postoperatively to avoid CME.
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Rau: Men and women accept multifocal lenses differ-
ently. For the most part, men find the distance vision
more important, whereas the women are more interest-
ed in details. Therefore, women are mostly satisfied with
bilaterally implanted diffractive lenses, and mixing and
matching is a better solution for men.

Mixing or Matching Lenses

Chang: This 15 a good transition to the next topic.
One of the hottest topics this past year has been
whether to mix different refractive 10Ls. What are you
all currently doing?

Clacué: | have always held that putting different 10Ls
into the eyes of a single visual system was a way 1o cre-
ate unhappy patients. Nevertheless, surgeons thar |
respect are describing good results with mix and match.
My concern is the chair time, The mix and match
brigade say, "The patient is not so happy with the first
I0L, so | will put a different one in the second eye” But,
surely the patient will want a detailed explanationas to
why the latter 10L wasn't used in the first eye.

Pepose: | participated in a study that compared
49 patients' vision with (1) bilateral Crystalens implants,
{2) bilateral ReZoom lenses, (3) bilateral AcrySof Restor
10Ls, (4) a Crystalens in their dominant eye and a
ReZoom lens in their nondominant eye, and (5) a
Crystalens in their dominant eye and the AcrySof Restor
IOL in their nondominant eye.* My colleagues and |
found that the bilateral Crystalens was superior in terms
of distance BCVA, intermediate UCVA and BCVA, and
near BCVA. The bilaterial AcrySof Restor lens provided
the best near UCVA. For the patients who recerved a
combimation of 10Ls, thase with a Crystalens and an
AcrySof Restor 10U had the best overall vision in terms.
of uncorrected Snellen visual acuity at distance, mterme-
diate distance, and near. Based on patients’ responses to
quality-of-life and quality-of-vision questionnaires, the
multifocal lenses did not perform quite as well as the
accommaodating lens. IF you mixed the two, photic phe-
nemena (such as complaints of nighttime glare) were in
the middle—naot as severe as in patients with bilateral
multifocal IOLs but worse than in patients with bilateral
Crystalens implants.

Knorz: | originally thought that patients should re-
ceive the same bifocal fens in both eyes in order to
achieve visual summation. When | looked at my clinical
data, hawever, | found that many of these patients were
dissatisfied with their intermediate vision and a few were
unhappy with their distance vision. | therefore started 1o
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Figure 4. Ocular coherence tomography shows a patient with
an epiretinal membrane and CME

mix preshyopia-correcting ICLs with the distance-domi-
nant lens (ReZoom 1OL) in ther dominant eye and a
near-dominant lens (Teenis Multfocal IOL) in their con-
tratateral eye. This strategy eiminated my patients’ com-
plaints about their distance and mrermediate vision.

Pepose; Why would you risk sacrificing some contrast
sensitivity rather than implant an accommedating lens
in the patient’s dominant eye?

Knorz: | am not sure if my answer is the right one.
For me, however, there would be too great of a differ-
ence in vision between the two eyes. It is like a monofo-
cal and a multifocal lens, If there is too much difference,
itwill impede neural adaptation. That is why | prefer to
use differently balanced multifocal lenses rather than
combine a so-called accommodating lens with a near-
dominant multifocal lens, as you did with the
Crystalens and the AcrySof Restor 10L. Ths is, however,
just a theoretical concern. | have not used the
Crystalens 10L yet.

Rau: In the past, | mixed two refractive 10Ls, the MF
4 (Carl Zeiss Meditec AG) (central zone for the near)
and the Array (central zone for distance) to satisfy the
individual needs of patients. | achieved very good
results. Later, | combined the refractuive and diffractive
10Ls in onie patient. In my opinion, it is the best
method to treat presbyopia.

Now, | implant the ReZoom in the dominant eye and
the Tecnis in the other éye to provide the patient with
spectacle independence. The ReZoom does not provide
near vision that is good enough for presbyopia correc-
tion, so bilateral implantation of the ReZoom is mostly
not satisfying. Mixing and matching a diffractive and
refractive [OL also offers the maximum strength of
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refractive and diffractive technologies, providing greater
spectacle independence. In my opinion, it is the right
answer to meet patients’ needs and expectations. The
opuien of mixing and matching gives each surgeon the
possibility of satisfying a larger share of patients.

Knorz: Mixing 1OLs is just one option in a dynamic
process. For example, | implant the ReZoom lens in the
patient’s dominant eye first and then ask him to read and
evaluate his vision. In my experience, patients like their
niear vision 60% to 80% of the time. if they are satisfied
with their near vision, they receive a ReZoom lens in their
second eye. Otherwise, | implant a Tecnis Muhtifocal 1OL
in their nondominant eye. Other surgeons use this gener-
al approach but with their preferred lenses.

Donnenfeld: David Hardten and | have been working
together on an international multicenter clinical trial
using this approach, and we plan on presenting data at
the upcoming annual meeting of the American Society
of Cataract and Refractive Surgery. Our goalis 1o pro-
vide patients with the best quality of vision by basing
our selection of the second 1OL on the patients’ evatua-
tien of their quality of vision after their first eye has a
lens implant, You can never predict how patients are
going to respond to a multifocal IOL until they have
one. At that poing, why not listen to what they have to
tell you?

| have completely changed my way of managing refractive
0L patients. In the past, no matter what happened with
their first eye, | implanted the second I0L 2 weeks after the
first. Now, | place my preferred IOL in the patient's first eye
and follow up with him 1 week later | resolve any com-
plaints he has before implanting the second I0L. | will treat
a residual refractive error with LASIK or imbal relaxing inci-
sions (LRis). Optimizing the first eye’s result enables the pa-
tient to tell me if he needs more distance, intermediate, or
reading vision, If he is satisfied with the first operation; then |
implant the same lens in his second eye. I not, | choose a
different I0L for his second eye to provide the vision that
the patient desires,

Hardten: | take a similar approach. | place a distance-
dominant refractive IOL in patients’ dominant eye and
assess their result before proceeding with the second
implant. Most of the time, my patients have a reason-
able range of focus in their first eye with a distance-
dominant refractive 0L and can receive the same
implant in their second eye.

Pietrini: Most of my patients do not like the idea of
receiving two different 10Ls, especially when they feel

comfortable with the first one. Except in specific cases, my
patients are asking for the same optical system. | have used
mix and match with the AcriTec TwinSet I0Ls (Carl Zeiss
Meditec AG). The far dorminant IOL had a distribution of
light of 70% for far and 30% for near The near dominant
10L has the opposite distribution (30%/70%). If we had
excellent results in binocular vision, we had some patients
dissatisfied with the near dominant IOL because of the
loss of quality in far vision. Moreover, it is sametimes dif-
ficult to choose the nght eye for far and near, especially
in patients with cataracts or when the same eye is domi-
nant for far and near. Later on, we realized that the far
dominant eye gave enough light for good near vision. We
then performed implantation of the far dominant IOL in
both eyes, leading to better comfort and easier selection
for the surgeon. | now always implant the same lens for
both eyes.

“The real question is, what data do
we need to gather upfront to
maximize the patient’s satisfaction
with his first eye?”
—IJay 5. Pepose, MD, PhD

Knorz: You need to listen te the patient. If he is
happy with his first eye, then you continue. If there are
deficiencies and you think you can fix them, you cure
the deficiencies. If you think you cannot fix them, you
explant the lens,

Hardten: It is hard to determine whether patients are
happy. They are never superbly happy, so you have to
help them understand that they are probably going to
be happy when both of their eyes have implants and
they are finished with any enhancements.

Chang: A staged approach is extremely logical. We
have three different presbyopia-correcting lenses in
the United States that are complementary in terms of
their advantages and disadvantages. You do not want
to make the process of selecting an 10L unnecessarily
complicated, so you recommend what should wark
best for each individual. You would likely match the
second |OL if they are happy with their first surgical
outcome, If, however, they are unhappy about halos or
with their vision at one particular distance, you have
an opportunity to improve or address this problem
with a different |OL in their second eye. Knowing that
they have this option helps a lot of patients who oth-
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erwise would worry about being trapped with having
a lens they did not like {eg, because of halos) in both
eyes.

Dannenfeld: When patients come in for surgery,
they have concerns, they are scared, and they have dane
research. You exponentially increase their worries when
you start tatking abour operating on both eyes. | tell
them that | am enly concerned about their first eye and
that they are going to tell me whart to do with their sec-
ond eye. This approach creates a parrnership with the
patient.

Pepose: The real guestion is, what data do we need
to gather upfront to maximize the patient’s satisfaction
with his first eye? For example, if we are implanting a
zonal progressive lens, should we measure pupillary
dynamics? If we know the patient has a small dynamic
range, what is the probability that he will be happy with
his near vision?
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“When patients come in for surgery |
they have concerns, they are scared, |
and they have done research. ” |
—Eric D. Donnenfeld, MD |
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Knorz: The biggest challenge is determining what
these patients want and what they are willing to sacri-
fice. | think the clinical measurements are secondary. OF
course, patients must have the potential for 20/20
vision and no macular degeneration or amblyopia
Beside this, it is basically what do you want, and what
are you willing to pay for? | tell them that patients usu-
ally lose a little distance and near vision, but they see
withour glasses. | use the analogy of all-weather tires.
They will never perform as well as tires designed for
summer or winter, but they allow people to drive year

REASONS FOR CHOOSING MONOFOCAL 101Ls

By Anders Behndig, MD, PhD

In modemn catdract and cear lens Bxtraction surgery, we
have 3 counle of ootians for aphaka coriection, of whach mul-
tfocal IOL implantation has attracied much attention In the
ideal case, muinfocal KOLs can offer toca) spe‘c{ade independ-
ence and thus they are cerainly an excellent option

Noticeably howevern with the best efforts, only one-faurth
of patients achieve toral spectacts independence and rhe
overal perceived quatsy of vision with multifocal I0Ls may
indeed not match that of tragivional monofocal 10Ls? At
present, mast suigeons and authors agree that oultifocal fOL
TmpiEtRtion 15 not suted for all pam?nm which makes patient
sefection an IMportant matier.when considering multfocal
10Ls. Additionally, certain maltifocal 10Ls may be better suited
for certin types of visual requirements. Thiz makes the selec-
ton even more senstve. especially since the patient’s visual
TECETETNENTS My d:angeowr YTy 3 LoimEnon example
beng the shift from eﬂermvett}mul‘i' work G other zctivi-
b5 (eg, reading books, distance work) after tetiremen:: In this
context, | feel we st niot forget the possibilices offered by
monofacal [OL mplantation:

Expenence with monafocal I0Ls dates back many decadies,
and we know. that thess I0Ls will congiue 1o perform well—
SVEN i A aging tetina with macular degeneration or dabenc
remnopathy, which may not ahways hokd erue fora multfocal
10L A multifocal opric always means @ compromise; because
whiat & gained in nesr vision Is lose in other aspects of visual
qualiy{eg. reduced wvj-_g_sr sersiTivity” mcreased higher

‘order aberrations, glare and halos, ™ phenomena that may

ing recinal diseases).

affect the overall quality of vision senously m parients develop-

Another concern is the risk for fecpetarion. especially in
younger myopes wha are at risk for resinal detachment and
other senous compheations after any miraccular procedure”

When we lock at 10Ls that do nos perfarm well and have
torbe explanted, delocation/decentrasion and incomect 0L
power dra the main easons for expniation inall ypes of
morofocal I0Ls! The formet can be partally prevenied by
improved technigues in the primary swgery and less extensive:
repostion/fixation methods, the latter by improved devices
and biometry formutas. Clare and spnical aberratione, on the
gther hand, which remaln the main causes for explantasion of
a mudnfocal IOLY may nor be as predicrable or preventable.

Naturally, econonsy also has 1o be aken mito acceunt when
implanzing multfcs! 10ts. Not only s 2 mulifocal I0L more
expensive, but considenng multifocal 10U mplantation alsa
means cansidering bilateral surgery, 2t lea;t in prestyopes.
Althogh 2 nifateral multfocal 10L implantation may be an
CPLUOR M 3 NOAPIESHYONC eMMeTanc patient” preshiones
make up a major part of the catatac popuistion™ 7 and are
less likely To be satisfied with such a solution A largesscale
increase in bilatera! suspery with mone expensive 1015 ks !'\lne‘y
1o have significant effeces onhealth cate economics in marny
couintries? 41

In my éxpenence. the ordinary efderly cataract paient rately
ases for toral speciacie independence, atleast not acively n case

JTANUARY [FEBRUIARY 2008 | CATARACT & RITRACTIVE SLURGERY TODEY CUROPE | 69



yum swaygosd afeuew | saydeifodol asnesadoisod
pue -aud ay1 aredwod | 2IRLINS LBN20 IYY YU $31| |

-giud 3yl 'UaLjD IS0 PU0IAs SIy i 10) ve Juejdus |
aioj3q ada paresado ysay siy yaim Kddey quaned 2 ayew

UED | T8Y? U1R14AD AJGRUOSEAT 30 01 aABY | U3Ipaey

! aw ‘utialg anbiwwog—

] /SUCNELIAQE [EaLI0D

| pue wsnew§iise padnpul Jo suial

ul jewndo st uoneiuejduwi pue oseyd
410q 10§ UOISIDU| WW-Z-qns Y,

Aprgndar wagy

235 | UayM 1uaned 20W YINMW aze A3Yy] SYIuoW § pue

SAIIM § 50§ S15IA CN-MOp0) HNPIYIS | PRIISY| PIUISIP

123§ [jow AU SaAamoy TEAA | W) LWIMIAL OF Way1 ¥5E nok
J] uoisia mau 1yl 01 1depr 03 aney sTuae Ziouy

‘patsaszILILN 10 paystu Byl
-seadde fu Moy s SLIAIUOD SI sSSP 01 L Jo Ausid
anpy UPI am 1011 05 SEEam 7 01 | i fep Aw jo pua 2yl so)
1ISIA LLINTA) B 3NPaYDs | siea] [eRyiue squosad 10 Qiysy
sitf o Asuanbay ayl aseannuy Aew | ‘awin atow £ng of
Wiy i puads ©1 W 310U ANeY | uIYM LNdas Jusued
a1 aney 01 A13 | 'UONENIIS € YIS U] Juajted Ix3u 3yl
©1 4O sl PUe SU1aIU0 sy ssiusip Appinb st op o1 Burg
Is40m 341 Sasamey “10) Sunsanod-edadgsaud e Bumaoa
Laye uoseal Aue 10} paysiiessip s 1uaned vy stuaned
fddey 01 PawoisnIze 05 A 3w ATNEIA] 'UDHIBUILIEXS
1eeied asnesadonsod v o) awn j0 10| B ajnpayss wou

op fgEunou am 1yl 9 wajqoud vouwruod y Bueyy

TR sk suoiapadu sey aka paressdoun saia ey

SAIELSUOWIP I8 s | “sofey Aue a3s Ay poyse | Sy

-uad A 18 00| pur A3 patesRdo g ST Wy sy

1 1B 18 sopey awwos s Ayl Aes Gy uayay ala 1y sag
vo Aaflns saye feaoussddy an siuaned awog asoday

o
[E2oynjnw B asowas 03 asey Ajased | Addeyun s am
Ao g supuow may e 1 sudy ayl Juejdaa ued am 1eyl des
puE NG 01 uoteIdepe |[rinau mojje 03 3suaned iagp
10§ 4SB | O B304 N ¥ Jo uonrIuEldWw Ay BE
uoisia 3jgnop Fupuauadxa 10 sojey Bumas aie Aayt Aum
ureidxa | ‘Spdwiexa 104 3 purisiapun Ay p wejqosd
1dazoe o1 Aoy ssow Apuanbayy are stuaney ziouy

npdiay dawaima ag uea aumBiy pr pue ‘auuodsopaa
‘suean e Yum wwawaBeueyy ada Aip 51 £ddey 100

A4O01S §3R09

EL ) 30T AVTD] AMIDWTE JALLIYHATE B 1 D EVIVD | 8007 ANVTIEEIE/ ARYONYT

ase ang Ajaandalqo [lam aas sjuatied uaym sanssi 1uanb
-31) 180U 343 Jo au wajqosd sayioue xiy pue puy
| ‘panjosad 5| wizjgoud 151y ay 2ayye Addeyun jus are
Aay 4y Adesany aande 3wos Yum wajqosd ays ssaippe
U2yl | "1 uo sweidwds siay) aweyq pue wajqord sounw
e puy o1 A1 | ‘pouad aanesadorsod Auea ayl v zf pue
02/07 235 £ay1 asneaaq Kddey aq pinoys Aoy siuaned
1121 01 51 op 01 sTWiYl 1510M YT JO AUQ UAIPIEY

2wl yum Afue
FWICD3G 03 IJUBYD B ST AU ak0JAC) 198 | 1) SSAUPPE OF
Burod we | Moy aqusap | xap wajqosd ayi puno; am
asne2aq Yddeyun aq pnoys ay Iey1 woos ayl s3ua |
se Juaned auy |2 uays ued | HydeiBodol pue ‘vonoelyal
e {p aunFiy) mnoew ay1 jo Aydesouios auasayod ie|
-NJO S3PN(IUL 1BY] LONTN|BAd UT wiopad puz 1y wiy
235 supDIUY2a3 A "awoino jeadins siy yim Addeyun
e L 0 susmias Juaned B uays plRjuauucg

3da 1811y S1y wouy sud| Yyl
wrydya Kddey 10u juas st umied a1 | ks puaas siy
10} 10| [EI0JOUDLU B 133[35 ‘SUD| [E20)13|THU SYI 31| 10U
saop Juaned Aiafms 1oeieie) B ) sua| 3yl aBueyana nok
quejdut (P304 341 ax1| J0U saop Aj|ead Juaned ayy
§1 raunpasoad 154 3y Y swiajqoid Aue Juiajosas saye
weydun puoas sy 3gpd Ajuo pue 151 343 uEUIWOpP
sy uo ateaado 1uaned O IANIELI € 104 Zrouy

| Qw 'ziowy [Rrydiw—

w I 39 []It LOISIA
aanesadolsod 1ayl 1eym
s1uaiied moys 01 535ua| 128IU0D
jeaoginw Suisn £ Buiseasnur we |,

'safa om1 1Y)

10 uoKsiA 33 azdjeurIan0 10 asediiod Ajjueisund 10u

op Aay se Buoy se ada yara jo sinBuans ayl puayg Ay

-§5300MS j[LW UIRLG S 1841 1ng APUasag)ip aas | aka

yoea 1ep 1uoy dn adoad Psunod 1w noy, 0 B39y

- ANDRAYIP 1241 03 JANIRYL Iy pauagaid aney
oym wouensuod ul ajdoad oml uaas asey | Bueyd

-anaiye ued £yl se uoisia Suipeal yonu se

wayl aad uay pue uosia aduelsp sivaned anwndo o3
paau s1sdojoweyiydg 1y e aaup 1ouued so deme
ey 335 10UUE3 A3yl uaym Addeyun Apepnansed ame day|
AW 341 JO Aos 5a55E|F Jram o1 aney Ing Aeme sej 3as
wed pue uoisia Butaup pood axey L3yl J1 101 [Ra0gmNW
aanseial B 3da03E jjim s1uane uoisia Jo Aienb 153g

BOOT AVIEEI4/ANVIINYT | 1085 AVOOL A PTE0S DAL DV F LovEwIvD (ol

SO OP 0 ety

e 4 R J..“;‘:'MHNNTIW'HWEJ.
SR SR ey
rwmmm:mmwmmnwm WBEDAT 1
ASEA T OR Q02 PG RN 0 WL

kg f el e fucr PN O M NSO ) RS ] RO )
IR0 00 A Py S e Mgt o e 3

wmmmummwwmeaf
s fupea pansmt N TR RO CTE B W BT M RS Ty
SIS

e i patrs S K O — e Lspiccs X emnte
Pty WITR £ SRENDLT B ] N S NS B
x R

SRy P FYRECH Wl 0] 1 1007 T R\ B 5 s
TR HSS DR A

g mmwmﬁolwummmmw
PR 32 TG U R ey Y
V0 6E T MR Sy

[ g i G4 g i el g
WM{:&.WWMM mmwmwm
.waxmk‘n WA

.'m
SRR Ly TN Sl AT 05 P

Munmqwmanwmrir 'mmvm"e

wmaetmmmwmmm

LOTESS RRITED S STRR MO0 IR SREA RN am!»dhmma_

. Tian g

3]0 ) TOAL R Y B SFTORA =

T [} 0 Bypakin] RS ,_._rsﬁw‘-mw‘t

B ST PR SR

66 4F £1 06 90+ X0/ 1€ 75 58/ 06
Qe+ 2270 Paan) 89 (U 2 pauogeiu oo 4o senpaid
S SR UL 02 SV dif 1 91018 QIPUOR 4 uEpRn
RSO Aajstansiry paui) ORUREIO NS o)

o wanindag sy w somuid Qi G Bplaeg sepuy

SO0 SIGEIA S PUILL UL I 3] {116 180t v
-OLOWE L, TERIEI PUE 10| [FIOI0UOW [ELonuanied
© 10 uoneleidius i Assing [Eiaren ey 39 | aepuad
~3pin 3023090 J0f e 03 Bulytews pue ubail jo suosap
aidiaian S BUEL LR U3 B0 | 0 [B30i0u0L
2 143w Laas el Aspenb (eanda a4 341 jo Louepedan
sadiz; B pUR—niLION B LB SEEANE I 0] [E2C3aimLL
£ UG9S Tsied 13 ST L Lcado pood e duseseo s
STOH SO YEnouly o0 I Way) =) (j0s A aw P
P Uislad SUOGTIOS I LI UOUSPOWWIOEE 1583 [
2o Fdlonaunus Kuyeay Bunod e jo Aikenb Enanein Sakio
- UONIALIOD EO{RUce UE S 16 WERIP e am (0T aipluom sy
SEUBRIG 10| E218i0 ¥ U avnEiee 53] 4pangropun
5 3o cdofils 20 U nonewethul peg/FBd e pysies
04 R 3uatET A1 PUE A4S EOPIAD S i AleND Edo W
Fsiunckuon DU SUea U LEciCdR LORIKoaDL a1 FauerDowy
ygeadaoe an3 o) A a swesed Hupear o jeau 1o Supeal
R0 0] ST o IO IR0 U0 13310 anneBall 3|
mgmeﬁnmmpwmqnmw‘_ww;\m
: et B quuum,t’mmmwomopwdam
qmagaﬁm 548 URLILOPUO 911 8 (] 051 Aatewsneidde jo
mdofiiuato ; vomeses ausiid jo By paloda) Ui e
SATELUSIE LB 5 ARLL LOAOUCLU ISAMACY *5anbas & L3k 10

(panunuel}) 101 TYI04O0NOW DNISOOHD HO4 SNOSYIH

Ay way and o1 waiqoad ayl sanjosas ada puedas nay
U0 Ay 181 WRLLED ayEw pneys nod 0| jeropnu
B 1M 23 15101 1ay1 w 3nsal fensia Aujenb e panasge
10U aaey NOA §j uoisia eau oy Aed A3yl Ing ‘uoisia
aouersip pood 1adxa siuaned ‘saod Sudes ay| Aunoe (e
-nsta 3curlsip dueys paau siuaned 1Byl SMOYS 1By | 0|
[E20j0uow B Aq pasosal suwonduwds Bay §o 150w asry
Ajesauad (wm Addeyun ae oym siuaned plajuauuog

PAYTAES Atam s1uaried Y1 JO ||y 'SUI] [EI0JOUOW B Yl
aka JwruUOp Jayl ul Sud) [e30)mu 3yl pacejdal | pey
BARY | SISEI YINS 3D Y Ul uossia Annesadassod (e
-1370 531 yum Addrey uaaq 1ou 3aey awos 1nq "sudisap
SUA| TUDLARIP JO AINIXIW 341 Inogqe siuaied woy
sjurejduiod ou pey saey | A|aIeuniiog uoisia 12apad
aspy [|Im Ing sassejd paau jpm A3y 'sud| [Eagjounul
2 el Jjim | 'SI2URISUI YONS U] PISIAAIL 3G UED NP
-ao0ud 3yt a5 oiym w panesadoisod dddey aq aou
Aews £ay1 eyt siuaned o1 uejdea | UoITEYNSUOS (el
ay1 Buungg KBares 1k ue JARY O] PI3U NOA ZIOUY

sasuaagip ayl 01 pasn a8 dap
‘Ajjeniuang 'saka oma 12yl Jo uoisa syl Funediuod woy
way juasaid jou saop suaned Sunenpy uprey

pAvedw S 1O 154y AY1 JaYE sy3IM
9 01 § SMO{|0j 343 13410 Jy3 JO uonEIIdo JY) Asaym ‘uon
-eiueydun paBels st uosea Ja10 ay | Kuessadau i wagy
yim [e3p 03 paredasd ase A3yl 1yl 05 sojey pur aegd
negE uANEd 3yl WIojU 0] [BNUdSS §1 1] 3duapuad
-aput Ajuo ‘sasse(d wol) wopaasy aejduwod siuaned
asnuoud 10u op ap uoneanpa asnesadoard apiacud o1
uerzodun A1A $1 3| PAXIW UG vy OYm sIualed A
Yiwm swajqoud asey 1ou op | asnesaq Ayan| we | mey

2ka yaea ut 0] wasyp ¢ Suaey yum Addeyun ase
ouym ajdoad Inoge 1ago nok ued aape ey Buryd
stuapieg Addeyun uiSeueyy

WAy 40) 104 e sasua| Sundaued-eidolgsad uayl
‘sajudes Aue axew o1 Juijjim jou ase siuaned j| punod

AYO1S H3IA0D



COVER STORY

the ocular surface aggressively. Next, | perform ocular
eoherence tomography to look for CME or an epireti-
nal membrane. If neither is the problem, it may be that
the patient is extremely sensitive to capsular opacity,

If | have a reasenable suspicion that the capsule is
causing the patient’s waxy vision or symptoms of glare,
| will open it. Most of the time, this procedure will

RESTOR IOL CENTRATION AND OPTICAL WAVEFRONT

By Paolo Vinciguerra, MD, and Fabrizio L. Camesasca, MD

Multfocat IO provide a new horizon of passbibities in
presbyapia correction: The Restor 10U (Alcon Laboraiones,
Inc., Fort Worth, Texas), an apodized diffractive mulcfocsl
KDL with optic concentric steps that diffract light m smafier
waves, is an extremely interesting optien ¢ Emmetiopia 1o
minimal hyperopa is the best optical strategy for final refrac-
tion with the Restos’ Surgeons must be aware that patents
will percenve hales around point tources of fght ar night, and
nieural adapzation, mostly if the implans is binooular will
diminish perception of this problem with time,

I our experience, the Restor 15 an outstanding 10L
however, a cautiols 2nd arganized aporoach is recom-
mended o obrain the bast results, Most importantly, pre-
cise WO centration ts m"lﬂatpry{*" A decentered Restor
lens provides & waree performance than a well-centered
one; i which. all steps wark on the visual axis: Residual
refractive defecrs may be induced by imperfect cencratian,
and pavents with diffractive multifocal I0Ls poorly woler-
ate these defects,

it s impottant 1 remember that the center of the pupi
and the line conhecting it with the ficiting object (e, line of
sight [LOS]) are narabways coinaident with the vistal or opti-
cal axs. As 3 matter of fzce, mean distance between the cen-

resolve the problem. If it does not, however, you are
stuck with an open capsule and trying to exchange the
lens, which is a hittle more difficult.

Donnenfeld: We have spent a lot of time talking
about unhappy patients, but most of the individuals
who receive presbyopia-carrecting |OLs are the happi-

ter of the pupil (LOS) and the visual avs (angle kappa) = 267
horrontaly and 06" verticaly. Furthermaore, the center of the
pupsd shifts during myoss or mydriass. This, centenng a
miuitiocal 0L i the Bag ina fully disred ey does not mean
centering i on the pupil and the pupd center may not be
coincident with the visual awis

THE PROCESS
Preoperative evaluation, Ideally, the visual axis, pupd cen-

1e7, and IOL center must coincide. We presently excluds

jpaents with a very datant vistal axis and pupil center, as
well as thase parients with very distant pupiilary centers in
mioss versus mydriasis. The whole situation can be verified
preoperatively with a combined topographeraberiometer
based on patient fixation (OPD-5can: Hidek, Inc. Gamagorl,
lapan} alo providing the total internal and comeal ceular

aberrations: Evaluating the topography and excluding the

map visualization, it is easy to visuatize if the pupil is centered
with the topography nings, and thus with the visual 2as.
Furthermore, the OPD-Scan provides information pertaining

o pupl centration on the cornea (optical avis), The pug

dizmeter and center in miosis and mydriasis will aka be
measured
Another sugpesied exam is biomery with the I0LMaster

Figure 3, Thie sarme eye from Figure 3,

FImrrt!.OPO-Sman\hnnfan

mmammnunu‘rw after Restor repeated centration.
(top right) kable.  Total internal, and higher-order

! | higher-order aberrations (bot-  aberrations are markedly reduced.

tom, right} are elevated, and coma is

T CATARALT & REFRACTIVE SURERY TOUAY [URTPE | JANUARY (FEBRUARY Fooa

est patients in my practice. They have sharp vision, usu-
ally for the rest of their lives, and that gives them an
extraordinary sense of independence and safety.

EVOLUTION

Chang: Tell me whar you have changed during the past
year that has really made a difference for you in terms of

COVER STORY

success with refractive 10Ls. For example, 1 year ago, | had
not done much moang of different lenses. | am now
impressed by how well wolerated this approach is, as long as
I explain to patients why | am implanting different I0Ls and
what they should expect. It has often given bath the patient
and me more confidence to try a preshyopia-correcting 1OL
while knowing that we have a contingency plan in the evert

[Carl Zeiss Meditec AG, fena, Germany).
This device provides precse determination
of the viual ais lengeh, reucing operatar
or indenting probe bias, with panen: fixa-
G50 constantly present in 2l measure-
mengs. in our personal experience, howey-
er we integrate 10U Master mformation
with topography-denved keratometry
readings (i, the mean pupsifary power
derived from 4000 topography measure-
ENts poinLs), )

Intraoperative centration. ldealsy, the
10L must be centered on the visual axs,
and since this can not be determined

intrasperatively, once the preoperative Fabyazio | Canesasea ML i the Vi
‘examination has defined that it is almost Charman of the Departrient of

coincident with the eenter of the pugsl Oplrhalomslony It Chien Humanstas,
and thus with the LOS, the refermal stnic- Aiana, lealy Or, Comesasca states that-he has

markedly reduced Figire 4 presents the
differerice between internal aberrasons
with I0L decentranion, and sfter recentra-
tion A differential mtemnal aberations
map cleatly shows nduction of coma by
the imperfectly centerad 1OL Note how
preoperative and final internal aberranon
maps are similar, Following recentiation,
the pasient’s vision improved, and he did
net refer to ghosing of imidges anymore:
We have recentered two out of 36
implanted 10Ls {40%),

ture i the rmyoric pupil The ideal thexsis m, {wm h,lm
a well-canrered, S-mim anterior capsule tve with 101 d 7iles menbioned. Hemay be mached at 9 <39

na Wrwrd&pmmmwm

wiscoelastic, check the centration agaes SEEE

opening, and obviowsly capsile ruptire ion fcenter; left), and after recen- 02 8224 2371, fax 3902 8224 4644 or fab-
must be avoided The surgeon MUSL QU tration (bottom, left). A differen.  20@measca@ienaiacit
vetely center the (0L in bag, remave the ﬂﬂm{mﬂght)mpw

and finally injecta miotic.

o pupil, In cases of even minirmal

immediately recentered with the pupil in

miosts, If recentration i necessary, this must be pursued by
I0L rozanon instead of simple.shift or 0 Usually decpize
‘physological postoperative fibross, the haptics will keep the
10L in this firal positian (Figure 1),

Clinical case, Figure 2 pratents OPD evalistion of an eye
with a decentered Restor The patient complained of paor
wision andf ghost images. DPBmap‘s_wurh tozal aberracans
showed a conmderab?e amount of aberrarions Internal fgh-
er-order abmtmnsvme clevated, and coma was the man
_component. Figure 3 presenis the same eye after recentra-
tion. Togal, internal, and higher-order aberations were

Pk Vinogtiena MO8 the Chanman ofthe
 ponspesive Dt O oG
situations clearly shows induc- Fhamanas, i, kay D Vindgeena s a

When the pupl 53 to A mm the S~ tion of coma by imperfectly cen.  /TeTiEer othe CRST Burcps fiorsal e e
“giean mustalign the 0L nngs with the tered IOL Note how the preoper- mmﬁéhmm&mufnmmarm

/ i b ative and final Internal aberration
decentration onday TtheIOLmusthe  mansare similar.

1 Bbib‘i-ﬁﬁl? Wickers €, Vsl and mm:mmwmm
1 BASTOR ke J Cavgt o S

chgn‘mnmmﬁws :RSTUR starculat lers inplmtation in
0

talarac) " ity o wisioe. ot Rafract Sy 200550,

sanam! WWLML@_ e

ALHEN BALORT montiocal inbactely
h‘mimﬂ faltact Sy W;&*f%«-t&:ﬂ
5, umxu mmm Swwl.l Fatmen T Tl a0 deastraionn, o Dipe-sioo
ol mnhr'ﬂrmms.m
uptes & 20 ErainaWdvel ssrgarson, i J it J005:140. 1051205
B Negayts K Onvama K, Becs T Moss T, Vsl simclasion of meirad images fvaigh 2
tecsderad monotecal and & eimcive molbieal o fees. o (phmes)
00544 2R -288,

-| \'!aanlc m&u@r facoet L, Brérga B Mwmwm
U dpodind 58t ersis.
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that they are somewhat disappointed with the performance
of the first IOL.

Hardten: 1 have simplified my educational process. |
used to have a complex questionnaire. Now | ask three
questions: (1) Are you interested in seeing well at dis-
tance without glasses after cataract surgery? (2) Are you
interested in seeing well at near without glasses? (3) Are
you willing to tolerate some glare and halos to achieve
this lesser dependence on glasses and contact lenses?
My use of refractive IOLs has increased, partly because
it is easier to understand the patients’ answers to these
less complicated questions.

Clagué: Until recently, | treated PRELEX patients with
comeal astigmatism with a mixture of multifocal 10L
and astigmatic keratotomiies; as a trained corneal sur-
geon, this does not bother me. However, because of the
introduction of foldable toric aspheric multifocal tOLs,
management of these patients is much easier and with-
in the reach of routine cataract surgeons. The fact that
you can order lenses that correct up to 12.60 D of
cormeal astigmatism and the almost complete lack of
halos has made an enormous difference.

Pietrini: The association of microincision with multi-
focal microincision [OLs has changed my results in
terms of predictability and patient satisfaction. A
sub-2-mm incision for both phacoemulsification and
implantation is optimal in terms of induced astigma-
tism and corneal aberrations, but it is also ideal for the
predictability of eventually associated limbal relaxing

“The one thing we probably all can |
agree on is that there is no single
best IOL or approach for every
patient. ”
—David F. Chang, MD |

the shelf and read the tabeks on cans. | tefl them up front
that they may still require low-powered reading glasses to
see the small print fisting the ingredients on the back of a
can. | explain that they might need their glasses in dimly fic
rooms but that they will depend on thew spectacies a ot
less than they would with monofocal lenses.

Additionally, | now perform staged surgery and oper-
ate on the patient’s dominant eye first. This approach is
simpler and more effective than beginning with the
nondominant eye.

Knorz | changed to aperating on the patient’s dom-
inant eye first and implanting a distance-dominant
multifocal {OL. Then, | base my selection of the second
0L on the patient’s feedback. Additianally, | am in-
creasingly using multifocal contact lenses to show pa-
tients what their postoperative vision will be like. If
they like it, | proceed with surgery.

Rair For multifocal (OL implaneation in cataract patients,
) always determine which eye is dominant. It helps us to
choose the right lens. Even if the patient is satisfied with the

incisions or toric implantation.

Donnenfeld: 1 becarme a better doctor in 2007, becaise
now | make certain that § have a relationship with every
patient before | imptant a refractive IOL. | spend more tme
with patients, | geate reasonable expectations, and 1 ensure
that | feel comfortable that they understand those expecta-
tons before surgery. | make certain that patients understand
that | am their partner throughout the procedure. This
approach has greatly reduced my stress fevel

Additignally, | now use video systems to help teach
patients about the lenses and IOL surgery. Seeing what
they can expect has really improved pauents level of

compreh . luse a sy from E gi
inc. (Towson, Maryland). The video is cusromized to
each of my patient's needs.

Pepose: | simplified my approach. 1 ask patients if they
would be interested in what | call walk-areund vision. That
means they could drive to the supermarket, see what s on

first implantation and we implant the same (OL in the other
eye, we can fine-tune the process by cakulating the lens of

the nondominant eye sfightly myopic, for instance, if better
near vision is requested.

Chang: 1 want to thank the participants for their
comments. Ours is an incredibly dynamic field, because
every year we are exch clearly doing things differently
than the preceding year. The one thing we probably all
can agree on is that there is no single best {OL or
approach for every patient. | am always impressed by
how much we can all learn from sharing our experi-
ences—bath our successes and our failures. B
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