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efractive IOLs significantly improve the quality

of life of most of the individuals who receive

them, making for some of the happiest

patients in an ophthalmic practice. Having just

a few unhappy patients can be very disconcerting to

ophthalmologists, however, can increase their stress,

and reduce the quality of the doctor/patient relation-

ship. Some physicians are choosing not to become

involved with refractive IOLs, because they do not want

to deal with unhappy patients. For ophthalmologists

willing to move forward, this article outlines three

major steps to increase postoperative success with

refractive IOLs and improve surgical outcomes. 

THE PREOPER ATIVE CONSULTATION

The first step when speaking with patients who are

considering refractive IOLs is to set realistic expecta-

tions and address their concerns. I openly discuss the

possibility of glare, halos, and reduced quality of vision. I

inform patients that achieving crisp reading vision may

cause secondary visual phenomena. I explain that most

patients do not experience these phenomena but that

they are well accepted by the majority in whom they

occur. I stipulate, however, that the occasional patient

will experience significant glare and halos. Additionally, I

emphasize that glare and halos are normal phenomena

that occur early on following surgery and tend to re-

solve over time. 

Because many individuals with glare and halos after

refractive IOL surgery may have a residual refractive

error, I explain to prospective patients that they may

need enhancement surgery, such as limbal relaxing inci-

sions or excimer laser photoablation. I tell them about

what I term the 5 Cs for unhappiness after refractive IOLs:

cylinder and residual refractive error, corneal and ocular

surface disease, capsular opacities, cystoid macular

edema (CME), and centering of the pupil on the IOL. I

advise patients that these potential postoperative prob-

lems are a normal part of the experience, and I assure

them that we will partner together in managing any

problem they may have after surgery.

PHARM ACOLOGIC TRE ATMENTS TO

IMPROVE OUTCOME S

When I speak with patients prior to surgery, I empha-

size the importance of their participation in improving

their refractive outcomes. Certainly, the most dreaded

complication of cataract surgery is endophthalmitis. I

therefore educate patients about the importance of

using their antibiotic drops religiously pre- and postop-

eratively. Because Moshirfar et al found that the mean

time to endophthalmitis was 9.3 days,1 I now recom-

mend that patients continue prophylactic treatment for

at least 10 days following surgery. I believe the use of a
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fourth-generation fluoroquinolone, such as gatifloxacin

or moxifloxacin, reduces the risk of this complication. 

Although endophthalmitis is a serious concern, a

more common cause of reduced quality of vision fol-

lowing cataract surgery is CME. This condition has

been redefined to include any patient who has even

moderate macular thickening, which has been shown

to degrade vision. Owing to the inherent loss of con-

trast sensitivity with multifocal optics, patients who

receive these lenses can less afford to have their quality

of vision reduced by CME than those who receive

monofocal IOLs. It is imperative to reduce the risk of

this complication in the recipients of multifocal lenses.

I routinely perform preoperative optical coherence

tomography (OCT) on patients who are choosing to

receive refractive IOLs, because the presence of epireti-

nal membranes or lamellar macular holes increases the

risk of CME. 

A large multicenter study by Wittpenn et al showed

that the use of an NSAID (ketorolac tromethamine)

reduced the incidence of clinical CME essentially to

zero.2 Because the incidence of CME peaks at 4 weeks

postoperatively, I routinely instruct patients receiving

refractive IOLs to start using an NSAID 3 days preopera-

tively and to continue its administration for 1 month

postoperatively in order to improve macular quality and

reduce inflammation. For patients who are at increased

risk of CME (eg, those with a history of CME after previ-

ous cataract surgery, diabetes, epiretinal membrane,

etc.), I now prescribe the new corticosteroid diflupred-

nate 0.05% (Durezol; Sirion Therapeutics, Tampa, FL).

This agent has been shown to treat inflammation more

effectively than prednisolone acetate,3 and it may fur-

ther reduce the risk of CME and increase corneal clarity

immediately following surgery. 

The most common cause of reduced quality of vision

following cataract surgery is ocular surface disease, which

is common among patients over the age of 55. The

corneal incision, the use of medications, and limbal relax-

ing incisions (when needed) further degrade the tear

film, reduce corneal sensitivity, and increase the scatter-

ing of light. I perform a dry eye workup on any patient

who has chosen a refractive IOL, just as I would for LASIK

candidates. If I see corneal staining or significant conjunc-

tival staining, I will not consider a refractive IOL until

these problems have been resolved. For all patients un-

dergoing refractive IOL surgery, I now routinely prescribe

cyclosporine 0.05% for a minimum of 2 weeks preopera-

tively and at least 3 months postoperatively. The tear film

is the definitive refracting surface of the eye; improving it

augments visual outcomes.4

STR ATEGIE S FOR DE ALING WITH UNHAPPY

POSTOPER ATIVE PATIENTS 

Although the great majority of patients are extremely

happy after refractive IOL surgery, it is that one unhap-

py patient whom ophthalmologists remember. The key

in my practice is to prevent a patient from ever becom-

ing unhappy with me. 

In the past, when the occasional unhappy patient

would tell me that he was experiencing glare, halo, or

reduced quality of vision following cataract surgery and

would ask me what I was going to do about it, I had no

information other than his visual acuity and could not

begin to speak intelligently about the problem. Before I

could offer any suggestions, I would generally perform

my examination and order some tests. By this point,

the concerned patient was even more unhappy to have

no real information and would often complain aggres-

sively. The doctor/patient relationship had changed

irrevocably.

Today, when a patient is, or seems to be, unhappy

after receiving a refractive IOL, my staff routinely per-

forms topography, a refraction, and OCT. They alert me

to the situation before I speak with the patient and pro-

vide me with the data from the aforementioned tests to

review. I certainly want to know about any residual

refractive error before talking to the patient, but I also

want to look at the topography for residual cylinder.

The topographic map will also often show a dropout of

information, which will serve as a warning that the

patient has significant dry eye. I also review the OCT

scan for CME. 

When I walk into the examining room and meet the

patient, I am armed with information. I do not even

give the patient a chance to speak to me first. I simply

greet him and say that he must be unhappy with his

surgical result so far. I describe his problem (eg, refrac-

tive error, dry eye, CME, residual cylinder) and state that

any patient with these findings would not have the best

visual acuity. I tell him that I know what the problem is

and reassure him that we will work together to resolve

it. By speaking to the patient in this manner, I have

agreed with him that he is unhappy, I have not given

him a reason to be angry, and I have developed a treat-

ment plan that will resolve his problems. The patient
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should be happy with your result.’”



and I are now on the same team. 

The single most incendiary statement to make to a

dissatisfied patient after refractive IOL surgery is, “You

should be happy with your result.” This remarks creates

a confrontation and almost always makes the patient

angry. If there is one pearl that I have for all ophthal-

mologists, it is that, no matter what a patient says, it is

never okay to tell him, “You should be happy.” Patients

have the right to be unhappy, and it is the ophthalmol-

ogist’s job to attempt to solve their problem. Some-

times, a solution will not be possible, but the surgeon

must exhaust all possible remedies first. When resolu-

tion is impossible, the surgeon must honestly explain

and demonstrate that he has tried everything before

saying there is no solution. 

CONCLUSION

Following the guidelines of an appropriate informed

consent, using the correct pharmaceutical agents to

increase the odds of a successful result, and dealing

proactively with the occasional disappointed patient

will dramatically reduce, if not eliminate, the number

of unhappy refractive IOL patients in one’s practice. I

look forward to seeing my patients following cataract

surgery and, particularly, after refractive IOL surgery.

The latter are extraordinarily happy. The rare unhappy

individual can be treated effectively without compro-

mising the physician/patient relationship. With atten-

tion to residual refractive error, the ocular surface,

CME, the posterior capsule, and the pupil’s centration

over the IOL, I believe surgeons can satisfy most pa-

tients who are unhappy with their refractive IOLs.

More important is dealing with patients as individuals

and making certain that they know that their ophthal-

mologist is on their side and working to resolve their

problems. ■
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