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I
began mixing the ReZoom IOL (Advanced Medical
Optics, Inc., Santa Ana, CA) and AcrySof Restor IOL
(Alcon Laboratories, Inc., Fort Worth, TX), because
my patients were highly dissatisfied with the bilateral

implantation of the latter. Most other US surgeons did
not share my initial experience. What accounts for these
differences in results? 

CATAR ACT SURGERY VER SUS REFR ACTIVE
LENS E XCHANGE 

The typical US surgeon using the AcrySof Restor lens
treats more patients with cataract surgery than refractive
lens exchange (a ratio greater than 20:1). These patient
groups’ expectations for their postoperative vision are
extremely different (Table 1). The AcrySof Restor FDA

study enrolled only cataract surgery patients who paid
nothing for the bilateral implantation of the lens.1 The
criteria for success with a 75-year-old patient with a
dense, nuclear sclerotic cataract versus a 50-year-old
baby boomer undergoing refractive lens exchange are
very dissimilar. The AcrySof Restor FDA study thus
revealed little about how that IOL would perform in the
40- to 60-year-old refractive lens exchange patient. 

ELECTIVE REFR ACTIVE SURGERY AND
PATIENTS’  E XPECTATIONS
Patients Want What They Pay for

The original targeted market for these presbyopia-cor-
recting IOLs was not cataract surgery patients but pre-
cataract presbyopes, but all patients are paying out of
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Patients dissatisfied with their postoperative vision after the bilateral implantation of

one presbyopia-correcting IOL led a surgeon to mix two different designs.
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Traditional Cataract Surgery Patients Refractive Lens Exchange Patients (Baby Boomers)

• Late 60s, 70s, and 80s • 40s, 50s, and early 60s

• Accepting by culture • Demanding by culture

• Poor corrected preoperative visual acuity • Excellent corrected preoperative visual acuity

• Lower cost, lower expectations • Higher costs, higher expectations

• Less litigious • More litigious

• Less computer use • More computer use

TABLE 1.  A COMPARISON OF TWO PATIENT GROUPS



pocket for these lenses. Now these procedures are offi-
cially considered refractive surgeries, and an 80% success
rate for any form of refractive surgery is unacceptable.
Imagine telling LASIK patients that they have an 80%
chance of functioning without glasses after a procedure
that costs $3,000 to $5,000. The perception of visual
improvement achieved by cataract patients averaging 
70 years of age is dominated by the results associated
with the extraction of the cataract, irrespective of the
type of IOL implanted.

My Experience With the AcrySof Restor IOL
After hearing many positive presentations on the

AcrySof Restor lens at the 2004 ESCRS meeting in Paris, I
began wait-listing my multifocal IOL patients until the
this IOL became available in the US on June 1, 2005. I
quickly established a cohort of 55 bilateral AcrySof Restor
recipients in a 3-month period.2 Sixty-three percent
underwent elective refractive lens exchange surgeries. 

Seventeen of my 55 AcrySof Restor patients com-
plained of a lack of intermediate vision, and one in three
of my refractive lens exchange patients voicing this disap-
pointment. It became apparent to me that baby boom-
ers and younger cataract surgery patients would not tol-
erate the absence of functional intermediate vision. 

During the same time period, I evaluated several
patients who had received a unilateral Array lens
(Advanced Medical Optics, Inc., Santa Ana, CA) and
desired an IOL in their fellow eye in hopes of achieving

sharper reading vision without additional halos. I im-
planted the AcrySof Restor lens in the fellow eyes of five
such patients, and they were extremely happy and com-
pletely free of spectacles postoperatively. I therefore de-
cided to explore combining the ReZoom and AcrySof
Restor IOLs, because the former represents an upgrade of
the Array lens. 

MIXING THE R E Zoom WITH THE A C RY S O F

RE STOR 
The first 110 patients in whom I implanted the com-

bination of ReZoom and AcrySof Restor lenses achieved
statistically and clinically better intermediate vision
than those in whom I had bilaterally implanted the
AcrySof Restor lens. The ReZoom/AcrySof Restor pa-
tients achieved J2.44 versus J3.60 for the bilateral
AcrySof Restor patients, and none of the former group
spontaneously complained about his intermediate
vision. Moreover, my ReZoom/AcrySof Restor patients
seemed to have the “wow” factor that is frequently
observed in LASIK patients. In comparison, even my
successful bilateral AcrySof Restor patients often
seemed relatively “underwhelmed.” 

There were no statistically significant differences with
regard to bilateral near vision between the two groups.
The ReZoom/AcrySof Restor patients, however, frequent-
ly reported a more comfortable reading distance com-
pared with the bilateral AcrySof Restor patients, who often
thought their near point of focus was too close. Addition-
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These points are important to consider when implanting presbyopia-correcting IOLs:

1.  Personality: establish a relationship with the patient, who is more similar to someone undergoing LASIK than cataract surgery

2.  Patient selection 

3.  Preoperative counseling to manage patients’ postoperative expectations

4.  Preoperative examination (especially of the cornea and retina) to assess patients’ postoperative visual potential 

5.  Presbyopia-correcting IOL selection (target distance, intermediate, and near vision)

6.  Prostaglandins’ inhibition (use topical NSAIDs pre- and postoperatively)

7.  Phacoemulsification and IOL implantation (be efficient and accurate)

8.  Plano ± target (do not give away distance vision; treat residual refractive error)

9.  Posterior capsular opacification (treat patients who have already lost contrast sensitivity)

10.  Psychophysiology (continue to help patients neuroadapt to their lenses)

THE 10 PS



ally, as Akaishi and Fabri3 reported at the World Cornea
Congress last year, I have observed subtle but significant
losses in patients’ BCVA and uncorrected distance visual
acuity with the AcrySof Restor lens. 

WAXY VISION
I recently reported on a group of patients4 with a

severe form of waxy vision, which I call Vaseline vision
dysphotopsia (Vaseline; Unilever, PLC, London, United
Kingdom). I diagnosed the problem in 13 of 300 eyes
(4.33%) in which I implanted the AcrySof Restor lens,
nine of which required explantation. The symptoms of
Vaseline vision dysphotopsia are unique in that they
(1) present almost immediately after the IOL’s implanta-
tion, (2) are constant rather than intermittent, (3) are not
dependent on a point source of light, (4) do not decrease
with neuroadaptation, (5) appear to be psychologically
draining as much as visually dysfunctional, and (6) are
only relieved by the lens’ explantation.

Nevertheless, my experience with multifocal IOLs has
led me to two core conclusions. The first is that mixing a
refractive with a diffractive multifocal IOL will greatly satis-
fy patients and produce a high level of spectacle indepen-
dence. The second is that the AcrySof Restor IOL is not the
optimal diffractive lens for the refractive IOL/diffractive
IOL combination. 

CONCLUSION
High levels of success with presbyopia-correcting IOLs

entail selecting the proper patients and effectively setting
their expectations before surgery. The preoperative ex-
amination should confirm that they have full visual po-
tential, with special attention paid to the cornea and the
retina. Surgeons should also continually upgrade their
skills at phacoemulsification and the correction of resid-
ual refractive errors such as corneal astigmatism. Al-
though optimal IOL selection is a critical element, it is
still only one of many essential building blocks (see The
10 Ps) necessary for producing a patient satisfied with
presbyopia-correcting IOLs. 

Akaishi and Fabri3 reported superior reading speeds,
greater pupillary independence, better-quality distance
vision, and a lesser incidence of halos and glare with a
combination of the ReZoom lens and the aspheric
Tecnis Multifocal IOL (not approved in the US;
Advanced Medical Optics, Inc.) compared with the
ReZoom/AcrySof Restor combination. The diffractive
rings of the Tecnis Multifocal IOL are spread through-
out the lens’ entire optic, whereas all of the rings are
located within the central 3.6 mm of the AcrySof Restor
lens’ optic. It may be that the centralization of the rings
produces the waxy vision and Vaseline vision dyspho-

topsia associated with the latter IOL. There have been
no reports of waxy vision with the Tecnis Multifocal
IOL. I therefore believe that combining the ReZoom and
Tecnis Multifocal IOLs will be the optimal approach to
presbyopic correction among patients undergoing
cataract surgery and refractive lens exchange once the
latter lens is approved by the FDA. ■
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