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I started implanting premium
IOLs (toric and multifocals)
in my 4th year of practice
after residency. Why did I
wait until my 4th year of

practice to incorporate these lenses?
I was nervous about failing and did
not want to deal with unhappy
patients. 

As a young surgeon, it is exciting
to try new technology, but it should
be methodically incorporated into
your repertoire. Remember, you are
trying to build a practice and your
reputation. It’s not that implanting a
premium IOL is more difficult, but

diving in too quickly can generate
one too many unhappy patients. My
goal was to convert as many of my
variables to constants.

I had the added benefit of seeing
the results of earlier multifocals
implanted in other patients in our
practice with good results, but
they’re not as predictable as toric
IOLs and now the newer multifocals.
I learned that patient selection was
extremely important and was very
similar to that of LASIK surgery
patients. I found hyperopes tended
to be the happiest patients with any
type of lens implant. Patients with a
mild to moderate amount of astig-
matism were equally as happy with

the toric IOL. Patients that read a lot
about the lens technology and
understood that nothing is 100%
were the best patients, too.

Explaining to your patients that
they still might need to wear glasses
for some activities (extremely small
font and possibly while driving at
night) is very important in the dis-
cussion of premium IOLs. More
importantly, read their facial expres-
sion and body gestures after making
the statement, “You still might need
to wear glasses”. If they made a com-
ment such as, “I don’t want to wear
glasses!,” your response should be, “
I cannot guarantee that you will not
need to wear glasses after surgery. If
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that is your understanding, then you
are not a good candidate for a premi-
um IOL. We can perform a near per-
fect surgery, but we are always
dependent on the technology and
how your eye sees with it.”
Conversely, if the patient states,
“That’s fine, I understand that I
might need glasses,” document this
in the chart, “Patient understands
that he still might need to wear
glasses after surgery and wishes to
proceed with the premium IOL.”

My first 4 years of practice were
devoted to learning new techniques
and performing cataract surgeries
consistently with reproducible
results. In my first 2 years of prac-
tice, I spent time with my senior
partner, Arthur J. Weinstein, M.D.,
nearly every week in the OR observ-
ing and taking notes of his many
pearls. I can recall one time when he
told me,  “Rob, I’m going to show
you how not to make this mistake I
made for 10 years.” He was showing
me the importance of wound con-
struction and of not creating it too
short. He performs ~ 100 cataract
surgeries every week and is always
committed to learning something
new. He emphasized the importance
of not focusing on speed, but rather
consistency.  He shared his observa-
tion that young cataract surgeons
tend to get overconfident when they
reach around the 500th surgery and
begin to have more complications. I
learned that speed comes with a
technique that is precise and pur-
poseful.

Presently, it takes me less than
10 minutes per cataract case for stan-
dard cases and up to 15 minutes
with more difficult ones and of
course even longer for the most diffi-
cult ones. As a young surgeons, we
can tend to focus too much on

Wound construction:
In my early years, I was using a 3.0
diamond blade to create a 3 step
incision. Over the last year, I moved
to a smaller wound using a 2.4 mm
blade that literally changed my
entire surgery. I felt as if I was a resi-
dent learning a new technique again.
Why? In one of my early cases, I cre-
ated an extra short wound because I
was not familiar with the blade and
entered the eye too soon. You can
understand the implication of this
error (iris prolapse and potentially a
wound leak, and even post-operative
endophthalmitis). Only the former
occurred in this case and was reme-
died easily with a sub-incisional iris
hook. 

The next hurdle that I faced
with switching to a smaller wound
was the fluidics. The smaller sleeve
around the tip resulted in post-occlu-
sive surges where the chamber was
shallowing during phacoemulsifica-
tion (the rate of outflow was greater
than the rate of inflow). Once I
learned the new phaco machine, I
made adjustments to compensate for
the changing fluidics. On very dense
cataracts, I simply used a larger
sleeve to increase the rate of inflow.
More recently, I switched to an even
smaller wound of 2.2 mm using the
the Kelman tip and this has been
better for more dense cataracts and
removes it efficiently. 

I also had some difficulty with
the Utrata forceps during the capsu-
lotomy because of the smaller diame-
ter of the wound. This resulted in
oar locking. This was remedied by
ordering smaller sized forceps.
However, there are some cases that
present where we still only have a
standard Utrata forcep in the surgical
tray. This would be a variable in your
day, but you just roll with the
punches. If you are creating a small-
er wound to simply use a smaller
phacoemulsificaiton device and then
have to increase the wound size
because your lens implant will not
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Converting
Variables to
Invariables
(Constants)

Next, I will focus on the variables
that must become invariables (con-
stants) with your surgical cases
before introducing premium IOLs
into your practice: Of course, this
will be variable for every surgeon.

Equipment: Choose one phaco
machine and learn all of the parame-
ters of the machine before introduc-
ing a premium IOL into the mix.
Create settings for different types of
cataracts (standard cataract, very
dense 4+ brunescent, and loose lens). 

Surgical instruments:
I recommend using the same instru-
ments all the time. Remember, it’s ok
to try something new and this is
encouraged, but do not incorporate a
premium IOL into the mix when
you have too many new variables
(i.e., new phaco machine, new
instruments, new wound construc-
tion, etc.). 

“As a young surgeon, it is exciting to try new
technology, but it should be methodically
incorporated into your repertoire.”

speed, and not enough on quality.
Speed comes later with repetition
that is precise and purposeful. Dr.
Weinstein shared with me how
young eye surgeons can get overcon-
fident after a couple of years and
focus too much on speed. Therefore,
resist the temptation to rush.
Patients can care less whether you
can perform a surgery in 5 minutes
or 10 minutes. They are looking for a
caring and conscientious surgeon.
Focus more on consistency with
your technique.

Continued on page 6



fit, then you should reconsider your
wound size. Although the risk is
minimal of creating too large of
wound or an irregular wound when
enlarging, my goal is to minimize
additional manipulation to the eye
when possible.

Staff: This is of paramount
importance to have experienced and
confident surgical scrub techni-
cians/nurses. Remain optimistic and
patient with your staff. Greet every-
one first thing at the start of your
day and explain what types of cases
are planned for the day. My surgical
coordinator creates a list of the
patients for the day and provides a
copy for both myself and the OR
staff of the patient’s name, grade of
cataract, anesthesia type, IOL type,
axial length, anterior chamber
depth, topography, and amount of
astigmatism and location. Confirm
the staff is knowledgeable with fold-
ing the lenses to minimize any
potential error such as a scratch on
the IOL from the lens inserter or a
haptic that is misplaced under the
optic while in the lens inserter.
Remember, always thank the staff for
their assistance. We cannot do this
alone. They are a critical part of the
eye team. As a young surgeon, you
might think that it is all you per-
forming the surgery, resist that
thought process, you are now part of
a team.

Observers in the 
operating room: I enjoy
having students with me during sur-
gery. I currently have medical stu-
dents rotate with me during surgery
and clinic. Some might consider this
a distraction, however, it is fun and
educational for them and me. If you
are implanting a premium IOL on a
day when you have an observer (new
doctor, potential employee/partner,
student, nurse, employee, and/or

surgical representatives), speak to
them before the day begins and tell
them you are glad they are joining
you.

Additionally, tell them you like
the room noise to be kept at a mini-
mum. Inevitably, you will have a
guest in the OR that does not know
proper OR etiquette (do not speak
unless spoken to, keep private con-
versations outside of the OR unless
the surgeon initiates it). If you are
training the observer, then alert
them to be attentive to your needs
and to the scrub technician/nurse.
For example, if the doctor states,
“This is a floppy iris,” the ancillary
staff should be alert to floppy iris
syndrome and the surgeon may need
intracameral Lidocaine with preser-
vative free epinephrine or iris hooks
or a Malyugin ring. The trainee
should be taught to anticipate the
surgeon’s needs. 

Have your staff tape the IOL cal-
culation sheet on the microscope
above your head and/or topography
sheet whichever you prefer. This is
placed there for several reasons. 
• Primarily, it reminds you of the

patient’s name. I use it to check
anterior chamber depth (should be

similar between both un-operated
eyes). Shallow chambers give you
less working room at times and
increase your risk for corneal
edema. Therefore, you may need
to place additional viscoelastic
material in the middle of the case
and be extra certain that the
phaco is in the bag during removal
of the densest part of the cataract. 

• Secondly, I check the axial length.
If the axial length is greater than
24 mm, the risk of aqueous misdi-
rection resulting in a very deep
chamber increases. This occurs
when the phaco tip is placed in
the eye with the continuous irriga-
tion on and the chamber deepens.
Placing a sinsky hook through the
paracentesis wound to tickle the
posterior iris usually causes the
over-dilated pupil to constrict and
corrects this problem and remedies
the deepened chamber. If it does-
n’t, then lower the bottle to reduce
excess stress on the bag. In one
case I had, I lowered the bottle to
50 cm when I entered the eye and
slowly increased it during pha-
coemulsification. A longer eye can
also generates a larger than normal
capsulotomy. Remember to make a
slightly smaller capsulotomy with
a longer eye, that is, be cognizant
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“As a young
surgeon, you might
think that it is all
you performing the
surgery, resist that
thought process, you
are now part of a
team.”
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Education and
conversion rates

Finally, my surgical coordinator will
print the calculation sheets in blue
(for males) and pink (for females).
This is helpful when the patient is
covered and you simply want to
refer to the patient as sir or ma’am;
this can quickly be assessed by the

color of the paper even from across
the room (credit to Dr. Weinstein).

Lens type  My most common-
ly used lens is Alcon’s SNWF60 (Fort
Worth, Texas). I have used all of the
toric IOLs from Alcon as well. I use
the Alcon Acrysof ReSTOR IQ 3 Add.
I started using this lens when it first
became available in January 2009
with excellent results. I have been
most surprised at how patients have
a near range of vision. I can recall
with Alcon’s 4+ Add, the near point
was just that, a point in space and
not a range. Additionally, these same
patients also had to hold their read-
ing material too close and required
extra light to read, presumably
because that light caused pupillary
constriction and therefore made use
of the most central rings of the IOL.

Conversion rate  I do not
like to focus on a conversion rate
value. I prefer to focus on what is
best for each patient, but I will com-
ment on why I think the conversion
rate has increased over a 12-month
period.  

Next, I will highlight what our
clinic does to educate patients. I
think the single most important fac-

tor is the confidence level of the sur-
geon. This confidence only comes
from enough premium IOL patients
who are thrilled. I can recall on sev-
eral instances when the premium
IOL patients were so ecstatic about
their vision, they were sharing their
excitement with the other patients
in the waiting room. I had one
patient who was a cataract consult
patient who insisted on a premium
IOL after of speaking with my ecstat-
ic premium IOL patient. Fortunately,
she was a good candidate for the pre-
mium IOL and did equally as well.
My unhappiest patient with a premi-
um IOL is a gentleman who can read
without glasses and had early epireti-
nal membranes in both eyes with
20/40 distance vision and BCVA at
20/25 OU with low grade myopia.
The learning issue here is that
patients with epiretinal membranes
need to be counseled that they are
not the best candidates for a premi-
um IOL because they may not
achieve as good vision because of the
abnormality in the retina. From now
on, I will perform an OCT of the
macula as a baseline before surgery
(no charge). 

Education  We send patients a
brochure on cataract surgery and IOL
options prior to the visit in most
cases. Most patients that are seen for
a cataract consult received the
brochure before the visit and bring it
with them on their visit. We have a
flat panel TV inferming patients
what is cataract surgery and lens
options as they enter the clinic
(Eyemaginations, Townson, Md.).
The technician also assesses how
knowledgeable they are about lens
options. If they are not knowledge-
able about the lens options, the tech-
nician will briefly share information
about lenses before I enter the room.
I do my best not to discuss any lens
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of the fact that we can create an
extra large capsulotomy in these
eyes. The capsulotomy is techni-
cally the standard size (5.75 mm),
but be mindful of this pearl.
Conversely, in a small eye (22.0
mm), create a larger appearing cap-
sulotomy relative to the size of the
pupil.

• Thirdly, I use the calculation sheet
to verify the lens type that I want
to use and have the scrub techni-
cian/nurse state which lens he or
she is handing you. Look at the
sheet and verify and then state
loudly and clearly, “23.5 diopters
and type of lens, confirmed.” If
the patients are is alert enough,
they appreciate words such as con-
firmed. It provides added comfort
to them. 

Continued on page 8



options until I complete the eye
exam and review the corneal topog-
raphy that we perform on every
cataract consult patient. After the
examination, I explain to the patient
they have cataracts that are affecting
vision and is significant enough to
proceed with surgery if they are hav-
ing difficulty with their vision. If
they agree at this point to proceed
with surgery, then I finish telling
them about the remaining findings
of the eye exam and then I discuss
three issues.

I tell them the process of getting
ready for cataract surgery involves 3
steps:
1)What is a cataract?
2)What is cataract surgery?
3)What are your lens options?

What is a Cataract?
I have an eye model in every room
and show them the eye and explain
that we are born with a clear lens
and when most of us reach about
age 60, we all develop cataracts
which is a cloudy lens. Then I
replace the clear lens in the model
with a cloudy one and show
patients. I ask them, “Do you have
any questions about cataracts?”

What is cataract
Surgery?  The second step is
cataract surgery. I make a small inci-
sion and create an opening in the
cataract to remove the cloudy mate-
rial with an ultrasound, called pha-
coemulsification and replace it with
a clear lens. I discuss the risks, bene-
fits, and alternatives to the surgery at
this point.

What are your lens
options?  Next, I will discuss
lens options. Assuming no astigma-
tism (i.e., cylinder < 0.75 D ), I will
tell them there are two types of lens
options, a standard lens and a premi-

um lens. I tell them they are a candi-
date for one or the other lens or
both at this point. The standard lens
option is a great lens, but it can only
focus at one distance, either far away
or up close, but not both.
Conversely, the premium lens has
the ability to allow patients to focus
at distance and near in 80% of cases.
Nothing is 100%, but if they want to
be less dependent upon glasses then
the premium lens option is the best
bet. I simply wait for a response and
read their body language. If patients
rubs their neck or squirm in the
chair, then I take this as, “I’m not
ready to make a decision,” doctor. “I
tell them”, You do not have to make
a decision today. I tell them We are
going to watch a video on cataract
surgery and lens options
(Eyemaginations) next. If the patient
is undecided and wishes to discuss
the lenses further, then I will provide
all the details they want. After sever-
al minutes and sometimes 10-15
minutes later if they are still unde-
cided, I simply tell them that I am
going to ask them one question that
will tell me whether they are a good
candidate for the premium lens or
the standard lens. They usually sit
up and become more attentive to the
following question: “Do you mind
wearing glasses?” If they say emphat-
ically, “No, I don’t mind wearing
glasses.” Then, I tell them, “I would
proceed with the standard lens.” It is
our job to provide recommendations
to patients that are best for their
needs. The patient proceeds to view
the video and then my surgery coor-
dinator arranges the surgery date.
She is knowledgeable about the lens-
es because we have discussed them
and she has read a lot about them.
She is also knowledgeable about
financing options. In my experience,
most patients (75%) convert in the
exam room and the remaining con-

vert to a premium IOL while visiting
with the surgery coordinator. We
have a no pressure approach and
simply tell them whether they are a
good candidate and leave the deci-
sion to them. In several cases, I have
had patients come in for additional
visits to clarify questions about the
premium IOLs. Typically, the second
visit type patient should raise a red
flag as a poor candidate and possibly
be discouraged about the premium
IOLs. Although my most ecstatic
patient that I mentioned before
came in for an additional visit, I
added this caveat simply to alert you
to a possible red flag for a poor pre-
mium IOL candidate. Finally, it’s
important to assess the patient’s
level of expectations and to match it
with the appropriate lens options.

Do you use the term standard or
premium or multifocal? As surgeons,
it is our job to inform patients about
their lens options. I think an impor-
tant caveat here is that the term
“premium” does not necessarily
equate to premium vision because
some patients will see very well with
a monofocal lens. Understanding
your target audience is key. If the
individual uses monofocal and mul-
tifocal in their terminology while
asking questions, then I suggest con-
tinuing with these terms. I like to
start off using “standard” vs. “premi-
um” terms and then define them as
monofocal and multifocal. The art of
medicine is the ability to connect
with the patients and to educate
them to provide the best recommen-
dation that matches the patients’
needs. OB
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