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The Posterior-Chamber
Implantable Contact Lens

The ICL offers outstanding refractive accuracy and predictability.

THE U.5 FOOID AND DRUG AD-
ministration’s (FDA} Phase 1T and 11T
trials of the Staar implantable contact
lens (TCL} for myvopia required candi
dates to have less than 2.5 D of -;_\]i".-

der and mvopia ranging from -3.0 to
2000 . A hyperopie version of the
lens is in UL5S. clinical trials, and a tor-
i version is in trials internationally. 2
As a clinical co-investgator tor the
FIA trial of the Staar Myopia 1CT., our

sractice has contributed 18 evies with

weaperative mvopia of <75 to =200 D
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up to three vears.

Advantages
In our limited series, 100 percent of

eves demonstrated a postop residual

action hebween |':-|;L:|r: and 073 D

of the intended H]J]u'r'iuu] n;*tgnix'uh-nl

There were no overcorrections. These
|'|_":~'.'.|lx contrast “'i[:‘l a resoent .'1'[||<_|_x af
the Artisan phakic [OL in which 67
eves with a preoperative refraction of
-3.35 to 2500 D were imp];mlt-:] and
followed for a mean of 35 months.
Results demonstrated that 67 percent
af patients were within +~1.00 1D of
emmetropia.” These studies suggest
that the refractive acouracy of the ICL
is superor to that of the Artisan IOL, 1
tind the 1CLs degree of predictabilit

to be remarkable in light of the high
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myopic corrections atternpted.

A kev difference between the phakic
[OLs under im esligalion involves lens
design. Anteror-chamber phudc 10Ls
nse a PMMA material, which must fit
|‘_}|‘1. |'Z'-_[]| a
o sutures. With these lenses, induced

laree (G-mm) incision reouir-

astigmatism becomes a real possibilitv.
Bv contrast. the foldable posterior-
chamber ICL may be im-

1

planted far less traumatically
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im. The patient presents

next f]:l:‘\. with a clear

white eve, no sutures to
remove and little induced
iomatism.
The ICL's :“u{-\ihi]il_\' alsa

miezns that it is far less likely

han a rigid, anterior-cham-
ber EF!I:tka' IO to canse in-
ternal damage to the comea
or iris if the eve is subjected
to trauma, either in the form
of an acute, blunt injury or
even chronic eve rubhing,
Additionally. a posterior-
ber phalie 10L is natu

ch
:'"L\.|_\ farther AW [renm the
comesl endothelium than an
anterior-chamber model. As
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iective complaints of clare and night
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oping long-term corneal endothelial
loss than do those with anterior-c
;31'.' I_El‘kiﬂ'l‘\.'} "ril:lf'(,'{l'\l."f_ |'|"“\|'::|'l_'}'|l':"- -Cl!.
anterior-chamber phakic I0Ls report
postoperative iridocyelitis and sub

hados, With the Artisan lens in particu-
lar, elare and halos have been associat

ed more with the TOLs S-mm optic
than the G-mnm optic.” None of these
problems have staced in the trals of
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hiad a patient complain of unwanted optical images.
In fact, subjective visual quality has been very good.

Another adwmtuge of a pustem}r-f_h;_un!x-.'r 1}]1-;&:&'
I0L concerns cosmetics. An observer looking into
the eve of someone who had received an anterior-
chamber phakic IOL could. at close mnge. see the
implnt. The same observer would be unable to see
the posterior-chamber ICL. In fact, an eve-care pro-
fessional ng_hl'. i:a-usﬂ}-‘ miss the implau]t o art undilat-
e shit-lamp examination, if he did not know to look
forit.

Disadvantages

* Short term. Implanting a posterior-chamber pha-
kic TOL requires a delicate surgical touch, due to con-
cems of traumatic cataract formation at the time of
implantation.

Pupillary block glavcoma can develop in the early
postop period. For this reason, bvo YAG peripheral
iridotomies must be placed preop. Despite this pro-
phylactic measure, intraccular pressure spikes can
still oecur, most likely due to the plugging of the
peripheral iridotomies with viscoelastic. This compli-
cation usually can be managed medically. Early, care-
ful postop follow-up is essential.

* Long term. Bath phakic TOL designs have strong
clinical testing backgrounds. but long-term results
have yet to be revealed. For posterior-chamber 101 s,
these results relate to whether metabolic cataracts
will form over time.** There is also the possbility of
the narmowing of the anterior-chamber angle (in the
quadrants over the plate haptics) that could become
progressively more crowded as the enstalline lens
grows with age. There have been no reports, howev-
er, of ange-closure glavcoma from this mechanism in
international putients with longer follow-up.

Adequate sizing of the ICL remains the most criti-
cal issue. Data shows that appropriately sized ICLs.
which have adequate vaulting and a suitable space
between the 1CT and anterior lens capsule, do not
result in cataract formation. The vast majority of lens-
es implanted during the FDA trials have been sized
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comrectly, using preoperative white-to-white limbal
measurement to estimate the diameter of the {_“]J.HI\
slens.,

The few cataracts that have arisen appear to be due
to inadequate ICL sizing: a lens too small in terms of
its chiameter may not vault at all and can stick to the
anterior capsule of the ervstalline lens. Under this cir-
cumstance, anterior :iub;upsulur catiaract formation
can still oeeur, despite the hvdrophilic, highly perme-
able and bincompatible qualities of the collamer ICL
material,

Iris chafing and resultant pigment dispersion are
other possibilities thought to be more likely with an
oversized ICL that excessively vaults. We continue
working towards a less subjective svstem to measure
directly the ciliarnv sulcus diameter and thereby
cnsure consistent ICL sizing. The ultimate solution
seerns to be one u::in_;II ultrasonic hin1nir:]ns:rt'.~r.-_~.‘ 1mnits,
and we are working with manufacturers to adapt their
machines for this application.” Once this preopertive
inaging device is available, we believe the incidence
of inadequate ICL sizing and the associated problems
will be greatly reduced or even eliminated. When we
havve surmonnted this challenge, our studies suggest
that the posterior-chamber ICL will be the best
choice in phakic I0Ls. o)

Dy Evdey is a refructive and correa specialist in
group practice. He has no financial interest in the
Staer IO L. nor is he a paid comsultant.
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