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O R I G I N A L  A R T I C L E

A fast evolution of presbyopia-correcting intraoc-
ular lenses (IOLs) has occurred in recent years, 
with the popularization of extended depth of 

focus (EDOF) IOLs1 and the optimization of diffractive 
trifocal IOLs.2-4 A great variety of presbyopia-correcting 
IOLs have been developed and commercially released, 
providing different levels of visual rehabilitation.1-4 
The main objective of new IOL designs is to provide the 
maximum level of range of focus with minimal photic 
phenomena associated.1-4 There are many studies re-
porting the clinical outcomes that can be obtained with 
all of these new models of presbyopia-correcting IOLs, 
but few of them perform a valid evaluation of patient-
reported outcome measures (PROMs).1-4 It should be 

considered that the evaluation of PROMs is crucial to 
know the real impact of any health intervention, in this 
case cataract surgery with implantation of a presbyopia-
correcting IOL.5 PROMs can only be correctly evaluat-
ed by validated questionnaires developed according to 
strict and accurate methodology, such as the Catquest-
9SF questionnaire.6 

A new approach has been developed for presbyopia 
correction by combining two diffractive technologies, 
an EDOF7,8 and multifocal diffractive profile in the 
same lens (TECNIS Synergy; Johnson & Johnson Vi-
sion).9 The theoretical aim of this new design is to de-
liver continuous high-contrast vision from far through 
near, even in low-lighting conditions. However, to 
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dergoing bilateral cataract surgery with implantation of a 
new model of presbyopia-correcting intraocular lens (IOL).
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tion cataract surgery with bilateral implantation of the TECNIS 
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but statistically significant change in UNVA in both eyes (P < 
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creased significantly with surgery (P < .001). 
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under mesopic conditions, which is perceived as a satisfactory 
outcome by the patient if proper patient selection is performed.
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date, there are no scientific reports on the clinical out-
comes obtained with this type of IOL, other than those 
provided by the manufacturer. The aim of the current 
clinical study was to evaluate the clinical outcomes 
including PROMs in a sample of eyes undergoing bi-
lateral cataract surgery with implantation of the TEC-
NIS Synergy IOL. 

PATIENTS AND METHODS
Patients

This non-randomized prospective case series en-
rolled 206 eyes of 103 patients undergoing uncom-
plicated phacoemulsification cataract surgery with 
bilateral implantation of the presbyopia-correcting 
TECNIS Synergy IOL. Before surgery, all patients were 
adequately informed about the study and signed a 
consent form in accordance with the tenets of the Dec-
laration of Helsinki. The study was approved by the 
Svjetlost Hospital (Zagreb, Croatia) ethics committee. 
Inclusion criteria were patients with cataract seeking 
spectacle independence and predicted postoperative 
astigmatism of 0.75 diopters (D) or less. Exclusion 
criteria were previous ocular surgery, active or sys-
temic ocular pathology, irregular corneal astigmatism, 
abnormal iris, and antecedents of ocular conditions 
such as glaucoma, uveitis, or retinal problems. During 
the initial visit, all patients were warned about well-
known limits and issues with presbyopia-correcting 
IOLs to ensure the full understanding of the goal of 
presbyopia-correcting IOLs: spectacle independence 
while minimizing side effects. Patients who were not 
fully ready to commit to this technology were rejected 
for presbyopia-correction IOL surgery and were ad-
vised to either continue with spectacle use or undergo 
monofocal IOL surgery. Key factors for patient selec-
tion were the following: motivation, patients request-
ing presbyopia correction, stable and good tear film, 
scotopic pupil size of less than 6 mm, no pathology as-
sociated, and acceptance of the limitations of the tech-
nology in the worst-case scenario (photic phenomena). 

CliniCal examinations
A complete preoperative ophthalmological examina-

tion was performed in all patients, including manifest 
distance and near refraction, measurement of monocu-
lar uncorrected (UDVA) and corrected (CDVA) distance 
visual acuity, measurement of uncorrected (UNVA) 
and distance-corrected near (DCNVA) visual acuity at 
40 cm, optical biometry and keratometry (IOLMaster 
700; Carl Zeiss Meditec), Pentacam HR analysis of the 
cornea (Oculus Optikgeräte GmbH), slit-lamp examina-
tion, Goldmann applanation tonometry, indirect oph-
thalmoscopy, and measurement of the impact of the vi-

sual function on the patient’s daily life with a validated 
questionnaire. Specifically, the Catquest-9SF question-
naire was used, which is a Rasch-analyzed, short, and 
highly responsive patient questionnaire for use in cata-
ract surgery that measures activity limitations in daily 
life caused by cataract.6 This questionnaire was found 
in a comparative study to be the most responsive to cat-
aract surgery among 16 commonly used Rasch-scaled 
cataract surgery questionnaires.10

Postoperatively, patients were evaluated at 1 day, 1 
week, 1 month, and 3 months after surgery. The exami-
nation the day after surgery included UDVA measure-
ment, tonometry, and examination of the integrity of 
the anterior segment. At 1 week and 1 month postop-
eratively, monocular UDVA and UNVA measurement, 
slit-lamp biomicroscopy, applanation tonometry, and 
autorefraction were performed. At the end of the follow-
up period, a complete eye examination was performed 
including the following measurements: monocular and 
binocular UDVA, monocular CDVA, manifest refrac-
tion, monocular (under photopic and mesopic condi-
tions, 85 and 3 cd/m2) and binocular UNVA, monocu-
lar CNVA, monocular low-contrast visual acuity at near 
(40 cm, 10% and 25% contrasts) using the Pelli-Robson 
test (Precision Vision), monocular evaluation of defo-
cus curve to evaluate the range of functional function 
(defocus introduced in 0.50-D steps from +0.50 to -3.50 
D), and subjective evaluation of the vision-related daily 
activity limitations with the Catquest-9SF question-
naire. Likewise, patients were asked verbally if they 
perceived disturbing halos, because it is one of the most 
disturbing phenomena reported by patients who have 
multifocal IOL implantation.1

surgery
All surgeries were performed by the same experi-

enced surgeon with more than 40,000 cataract proce-
dures (NG) using a standard technique of sutureless 
microincision phacoemulsification. First, anesthesia 
and mydriatic drops were instilled and the surgery was 
initiated with the creation of the corneal incision at the 
temporal area. After this, the capsulorhexis was created 
manually and the phacoemulsification was performed. 
Finally, the IOL was inserted into the capsular bag 
through the main incision using the injector developed 
by the manufacturer for this purpose. A combination of 
topical antibiotic and steroid was prescribed to be ap-
plied postoperatively four times daily for 1 week.

iol
The TECNIS Synergy IOL is a one-piece presbyopia-

correcting IOL with a 6-mm optic and an overall length of 
13 mm. It has C-loop haptics with offset from optics and 
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a continuous 360° posterior square edge. It is made of a 
hydrophobic acrylic material with ultraviolet and violet 
light absorber; it has a refractive index of 1.47. The design 
of the IOL is based on a proprietary diffractive design re-
sulting from the combination of diffractive technologies 
of TECNIS multifocal and TECNIS Symfony IOLs. Specif-
ically, the IOL features an echelette profile, where height 
and spacing of the diffractive zones determine the distri-
bution of light and, ultimately, the vision delivered. The 
profile is modified such that zones are optimized to alter 
the phases of light. The constructive interference of light 
from these zones elongates focus and optimizes distance 
vision. There is no distinct add power. The company 
labelled A-constant for this IOL is 119.3. In the current 
study, power calculations for this IOL were performed 
using the Barrett Universal II (BU-II) formula (2010, Gra-
ham D. Barrett) and considering the target refraction em-
metropia in all cases.

Data analysis
The commercially available software package SPSS 

(version 20.0; SPSS, Inc, IBM Corporation) was used 
to perform the statistical analyses with the data ob-
tained in the clinical study. Normality of data sam-
ples was evaluated by the Kolmogorov-Smirnov test. 
When parametric analysis was possible, the t test for 
paired data was used for the analysis of differences 
between preoperative and postoperative visits, where-

as the Wilcoxon ranked-sum test was used when the 
data samples were not normally distributed. Data from 
the right and left eyes of each patient were analyzed 
separately because data from fellow eyes are normally 
correlated and this can introduce a significant level of 
bias. Likewise, the standard graphs for reporting the 
refractive outcomes of IOL-based surgery were gener-
ated.11 A P value less than .05 was considered statisti-
cally significant.

RESULTS
A total of 206 eyes from 103 patients with ages rang-

ing from 35 to 75 years were included in the study. A 
total of 50 (48.5%) patients were men and 53 (51.5%) 
were women. Mean IOL power implanted was 21.69 
± 2.99 D (median: 22.50 D; range: 11.50 to 28.50 D) 
and 21.78 ± 3.22 D (median: 22.50 D; range: 10.00 to 
29.50 D) in the right and left eyes, respectively. Table 
A (available in the online version of this article) sum-
marizes the preoperative and 3-month postoperative 
monocular visual and refractive data.

Visual anD refraCtiVe outComes
Figure 1 shows the standard graphs reporting the vi-

sual and refractive outcomes in both eyes after cataract 
surgery with the IOL evaluated. A significant reduction 
was observed in sphere and spherical equivalent at 3 
months after surgery in both eyes (P ≤ .026), with a signif-

Figure 1. Standard graphs for reporting the refractive outcomes in the sample of right and left eyes implanted with the intraocular lens evaluated: 
(A) uncorrected distance visual acuity (UDVA); (B) UDVA vs corrected distance visual acuity (CDVA); (C) spherical equivalent refraction accuracy; 
and (D) postoperative refractive cylinder. D = diopters
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icant improvement in UDVA (P < .001), CDVA (P ≤ .001), 
UNVA (P < .001), and CNVA (P < .001) (Table A). A total 
of 99.0% (204 of 206) and 100.0% (206 of 206) of eyes 
had a spherical equivalent within ±0.50 and ±1.00 D at 3 
months after surgery, respectively. A total of 99.0% (102 
of 103) and 100.0% (103 of 103) of right and left eyes, 
respectively, achieved UDVA of 0.10 logMAR (20/25) or 
better at 3 months after surgery. Likewise, 100.0% (103 
of 103) and 99.0% (102 of 103) of right and left eyes, re-
spectively, achieved a 3-month postoperative UNVA of 
0.10 (20/25) logMAR or better. 

Mean mesopic UNVA for both eyes was 0.14 ± 0.03 
logMAR (between 20/25 and 20/32) (median: 0.15 
logMAR; range: 0.05 to 0.20 logMAR). Differences 
between photopic and mesopic measures of UNVA 
reached statistical significance, but the magnitude of 
the difference was small (0.04 logMAR in the right eye, 
0.05 logMAR in the left eye). Mean binocular UDVA 
and UNVA at 3 months after surgery were 0.00 ± 0.03 
(20/20) (median: 0.00 logMAR; range: -0.10 to 0.20 
logMAR) and 0.04 ± 0.02 logMAR (between 20/20 
and 20/25) (median: 0.05 logMAR; range: 0.00 to 0.12 
logMAR), respectively. A total of 96.1% (99 of 103) and 
91.3% (94 of 103) of patients achieved binocular post-
operative UDVA and UNVA of 0.00 logMAR (20 of 20), 
respectively (Figure 2).

DefoCus CurVe outComes
Figure 3 shows the mean defocus curve measured at 3 

months after surgery in the right and left eyes of patients 
enrolled in the study. As shown, an almost flat curve is 
obtained, with visual acuities between 0.00 (20/20) and 
0.10 (20/25) logMAR for most defocus levels in both eyes. 
No statistically significant difference was found between 
visual acuities obtained for defocus levels of -1.00 and 
-2.50 D in right eyes (P = .088). However, this difference 
reached statistical significance in left eyes (P < .001).

low Contrast near Visual aCuity outComes
Figure 4 shows the distance visual acuity thresholds 

measured for contrasts of 10% and 25% at 3 months 
after surgery in right and left eyes of patients enrolled 
in the study. The reduction of contrast led to a limited 
change of acuity threshold in both eyes, although this 
change reached statistical significance (P < .001).

PromS
Table 1 shows the results obtained with the Catquest-

9SF questionnaire preoperatively and at 3 months after 
surgery. A statistically significant increase was found in 
the Rasch calibrated scoring of item 2 and in the Rasch 
calibrated mean score (P < .001).

ComPliCations
In a total of 18 cases (8.7%), significant posterior 

capsular opacification was present and Nd:YAG cap-
sulotomy was required mainly due to distance vision 
problems, but not at near. Indeed, significantly worse 
3-month postoperative UDVA and CDVA was found in 
the groups of eyes with posterior capsular opacifica-

Figure 2. Distribution of 3-month postoperative binocular uncorrected dis-
tance (UDVA) and near (UNVA) visual acuity data in the analyzed sample.

Figure 3. Mean defocus curve obtained at 3 months after surgery in 
right and left eyes of patients enrolled in the study. D = diopters

Figure 4. Distance visual acuity (VA) thresholds measured for contrasts 
of 10% and 25% at 3 months after surgery in right and left eyes of 
patients enrolled in the study.
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tion compared to the rest (P = .023), whereas no sig-
nificant differences between these groups were found 
in UNVA and CNVA (P ≥ .821) (Figure A, available in 
the online version of this article).

Disturbing halos were only reported by 2 patients 
(1.9%) enrolled in the study, with complaints during 
night driving in only 1 (1.0%) of these 2 patients. Specifi-
cally, the following question was asked of all patients: 
“Are you noticing halos that you find disturbing or both-
ersome? In which conditions are they more disturbing?” 
Significant residual error was treated by laser corneal 
refractive surgery in 4 eyes (1.9%). The presence of re-
sidual cylinder was clearly related to worse visual acu-
ity outcomes. Table B (available in the online version of 
this article) shows the visual results of the 4 eyes (2 right 
eyes and 2 left eyes) with 3-month postoperative residual 
astigmatism. As shown, this refractive error had a sig-
nificant negative impact on UDVA and near visual acuity 
under low light or low contrast conditions.

DISCUSSION
The presbyopia-correcting IOL evaluated has been 

demonstrated in the current series to provide excellent 
distance visual acuities, with mean binocular 3-month 
postoperative UDVA of 0.00 ± 0.03 logMAR. This was 
consistent with the high levels of refractive predictability 
achieved, with almost all eyes (99%) having a postopera-
tive spherical equivalent within ±0.50 D. These results 
were consistent with or even better than those reported 
with other models of multifocal IOLs.12-19 Likewise, the 
UDVA and CDVA outcomes obtained were also similar 
to those found with EDOF IOLs, confirming the excellent 
optical performance of this new presbyopia-correcting 

IOL for distance foci.12,17,19,20 Manifest residual cylin-
ders of 0.50 D or greater were found to have a significant 
impact on distance visual outcomes. This result is con-
sistent with those obtained in 2018 by Berdahl et al,21 
who demonstrated that a mean worsening of UDVA of 
approximately 0.16 logMAR could be expected per di-
opter of residual astigmatism after cataract surgery with 
implantation of a multifocal IOL. Likewise, Zheleznyak 
et al22 concluded in an experimental study that residual 
astigmatisms of more than 0.75 D in eyes implanted with 
multifocal IOLs could significantly degrade the visual 
quality and the depth of focus induced by such IOLs. 
Therefore, accurate IOL power calculations and the con-
trol of corneal astigmatism seem to be crucial factors to 
optimize the results that can be obtained with this new 
presbyopia-correcting IOL evaluated. Concerning chang-
es in distance visual acuity when decreasing contrast, a 
minimal change was observed for the measurement of vi-
sual acuity using 25% contrast, confirming that distance 
visual resolution was maintained even in adverse condi-
tions. When the contrast was decreased to 10%, a change 
of less than one logMAR line was found in UDVA. These 
changes in visual acuity measured using low contrast 
optotypes are clearly lower than those reported in eyes 
implanted with EDOF23 and multifocal24 IOLs.

In our series, mean monocular and binocular UNVA 
were 0.09 ± 0.03 and 0.04 ± 0.02 logMAR, respective-
ly, which is an excellent outcome considering that no 
myopic residual error was present practically in any 
patient. This supposes that the level of distance visual 
acuity was close to that achieved at near. These re-
sults are clearly better than those reported for EDOF 
IOLs,12,17,19,20 and also for most multifocal IOLs previ-
ously evaluated.9,12-15,17,19,25-28 Fernández et al15 report-
ed a mean monocular UNVA of 0.24 ± 0.14 logMAR in 
a sample of 30 eyes implanted with the trifocal diffrac-
tive Versario 3F IOL (Bausch & Lomb). For the trifocal 
diffractive AT LISA tri IOL (Carl Zeiss Meditec), mean 
3-month monocular UNVA values of 0.22 ± 0.0725 and 
0.22 ± 0.1126 logMAR have been reported in two pre-
viously published studies. Likewise, mean 3-month 
postoperative monocular UNVA of 0.17 ± 0.1227 and 
0.21 ± 0.16 logMAR have been obtained for the trifo-
cal diffractive IOLs PanOptix (Alcon Laboratories, 
Inc) and FineVision (PhysIOL),28 respectively. In our 
series, low contrast monocular UNVA was also found 
to be in the levels of photopic values reported for other 
multifocal IOLs, with only a loss of half of a logMAR 
line (0.05 logMAR) with the worsening of light condi-
tions. It should be considered that a clinically signifi-
cant deterioration of UNVA after implantation of other 
multifocal IOLs have been found when measured un-
der mesopic illumination conditions.29

TABLE 1
Summary of the Preoperative and 

Postoperative Data Obtained With the 
Catquest-9SF Questionnaire in the 

Sample Evaluated

Parameter Preoperative
3 Months 

Postoperative P
Rasch calibrated 
item 2

< .001

Mean ± SD -0.04 ± 0.77 4.57 ± 0.43
Median (range) 0.20  

(-2.53 to 0.20)
4.67  

(2.67 to 4.67)
Rasch calibrated 
Catquest-9SF score

< .001

Mean ± SD -0.05 ± 1.14 3.51 ± 0.05
Median (range) 0.54  

(-3.30 to 0.87)
3.52  

(3.30 to 3.52)
SD = standard deviation
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With the analysis of monocular defocus curves in the 
current series, the extension of depth of focus generated 
by the IOL evaluated could be confirmed. Mean visual 
acuity was below 0.10 logMAR for all defocus levels un-
til -2.50 D (flat profile), revealing stability of a completely 
functional visual acuity across most distances used for 
our common daily activities.30 Indeed, no statistically 
significant differences were found between visual acu-
ities obtained for defocus levels of -1.00 and -2.50 D in 
right eyes. This contrast with the defocus curves was re-
ported for most presbyopia-correcting IOLs (especially 
bifocals), which showed a more or less relevant decrease 
of visual acuity in the intermediate defocus range.12-20,25-28 
This continuous range of focus may be the main reason 
explaining the great subjective improvement reported by 
the patient as evaluated with the Catquest-9SF question-
naire. Indeed, the improvement observed in the Rasch 
calibrated scoring of item 2 and the Rasch calibrated 
mean score in our series was higher than that observed 
in previous studies evaluating the PROMs after cataract 
surgery with implantation of monofocal IOLs.31 This 
trend to obtain better Catquest-9SF questionnaire scores 
with multifocal IOLs compared to monofocal IOLs has 
also been reported in previous comparative studies, sug-
gesting that achieving visual rehabilitation at different 
distances is a critical factor for improving the perception 
of the patient’s visual function after cataract surgery.31

Finally, complications were also evaluated during 
the follow-up of patients enrolled in the study. In 8.7% 
of eyes, capsulotomy was required due to the presence 
of some level of posterior capsular opacification affect-
ing especially distance visual acuity. This is consistent 
with previous studies demonstrating that earlier loss of 
visual function (significant visual degradation with mild 
changes of the capsule) can be present in eyes implanted 
with diffractive multifocal IOLs.32 The posterior capsu-
lar opacification rate is in the range of rates reported for 
other diffractive multifocal IOLs.26,33 More studies are 
required to confirm this outcome, analyzing in detail 
the level of susceptibility to posterior capsule chang-
es of the visual performance achieved with this new 
presbyopia-correcting IOL. In addition, disturbing halos 
were only reported by 2 patients (1.9%), which suggests a 
limited incidence of photic phenomena after the implan-
tation of this new presbyopia-correcting IOL. This inci-
dence is lower than that reported for other models of dif-
fractive and multifocal IOLs.34-37 Considering that the IOL 
provides a continuous range of focus and that a similar 
level of defocus is present in retina when focusing at dif-
ferent distances, the low level of disturbance due to pho-
tic phenomena seems reasonable. However, this should 
be confirmed in future comparative clinical trials evaluat-
ing the perception of photic phenomena using validated 

questionnaires. The authors strongly believe that patient 
counseling and patient selection is crucial. In our opin-
ion, presbyopia-correcting IOLs should only be offered to 
highly motivated patients who are able to understand the 
compromises of technology against the gains in spectacle 
independence. 

The TECNIS Synergy IOL provides an effective vi-
sual rehabilitation, with a continuous range of focus 
across distances that are commonly used in our daily 
life and minimal incidence of photic phenomena. This 
is associated with a positive self-evaluation of the vi-
sual performance achieved with surgery if appropriate 
patient selection is performed. Future comparative clini-
cal trials are needed to confirm the benefits of this new 
presbyopia-correcting IOL over other previously released 
presbyopia-correcting IOLs. Also, there is a need to ex-
plore expected results in patients who fall outside the 
average IOL power delivery range, because in our series 
most of patients were implanted with IOLs powered be-
tween 21.00 and 22.00 D, corresponding to patients with 
keratometicy values below 40.00 and above 45.00 D.
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TABLE A
Summary of the Preoperative and Postoperative  

Monocular Visual and Refractive Data of the Analyzed Sample
Right Eye Left Eye

Parameter Preoperative 3 Months Postoperative P Preoperative 3 Months Postoperative P
UDVA (logMAR) < .001 < .001

Mean ± SD 0.53 ± 0.34 0.01 ± 0.03 0.52 ± 0.33 0.01 ± 0.03
Median (range) 0.50 (0.00 to 1.50) 0.00 (0.00 to 0.20) 0.50 (0.00 to 1.50) 0.00 (-0.10 to 0.15)

CDVA (logMAR) .001 < .001
Mean ± SD 0.04 ± 0.06 0.01 ± 0.03 0.04 ± 0.07 0.01 ± 0.03
Median (range) 0.02 (0.00 to 0.50) 0.00 (0.00 to 0.20) 0.02 (0.00 to 0.40) 0.00 (-0.10 to 0.15)

Sphere (D) .003 .023
Mean ± SD 0.69 ± 2.30 0.02 ± 0.12 0.63 ± 2.52 0.03 ± 0.14
Median (range) 1.25 (-7.00 to 4.00) 0.00 (-0.50 to 0.75) 1.25 (-8.00 to 5.75) 0.00 (0.00 to 1.00)

Cylinder (D) .207 .754
Mean ± SD -0.03 ± 0.12 -0.01 ± 0.09 -0.02 ± 0.11 -0.02 ± 0.11
Median (range) 0.00 (-0.75 to 0.00) 0.00 (-0.75 to 0.00) 0.00 (-0.75 to 0.00) 0.00 (-1.00 to 0.00)

SE (D) .004 .026
Mean ± SD 0.68 ± 2.30 0.01 ± 0.13 .62 ± 2.52 0.03 ± 0.14
Median (range) 1.25 (-7.00 to 4.00) 0.00 (-0.50 to 0.75) 1.25 (-8.00 to 5.75) 0.00 (0.00 to 0.87)

UNVA (logMAR) < .001 < .001
Mean ± SD 1.10 ± 0.59 0.09 ± 0.03 1.12 ± 0.59 0.09 ± 0.03
Median (range) 1.10 (0.00 to 2.00) 0.10 (0.00 to 0.15) 1.10 (0.00 to 2.00) 0.10 (0.00 to 0.20)

CNVA (logMAR) < .001 < .001
Mean ± SD 0.10 ± 0.01 0.09 ± 0.03 0.10 ± 0.02 0.09 ± 0.03
Median (range) 0.10 (0.05 to 0.15) 0.10 (0.00 to 0.20) 0.10 (0.05 to 0.30) 0.10 (0.00 to 0.20)

UDVA = uncorrected distance visual acuity; SD = standard deviation; CDVA = corrected distance visual acuity; D = diopters; SE = spherical equivalent; UNVA = uncor-
rected near visual acuity; CNVA = corrected near visual acuity

TABLE B
Visual Results of the 4 Eyes With 3-Month Postoperative Residual Cylinder

Parameter Cylinder (D) UDVA (logMAR) UNVA (logMAR) Mesopic UNVA (logMAR) CS10% CS25%
Right eye case 1 -0.75 0.20 0.10 0.15 0.23 0.20
Right eye case 2 -0.50 0.10 0.10 0.15 0.10 0.10
Left eye case 3 -0.50 0.15 0.10 0.15 0.20 0.15
Left eye case 4 -1.00 0.12 0.10 0.15 0.15 0.12
D = diopters; UDVA = uncorrected distance visual acuity; UNVA = uncorrected near visual acuity; CS10% = 10% contrast sensitivity; CS25% = 25% contrast sensitivity

Figure A. Comparison of monocular visual acuities measured at 3 
months after surgery in the group of eyes with and without posterior 
capsular opacification (PCO). UDVA = uncorrected distance visual acu-
ity; UNVA = uncorrected near visual acuity; CDVA = corrected distance 
visual acuity; CNVA = corrected near visual acuity


