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EVIDENCE REVIEW - 2026 / VERSION 1.3

Refractive Enhancement After Presbyopia-Correcting IOLs

Residual Refractive Error, Bioptics & Secondary Surgical Strategies

01 / PLATFORM-SPECIFIC OBSERVATIONS - UNEQUAL EVIDENCE - NO POOLED RISK

Enhancement After Presbyopia-Correcting IOLs — What Do We Know?

FineVision

LASER ENHANCEMENT EVIDENCE
Barakova 2022 [3] - Micro F
61/1,129 eyes - 5.4%

Cataract / RLE - laser - variable follow-up

Ito 2026 [24] - FineVision family*
89/1,477 eyes - 6.0%

Cataract / clear lensectomy - LASIK
175-1,540 days to enhancement

Non-diffractive EDOF

VIVITY / PURESEE - EVIDENCE GAP
Insufficient comparable incidence
evidence

AcrySof Vivity / TECNIS PureSee [28]:
enhancement and exchange patients excluded.
Clareon Vivity is a distinct material platform;
no rate transferred.

*Ito: exact models not fully specified. FineVision HP [26] has no comparable enhancement estimate. No cohorts pooled.

PanOptix family

ALCON - MODELS KEPT SEPARATE

PanOptix Toric - RLE [1]

1.1% at3mo / 7.6% at 12 mo
Reported laser rates; 4,933-eye RLE cohort.

Time-specific risk denominators remain
uncertain.

TFENTOO [2]: no laser-incidence estimate.
Clareon PanOptix Pro [23,27]: insufficient
comparable incidence evidence.

Mixed-platform cohort
BROADER CLINICAL CONTEXT - [4]

47/552 eyes - 8.5%

RLE / CLE - TransPRK - variable window

Planned + unplanned not separable. Mixed
optical categories; no per-model implantation
denominators. Not a pure PCIOL incidence
estimate.

TECNIS family

JOHNSON & JOHNSON - DISTINCT OPTICS
Symfony ZXR00 / ZXT [16]

5/96 patients - 5.2%

Cataract - laser touch-up - 4-6 months

Completers; combined non-toric / toric cohort.
Enhanced eye count not stated.

Odyssey [27]: insufficient comparable
incidence evidence; no Symfony transfer.

Historical RLE cohort

BROADER CLINICAL CONTEXT - [25]
5,810/35,206 eyes - 16.5%

RLE - excimer laser - 2013-2019 implants
Enhancement timing / planned status unclear.

Not a standardized 3-month risk or
single-model estimate.

Different windows, populations, units and endpoints prevent a universal risk or defensible cross-platform range. Details: p. 9.

OIE / Evidence, interpreted.
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Diagnose Before Treating

A refractive miss is actionable only when correction improves the symptom that matters. [9,14,17,24]

02 / COMPLAINT — REPRODUCIBLE FINDING — FUNCTIONAL TRIAL

EVIDENCE REVIEW - 2026 / VERSION 1.3

Clarify distance, near, night vision and binocular goals

v

Measure the refractive contribution Find competing causes

Manifest refraction; cycloplegia when indicated. Macular OCT when indicated; fellow-eye refraction.
Repeat inconsistent findings; check subjective far focus in trifocal PCO; IOL axis, centration, tilt and stability.

optics. Capsular contraction; zonules; postoperative inflammation.
Trial correction at distance, intermediate and near. Dysphotopsia, optical intolerance and neuroadaptation.

Tear film; topography / tomography; epithelium where relevant.

TRIAL BENEFIT # AUTOMATIC EMETROPIC TARGET DO NOT ATTRIBUTE ALL DISSATISFACTION TO REFRACTION

Does useful trial benefit persist after optimization?

Manage the cause or optical intolerance.

<— \ll —>
Refractive Mixed Non-refractive
Stable findings + useful benefit. Treat surface / retina / capsule drivers.
Apply the first-strategy pathway (p. 3). Repeat refraction and trial correction.

Before Nd:YAG: preserve exchange options when lens replacement remains plausible. [14,15]

OIE / Evidence, interpreted.

Do not ablate unexplained complaints.
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Clinical Enhancement Decision Tree

Multifocal / trifocal / EDOF IOLs. Diagnose the cause, confirm benefit, then select a suitable route.

03 / INDEPENDENT OIE PATHWAY - NOT AN EXTERNALLY VALIDATED ALGORITHM

Unsatisfactory vision after multifocal / trifocal / EDOF IOL

Treat competing pathology

Evaluate optical intolerance / lens
drivers. [14,17]

1 Primarily refractive?

YES

Observe / spectacles 2 Enhancement necessary?

Retain useful binocular outcome.

YES

+ reli ion?
NG IR T N EATIENG Stable + reliable refraction

Instability / decentration / persistent
optical intolerance. [14,15]

Power error alone # exchange. [9] lens-directed intervention?

Actual axis + refractive vector = predicted cylinder

YES

Rotation useful + feasible? 4 Toric axis drives cylinder?

NO
YES

5 Cornea suitable for laser?

Toric rotation assessment
Predicted benefit + feasible repositioning.

YES

LASIK / PRK assessment

[12,13] . .
Corneal fit, surface and healing (p. 4).

OIE / Evidence, interpreted.

Does the primary IOL require

EVIDENCE REVIEW - 2026 / VERSION 1.3

Urgent lens/support concern

Treat reversible causes
Repeat measurements / reassess. [2,17]

Defer until stable
Optimize, heal, remeasure. [9,17]

IOL repositioning / exchange
assessment
Stabilize / replace by cause. [14,15]

No suitable refractive procedure
— Reassess observation, spectacles
and individualized options.

Suitable sulcus + IOL?

YES

Supplementary IOL assessment
Dedicated sulcus design. [10,11]
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LASIK or PRK?

Choose the treatment that fits the cornea and healing profile, not a universal procedure ranking. [3-6,9,21,22,24]

04 / CORNEAL ELIGIBILITY COMES BEFORE FLAP VERSUS SURFACE

Abnormal / unstable tomography, inadequate tissue reserve or active surface disease? Defer laser and reassess.

/ Laser remains suitable \

Assess LASIK first when... Assess PRK first when...

CLINICALFIT CLINICAL FIT

Rapid recovery priority; flap acceptable; stable tomography; Flap undesirable; eligible cornea; tissue budget / epithelial healing
adequate stromal reserve. acceptable.

RECONSIDER RECONSIDER

Dry eye; late flap relift / epithelial ingrowth; interface risk; uncertain Healing risk, discomfort / slower recovery, haze. Ectasia-risk corneas
prior flap / tissue history. remain unsuitable.

Previous corneal surgery Ablation + optical quality TransPRK

Prior LASIK / PRK: verify records, flap / ablation, Hyperopic centration / zone; myopic tissue Epithelial-profile assumptions; selected
tomography and reserve. Specific retreatment budget; regular cylinder. HOA / near trade-offs. mixed-optics series. Feasibility supported;
plan. No reliable cure for lens-driven halos. superiority unproven. [4]

OIE / Evidence, interpreted. 14 OCTOBER 2026 / 04
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Intraocular Strategies: Correct the Lens-Related Cause

A satisfactory primary IOL can sometimes be retained; safety and predictability depend on anatomy. [10-15]

05 / CALCULATE BENEFIT - CHECK SUPPORT — CHOOSE THE LEAST DISRUPTIVE SUITABLE ROUTE

Toric rotation

Axis-related cylinder

Supplementary
IOL

Acceptable primary lens

Reposition /
exchange
Optics / capsule / support

PRIMARY PLAN

Manifest refraction + measured axis +
toric power — optimal axis /
predicted cylinder.

Dedicated sulcus design; spherical /
toric power calculation. Primary
position and iris clearance.

Cause + replacement optics / target;
capsule, zonules, fibrosis and prior
YAG.

AVOID / RECONSIDER

Fibrosis; recurrent rotation; wrong
toric powers; little predicted gain.

Crowded sulcus; iris / pigment / |OP
risk; primary instability or
intolerance.

Open capsule / weak support: plan
vitreous management and fixation.
Refractive miss alone # exchange.

Small regular cylinder: arcuate incisions may be considered; limited sphere correction and variable nomogram response. [9]

OIE / Evidence, interpreted.
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BENEFIT / ALTERNATIVE

Useful / feasible? Rotate. Otherwise
laser / add-on. Capsular manipulation
risk. [12,13]

Retains primary IOL; rotation /
decentration / secondary surgery
possible. Verify local availability /
label. [10,11]

Reposition / stabilize when
adequate; exchange causative lens.
Discuss spectacle trade-offs /
surgical risk. [14,15]
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Clinical Cases I: Small Errors, Different Decisions

Fictional educational scenarios; illustrative clinical judgment, not measured treatment outcomes.

06 / PATIENT — CLINICAL FINDING — PREFERRED FIRST CONSIDERATION

CASE1 Low hyperopia after trifocal IOL
Stable refraction; laser-eligible cornea; PREFERRED FIRST CONSIDERATION
+O.50 D meaningful functional trial benefit. e Assess excimer enhancement
TRIFOCAL IOL

Alternative: Spectacles / observation; LASIK versus PRK by corneal fit.
What changes the decision? Symptoms, surface, reserve, healing. +0.50 D alone is not an indication.

CASE 2 Residual EDOF myopia: preserve useful function?
Near / intermediate satisfactory; monocular PREFERRED FIRST CONSIDERATION
-0.75D distance weaker. sl Assess binocular goals; retain useful
R mini-monovision if met

Alternative: Distance spectacles; laser if distance gains outweigh near benefit.
What changes the decision? Fellow eye, binocular trial, near trade-off and patient priorities.

CASE3 Residual cylinder after toric IOL
Measured axis deviation; regular cornea; PREFERRED FIRST CONSIDERATION
~1.00D reproducible refraction. Evaluate vector-predicted rotation benefit
TORIC PCIOL first

Alternative: Laser / add-on if rotation will not resolve the relevant error.

What changes the decision? Actual axis, toric power, predicted cylinder, fibrosis and repeat rotation.
Case values are not universal intervention thresholds. Corresponding actions are connected in the tree on p. 3.

OIE / Evidence, interpreted. 14 OCTOBER 2026 / 06
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Clinical Cases II: When the Lens or Anatomy Leads

Fictional educational scenarios; illustrative clinical judgment, not measured treatment outcomes.

07 / PATIENT — CLINICAL FINDING — PREFERRED FIRST CONSIDERATION

CASE 4 Higher hyperopia; corneal laser unsuitable
Stable lens / refraction; acceptable primary PREFERRED FIRST CONSIDERATION
+2.50D optics; unsuitable cornea. sl Assess a dedicated supplementary sulcus IOL

ACCEPTABLE IOL

Alternative: Compare with exchange according to anatomy, prediction and risk.
What changes the decision? Sulcus clearance, capsule, iris / IOP, calculation and local label.

CASE 5 Severe photic symptoms; little refractive benefit

Halos / night-driving burden; little meaningful PREFERRED FIRST CONSIDERATION
Near plano trial-correction benefit. el Evaluate optical intolerance and competing

TRIFOCAL IOL causes

Alternative: Persistent, disabling lens-related symptoms after evaluation: discuss exchange.
What changes the decision? Surface, capsule, centration, OCT, adaptation. Preserve capsule options.

CASE 6 Capsular contraction / pseudophacodonesis
Unstable Possible decentration; uncertain support; prior PREFERRED FIRST CONSIDERATION
IOL Nd:YAG may be present. el Assess anatomy and IOL stability before
CAPSULE / ZONULES touch-up

Alternative: Specialist stabilization / fixation or exchange; defer routine enhancement.
What changes the decision? Zonules, capsule, vitreous, retinal risk and urgency.

Case values are not universal intervention thresholds. Corresponding actions are connected in the tree on p. 3.
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When Is the Eye Ready for Enhancement?

Clinical readiness determines elective timing; an urgent anatomical problem follows a different pathway. [9,13-17]

08 / STABILITY, HEALING AND GOALS — NOT ONE UNIVERSAL WAITING PERIOD

Refraction Cornea Surface + inflammation

Stable, reproducible subjective result Stable keratometry / tomography Optimized tear film; inflammation resolved

IOL + capsule Healing Goals

Position, capsule and zonules stable Wound and tissue ready for the chosen Useful trial benefit; binocular / near target
procedure agreed

Toric rotation: balance stability against fibrosis. Lens complications may need earlier action. Reconsider premature Nd:YAG.

VERIFY FOUR OUTCOMES AFTER TREATMENT

Refraction Function Quality Safety
MRSE windows; cylinder; stability UDVA / CDVA,; intermediate / Contrast; halos / glare; PROMs; Healing, IOP, rotation; CDVA loss;
near; binocular HOA retreatment

ADJUSTABLE OPTICS / CURRENT LENSES VERSUS DEVELOPMENT [18-20]

Conventional LAL LAL+ Future adjustable PCIOL
Purpose-built implanted lens; adjustment + lock-in. Broader functional range; selection and targets Alcon-RxSight, 6 July 2026: development
matter. announcement.

Light cannot adjust an existing conventional multifocal / trifocal / EDOF IOL. Future optics are not established touch-up treatments.

OIE / Evidence, interpreted. 14 OCTOBER 2026 / 08
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Scientific Evidence: Incidence, Applicability and Uncertainty

Clinical evidence through 14 October 2026. Population, endpoint and follow-up determine applicability.

09 / WHY THERE IS NO UNIVERSAL AVERAGE — AND WHAT THE STUDIES CAN SUPPORT

INCIDENCE SYNTHESIS ADDITIONAL CLINICAL EVIDENCE [24-28]

Separate MRSE accuracy (+0.25 / £0.50 / +1.00 D), cylinder, Ito [24]: retrospective FineVision family cohort; 89/1,477 eyes.
symptoms, unplanned treatment and planned bioptics. Require Stable refraction / dissatisfaction; LASIK 175-1,540 days postimplant.
original cohort, unit, procedure, eligibility and event window. Exact models unspecified. £0.50 D results conflict: 80.9% / 93.8%

(abstract/body); no single accuracy estimate adopted.
No random-effects pooling or I no common risk window, planning

definition or inter-eye covariance. FineVision any-retreatment [29]: Brenner [25]: retrospective RLE; 5,810/35,206 eyes (16.5%).

14/202 (6.9%), variable observation; not laser-only. Eye/patient units Timing / planning unclear; no 3-month risk. FineVision HP [26]:
remain separate. RLE accuracy, not incidence. Odyssey/Pro [27]: early outcomes.

Vivity/PureSee [28]: enhancement/exchange patients excluded.
Fixed 3/6/12-month windows, unplanned enhancement only and
consistent patient/eye units do not yield a compatible synthesis set.
FineVision cohorts do not define a cross-platform risk or average. Historical laser [5]: 782 selected eyes, 98.7% refractive multifocal; 90.4%

within £0.50 D, 99.5% within +1.00 D; mean 6.3 +4.4 months. Mild DLK

33/713 LASIK; mild haze 2/69 PRK. Not modern head-to-head evidence.

PROCEDURE OUTCOMES ARE STUDY-SPECIFIC

TIME-SPECIFIC PANOPTIX TORIC REPORT [1]

3 months: 1.1% (95% Cl 0.8-1.4%); 12 months: 7.6% (6.9-8.3%).
4,933 RLE eyes; median follow-up 3 months. Uncertain risk
denominators and differing follow-up preclude pooled incidence.

TransPRK [4]: 43 analysed eyes, 3 months; 91% / 100% within 0.50 / 1.00 D.
Two preplanned eyes in the analysed subset; abstract/method patient counts
conflict. Mixed models include ZCT; no pure unplanned PCIOL risk.

CONFIDENCE IN THE CLINICAL PATHWAY

UL Gl EDAGINE AT ING Laser / rotation / add-on / lens procedures: observational support;

Symfony [16]: 5/96 completers, 5.2% (OIE Wilson 95% Cl 2.2-11.6%), 4-6 comparative certainty low. Diagnostic and stability branches: guidance plus
months. FineVision [24]: 59/843, 7.0% (5.5-8.9%), variable observation. OIE judgment. Ordering and cases are not trial-validated. ESCRS [17]
Separate crude contexts; Cls do not correct selection or follow-up bias. supports assessment, not this algorithm.

Micro F [3] laser: cataract 30/679 (4.4%); RLE 31/450 (6.9%).

Study-level definitions and limitations are retained in the evidence workbook. No formal GRADE rating or pooled incidence.

OIE / Evidence, interpreted. 14 OCTOBER 2026 / 09
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