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Improving toric intraocular lens
calculations using total surgically induced

astigmatism for a 2.5 mm temporal incision

Jack T. Holladay, MD, MSEE, George Pettit, MD, PhD
Purpose: To determine in cataract surgery the total surgically
induced astigmatism (SIA) that accounts for all factors that
contribute to the difference between preoperative keratometric
and postoperative refractive astigmatism other than any toricity of
an intraocular lens (IOL).

Setting: Twenty surgical sites in the United States.

Design: Retrospective case series.

Methods: An analysis was performed of 4 clinical trials involving
toric IOLs and nontoric IOLs in standard cataract surgery. Data
included preoperative keratometry and manifest refraction mea-
surements at multiple postoperative visits. For each eye with a non-
toric IOL, the total SIA vector was calculated as the vector
difference between postoperative refractive and preoperative kera-
tometric astigmatism. The relationship between the total SIA vector
and meridian of preoperative keratometric astigmatism was deter-
mined and used to develop a new calculation algorithm for toric IOL
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implantation. The algorithm was tested retrospectively to identify
optimum candidate eyes for various cylinder power toric IOLs as
well as to compare results with the Barrett toric calculator.

Results: The total SIA vector was a significant contributor to sur-
gically associated astigmatic changes in eyes receiving nontoric
IOLs. The total SIA vector was dependent on the preoperative
steep meridian in a consistent fashion, allowing development of
a new calculation algorithm for toric IOL correction. Retrospec-
tively applying this algorithm to toric IOL cases led to significantly
improved differences between toric and nontoric control
populations.

Conclusions: Total SIA analysis is a new approach for toric IOL
surgery. Because it considers all factors that may influence out-
comes, the total SIA is a useful inclusion in toric IOL surgical
planning.
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Toric intraocular lens (IOL) implantation has become
the most common method to correct corneal astig-
matism after cataract removal because of its predict-

ability.1–3 Studies4,5 have shown that more than 0.5 diopter
(D) of residual astigmatism can reduce uncorrected visual
performance and patient satisfaction. To achieve good
astigmatic outcomes, it is imperative that the toric power
of the IOL is correct and that it is placed in the proper
orientation. This outcome depends on accurately predict-
ing the final corneal astigmatism and any other factors
that affect the ocular astigmatism with cataract surgery
and toric IOL implantation.
The most common cataract incision today is a temporal

near-clear 2.5 to 2.8 mm with a secondary 1.0 mm incision
superiorly. The total surgically induced astigmatism (SIA)
with this type of incision, from 4 datasets of control eyes
receiving nontoric IOLs, was determined using different
techniques and was then applied to the 3 datasets of toric
IOL study patients.
PATIENTS AND METHODS
Datasets
Four datasets were available for retrospective analysis. Each data-
set was from an Alcon-sponsored trial, approved prospectively by
an institutional review board and adhering to the tenets of the
Declaration of Helsinki and its statement of ethical principles
for medical research involving human subjects. Informed written
consent was obtained from all patients. Patients were required to
have normal eye examinations with the exception of a cataract and
no other history of eye disease. Table 1 shows the abbreviations
used in the figures, the actual model, and the toricity for each
IOL used in the study. All IOLs were in the Acrysof series (Alcon
Research Laboratories, Inc.).
Dataset 1 (Minimal Preoperative Astigmatism) The first data-

set was from a study in 2012 of spherical (nontoric) IOLs
(SN60WF) for which the average preoperative keratometric astig-
matism had to be less than 1.00 D (ClinicalTrials.gov identifier
NCT01510717A). In the study, no attempt was made to enroll a
uniform distribution of preoperative keratometric meridians. All
patients were required to be seen for follow-up at 1 day, 1 week,
1 month, 3 months, 6 months, and 12months. Complete measure-
ment data for all visits were available for 222 eyes with temporal
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Table 1. Intraocular lens properties.

Abbreviation IOL Model Toricity (D)

T0 SA60AT/SN60WF 0.00

T2 SN6AT2 1.00

T3 SA60T3 1.50

T4 SA60T4 2.25

T5 SA60T5 3.00

T6 SN6AT6 3.75

T7 SN6AT7 4.50

T8 SN6AT8 5.25

T9 SN6AT9 6.00

IOL Z intraocular lens
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primary surgical incisions. Figure 1 shows the distribution of pre-
operative keratometric astigmatism in these eyes, 69 (31%) had
against-the-rule (ATR) astigmatism, 57 (26%) with-the-rule
(WTR) astigmatism, 51 (23%) oblique astigmatism at 45 degrees,
and 45 (20%) oblique astigmatism at 135 degrees. For all plots and
analyses in this study, left-eye vectors are mirrored about the x-
axis on the double-angle plot to allow direct comparison with
right-eye vectors.6–8 Themean preoperative keratometric astigma-
tismmagnitude was 0.54 D.With low amounts of astigmatism, the
distribution of the meridian of corneal astigmatism was very
uniform.
Dataset 2 (Small Preoperative Astigmatism) The second data-

set was from a study from 2012 to 2013. It comprised 518 eyes of
518 patients of which 253 (control group) received a spherical
monofocal IOL (SN60WF) and 265 (test group) received a toric
monofocal IOL with 1.00 D of toricity (SN6AT2). Patients were
required to have between 0.50 D and 1.00 D of preoperative ker-
atometric astigmatism; the mean value was 0.72 D. Figure 2, A,
shows the distribution of preoperative keratometric astigmatism
in the control group; 75 (30%) had ATR astigmatism, 45 (18%) ob-
lique astigmatism at 45 degrees, 95 (38%) WTR astigmatism, and
38 (15%) oblique astigmatism at 135 degrees. Figure 2, B, shows
the distribution of preoperative keratometric astigmatism in the
toric group; 82 (31%) had ATR astigmatism, 60 (23%) oblique
astigmatism at 45 degrees, 81 (31%) WTR astigmatism, and 42
Figure 1. Double-angle vector plot of the preoperative keratometric
astigmatism for the first dataset of 222 eyes with the SN60WF intra-
ocular lens. Blue diamonds indicate individual astigmatism mea-
surements. Red squares indicate the centroid of all readings
(ATRZ against the rule; SNZ superonasal; STZ superotemporal;
WTR Z with the rule). Since all Left eyes are mirrored (see text), 45
degrees is always SN and 135 degrees ST.
(16%) oblique astigmatism at 135 degrees. All patients were
required to be seen for follow-up at 1 day, 1 week, 1 month,
3 months, and 6 months. Preoperative and postoperative kerato-
metric measurements (only dataset with postoperative keratome-
try) were taken with the IOLMaster biometer (Carl Zeiss Meditec
AG) or the Lenstar biometer (Haag-Streit), and manifest refrac-
tion was performed at each visit.
Dataset 3 (Moderate Preoperative Astigmatism) The third da-

taset was from a study from 2002 to 2005 (ClinicalTrials.gov
identifier NCT01214863B). It comprised 411 eyes, of which 202
(control group) received a spherical monofocal IOL (SA60AT)
and 209 (test group) received a toric monofocal IOL (SA60T3,
SA60T4, or SA60T5; toricity 1.50 D, 2.25 D, 3.00 D, respectively).
These eyes had between 0.75 D and 2.88 D of preoperative kerato-
metric astigmatism as measured by manual keratometry. Figure 3,
A, shows the distribution of preoperative keratometric astigma-
tism in the control group; 82 (41%) had ATR astigmatism, 30
(15%) oblique astigmatism at 45 degrees, 75 (37%) WTR astigma-
tism, and 15 (7%) oblique astigmatism at 135 degrees. Figure 3, B,
shows the distribution of preoperative keratometric astigmatism
in the toric group; 81 (39%) had ATR astigmatism, 21 (10%) ob-
lique astigmatism at 45 degrees, 98 (47%) WTR astigmatism,
and 9 (4%) oblique astigmatism at 135 degrees. All patients were
required to be seen for follow-up at 1 day, 1 week, 1 month,
3 months, 6 months, and 12 months, and manifest refraction
was performed at each visit. In the study, no attempt was made
to enroll a uniform distribution of keratometric meridians, and
keratometry was performed with a manual keratometer. As a
result, the cohort had few eyes with oblique astigmatism.
Dataset 4 (Large Preoperative Astigmatism) The fourth data-

set was from a post-approval study from 2012 to 2015
(ClinicalTrials.gov identifier NCT01601665C). It comprised 233
eyes in the control group (SN60WF) and 226 in the test group
(toric monofocal SN6AT6, SN6AT7, SN6AT8, SN6AT9; toricity
3.75 D, 4.50 D, 5.25 D, 6.00 D), respectively. The preoperative ker-
atometric astigmatism ranged from 1.68 D to 8.5 D. Figure 4, A,
shows the distribution of preoperative keratometric astigmatism
in the control group; 58 (25%) had ATR astigmatism, 5 (2%) ob-
lique astigmatism at 45 degrees, 161 (69%)WTR astigmatism, and
9 (4%) oblique astigmatism at 135 degrees. Figure 4, B, shows the
distribution of preoperative keratometric astigmatism in the toric
group; 63 (28%) had ATR astigmatism, 10 (4%) oblique astigma-
tism at 45 degrees, 142 (63%) WTR astigmatism, and 11 (5%) ob-
lique astigmatism at 135 degrees. All patients were required to be
seen for follow-up at 3 months, and manifest refraction (no kera-
tometry) was performed. In the study, no attempt was made to
enroll a uniform distribution of preoperative keratometric merid-
ians and the preoperative keratometry was performed with a
manual or optical keratometer. Few eyes had oblique astigmatism.

SURGICAL TECHNIQUE
Approximately 20 surgeons were involved in each of the 4
studies. All patients received a manual temporal near-clear
corneal incision. The incision size decreased over time,
starting from an average of approximately 3.1 mm in the
earliest trial to approximately 2.5 mm in the latest trial.
The surgeons were requested to use their standard tech-
nique for orienting the toric IOL.

Determination of Surgically Induced Astigmatism
The second dataset was the most rigorously controlled of
the toric IOL studies. It also had the most uniform distribu-
tion of corneal meridians. In addition, it had postoperative
optical keratometry and manifest refraction at every visit,
allowing comparison of 2 methods for determining the
SIA. The first method used the classic keratometric method
Volume 45 Issue 3 March 2019
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Figure 2.Double-angle vector plots of the preoperative keratometric astigmatism for the second dataset of 253 control eyes using the SN60WF
IOL (A) and 265 study eyes using the SN6AT2 toric IOL (B). Blue diamonds indicate individual astigmatismmeasurements. Red squares indicate
the centroids of all readings (ATRZ against the rule; IOLZ intraocular lens; SNZ superonasal; STZ superotemporal; WTRZwith the rule).
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(vector difference between the postoperative (Kpost) and
preoperative (Kpre) keratometric astigmatism) as follows:

Kpre þ SIAk Z Kpost (1A)

SIAk Z Kpost �Kpre (1B)

where SIAk is the keratometric SIA.
The second method used the vector difference between

the postoperative refractive astigmatism (REFastigpost) at
the corneal plane and the preoperative keratometric
astigmatism.

KpreþSIAtotal Z REFastigpost (2A)

SIAtotal Z REFastigpost �Kpre (2B)

where SIAtotal is the total SIA.
The total SIA (postoperative refractive astigmatism

minus preoperative keratometric astigmatism) method
Figure 3.Double-angle vector plots of the preoperative keratometric astigm
(A) and 209 study eyes using the SA60T3, SA60T4, and SA60T5
measurements. The red squares indicate the centroids of all readings (A
ST Z superotemporal; WTR Z with the rule).
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will include any posterior corneal surface effects and other
contributions, such as physiologic IOL tilt or decentration,
refractive changes in the anterior and posterior corneal sur-
faces from the cataract incisions, and systematic differences
in measured keratometric versus actual corneal refractive
astigmatism.9,10,D A complete discussion of total SIA and
the use of double-angle plots to describe outcomes can be
found in an editorial by Abulafia et al.8 The postoperative
refraction should be vertexed to the corneal plane using
the cross-cylinder form to determine the exact refractive
astigmatism, as previously described.7,11 The nominal ver-
tex distance of the phoropter is 13.75 mm when the cornea
is aligned properly and was used when a measured value
was not available.
The relationship between the total SIA and the meridian

of preoperative astigmatism was determined as follows:
For each meridian from 0 to 179 degrees, the mean total
SIA and keratometric SIA vectors were calculated by aver-
aging all SIA vectors at preoperative keratometric
atism for the third dataset of 202 control eyes using the SA60AT IOL
toric IOLs (B). Blue diamonds indicate individual astigmatism
TR Z against the rule; IOL Z intraocular lens; SN Z superonasal;
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Figure 4. Double-angle vector plots of the preoperative keratometric astigmatism for the fourth dataset of 233 control eyes using the SN60WF
IOL (A) and 226 study eyes using the SN6AT6, SN6AT7, SN6AT8, SN6AT9 toric IOLs (B). Blue diamonds indicate individual astigmatismmea-
surements. Red squares indicate the centroids of all readings (ATR Z against the rule; IOL Z intraocular lens; SN Z superonasal;
ST Z superotemporal; WTR Z with the rule).
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meridians within G20 degrees. For example, for the 45-
degree meridian, the mean total SIA vector was computed
for all preoperative keratometric measurements between
25 degrees and 65 degrees. This averaging suppressed
the noise in the individual measurements. Figure 5 shows
the polar meridional frequency plots of the 4 datasets for
the controls. The second dataset (ie, small astigmatism
group with SN6AT2 toric IOLs and nontoric SN60WF
control IOLs) had the most uniform distribution in
preoperative keratometric astigmatism meridians and
therefore was used as the reference dataset in much of
the analysis.
For dataset 2, the keratometric SIA and total SIA values
were then plotted on double-angle plots8 for comparison
(Figure 6). Similarly, for each of the 4 other clinical datasets,
the total SIAs using control eyes were determined and
plotted on analogous double-angle plots. The total SIA pe-
rimeters for each of the 4 control datasets also were deter-
mined at every postoperative visit available to determine
the change over time (stability).
The following 2 methods were evaluated to provide a

continuous function of preoperative keratometry versus to-
tal SIA from the 4 datasets: (1) elliptical fits to the total SIAs
for the 4 datasets and (2) a scaling equation that enlarged or
Figure 5.A: Polar frequency plots of the 4 control
datasets by meridian with a G20-degree sam-
pling window. B: Polar frequency plot of the 3
toric IOL datasets by meridian with a G 20-
degree sampling window. C: Plot A with each
dataset normalized by percentage of eyes. D:
Plot B with each dataset normalized by percent-
age of eyes (Cont Z control; Frq Z frequency;
IOL Z intraocular lens).

Volume 45 Issue 3 March 2019



Figure 6. Double-angle vector plot of the keratometric (red squares)
and total (green diamonds) SIA for T2 control dataset and least-
squares circular fit (green circles) to total SIA (K Z keratometry;
Post Z postoperative; Pre Z preoperative; Ref Z refractive;
SIA Z surgically induced astigmatism).
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reduced the second dataset perimeter to fit the preoperative
keratometric astigmatism versus the average radius of
the perimeter of the datasets. For the first method, a
least-squares elliptical fit was then determined for each of
the 4 datasets at the latest postoperative visit (6 or
12 months) using Table Curve 2D (version 5.01, Systat Soft-
ware, Inc.). The ellipse for any magnitude of keratometric
preoperative astigmatism could be generated for all merid-
ians from 0 to 180 degrees and is called the elliptical total
SIA.
The second method used a scaling equation shown in

Figure 7 that was determined from the best fit of preopera-
tive keratometric astigmatism versus total SIA radius from
the respective global centroid for each of the 4 datasets. The
actual total SIAs in Figure 6 (green diamonds from dataset
2) would be used for the 0.72 D preoperative keratometric
astigmatism and the perimeter would be enlarged or
reduced about the global centroid using the scaling
equation.
Figure 7. Graph of scaling equation from preoperative keratometric
astigmatism versus total SIA radii (see text) (n Z 457) (Astig Z
astigmatism; SIA Z surgically induced astigmatism).

Volume 45 Issue 3 March 2019
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It can be seen that for 0.00 D preoperative keratometric
astigmatism the scaling is 0 and for 0.72 D it is 1.0; the
maximum scaling is limited to a value of 1.35. The elliptical
total and scaling total SIAs were applied to the 3 toric data-
sets (ie, 2, 3, and 4) along with zero SIA that was used in the
original submissions for comparison. A histogram of the
percentage of patients in 0.25 D steps from 0 to 2.0 D was
determined when the patient received the same toric IOL
that was recommended for (1) zero SIA, (2) the elliptical to-
tal, and (3) the scaling total SIAs for each of the 3 toric data-
sets as well as (4) the keratometric SIA for dataset 2.
The SIAs were used with the Holladay toric calcu-

lator12,13 to calculate the appropriate toric IOL for each pa-
tient. The Holladay calculator uses the generic thin-lens
vergence formula8,13,14 to determine the exact ideal toric
power as the difference between the steep and flat preoper-
ative corneal meridians after vector adjustment of the SIA.
The Barrett toric calculatorE was also used to calculate the

appropriate toric IOL for each patient for the 3 toric data-
sets (ie, 2, 3, and 4). A histogram of the percentage of pa-
tients in 0.25 D steps from 0.00 to 2.00 D was determined
using the actual postoperative refraction when the patient
received the same toric IOL recommended by the Barrett
toric calculator.E

RESULTS
Figure 6 shows the double-angle plot of the actual kerato-
metric SIAs and actual total SIAs at 6 months in the second
dataset control group (T0). The global center for the kera-
tometric SIA was WTR at 0.09 @ 84 degrees (xZ �0.09 D
and yZC0.02 D), and the shape of the perimeter formed
by the meridional keratometric SIAs was very irregular. The
center for the total SIA was ATR at 0.27 @ 1.3 degrees
(x Z C0.27 D and y Z C0.01 D), and perimeter formed
by the meridional total SIAs was circular with a radius of
0.37 D. The actual total SIA vector for each meridian is
opposite the vector for the preoperative keratometric me-
ridian (eg, for preoperative keratometric WTR the total
SIA is ATR and for preoperative keratometric ATR the total
SIA is WTR).
The computation of meridional total SIAs for the control

eyes in the other 3 datasets (eg, 1, 3, and 4) was performed
in the same manner and shown in Figure 8, A, along with
the second dataset controls for comparison. The least
squares elliptical fits are shown in Figure 8, B, for each of
the 4 ellipses and the scaled meridional perimeters in
Figure 8, C, from the scaling equation.
In the second dataset, postoperative optical keratometry

and manifest refraction were performed at the last visit so
the keratometric SIA and total SIA could be compared.
Because the original protocol for this dataset used zero
for the SIA, it was included in the comparison. Figure 9
shows the histograms of residual astigmatism for the zero,
keratometric, elliptical total, and scaling total SIAs and
the Barrett toric calculator in the control group and toric



Figure 8. Double-angle vector plots of the A: Actual total SIA for each of the 4 control datasets. B: Best elliptical fits to each of the 4 total SIA
datasets. C: Best scaling total SIA plots to the 4 total SIA datasets (SIA Z surgically induced astigmatism).
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group. For the keratometric SIA, 215 (85%) of the control
eyes and 218 (82%) of the toric IOL eyes were calculated
to be good candidates for the SN6AT2 IOL; Figure 9, A,
shows the results. Because the zero SIA was used in the orig-
inal protocol for the SN6AT2 IOL group as an inclusion cri-
terion, all 265 eyes with toric IOLs were determined to be
good candidates for the T2 IOL using zero SIA. Figure 9,
B, shows the residual astigmatism for zero SIA in the con-
trol group (253) and toric group (265).
For the elliptical and scaling total SIA, the results were

virtually identical to each other, as expected (because the
fits were both circles); 134 control eyes (51%) were deter-
mined to be appropriate for the SN6AT2 IOL, 116 eyes
(44%) had an expected residual astigmatism that would
have been better suited for a spherical IOL, and 3 (1%)
eyes had an expected residual astigmatism that would
have required an IOL with a higher toricity than the T2.
In the SN6AT2 toric IOL group, 147 (55%) of the 265
eyes were appropriate for the SN6AT2 IOL, 110 (42%)
were better suited for a spherical IOL, and 8 (3%) would
have required an IOL with higher toricity. The results for
the elliptical total SIA are shown in Figure 9, C, and the
scaling total SIA in Figure 9, D.
For the Barrett toric calculator, 119 (47%) control eyes

were found to be appropriate for the SN6AT2 IOL, 39
(15%) were found to be appropriate for a spherical IOL
and 95 (38%) would have required an IOLwith a higher tor-
icity than the T2. In the SN6AT2 toric IOL group, 117
Figure 9. Histogram percentages from 0.0 to 2.0
D of residual astigmatism for the control and
toric SN6AT2 IOLs using (A) the keratometric
SIA, (B) zero SIA, (C) the elliptical total SIA, (D)
the scaling total SIA, and (E) the Barrett
toric calculator (Astig Z astigmatism; IOLs Z
intraocular lenses; SIA Z surgically induced
astigmatism).
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Figure 10. Histogram percentages from 0.0 to
2.0 D of residual astigmatism for the control
and toric SA60T3, SA60T4, and SA60T5
IOLs using (A) zero SIA, (B) the elliptical total
SIA, (C) the scaling total SIA, and (D) the
Barrett toric calculator (Astig Z astigmatism;
IOLs Z intraocular lenses; SIA Z surgically
induced astigmatism).
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(44%) of the of 265 eyes were appropriate for the SN6AT2
IOL, 36 (14%) were better suited for a spherical IOL, and
112 (42%) eyes would have required an IOL with higher
toricity. Figure 9, E, shows the results for the Barrett toric
calculator.
Using zero SIA, the elliptical, scaling total SIA, and the

Barrett toric calculator, the number of eyes appropriate in
the third and fourth datasets in the control group and toric
group could be determined. Four histograms of the residual
astigmatism for the suitable eyes in the third dataset using
the zero, elliptical total, scaling total SIAs, and the Barrett
toric calculator in the control and toric groups are shown
in Figure 10 and for the fourth dataset in Figure 11.
Figure 12 shows the preoperative astigmatism versus re-

sidual astigmatism for all toric IOLs. The figure includes
only cases that would have been candidates for the toric
IOL using zero SIA, the elliptical total SIA, scaling total
SIA, and Barrett toric calculator.
The total SIA perimeters and centers were available at all

visits from 1 week to 6 or 12 months in 3 of the 4 control
groups (datasets 1, 2, and 3), allowing the determination
of the stability over time. There was a 0.15 D to 0.20 D
ATR shift of the actual total SIA centers from 1 week to
6 months. The left side of the SIA perimeters (preoperative
ATR) had the greatest shift of approximately 0.30 D ATR
from 1 week to 6 months, whereas the right side (preoper-
ative WTR) shifted by approximately 0.10 D ATR only.

DISCUSSION
Figure 13 shows the prevalence of astigmatism in the cata-
ract age group. The actual data15 are shown with the least-
squares best fit to a log normal (Gaussian) density function
and the resulting cumulative log normal function. Seventy-
eight percent of cataract patients have keratometric
astigmatism of 0.50 D or greater, which is considered the
minimum amount that should be corrected to provide
good vision and patient satisfaction.4,5 The peak keratomet-
ric astigmatism in this age group is between 0.25 D and 0.50
D and is the coefficient b in equation 3 (0.3783 D). The
Volume 45 Issue 3 March 2019
median astigmatism is 0.67 D (50th percentile). Equation
3 is the log normal (Gaussian) formula (Table Curve 2D)
and has an R2 value of 0.99.

yZa exp

�
� lnð2Þ
lnðdÞ2 ln

�ðx � bÞðd2 � 1Þ
cd

þ 1

�2�
(3)

where exp stands for exponential, ln is the natural log;
a Z 0.189697, b Z 0.378300, c Z 1.066212, and
d Z 2.477521.
The prevalence of the meridian (ATR, WTR, or oblique)

of keratometric astigmatism varies with the magnitude. In
Figure 5, C and D, we see that for minimal (blue) and low
(green) amounts of astigmatism, WTR and ATR are equal
at 30% and only slightly more than oblique at 45 degrees
and at 135 degrees, which are near 20%. For moderate
amounts of preoperative astigmatism (yellow), the WTR
and ATR are almost equal at 40% to 45%, respectively,
with both oblique astigmatisms plummeting to less than
10%. For large amounts of astigmatism (red), WTR is pre-
dominant at 65% followed by ATR at 30%; there are few
cases with oblique astigmatism. This variation in the per-
centage of WTR, ATR, and oblique astigmatism with
magnitude explains the variation in the types of astigma-
tism in various studies in which the magnitudes are
different.
The total SIA is critical for accurately determining the

appropriate toric IOL for a specific patient. Many authors
have used the keratometric SIA (delta K or the postopera-
tive minus the preoperative keratometry) since Naylor’s
first description in 196816 and 7 years later in the classic
article on the pathophysiology of corneal astigmatism after
cataract extraction by Jaffe and Clayman in 1975.17 As first
pointed out by Koch et al.,18 using keratometry neglects to
effect of posterior corneal astigmatism, as others have
confirmed, and leads to a systematic error of approximately
0.50 D of ATR astigmatism.19,20 Another factor that can
contribute to the refractive ocular astigmatism that is not
accounted for by keratometry is the systematic tilt of the

Eq # 8174
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Figure 11. Histogram percentages from 0.0 to
2.0 D of residual astigmatism for the control
and toric SN6AT6, SN6AT7, SN6AT8, and
SN6AT9 IOLs using (A) zero SIA, (B) the elliptical
total SIA, (C) the scaling total SIA, and (D) the
Barrett toric calculator (Astig Z astigmatism;
IOLs Z intraocular lenses; SIA Z surgically
induced astigmatism).
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IOL about the vertical axis and temporal decentration, both
of which induce ATR astigmatism21–23 as a result of the
physiologic tilt of the eye (angle a Z 5.2 degrees
and mean temporal decentration Z 0.2 mm), resulting in
approximately 0.20 D of refractive ATR astigmatism.24

Another limitation of previous studies is the timing of the
postoperative measurements. Many studies determine the
SIA 1 month postoperatively, and stabilization is not
achieved for at least 6 months. The additional change
with time is a progressive increase in ATR astigmatism.
The use of the postoperative refraction at 6 months and
the preoperative keratometric astigmatism to determine
the total SIA accounts for all factors contributing to the
refractive postoperative astigmatism and allows for
stabilization.
The most common value to use for the total SIA is the

centroid of the postoperative prediction error (w0.33–
0.50 D ATR), as was shown by Abulafia et al.12,20 This
approach shifts the prediction error to the center of a
double-angle plot so that the mean error is near zero.
This shift, however, has no effect on the spread (variance)
of the data but can significantly reduce the prediction error
Figure 12. Preoperative astigmatism
versus residual astigmatism for (A) zero
SIA, (B) the elliptical total SIA, (C) the
scaling total SIA, and (D) the Barrett
toric calculator (Calc Z calculator;
Pre Z preoperative; Res Z residual;
SIA Z surgically induced astigmatism).
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Figure 13. Frequency percentage (green) and cumulative percent-
age plot (red) of astigmatism in the cataract population. The actual
data (blue points) and log normal (Gaussian) equation (green curve)
with an R2 value of 0.99.
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for constant effects such as posterior corneal astigmatism
and physiologic IOL tilt and decentration.
A second improvement is to treat WTR, ATR, and obli-

que astigmatism differently. The Baylor nomogram does
this for all 3 groups of keratometric astigmatism.25 The re-
sults state that preoperative keratometricWTR astigmatism
should be reduced, ATR astigmatism increased, and oblique
astigmatism neutral. This adjustment would not only shift
the centroid of the cluster of data to the center but also
reduce the spread (variance) of the data. Our values for
the scaling total SIAs at 90 degrees (WTR) and 0 degree
(ATR) (Figure 14) are similar to those of the Baylor
nomogram.
Our method of determining the total SIA as a function of

the magnitude and axis of the preoperative keratometric
astigmatism refines the improvement of the Baylor
Figure 14.Double-angle vector plot of total SIA (green diamonds) for
SN6AT2 IOL control dataset and least squares circular fit (green cir-
cles) to total SIA. The total SIA vector for 45 degrees is shown (black
vector). The final total SIA vector has 2 components, a constant
component (K, blue vector) and a variable component (V, blue vec-
tor) (IOLZ intraocular lens; KZ keratometry; PostZ postoperative;
Pre Z preoperative; Ref Z refractive; SIA Z surgically induced
astigmatism).

Volume 45 Issue 3 March 2019
nomogram further by providing a more exact value for a
specific patient (astigmatic magnitude and axis).
Figure 14 shows the perimeter of the total SIA in the control
group in the second data dataset (green diamonds). The to-
tal SIA vector for 45 degrees is shown (black vector). The to-
tal SIA vector has 2 components, a constant component (K,
blue vector) and a variable component (V, blue vector). The
total SIA is the sum of these 2 vectors. The constant vector
component of the total SIA corresponds almost exactly with
the posterior corneal astigmatism found by Koch et al.25

plus the astigmatism induced by the physiologic tilt and de-
centration of an IOL.21–24

The variable component vector for a specific axis of pre-
operative keratometric astigmatism goes from the center
of the perimeter (centroid) to the point of the keratometric
steep meridian of the astigmatism on the perimeter. The
variable component vector (V) has a magnitude of
approximately 0.39 D and is in the opposite direction of
the preoperative astigmatism. For the second dataset, the
magnitude is about one half of the mean preoperative ker-
atometric astigmatism (0.39/0.72). This variable vector (V)
is unique to the patient’s preoperative meridian and
magnitude of astigmatism and must be added to the con-
stant centroid (K). The variable component vector always
reduces the magnitude of the preoperative keratometric
astigmatism. The explanation for why the variable compo-
nent is always negative and reduces the corneal astigma-
tism can be explained by current 3-dimensional finite
modeling26–28 and clinical studies29 that show unpaired
orthogonal incisions (temporal and superior) would
reduce the astigmatism of the cornea.
In the second dataset (Figure 14), if the preoperative

astigmatism were 0.72 D @ 90 degrees (the mean magni-
tude of the dataset), the constant vector would be 0.27 D
ATR and the variable vector 0.40 D ATR for a total SIA
of 0.67 D of ATR. The predicted 6-month postoperative
refractive residual astigmatism with a nontoric IOL would
be 0.05 D @ 90 degrees (0.72 – 0.67 D), which is almost
spherical; therefore, a toric IOL is not indicated. In contrast,
for the same 0.72 D magnitude of preoperative astigmatism
at 180 degrees, the constant vector is still 0.27 D ATR but
the variable vector is 0.33 D WTR; the resulting total SIA
vector is 0.06 D of WTR (0.33 � 0.27 D). The predicted
postoperative astigmatism would be 0.66 D (0.72 � 0.06
D), indicating the eye is a perfect candidate for the
SN6AT2 IOL, which nominally corrects 0.69 D of refractive
astigmatism. Although the constant component is the same,
the variable components are in opposite directions so that
the case at 90 degrees adds to the ATR astigmatism whereas
the case at 180 degrees subtracts from the ATR astigmatism.
The magnitude of the total SIA is significantly different for
the same amount of WTR and ATR preoperative kerato-
metric astigmatism.
For any other axes of preoperative astigmatism (not 90

degrees or 180 degrees), the total SIA would be at a
different axis than the preoperative astigmatism, with
the maximum difference occurring at the oblique merid-
ians of 45 degrees and 135 degrees. For example, in
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281TORIC IOL CALCULATIONS USING SIA
Figure 14 (preoperative astigmatism of 0.72 D @ 45 de-
grees) the constant vector is 0.27 D ATR (K) and the var-
iable vector 0.32 D @ 135 degrees (V). The resulting total
SIA is 0.42 D @ 152 degrees (black vector). It is necessary
to maintain a spherical equivalent (SE) of zero for the SIA
(corneal SE power must remain constant30 when adding
the SIA); therefore, the resulting total SIA is
�0.21 C 0.42 @ 152 degrees, a Jackson cross-cylinder.31

Adding the total SIA of C0.42 D @ 152 degrees to
the preoperative keratometric astigmatism of 0.72 D @
45 degrees yields 0.44 D @ 29 degrees, 16 degrees clock-
wise to the original steep meridian of 45 degrees. This
result is the expected ocular refractive astigmatism pre-
dicted with a nontoric IOL and the proper meridian
at which to place the toric IOL. The axis change from
the preoperative keratometry also decreases with
increasing magnitude of preoperative astigmatism
because the total SIA vector becomes a smaller percent-
age of the preoperative magnitude (Figure 7).
In Figure 9, A and B, the keratometric SIA and zero SIA

are shown and are not statistically significantly different
from each other or the control group, which means there
is no benefit. The difference between the control group
and the toric group is small and ranges from 11% to 17%
for residual astigmatism of 0.00 to 0.75 D.
In contrast, Figure 9, C and D, are both significantly

different from the control group up to 0.75 D, with differ-
ences ranging from 22% to 34%. The elliptical total and
scaling total SIAs are the same because the fits are both
circles with an R2 value of 0.99. They both have the
same SIA values for 0.50 to 1.00 D of preoperative
astigmatism.
In Figure 9, E, the Barrett toric calculator had small dif-

ferences between the toric group and control group, with
0% to 11% for residual astigmatism of 0.00 to 0.75 D
(Figure 9, E). The differences were not statistically different
andmuch less than the elliptical total and scaling total SIAs.
In Figure 10, all 4 methods, including zero SIA, are signif-

icantly better than the control group up to 1.75 D of preop-
erative keratometric astigmatism. However, there is no
statistical difference in the 3 SIAs and the Barrett toric
calculator in the toric group (SA60T3, SA60T4, SA60T5),
indicating that the 4 different calculation methods are com-
parable. In Figure 11, the difference between the control
group and the toric group (SN6AT6, SN6AT7, SN6AT8,
SN6AT9) is even greater, but again there is no difference
in the 3 SIAs. The Barrett toric calculator, however, had sta-
tistically significant lower percentages and differences from
the control group for 0.00 to 0.75 D of residual astigmatism
(Figure 11, D).
The reason for no statistical difference in the 3 SIAs at

higher toricities (and higher preoperative keratometric
astigmatism) can be explained by the findings in
Figure 12. There is an increase in the amount of residual
astigmatism with an increase in the amount of preoperative
astigmatism. The y-intercept for all 3 graphs is essentially
the same (wapproximately 0.296 D), indicating the average
limiting residual astigmatism for a preoperative
keratometric spherical cornea. The scaling total SIA had
the flattest slope of 0.0829 (Figure 12, C) followed by the el-
lipse total SIA of 0.0929 (Figure 12, B), the Barrett toric
calculator of 0.1065 (Figure 12, D), and finally 0.1114 for
zero SIA (Figure 12, A). The slopes show that the overall re-
sidual astigmatism is lowest with the scaling total SIA and
highest with zero SIA.
The 2 most important factors causing the increase in

residual astigmatism with the increasing toricity of the
IOL is the reduced accuracy for larger amounts of preop-
erative keratometric astigmatism and the effect of
misalignment of a toric IOL postoperatively. For a given
angular misalignment of the toric IOL from ideal (typi-
cally 4.9 G 2.1 degrees),32,33 the residual astigmatism is
directly proportional to the toricity of the IOL. For a
1.00 D toric IOL, which on average corrects 0.69 D of
astigmatism at the corneal plane, 4.9 degrees of misalign-
ment results in approximately 0.12 D of residual astigma-
tism at the corneal plane versus a residual of
approximately 0.72 D for a 6.00 D toric IOL. In short,
for the same misalignment in the orientation of the toric
IOL, 6.00 D of toricity will have 6 times the residual
astigmatism of a 1.00 D toric IOL. The impact of the to-
tal SIA on the postoperative residual astigmatism dimin-
ishes with increasing preoperative astigmatism and
consequent increasing toricity of the toric IOL.
The elliptical total SIAs for the third dataset (SA60T3,

SA60T4, SA60T5) and fourth dataset (SN6AT6,
SN6AT7, SN6AT8, SN6AT9) become progressively
different from the circular scaling total SIAs, with the
elliptical fit becoming more eccentric (major and minor
axes different in Figure 8, B). The difference from the
scaling total SIA is primarily a shortening in the minor
axis in the oblique meridians. The shorter minor axis
with the elliptical fit might be related to the sparsity of
cases in the oblique meridians (45 degrees and 135 de-
grees) seen in Figures 3 and 4 with the third dataset and
fourth dataset. For example, in Figure 3, A, when deter-
mining the total SIA for the 45-degree meridian, the
G20-degree window would include cases ranging from
25 degrees to 65 degrees. Most of the total SIAs used
are near the extremes of 20 degrees and 65 degrees
(near the dashed lines) and would artificially result in a
much shorter radius than when cases at 45 degrees are
available, as in Figures 1 and 2, A.
The scaling total SIA from the first and second control

data avoids this sampling problem but extrapolates the re-
sults in the oblique meridians for higher amounts of astig-
matism using an average radius from the center of the
perimeter (Figures 6 and 7). The slope is flatter in
Figure 12 for the scaling total SIA, which indicates that
the extrapolation technique for scaling is better than the
elliptical fit because of the scarcity of oblique data for the
larger amounts of preoperative astigmatism.
The determination of the total SIA should not be done

until the postoperative refraction is stable. The total SIAs
for the control data in all 3 datasets over time clearly
show stability does not occur for at least 6 months after
Volume 45 Issue 3 March 2019
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282 TORIC IOL CALCULATIONS USING SIA
surgery and there is a continuing ATR shift. It is also pru-
dent to target for 0.25 D of WTR astigmatism to compen-
sate for the 0.25 D ATR astigmatism per decade drift
after cataract surgery, as found in the 20-year longitudinal
study by Hayashi et al.34

It is important to emphasize that the total SIAs found
in our datasets were derived specifically with small
(w2.5 mm), near-clear temporal incisions with the second-
ary incision usually superiorly. Larger or smaller incisions, a
primary incision not temporal or near-clear, or an inferior
secondary incision will almost certainly result in different
total SIAs.
WHAT WAS KNOWN
� The SIA is an important factor in determining the appropriate
toricity for an IOL.

� Keratometry does not account for posterior corneal astig-
matism or other sources of astigmatism that are not from
the front surface of the cornea.

� The keratometric astigmatism changes approximately 0.25
D ATR per decade beyond 1 year after surgery and is similar
to that in control eyes that did not have surgery.

WHAT THIS PAPER ADDS
� The total SIA accounts for all factors that contribute to the
postoperative refractive astigmatism, such as posterior
corneal astigmatism, IOL tilt and decentration, and any other
systematic cause.

� The total SIA can be determined for every magnitude and
axis of preoperative keratometric astigmatism to achieve the
lowest residual refractive astigmatism for a specific patient.

� The total SIA drifts ATR during the first year after surgery and
should not be calculated until stable at 6 months or longer.
REFERENCES
1. Visser N, Bauer NJC, Nuijts RMMA. Toric intraocular lenses: historical

overview, patient selection, IOL calculation, surgical techniques, clinical
outcomes, and complications. J Cataract Refract Surg 2013; 39:624–
637

2. Holland E, Lane S, Horn JD, Ernest P, Arleo R, Miller KM. The AcrySof toric
intraocular lens in subjects with cataracts and corneal astigmatism; a ran-
domized, subject-masked, parallel-group, 1-year study. Ophthalmology
2010; 117:2104–2111

3. Mencucci R, Giordano C, Favuzza E, Gicquel JJ, Spadea L, Menchini U.
Astigmatism correction with toric intraocular lenses: wavefront aberrometry
and quality of life. Br J Ophthalmol 2013; 97:578–582

4. Villegas EA, Alc�on E, Artal P. Minimum amount of astigmatism that should
be corrected. J Cataract Refract Surg 2014; 40:13–19

5. Villegas EA, Gonz�alez C, Bourdoncle B, Bonnin T, Artal P. Correlation be-
tween optical and psychophysical parameters as a function of defocus. Op-
tom Vis Sci 2002; 79:60–67

6. Eydelman MB, Drum B, Holladay J, Hilmantel G, Kezirian G, Durrie D,
Stulting RD, Sanders D, Wong B. Standardized analyses of correction of
astigmatism by laser systems that reshape the cornea. J Refract Surg
2006; 22:81–95

7. Holladay JT, Moran JR, Kezirian GM. Analysis of aggregate surgically
induced refractive change, prediction error, and intraocular astigmatism.
J Cataract Refract Surg 2001; 27:61–79

8. Abulafia A, Koch DD, Holladay JT, Wang L, Hill W. Pursuing perfec-
tion in IOL calculations. IV. Rethinking astigmatism analysis for IOL-
based surgery: suggested terminology, analysis, and standards for
outcome reports [guest editorial]. J Cataract Refract Surg 2018;
44:1169–1174
Volume 45 Issue 3 March 2019
9. Seo KY, YangH, KimWK, NamSM. Calculations of actual corneal astigma-
tism using total corneal refractive power before and after myopic keratore-
fractive surgery. PLoS One 2017; 12 (4):e0175268

10. Holladay JT, Hill WE, Steinmueller A. Corneal power measurements using
Scheimpflug imaging in eyes with prior corneal refractive surgery.
J Refract Surg 2009; 25:862–868; erratum, 2010; 26:387

11. Holladay JT. Quality of Vision; Essential Optics for the Cataract and Refrac-
tive Surgeon. Thorofare, NJ, Slack, Inc., 2007; 43

12. Abulafia A, Hill WE, Franchina M, Barrett GD. Comparison of methods to
predict residual astigmatism after intraocular lens implantation. J Refract
Surg 2015; 31:699–707

13. Holladay JT. Intraocular lens calculations using the Holladay toric calculator.
J Cataract Refract Surg 2016; 42:1694–1695

14. Holladay JT. Standardizing constants for ultrasonic biometry, keratometry,
and intraocular lens power calculations. J Cataract Refract Surg 1997;
23:1356–1370

15. Hoffer KJ. Biometry of 7,500 cataractous eyes. Am J Ophthalmol 1980;
90:360–368; correction, 890

16. Naylor EJ. Astigmatic difference in refractive errors. Br J Ophthalmol 1968;
52:422–425

17. Jaffe NS, Clayman HM. The pathophysiology of corneal astigmatism after
cataract extraction. Trans Am Acad Ophthalmol Otolaryngol 1975;
79:OP615–OP630

18. Koch DD, Ali SF, Weikert MP, Shirayama M, Jenkins R, Wang L. Contribu-
tion of posterior corneal astigmatism to total corneal astigmatism.
J Cataract Refract Surg 2012; 38:2080–2087

19. Abulafia A, Barrett GD, Kleinmann G, Ofir S, Levy A, Marcovich AL,
Michaeli A, Koch DD, Wang L, Assia EI. Prediction of refractive outcomes
with toric intraocular lens implantation. J Cataract Refract Surg 2015;
41:936–944

20. Abulafia A, Koch DD, Wang L, Hill WE, Assia EI, Franchina M, Barrett GD.
New regression formula for toric intraocular lens calculations. J Cataract
Refract Surg 2016; 42:663–671

21. Kr�anitz K, Mih�altz K, S�andor GL, Takacs A, Knorz MC, Nagy ZZ. Intraocular
lens tilt and decentration measured by Scheimpflug camera following
manual or femtosecond laser-created continuous circular capsulotomy.
J Refract Surg 2012; 28:259–263

22. Rosales P, De Castro A, Jim�enez-Alfaro I, Marcos S. Intraocular lens align-
ment from Purkinje and Scheimpflug imaging. Clin Exp Optom 2010;
93:400–408

23. Taketani F, Matsuura T, Yukawa E, Hara Y. Influence of intraocular lens tilt
and decentration on wavefront aberrations. J Cataract Refract Surg 2004;
30:2158–2162

24. Holladay JT, Calogero D, Hilmantel G, Glasser A, MacRae S, Masket S,
Stark W, Tarver ME, Nguyen T, Eydelman M. Special report: American
Academy of Ophthalmology Task Force summary statement for measure-
ment of tilt, decentration, and chord length. Ophthalmology 2017;
124:144–146

25. Koch DD, Jenkins RB, Weikert MP, Yeu E, Wang L. Correcting astigmatism
with toric intraocular lenses: effect of posterior corneal astigmatism.
J Cataract Refract Surg 2013; 39:1803–1809

26. Hanna KD, Jouve FE, Waring GO III, Ciarlet PG. Computer simulation of
arcuate and radial incisions involving the corneoscleral limbus. Eye 1989;
3:227–239

27. Alastru�e V, Calvo B, Pe~na E, Doblar�e M. Biomechanical modeling of refrac-
tive corneal surgery. J Biomech Eng 2006; 128:150–160

28. Uchio E, Ohno S, Kudoh J, Aoki K, Kisielewicz LT. Simulation model of an
eyeball based on finite element analysis on a supercomputer. Br J Ophthal-
mol 1999; 83:1106–1111

29. Inoue T, Maeda N, Sasaki K, Watanabe H, Inoue Y, Nishida K, Inoue Y,
Yamamoto S, Shimomura Y, Tano Y. Factors that influence the surgical ef-
fects of astigmatic keratotomy after cataract surgery. Ophthalmology 2001;
108:1269–1274

30. Gray A. Modern Differential Geometry of Curves and Surfaces. Boca Raton,
FL, CRC Press, 1993; 375–387; 279–285

31. RubinML. Optics for Clinicians, 2nd ed. Gainesville, FL, Triad Scientific Pub-
lishers, 1974; 169

32. Visser N, Berendschot TTJM, Bauer NJC, Jurich J, Kersting O,
Nuijts RMMA. Accuracy of toric intraocular lens implantation in cataract
and refractive surgery. J Cataract Refract Surg 2011; 37:1394–1402

33. Sanders DR, Sarver EJ, Cooke DL. Accuracy and precision of a new system
for measuring toric intraocular lens axis rotation. J Cataract Refract Surg
2013; 39:1190–1195

34. Hayashi K, Manabe S-i, Hirata A, Yoshimura K. Changes in corneal astig-
matism during 20 years after cataract surgery. J Cataract Refract Surg
2017; 43:615–621

http://refhub.elsevier.com/S0886-3350(18)30889-7/sref1
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref1
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref1
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref1
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref2
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref2
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref2
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref2
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref3
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref3
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref3
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref4
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref4
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref4
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref5
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref5
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref5
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref5
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref6
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref6
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref6
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref6
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref7
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref7
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref7
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref8
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref8
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref8
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref8
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref8
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref9
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref9
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref9
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref10
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref10
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref10
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref11
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref11
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref12
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref12
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref12
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref13
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref13
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref14
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref14
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref14
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref15
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref15
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref16
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref16
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref17
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref17
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref17
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref18
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref18
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref18
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref19
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref19
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref19
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref19
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref20
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref20
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref20
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref21
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref21
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref21
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref21
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref21
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref21
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref21
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref22
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref22
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref22
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref22
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref23
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref23
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref23
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref24
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref24
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref24
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref24
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref24
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref25
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref25
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref25
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref26
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref26
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref26
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref27
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref27
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref27
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref27
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref27
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref28
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref28
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref28
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref29
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref29
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref29
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref29
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref30
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref30
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref31
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref31
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref32
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref32
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref32
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref33
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref33
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref33
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref34
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref34
http://refhub.elsevier.com/S0886-3350(18)30889-7/sref34


283TORIC IOL CALCULATIONS USING SIA
OTHER CITED MATERIAL
A. U.S. National Institutes of Health Clinical Trials. Clinical Investigation of Acry-

Sof� IQ ReSTOR� C2.5 D Multifocal Intraocular Lens (IOL) Model SN6AD2
[SV25T0]. NCT01510717. Available at: https://clinicaltrials.gov/ct2/show/
NCT01510717. Accessed October 20, 2018

B. U.S. National Institutes of Health Clinical Trials. AcrySof Toric Clinical Re-
sults. NCT01214863. Available at: https://clinicaltrials.gov/ct2/show/
NCT01214863. Accessed October 20, 2018

C. U.S. National Institutes of Health Clinical Trials. Post Approval Study of
the AcrySof� IQ Toric Intraocular Lens (IOL) Models SN6AT6-
SN6AT9. NCT01601665. Available at: https://clinicaltrials.gov/ct2/show/
NCT01601665. Accessed October 20, 2018

D. Tejedor J, Guirao A. “Relationship Between Refractive and Corneal
Astigmatism in Pseudophakic Eyes,” presented at the annual meeting of
the Association for Research in Vision and Ophthalmology, Fort Lauderdale,
Florida, USA, May 2011. Abstract in Invest Ophthalmol Vis Sci
2011; 52:5901. Available at: https://iovs.arvojournals.org/article.aspx?
articleidZ2358352. Accessed October 20, 2018
Ophthalmic Photographers’ Society 2018 E
Category: Composite

Primary Intraocular Lymphoma

The OPS annual exhibit, presented during the ASCRS � ASOA
Annual Meeting, is sponsored by the ASCRS. Published with the
permission of the photographer.
E. Alcon Laboratories, Inc.. The new ALCON� online toric IOL calculator
incorporating the Barrett toric algorithm. Available at: https://www
.acrysoftoriccalculator.com/features.htm. Accessed October 20, 2018

Disclosures: Dr. Holladay is a consultant to AlconResearch Labora-
tories, Inc. Dr. Pettit is an employee of Alcon Research Laboratories, Inc.
x
hibit 1st Pla
First author:
Jack T. Holladay, MD, MSEE

Department of Ophthalmology, Baylor
College of Medicine, Houston, Texas, USA
ce

Matt S. Atkinson, CRA

National Institutes of Health
Bethesda, Maryland, USA

Volume 45 Issue 3 March 2019

https://clinicaltrials.gov/ct2/show/NCT01510717
https://clinicaltrials.gov/ct2/show/NCT01510717
https://clinicaltrials.gov/ct2/show/NCT01214863
https://clinicaltrials.gov/ct2/show/NCT01214863
https://clinicaltrials.gov/ct2/show/NCT01601665
https://clinicaltrials.gov/ct2/show/NCT01601665
https://iovs.arvojournals.org/article.aspx?articleid=2358352
https://iovs.arvojournals.org/article.aspx?articleid=2358352
https://www.acrysoftoriccalculator.com/features.htm
https://www.acrysoftoriccalculator.com/features.htm

	Improving toric intraocular lens calculations using total surgically induced astigmatism for a 2.5 mm temporal incision
	Patients and methods
	Datasets

	Surgical technique
	Determination of Surgically Induced Astigmatism

	Results
	Discussion
	References
	Disclosures
	Ophthalmic Photographers' Society 2018 Exhibit 1st Place
	show sectionstyle




