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JUST TRY IT: THIS IOL IS TICKING A LL THE BOXES
The RayOne Aspheric fully preloaded monofocal IOL is ideal for a high-volume surgeon.
BY THOMAS M. REYNOLDS, MD, FACS
As a general
ophthalmologist with a
robust cataract surgery
schedule, I know the
challenges of meeting
patients’ increasing expectations while
striving for peak efficiency to counter
decreasing reimbursements. To that end,
every machine, instrument, and device
I use for cataract surgery must deliver
consistently good results.
During my 32 years in practice, I’ve
used at least 10 different intraocular
lenses, always searching for advancements
that would translate to better outcomes
with greater efficiency. I was originally
drawn to Rayner IOLs 6 years ago
because of the lens material and, in
particular, the haptic construction,
which was devised by the late
David J. Apple, MD, a renowned ophthalmic
pathologist who devoted much of his
career to IOL design and posterior capsule
opacification prevention.
About 1 year ago, I was introduced to
the latest iteration of the Rayner C-flex lens,
the RayOne Aspheric IOL, which I now use
for all my monofocal cases. Here are some
of the reasons why it is my go-to lens.

LENS AND INJECTOR MADE FOR EACH OTHER
What’s interesting about the Rayner
system is that the RayOne lens and the
injector were designed specifically to
work together. The patented Lock & Roll
mechanism rolls the lens to less than half
its size for smooth entry into the eye. The
cartridge is fully enclosed, which reduces
the risk of lens contamination and damage.
The 1.65-mm nozzle, the smallest available
(Figure 1), delivers the lens through a sub
2.2-mm corneal incision with minimal force
via a one-handed plunger. The single-use
injector is ergonomically designed for ease
of handling.
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Figure 1. With the smallest nozzle available, the RayOne IOL delivery system can deliver the lens through a sub �.�-mm corneal incision.

Figure �. The RayOne Aspheric lens is designed to maintain its position within the capsular bag.

The entire maneuver is intuitive, and
the system is easier to use than any other
IOL delivery system I’ve used before. I just
insert OVD into the cartridge via the port,
lock the cartridge, and I’m ready to implant
the lens. The lens travels down the nozzle
smoothly and unfolds naturally, allowing it
to be easily rotated clockwise, if necessary.

NOTEWORTHY LENS CHARACTERISTICS
The RayOne Aspheric IOL has a 6-mm
optic and is available in a broad range of
powers (+8.0 D to +34.0 D). I’ve found
that it’s stable in the eye, centers well, and
stays centered. It’s so flexible that I can

keep the haptics at 3 o’clock and 9 o’clock
without needing to rotate the lens. The
anti-vaulting haptic technology provides
excellent fixation in the capsular bag
(Figure 2).1
I also appreciate that I don’t have to
place the I/A tip under the implant after
it’s in position. I just turn the I/A port
toward the implant, turn on aspiration, and
remove any OVD residue. The maneuver is
fast and easy.
The RayOne lens has a large 6-mm
optic, so I can make a somewhat larger
capsulorhexis on a thicker cataract, which
is an advantage in terms of safety.
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“The RayOne Aspheric IOL is a precise lens in terms of
refractive postoperative results. I’ve never had to exchange
a lens, place a piggyback lens, or recommend PRK or LASIK
for any patients who have received this lens.”

PRK or LASIK for any patients who have
received this lens.
Perhaps most indicative of the successes
I’ve seen with the RayOne Aspheric
monofocal IOL is that more than 95%
of the patients in whom I’ve implanted
this lens—with limbal relaxing incisions
to correct residual astigmatism when
necessary—have reached their goal of
not needing eyeglasses except for reading.
These are very happy patients.

TEST THE WATERS
THOUGHTFUL DESIGN AVOIDS
COMPLICATIONS
Every aspect of the RayOne Aspheric IOL
is designed to minimize complications and
ensure positive outcomes. The lens is made
from hydrophilic acrylic material and has
an aspheric anterior surface that creates no
spherical aberration.
Studies have demonstrated that,
compared with spherical IOLs,
aberration-neutral technology offers
improved contrast sensitivity and provides
better low-light visual acuity.2-4 In addition,
aberration-neutral IOLs are less susceptible
to the effects of decentration than
aberration-negative IOLs, and they can
offer more depth of field by retaining the
patient’s natural level of corneal spherical
aberration.5,6 Researchers have also
found three times fewer reports of visual
disturbances with an aberration-neutral
IOL than an aberration-negative IOL.5
A 2015 study found the Rayner lens
design reduces dysphotopsias,7 and, in my
experience, with the haptics at 3 o’clock
and 9 o’clock, I rarely see a postoperative
dysphotopsia that doesn’t resolve within a
week or 2.
Rayner’s 360° Amon-Apple Enhanced
Square Edge creates an optimum barrier to
reduce epithelial cell migration, including
at the haptic-optic junction, and studies
have demonstrated extremely low Nd:YAG
capsulotomy rates.8,9

Although an infrequent occurrence
with the RayOne Aspheric lens, in my
experience, the capsule may have striae
in the direction of the haptics. The striae
usually resolve as the capsule shrink-wraps
around the implant, but if they do
not, they are easily addressed with the
Nd:YAG laser a month or two later. I see
only a couple of these cases a year, and I
suspect the patient’s anatomy may be a
contributing factor. Keeping the haptics at
3 o’clock and 9 o’clock helps to limit this
phenomenon in my experience.
In all of the years I’ve used Rayner
IOLs, I’m still surprised at the low rate
of retinal tears and retinal detachments
that have occurred compared to other
lenses I’ve used—anecdotally, about
1 in 2,000 cases. I believe the design of
the RayOne Aspheric haptics and the
stability of the lens help reduce the risk of
these complications.
Rayner reports the microvacuole-free
material used in the RayOne Aspheric lens
ensures a glistenings-free IOL,10 and I can
confirm I’ve never seen a glistening with
a RayOne Aspheric lens—not even a hint
of it, ever.

HIGH SUCCESS RATE
The RayOne Aspheric IOL is a precise
lens in terms of refractive postoperative
results. I’ve never had to exchange a lens,
place a piggyback lens, or recommend
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The RayOne Aspheric IOL has
numerous features that make it worth
recommending: ease of use, predictability,
excellent outcomes, low risk for
postoperative complications, and so
on. As a surgeon, however, I know it’s
best to experience a new instrument
or device, particularly an IOL, so my
recommendation is, don’t take my word
for it. Try it! n
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