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Purpose: To investigate the intraocular pressure (IOP) changes after cataract extraction (CE) with an acrylic hydrophobic EyeCee 
One versus a hydrophilic Akreos MI60 intraocular lens (IOL) implant.
Methods: All patients who underwent CE with acrylic EyeCee One IOL implant and Akreos MI60 IOL implants were included. 
Parameters such as age, sex, history of glaucoma or ocular hypertension (OHT), IOP, axial length (AXL), anterior chamber depth 
(ACD) and type of IOL implant were measured.
Results: A total of 193 eyes of 193 patients were included. Of them, 115 eyes underwent CE with EyeCee One IOL, while 78 eyes 
underwent CE with Akreos MI60 IOL. Mean age (± SD) was 76.1 (± 9.4). A preoperative diagnosis of open-angle glaucoma (OAG) 
and ocular hypertension (OHT) was found in 10.9% and 3.6%, respectively. Mean pre-operative IOP was 16.8 ± 4.1. Mean IOP 
reduction at 2 months follow-up after CE was 2.8 ± 3.7 mmHg in the Akreos group and 0.3 (± 4.3) in the Eye Cee One group (<0.001). 
Five patients who underwent EyeCee One IOL implant had IOP rise ≥ 10 mmHg at 2 months follow-up, whereas none of the patients 
in the Akreos MI60 group had IOP spikes. Age and type of IOL implant were associated with greater IOP reduction in both 
univariable and multivariable analyses.
Conclusion: CE with acrylic hydrophobic EyeCee One IOL implant was associated with more IOP spikes compared to the acrylic 
hydrophilic Akreos MI60 IOL implant. Further studies are warranted to clarify the association between IOP and IOL implants.
Keywords: intraocular pressure, intraocular lens, cataract surgery, hydrophobic, hydrophilic

Introduction
Intraocular lenses (IOLs) are a fundamental component of cataract surgery and are commonly implanted as an artificial 
replacement for the natural crystalline lens.1 Various designs and materials of IOLs are currently in the market, which 
ultimately aim to optimize short and long-distance visual acuity. An ophthalmologist can choose the most appropriate 
IOL considering the clinical circumstances, with an emphasis on how different materials and shapes have various 
refractive indexes and a different likelihood of complications post-operatively. For accurate decision making, it is 
essential to acknowledge the qualities and limitations of each IOL.1 Over the years various IOL materials have been 
introduced into the market. This ranges from the first ever material used in cataract surgery - polymethylmethacrylate 
(PMMA), to the use of more modern IOLs such as acrylic hydrophilic and hydrophobic IOLs. Such materials can be 
classified based on the various properties they have, including but not limited to Abbe number, hydrophobicity, 
biocompatibility, and refractive index.2 Although all cataract procedures are associated with a risk of developing 
complications, certain complications are seen more commonly in specific types of IOLs in comparison with others. 
A common postoperative complication is posterior capsule opacification (PCO) formation, which studies have shown to 
be more prevalent in acrylic hydrophilic than hydrophobic IOLs.3,4
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Although it has been reported that IOP decreases in some patients after CE with IOL implant,5,6 IOP spikes have also 
been reported among the most common cataract surgery complications.7 These IOP spikes after cataract surgery have 
been associated with topical steroid use,8 concomitant glaucoma,9 resident-performed surgeries.10 IOP spikes in the 
postoperative period can have negative effects, especially in eyes with glaucoma or other ocular comorbidities, causing 
additional VF defects, severe discomfort, and complications such as ischemic optic neuropathy.10 However, there is still 
room for more evidence to investigate the association between IOP spikes and the type of IOL implant.

On January 26th, 2023, the Medicines and Healthcare products Regulatory Agency (MHRA) issued a Device Safety 
Information (DSI) alert (DSI/2023/001), mandating the immediate cessation of use and quarantine of all preloaded 
EyeCee One IOLs following reports of IOP spikes. The underlying cause of these IOP elevations has not yet been 
determined, and further investigations are ongoing in collaboration with the manufacturer. In May 2023, the Royal 
College of Ophthalmologists published a report looking at 820 eyes of 758 patients, in which 6.2% of all eyes had IOP 
spikes at the first postoperative follow-up.11

However, IOP spikes can occur with various types of IOL implants, and it remains unclear whether they are more 
frequent with hydrophobic IOLs compared to hydrophilic ones.

Our comparative study aims to evaluate the post-operative IOP changes after cataract surgery with the use of 
hydrophobic IOL implant (EyeCee One, Bausch & Lomb) compared with the hydrophilic implant (Akreos MI60, 
Bausch & Lomb) at 2 months follow-up.

Materials and Methods
This is a retrospective case-control study of all patients who underwent cataract extraction with EyeCee One (Bausch & 
Lomb, Canada) IOL implant and Akreos MI60 (Bausch & Lomb, Canada) IOL implant between January 2022 and 
January 2023 at the United Lincolnshire Hospital NHS Trust.

The study adhered to the tenets of the Declaration of Helsinki, and Institutional review board approval was obtained 
from the United Lincolnshire Hospital NHS Trust Research and Innovation. Informed consents were obtained from all 
individual participants included in the study.

All patients were required to have at least one pre-operative examination and one postoperative examination at 2 
months including IOP measurement. Exclusion criteria included angle closure or angle closure suspect, brunescent and 
white cataracts, history of other surgical interventions, laser procedures, intravitreal injections and changes of glaucoma 
medications for other reasons during the follow-up period. Patients who experienced cataract surgery complications, 
including posterior capsular tear, vitreous loss and other conditions associated with IOP fluctuations were also excluded.

Demographics for each patient were collected through electronic health record (EHR), including parameters such as 
age, gender, history of diabetes, history of glaucoma, ocular hypertension or other ocular comorbidities, use of IOP- 
lowering medication, use of systemic medications affecting IOP including systemic steroids, and smoking history. Data 
encompassed pre-operative and post-operative best corrected distant visual acuity (BCDVA), axial length (AXL), anterior 
chamber depth (ACD), white-to-white (WTW), type and power of IOL implant, pre- and post-operative IOP. IOP was 
measured using Goldmann Applanation Tonometry (GAT) by a trained specialist nurse or an ophthalmic surgeon. IOP 
reduction was measured as an absolute number. Gonioscopy was performed before the surgery by a consultant 
ophthalmic surgeon. BCVA was measured using a LogMAR chart. Optical Biometry (IOL-Master 500) was utilized to 
capture data on parameters including AXL, ACD, and WTW measurements.

All surgeries were carried out by three surgeons, who followed a standard protocol for phacoemulsification cataract 
surgery. All surgeries were performed using a standardized phacoemulsification technique under topical anesthesia. 
A 2.2 mm clear corneal incision was created, followed by the instillation of a cohesive ophthalmic viscosurgical device 
(OVD, Provisc, Alcon) to maintain anterior chamber stability. A continuous curvilinear capsulorhexis (approximately 
5.5 mm) was performed, followed by standard hydrodissection and hydrodelineation. Nucleus removal was carried out 
using the stop-and-chop technique with the same phacoemulsification machine and settings in all cases. Residual cortical 
material was aspirated, and the assigned intraocular lens (hydrophobic or hydrophilic acrylic) was implanted in the 
capsular bag using a preloaded injector. The OVD was thoroughly removed from the anterior chamber, and incisions 
were hydrated to ensure watertight closure. All patients in the study received the same postoperative medications 
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including chloramphenicol 0.5% four times daily for one week and Dexamethasone 0.1% four times daily for two weeks, 
followed by twice daily for two weeks.

IOP was measured preoperatively and postoperatively at week 8 using Goldmann applanation tonometry. IOL 
material, model, and power were recorded for each patient.

Statistical Analysis
Comparison of the baseline characteristics and IOP between the acrylic hydrophobic EyeCee One IOL group and acrylic 
hydrophilic Akreos MI60 group were performed using the independent t test and the paired t test for continuous variables 
and the χ 2 test for categorical variables. Regression analysis was performed to identify the factors associated with greater 
IOP reduction at 2 months after CE with IOL implant. The multivariate model was made solely including the variables 
that hold statistical significance and/or clinical relevance. The statistical analysis was performed using Statistical analysis 
software (SPSS 18.0; SPSS Inc., Chicago, IL; P<0.050 were considered statistically significant.

Results
A total of 414 eyes were initially enrolled. Two hundred two eyes (126 eyes receiving EyeCee One IOL and 95 receiving 
Akreos MI60 IOL) were excluded due to missing data, resulting in 115 eyes who underwent CE with EyeCee One IOL 
implant and 78 eyes who underwent CE with Akreos IOL implant.

Patients’ demographics including all patients are shown in Table 1. Mean age (± SD) was 76.1 (± 9.4). A preoperative 
diagnosis of OAG was found in 21/193 (10.9%) and 7 (3.6%) of ocular hypertension (OHT). Mean AXL was 23.4 (± 1.4) mm, 
mean ACD was 3.0 (± 0.5) mm, mean WTW was 11.7 (± 1.1) mm. Mean pre-operative IOP was 16.8 ± 4.1 mmHg. Mean IOP 

Table 1 Patient Demographics Characteristic Including 
the Entire Patients Cohort (n=193)

Variables Mean (SD)/N (%)

Age 76.1 (±9.4)

Gender

Males 98 (50.8%)

Females 95 (49.2%)

Self-reported DM 40 (22.6%)

Self-reported history of smoking 34 (19.3%)

Preoperative BCDVA 0.7 (±0.4)

Preoperative IOP, mmHg 16.8 (±4.1)

Mean IOP lowering agents, n 0.24 (±0.73)

Diagnosis

OHT, n 7 (3.6%)

POAG, n 21 (10.9%)

Preoperative AXL (mm) 23.4 (±1.4)

Pre-operative ACD (mm) 3.0 (±0.5)

WTW (mm) 11.7 (±1.1)

IOL Power 22.5 (±3.8)

(Continued)
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reduction at 2 months follow-up after CE was 2.8 ± 3.7 mmHg in the Akreos group and 0.3 (± 4.3) mmHg in the Eye Cee One 
group (<0.001).

Pre-operative IOP, diagnosis of OAG, AXL, ACD, were not significantly associated with IOP reduction. Five patients 
who underwent Eye Cee one IOL implant had IOP rise ≥10 mmHg at 2 months follow-up, whereas none of the patients 
in the Akreos group had IOP spikes.

Table 2 shows demographic and clinical characteristics in the Eye Cee One group compared to the Akreos group. 
There is no significant difference between the two groups in terms of age (P = 0.801), gender (P = 0.061), diagnosis of 
OAG (p = 0.098) and ocular hypertension (P=0.839). Self-reported diabetes mellitus and history of smoking did not 
differ between the two groups (P= 0.672 and P= 0.921, respectively).

Table 1 (Continued). 

Variables Mean (SD)/N (%)

IOL type

Akreos IOL 78 (40.4%)

EyeCee One IOLG 115 (59.6%)

Eye

Left 88 (45.5%)

Right 105 (53.9%)

Abbreviations: SD, Standard deviation; DM, Diabetes mellitus; BCVA, 
Best corrected distant visual acuity; IOP, Intraocular pressure; OHT: 
ocular hypertension; POAG, Primary open angle glaucoma; AXL, Axial 
length; ACD, Anterior chamber depth; WTW, White to white.

Table 2 Patients Demographics of Patients in the Akreos Versus EyeCee One IOL 
Groups

Variables IOL Type [Mean (SD)/N (%)] p-value

Akreos  
(n=78)

BL EyeCee 
(n=115)

Age, years 76.3 (±8.4) 75.9 (±10.0) 0.801

Gender

Males 46 (59.0%) 52 (45.2%)

Females 32 (41.0%) 63 (54.8%) 0.061

History of smoking 13 (19.7%) 21 (19.1%) 0.921

Self-reported DM 14 (20.9%) 26 (23.6%) 0.672

Diagnosis

OHT, n 4 (5.1%) 3 (2.6%) 0.839

POAG, n 12 (15.4%) 9 (7.8%) 0.098

Preoperative BCVA, logMAR 0.7 (±0.4) 0.7 (±0.4) 0.840

Postoperative variation of BCVA, LogMar −0.3 ± (0.4) −0.3 (±0.5) 0.833

Mean Preoperative IOP, mmHg 17.6 (±4.9) 16.3 (±3.3) 0.039

(Continued)
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The mean pre-operative IOP was 17.6 ± 4.9 mmHg in the Akreos group, and 16.3 ± 3.3 mmHg in the EyeCee One 
group. The IOP change after CE with IOP implant −2.8 ± 3.7 mmHg in the None of the patients in the Eye Cee One 
group, and five patients in the Eye Cee Light group, developed IOP spikes greater than 10 mmHg that required IOP- 
lowering medications or selective laser trabeculoplasty.

Only one of the 5 patients who experienced IOP spikes had a pre-operative diagnosis of OAG.
With respect to posterior capsular opacification (PCO), one patient in the Akreos group developed early PCO, 

whereas no cases of significant early PCO were observed in the EyeCee One group at the 2-month follow-up.
Table 3 shows the factors associated with greater IOP changes after CE with IOP implant considering the entire cohort of 

patients. The IOL type was significantly associated with greater IOP changes in both the univariate and multivariate analyses 

Table 3 Factors Associated with IOP Changes After Cataract Surgery

Variables Univariate Analysis Multivariate Analysis

ß Coefficient (95% CI) p-value ß Coefficient (95% CI) p-value

Hydrophobic (EyeCee One) IOL 2.49 (1.32; 3.66) p<0.001 1.47 (0.09; 2.84) p=0.036

Age 0.10 (0.03; 0.16) p=0.003 0.15 (0.08; 0.22) p<0.001

Gender −0.21 (−1.41; 1.00) p=0.736

History of smoking −1.21 (−2.84; 0.41) p=0.141

History of DM −0.15 (−1.69; 1.38) p=0.846

Diagnosis of OAG −0.70 (−2.62; 1.23) p=0.477 −1.23 (−3.35; 0.90) p=0.255

Mean preoperative BCVA 0.50 (−0.88; 1.87) p=0.478

Mean preoperative IOP 0.03 (−0.14; 0.20) p=0.728 0.10 (−0.08; 0.28) p=0.283

AXL 0.35 (−0.08; 0.79) p=0.111 0.50 (−0.09; 1.10) p=0.094

ACD 1.80 (0.33; 3.27) p=0.017 1.24 (−0.57; 3.05) p=0.179

WTW 0.02 (−0.72; 0.77) p=0.947

IOL Power −0.06 (−0.22; 0.10) p=0.480

Notes: Statistically significant value (p<0.05) are highlighted in bold. 
Abbreviations: BCDVA, Best corrected distant visual acuity; IOP, Intraocular pressure; POAG, Primary open angle glaucoma; AXL, 
Axial length; ACD, Anterior chamber depth; WTW, White to white.

Table 2 (Continued). 

Variables IOL Type [Mean (SD)/N (%)] p-value

Akreos  
(n=78)

BL EyeCee 
(n=115)

Mean Postoperative variation of IOP, mmHg −2.8 (±3.7) −0.3 (±4.3) <0.001

Preoperative AXL, mm 23.5 (±1.6) 23.4 (±1.2) 0.583

Preooperative ACD, mm 2.8 (±0.5) 3.0 (±0.5) 0.038

Preoperative WTW, mm 11.8 (±0.3) 11.6 (±1.3) 0.572

IOL Power, Diopters 22.0 (±4.9) 22.9 (±2.9) 0.115

Notes: Statistically significant value (p<0.05) are highlighted in bold. 
Abbreviations: SD, Standard deviation; DM, Diabetes mellitus; BCVA, Best corrected distant visual acuity; 
IOP, Intraocular pressure; POAG, Primary open angle glaucoma; AXL, Axial length; ACD, Anterior chamber 
depth; WTW, White to white.
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(ß coefficient: 2.65 (0.74; 4.56) (P=0.007)). Age was also associated with greater IOP reduction in both univariable and 
multivariable analysis (ß coefficient: 0.15 (0.05; 0.25) (P=0.003).

Pre-operative ACD was significantly associated with greater IOP changes in the univariable analysis (ß coefficient: 
1.80 (0.33; 3.27) (P=0.002), but the association was not significant in the multivariable analysis (P=0.132). Pre-operative 
IOP, pre-operative BCVA, diagnosis of OAG, AXL and WTW were not significantly associated with IOP reduction.

Discussion
The present study showed that IOP spikes occurred in eyes receiving acrylic hydrophobic EyeCee One IOL implant, 
whereas none of the eyes who underwent CE with acrylic hydrophilic Akreos MI60 IOL implant experienced IOP spikes. 
Our study also showed that IOL type and patients’ age were significantly associated with IOP changes after CE with IOL 
implant, suggesting that these factors might affect IOP after cataract surgery.

Raised IOP is a common complication following cataract surgery.12 The causes are multifactorial, with factors 
including retained ophthalmic viscoelastic devices (OVD), surgical technique, prior ocular trauma, vitreous loss at 
surgery, pre-existing glaucoma, and unexperienced surgeon, commonly associated with greater spikes.8,10,12 Seol at al. 
reported IOP spikes in less than 5% of both normal tension glaucoma (NTG) and healthy eyes, with most of spikes 
occurring over the first 3 days postoperatively. Only 1 out 149 NTG eye had persistent postoperative IOP spikes 
>10 mmHg at 4 weeks follow-up.13 A recent study by Rees showed that increased LT and a lower number of preoperative 
medications were significant predictors of increased IOP after cataract surgery.14 Another study in glaucoma eyes found 
that higher baseline IOP, male sex, glaucoma, Black race, older age, and complex cataract coding were associated with 
early postoperative IOP spike, whereas diabetes and postoperative aphakia were protective against a spike after stand- 
alone phacoemulsification.15

In the present study, 4.3% of eyes who underwent CE with the acrylic hydrophobic EyeCee IOL implant experienced IOP 
spikes greater than 10 mmHg at 2 months follow up, whereas none of the eyes who underwent CE with hydrophilic Akreos 
MI60 IOL implant showed any spikes. One of the 5 patients had a preoperative diagnosis of glaucoma, whereas four patients 
had no comorbidities or risk factors that could explain the expectedly raised IOP. Most of the eyes who had IOP spikes (4/5) 
were managed with medications and strict follow-up, while one case required additional selective laser trabeculoplasty.

Our findings confirm those of a recent report published by the Royal College of Ophthalmologists found 51/820 eyes 
(6.2%) who had EyeCee One IOL implant, had an IOP of ≥ 30mmHg at their first postoperative visit. Out of 51, 14 eyes 
were previously diagnosed with OHT, open-angle and angle closure glaucoma and 5 eyes had a combined pars plana 
vitrectomy (PPV) and phacoemulsification using EyeCee One IOL implant. As reported by the authors, the vast majority 
of these eyes were managed medically with topical or systemic IOP lowering medications, whereas three cases required 
surgical intervention to control IOP, including one case of IOL exchange with PPV after MHRA DSI/2023/001 was 
issued.11 It should be noted that the study period partly predates this alert and therefore does not establish causality. 
Although the underlying reasons remain unclear, we speculate that either the IOL material or aspects of the manufactur
ing process may have contributed to anatomical or inflammatory changes, potentially resulting in uncontrolled IOP after 
cataract surgery. Alternatively, factors unrelated to the IOL itself—such as postoperative inflammation, residual lens 
material, the use of topical steroids, or improper administration of glaucoma medications—could also explain the 
observed IOP spikes. One possible explanation is that acrylic IOLs adhere more firmly to the posterior capsule, reducing 
the space between the IOL and capsule, which may alter aqueous dynamics or trap viscoelastic material, contributing to 
IOP elevation. Another potential mechanism is that hydrophobic IOLs have a more lipophilic surface, which can promote 
protein adsorption and cellular adhesion, potentially leading to increased fibrin formation, accumulation of cellular debris 
in the anterior chamber, or transient trabeculitis, all of which may trigger IOP spikes.

Bojikian et al reported that 2.1% of nonglaucomatous eyes and 8.4% of glaucomatous eyes were diagnosed as steroid 
responders following cataract surgery, with steroid response associated with longer axial length in both groups and with 
greater numbers of preoperative medications in glaucoma patients.16 Furthermore, an experimental study17 demonstrated 
that residual OVD retained in the capsular bag after irrigation/aspiration was significantly greater in eyes with single- 
piece IOLs compared with three-piece IOLs, suggesting that IOL material may also influence OVD retention.
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Nonetheless, these considerations remain speculative, as no evidence or established pathophysiological mechanism 
currently explains a direct relationship. The role of IOL hydrophobicity in postoperative IOP elevation remains uncertain, 
and further research is warranted to clarify this possible association and its underlying mechanisms.

EyeCee One is a preloaded monofocal hydrophobic acrylic IOL manufactured by Bausch and Lomb (Quebec, 
Canada). It has a negative aspheric optic, 360-degree posterior square edge, and modified L-loop haptics design features. 
The material specifications include UV and blu-light filters, a dense polymetric network that is produced by a double- 
polymerisation manufacturing process and has a refractive index of 1.52. (B+L, 2022) The study by Lantham et al 
showed excellent post-operative visual acuity and refractive outcomes in eyes after EyeCee One implantation with no 
intra-operative complications. Only 1.3% of patients reported complications 2 weeks post-operatively, including allergic 
conjunctivitis, entropion, acute vision loss at 2 weeks, which are not attributed to cataract surgery. No cases of IOP 
elevation were reported.18 A recent randomized controlled trial by Palsson investigated the inflammatory response in 
patients implanted with either EyeCee One hydrophobic or Akreos MI60 hydrophilic IOLs. The study found no 
significant differences between the two groups in terms of postoperative inflammation, cystoid macular edema, or visual 
acuity. However, intraocular pressure outcomes were not reported.19

The present study also showed that older age was significantly associated with greater IOP reduction. In agreement 
with our study, Leal I. et al found a significant association between older age and higher IOP reduction.5 This IOP 
reduction may reflect the phacodynamic effect of a larger mature lens in IOP drainage dynamics.20 Previous studies also 
showed that shallower ACD was significantly associated with percentage of IOP decrease after cataract surgery.21 The 
present study showed that a deeper AC was significantly associated with greater IOP reduction. However, this association 
was not confirmed in the multivariate model.

There are only a few studies which observed a relationship between the design and material of IOLs, and the post-operative 
IOP. A study by Alzafiri et al has shown that there were no differences in mean IOP or IOP spikes between foldable acrylic and 
rigid PMMA IOLs for combined phacoemulsification and trabeculectomy.21 With the same combined procedure, R Braga- 
Mele et al found that IOP control was similar in patients with foldable silicone IOLs versus PMMA IOLs.22 However, these 
studies focused exclusively on cataract surgery combined with trabeculectomy and may not be directly applicable to our work. 
To date, no studies have specifically evaluated IOP changes following cataract surgery alone in relation to IOL material or 
design, nor whether either factor is directly associated with IOP spikes.

The present study has several limitations. The retrospective nature of the study limits control over confounders and 
introduces selection bias. Prospective studies are required to provide stronger evidence. Prospective studies are required 
to provide stronger evidence. Secondly, a considerable number of patients were excluded due to missing preoperative or 
postoperative data. In fact, most patients were followed by local opticians and referred back to the surgeons only in cases 
of complications. Patients who attended follow-up were predominantly those with ocular comorbidities, such as 
glaucoma or age-related macular degeneration, which may influence IOP through different mechanisms. Although the 
proportion of comorbidities did not differ between the EyeCee One and Akreos groups, the exclusion of such a large 
number of patients due to missing data remains a potential source of bias.

Third, all cataract surgeries were performed by three different consultants. Differences in surgical techniques among 
surgeons may have contributed to IOP spikes, and this inter-surgeon variability could have affected our findings. Fourth, the 
choice of intraocular lens was guided by the surgeons’ preferences and lens availability in the Hospital Trust. As a result, there 
is a possibility of an allocation bias that could have influenced the outcomes of our study. Fifth, although IOP typically 
normalizes within one to four weeks after discontinuing topical steroids,23 the postoperative use of steroids may still have 
influenced our results. All patients in the study received the same regimen (Dexamethasone 0.1% four times daily for two 
weeks, followed by twice daily for two weeks); however, the presence of steroid responders could have led to significant IOP 
fluctuations that may have affected our findings. Sixth, it is worth noting that the IOP measurements were conducted during 
morning or early afternoon sessions at an outpatient clinic. Given the known circadian variations in IOP that tend to affect 
individuals with glaucoma more significantly than those with healthy eyes,24,25 the timing of our measurements could 
potentially have influenced our outcomes. For future investigations, it would be prudent to standardize the time of day for 
IOP measurements in order to mitigate the potential impact of circadian rhythms on the results. Seventh, Preoperative IOP was 
significantly higher in the Akreos group, while ACD was deeper in the EyeCee group. These imbalances could independently 
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affect IOP changes, irrespective of IOL type. For example, some recent studies14 demonstrated that IOP spikes following 
cataract surgery were associated with anterior segment anatomy, including lens thickness and axial length. Other studies21 also 
found that higher preoperative IOP, ACD, axial length and lens thickness were associated with greater IOP decrease after 
cataract surgery. Multivariable adjustment may therefore not fully remove this bias, as the model only included variables 
deemed statistically significant or clinically relevant, potentially overlooking hidden confounders. Furthermore, no formal 
correction for multiple comparisons was applied and that the findings should therefore be interpreted with appropriate caution. 
Finally, the definitions of IOP spikes varies widely across the different studies. These differing definitions limit direct 
comparison across studies.

To conclude, the present study showed that cataract surgery with IOL implant can significantly reduce IOP levels at 2 
months follow-up. However, IOP spikes requiring medications or laser treatment were observed in eyes who received 
Eye Cee One IOL implant. These findings suggest that IOL materials and designs can negatively affect IOP after cataract 
surgery. Further investigations on the underlying causes need to be carried out to reduce the rates of these sight 
threatening complications and protect our patients’ vision.
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