
See better. Live better.

•  Less surgically induced astigmatism1- 4

• Faster recovery
• Less endothelial cell loss 
• Improved wound integrity

Contact your Bausch + Lomb representative for more information.

AO Microincision Lens

That’s

Minimal  
impact

optimal  
outcomes

The only acrylic IOL designed to optimize  
the benefits of a 1.8-mm procedure



See better. Live better.

Materials
•  26% hydrophilic acrylic
• UV blocking
• Refractive index: 1.458 (hydrated)

Optic
•  Biconvex
• Aspheric anterior and posterior

Haptic
•  One-piece, 4-point haptic design for excellent 

centration and stability

PCO-minimizing design
•  Continuous posterior barrier edge
• 8-degree haptic angulation

Overall diameter
•  10.5 mm from 22.5–30.0 D (optic body 5.6 mm)
• 10.7 mm from 15.5–22.0 D (optic body 6.0 mm)
• 11.0 mm from 0.0–15.0 D (optic body 6.2 mm)

Diopter range
•  0.0–9.0 D in 1.0-D increments
• 10.0–30.0 D in 0.5-D increments

Applanation A-scan
• A-Constant* 118.4
• ACD* 5.20
• Surgeon Factor* 1.45

Immersion A-scan or IOLMaster
•  A-Constant* 119.1
• ACD* 5.61
• Surgeon Factor* 1.85

Akreos® MICS
Specifications

AO Microincision Lens

That’s

* A-Constant, ACD, and Surgeon Factor are estimates only. It is 
recommended that each surgeon develop his or her own values.

Foundation zone 
consists of the optic 
body and the stable 
base of the haptics

Innovative shape 
designed for 
absorption of forces 
in 3 dimensions

Four-point fixation designed 
for excellent stability

Absorption zone  
bends inward and  
is designed to absorb 
the contraction force  
of the capsular bag

Conforming tip 
adjusts to fit the 
periphery of the 
capsular bag

Angulation designed to 
reinforce contact with 
the posterior capsule

360-degree posterior ridge 
and square edge technology 
designed to inhibit cell growth

Aberration-free optic 
designed for improved 
quality of vision

Size varies according to power

INDICATIONS: Akreos® MICS posterior chamber lenses are indicated for primary implantation for the visual correction of aphakia in adult patients where a cataractous lens has been removed by phacoemulsification. The lens is intended for placement in the capsular bag. CONTRAINDICATIONS: Implantation is not advisable when the IOL 
may aggravate an existing condition, interfere with the diagnosis or the treatment of a pathology, or present a risk to the sight of the patient. These conditions are uncontrolled glaucoma, rubeotic cataract, retinal detachment, atrophy of the iris, microphthalmia, developing chronic eye infections, endothelial corneal dystrophy, perioperative 
complications (such as vitreous loss, hemorrhage), foreseeable postoperative complications. WARNINGS: Physicians considering lens implantation under any of the following circumstances should weigh the potential risk/benefit ratio: a. Recurrent severe anterior or posterior segment inflammation or uveitis. b. Patients in whom the intraocular 
lens may affect the ability to observe, diagnose, or treat posterior segment diseases. c. Surgical difficulties at the time of cataract extraction that might increase the potential for complications (e.g., persistent bleeding, significant iris damage, uncontrolled positive pressure, or significant vitreous prolapse or loss). d. A distorted eye due to previous 
trauma or developmental defect in which appropriate support of the IOL is not possible. e. Circumstances that would result in damage to the endothelium during implantation. f. Suspected microbial infection. g. Children under the age of 2 years are not suitable candidates for intraocular lenses. h. Patients in whom neither the posterior capsule 
nor zonules are intact enough to provide support. •Since the clinical study for the Akreos intraocular lens was conducted with the lens being implanted in the capsular bag only, there are insufficient clinical data to demonstrate its safety and efficacy for placement in the ciliary sulcus. •Improper handling or folding techniques may cause damage 
to the haptic or optic portions of Akreos foldable lenses. If lenses are not folded according to directions, optic tears may result (see “Directions for Use”). Physicians should not attempt to implant lenses that have radial optic tears or separations. •Use of folding instruments other than those validated and recommended in the labeling might result 
in IOL damage (optic tears, haptic damage) that might require IOL explantation. •To avoid the creation of permanent forcep marks in the central optic zone, exercise care during handling and insertion of the lens. Read and follow the folding and insertion instructions carefully. PRECAUTIONS: 1. Do not attempt to resterilize these lenses. 2. Do 
not store the IOL package in direct sunlight or at temperatures below freezing (< 0ºC). Store at room temperature. Avoid high temperatures (> 45ºC). 3. Do not implant the IOL if the outer pouch or vial is opened or damaged. 4. Do not reuse the IOL. 5. Do not soak or rinse lenses in solutions other than balanced salt solution or equivalent. 6. A 
high level of surgical skill is required for intraocular lens implantation. A surgeon should have observed and/or assisted in numerous surgical implantations and should have completed one or more courses on intraocular lens implantation before attempting to implant intraocular lenses. 7. The IOL should be used in the shortest possible time after 
opening the vial. 8. Do not implant the IOL if the lens is not completely immersed in solution under any vial orientation. 9. Akreos IOLs can absorb substances that they contact (disinfectant, drug). Do not place the lens in contact with surfaces where such contamination can occur. 10. If a YAG laser posterior capsulotomy is performed, assure that 
the laser beam is focused slightly behind the posterior capsule. 11. As with any surgical procedure, there is risk involved. Potential adverse events and complications accompanying cataract or implant surgery may include, but are not limited to, the following: corneal endothelial damage, infection (endophthalmitis), retinal detachment, vitritis, 
cystoid macular edema, corneal edema, pupillary block, cyclitic membrane, iris prolapse, hypopyon, transient or persistent glaucoma and secondary surgical intervention. Secondary surgical interventions include, but are not limited to, lens repositioning, lens replacement, vitreous aspirations or iridectomy for pupillary block, wound leak repair, 
and retinal detachment repair. Amongst those directly related to the IOL are decentering and subluxation, precipitates on the surface of the IOL. Silicone oil, particularly when used in the surgical treatment of detached retina, may stick to the IOL if the posterior capsule of the crystalline lens is not intact. *Clinical studies have not been conducted 
with the Akreos MICS to assess the effect of the added aspheric surface to the parent lens Model Akreos on spherical aberration, visual acuity, and contrast sensitivity.

©2012 Bausch & Lomb Incorporated. ®/™ are trademarks of Bausch & Lomb Incorporated or its affiliates.
Other brands/products are trademarks of their respective owners. SU6674-1 02/12

1. Heng WJ. Surgically induced astigmatism in standard versus micro incision phacoemulsification. Presented at: World Ophthalmology Congress (WOC); June 28-July 2, 2008; Hong 
Kong, China. 2. Data on file, Bausch & Lomb Incorporated. 3. Zafirakis P, Niforatou D, Mplounas G, Tsioumas N, Rallatos G. Microincision cataract surgery Stellaris phaco platform versus 
Infinity tortional ultrasound phaco mode: a randomized comparative clinical study. Presented at: XXVII Congress of the European Society of Cataract & Refractive Surgeons (ESCRS); 
September 12-16, 2009; Barcelona, Spain. 4. Barrett G. The incision: minimizing astigmatism and improving wound security. Presented at: 24th Asia-Pacific Academy of Ophthalmology 
Congress (APAO); May 16-19, 2009; Bali, Indonesia.


