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Presbyopia is a global
problem affecting
over 1.8 billion people
worldwide' and in

the UK, around 42%
of the population is
presbyopic (>45 years
of age).?

Traditionally perceived as challenging,
contact lens fitting of presbyopic
patients has steadily risen over the past
15 years from 20% to 35% of all fits, with
multifocal contact lenses now prescribed
to presbyopes around 40% of the time.?
This may be due, in part, to the visual
demands of emerging presbyopes including
increasingly active lifestyles, desire for
continuation of successful contact lens
wear, or cosmesis* Advances in optical
designs, daily disposability and enhanced
materials have improved the visual and
physiological outcomes making contact
lenses anintegral choice of vision correction
for these patients.
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Figure 1. Presbyopic contact lens options

Currently, there are three general
approaches for correcting the presbyopic
patient with contact lenses: single-vision
with over-spectacles, monovision, and
multifocals (Figure 1). Each option has
advantages and disadvantages with the
success dependent upon the lens type and
design, the fitting approach used and the
degree of presbyopia. Whilst all options will
be presented here, this article will focus on
the most common correction options used;
monovision and simultaneous.

Patient Selection and
Expectations

Consideration should be given to patient
selection prior to fitting contact lenses
for presbyopia (Table 1). Motivation plays
a major factor in contact lens fitting
and the practitioner should ensure their
patient is aware of the advantages and

disadvantages of all options prior to fitting.
Expectations should be set using positive
language, reinforcing the benefits of
contact lens correction, i.e. spectacle free
vision, vision in all directions of gaze, no
peripheral distortion, whilst acknowledging
the limitations compared to spectacle
correction. Thought should also be given
to the binocular status of the patient, as
compromised binocular vision will impact
outcome. High and low-contrast VA charts
(Figure 2) give more information about
acuity, and the difference in low-contrast
acuity between spectacles and contact
lenses gives some indication of possible
success. As well as the VA charts, the
practitioner should have access to other
near tasks, such as mobile phone, laptop
etc. to mimic ‘real-life’. It is generally
accepted that patients’ expectations
should be realistically managed during
visual assessment, in our experience the
aim is to meet around 80% of a patient’s
visual needs.
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Monovision

Significant refractive
error or astigmatic

Simultaneous

Existing soft contact
lens wearers who are
emerging presbyopes

Alternating

Early & advanced RGP
wearing presbyopes

Reading positions
other than standard
downward gaze

Reading positions other
than standard downward
gaze

Lower lid above, in line
with or no more than
1mm below the limbus

Good
candidates

Motivated and realistic
expectations

Moderate intermediate
vision requirements

Myopic or low
hypermetropic powers

Displaced corneal apex

Spherical or near
spherical refractive
errors

Normal to large
palpebral apertures

Normal to tight lid
tension

Emmetropes, previously
uncorrected hyperope,
low myopes

Will not accept any
compromise to distance
vision

High hyperopes

Concentrated specific

More
visual needs

Emmetropic or near
emmetropic distance Rx

Small palpebral
apertures

challenging

Pt Te Tt v High visual demands

and expectations

Astigmatic

Loose lower lids

High adds

Small pupil size (<3mm)

Amblyopes

Table 1. Patient selection for presbyopic contact lens correction. (Modified from Bennet 2018)*

/ High contrast chart Low contrast chart \ . e
FN PRZ Initial measurements
EZHPV Ocular Dominance
DPNFR Itisimportant to establish ocular dominance
RDFUV in order to determine which eye to correct
URZVH for distance vision when fitting monovision
HZUBI?H and for adjustments when fitting a
VPHDE simultaneous lens design. Dominance
PVEHR . .

\_ EMYDF Y, can be assessed using either sensory

or sighting (motor) dominance, with the

Figure 2. High and low contrast visual former being the recommended method by

acuity chart
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most manufacturers. Sensory dominance
is assessed by placing the best binocular
distance refraction in the trial frame and,
while the patient observes the lowest line
they can read on a distance chart, a +1.00D
is placed alternatively in front of each eye,
with the patient indicating when the vision
is clearest. If the +1.00D lens is in front of
the left eye when the image is reported as
clearest then the right eye is considered as
distance dominant and vice versa. Should
a patient be unable to spot a difference
between the two, the test should be
repeated using a +0.75DS lens.

Lighting

Lighting plays an important role in assessing
vision for the presbyope. Ideally, the
consulting room should have a wide range
of lighting possibilities. These should range
from bright, direct illumination on targets
to maximise the chances of a patient first
seeing the in-focus image, through to the
ability to decrease the level of illumination
so visual performance at, or near, darkness
can be assessed.

Ocular Health

As with any contact lens fitting, careful
examination of the anterior eye should be
conducted prior to fitting. The prevalence of
clinically diagnosed dry eye and meibomian
gland dysfunction increases with age®
This should be noted and considered
when deciding on the most appropriate
lens material for each patient in order to
maximise comfort. For further information
on soft contact lens material properties see
chapter 6.

Pupil Size

Thought should also be given to factors
that affect pupil size, due to the impact
pupil size could have particularly when
fitting some multifocal lens designs.

Whilst it is well
acknowledged that
pupil size decreases
with age, reduced
working distance

and increased light
intensity, it is perhaps
less well acknowledged
that pupil size also
varies with refractive
error.

Research shows that myopes tend to
have larger pupils than hypermetropes,
particularly in mesopic conditions.5’
Though most multifocal contact lens
designs account for the change in pupil
size with age by varying the optical design
with increasing add, to date only one also
takes into account pupil changes with
refractive error? optimising optics across
183 different designs (Figure 3).8

Overview of correction
options

Over-Spectacles

The simplest method of correcting the
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Figure 3. lllustration showing how pupil size varies with refractive error and how the optical design
of one simultaneous vision multifocal has been optimised to take this variation into account

contact lens-wearing presbyope is with a
pair of reading spectacles worn over the
distance contact lens correction. These
may either be single vision, bi/trifocal, or
progressive lenses depending on the needs
of the individual.®

There are obvious advantages to
this method in that the contact lens
correction requires no modifications,
and improvements in progressive lens
technologies make this option more visually
acceptable for patients!® However, there
are still fundamental limitations such as
inadequate intermediate vision correction,
appearance, gaze dependence and general
inconvenience. For a longstanding contact
lens wearer, or a previous emmetrope, this
option is likely to be poorly accepted due to
the inconvenience of glasses wear.

Despite these disadvantages, the use of
over-spectacles is still one of the most
popular methods of presbyopic correction
with research reporting approximately 50%
of all presbyopes fitted with soft contact
lenses, receive a distance-only correction.®
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Monovision

Another common method of correcting
the contact lens-wearing presbyope is
monovision, which accounts for 10-15% of
the total lenses prescribed for presbyopia.®
Here, an unbalanced correction between the
two eyes is utilised, with one eye corrected
for ‘distance’ (usually the dominant eye)
and one for ‘near’™ This approach works
on the principle that the visual system can
alternate central suppression between
the two eyes, thus enabling the object of
interest to be seen clearly.

Monovision tends to work more successfully
in younger presbyopes with residual
accommodation and where a lower add
value is used.® The optimum near addition
for monovision has been reported to be
around +1.50D, with lower or higher levels
having a negative impact on vision.? The
main benefits of monovision include ease
of fitting, relative low cost and flexibility,
allowing the practitioner to choose the
most suitable lens material and design for
the patient.
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One of the main disadvantages of
monovision is the disturbance to stereopsis.
For patients who have either little tolerance
for visual disruption or who are engaged
in detailed visual tasks, this may prove too
great.Arecentstudy publishedbyFernandes
et al.® reviewed the objective and subjective
results for vision corrected by both
multifocals and monovision and concluded
that stereoacuity was significantly better in
multifocal contact lens patients compared
to those wearing monovision. Reduction in
contrast sensitivity* and glare when driving
at night™ are also noted disadvantages of
monovision.

For patients with high near vision demands
across all illuminations, monovision may be
a good option. Whereas, when critical or
sustained tasks requiring good binocularity
predominate, it is advisable to avoid
monovision or to consider supplementary
correction.

Principles of
Monovision fitting

Physical fit

This should be the same as the fit required
for any other spherical or toric soft, or RGP
contact lens fit, as described in previous
chapters.

Trial lens power selection

For most patients, a good starting point
in selecting appropriate lens power is to
fit the dominant eye with the distance
correction and the non-dominant eye with
the near correction. It is important to

correct any astigmatism equal to or greater
than 0.75D in either or both eyes which,
if left uncorrected, can result in reduced
visual performance, asthenopia and poor
tolerance.

Visual assessment

Under binocular viewing, looking at a
high-contrast, well-illuminated distance
chart, the patient should be asked to read
as far down the chart as possible without
comment on visual quality. This should then
be repeated for near type. If the patient is
unable to read the distance or near type,
the practitioner should not occlude either
eye. Instead, the ‘non-viewing eye’ should be
progressively blurred with spherical lenses
until the image comes into view. When the
distance or near type is seen clearly, the
amount of blur should be progressively
reduced while asking the patient to continue
to read. Once the full extent of the blur has
been removed, the patient should be asked
to view a distant object (if it was the near
test that was causing problems before) and
then return to reading. This technique will
demonstrate the ability of the patient to
suppress the ‘non-viewing’ eye. Once the
ability to suppress has been demonstrated,
the practitioner should optimise the
refraction, again binocularly, to check that
the optimum correction for distance and
near has been achieved.

After static visual acuity has been assessed,
the patient should be encouraged to
walk around the practice wearing the full
monovision correction and dynamic vision
assessed. Dynamic visual assessment
should start with an appreciation of the
effect of suppression on peripheral acuity
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before allowing the patient to carry out
other tasks, such as judging distance.
These assessments are important, both
clinically and ethically, in showing the
patient the advantages and limitations of
the correction. Ideally, an extended trial
period is preferred in monovision correction
so that the patient can fully assess the
benefits of the correction. Before this
occurs, the onus is on the practitioner to
explain fully the type of correction fitted
and to make sure the patient understands
that the adaptation period may involve
problems in close work and a ‘learning
curve’ in driving, especially at night.

When fitting
monovision, and indeed
all presbyopic contact
lens corrections, the
practitioner has an
obligation to inform
patients of the
adaptation that may be
required.

If a patient is unable to adapt to any
visual disturbance caused by monovision
in specific situations, a practitioner may
consider prescribing a spectacle over-
refraction.
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Partial monovision

The acceptance and therefore the success
of monovision reduces as the reading
add increases!®” As the spectacle add
exceeds +2.00D, tolerance can often be
improved if a reduced reading addition
is given in the contact lens prescription.
This method is called partial monovision.
This is advantageous for social users
whose near vision demands will be lower
than full-time wearers and for those with
greater intermediate vision needs. However,
patients may need supplementary glasses
for certain near tasks or indeed additional
glasses for driving.

Enhanced monovision

Enhanced monovision involves fitting
one eye with a multifocal lens and the
other with a single-vision lens. Most
commonly, the dominant eye is fitted
with a single-vision distance lens and the
non-dominant eye with a multifocal lens,
though other options are available. This
improves binocular summation and offers
some level of stereo-acuity to the wearer
that is experiencing increasing blur with a
higher reading add. Alternatively, the same
approach can be used when fitting patients
that require sharper distance vision than
bilateral simultaneous vision multifocals
can offer. In this scenario, the multifocal
lens in the non-dominant eye may require
more bias for near vision. This modification
can be achieved by increasing the distance
power of the multifocal lens by +0.50D to
+0.75D.
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Modified monovision

One way to alleviate visual problems
associated with monovision is to employ a
modified approach. This involves adjusting
the lens power or utilising different lens
designs in each eye to improve the distance
vision in one eye at the expense of the near
vision and vice versa. This can be done in
several ways such as minimising plus on the
dominant eye to enhance distance vision,
while ‘pushing’ plus in the non-dominant eye,
or to utilise different add powersin each eye
with the lower add power being fitted to the
dominant eye to maximise distance vision.
Another option would be to fit a centre-
distance simultaneous design lens in one
eye and a centre-near design in the other.
Some recent lens designs use this modified
monovision approach automatically when
fitting presbyopic patients. The advantage
of this method is that binocular summation
will still occur, providing acceptable vision
at all distances under binocular conditions.

Multifocal

Use of multifocal contact lenses is growing
in popularity due to advancements in
materials and lens design. In the most recent
international survey, Morgan et al.® reported
the continued increase in multifocal
prescribing from approximately 25% of
lenses fitted to presbyopes in 2005 to
around 40% in 2019, indicating a preference
for multifocal lenses over monovision which
are fitted only 10-15% of the time.

There are a vast array of multifocal lens
designs available in both rigid and soft
materials, offering spherical and toric optics
with designs typically using either the
simultaneous vision- or alternating-image
principle. In contact lenses which utilise the
simultaneous-image principle, distance and
near images are simultaneously presented
to the retina through a stable lens, with the
visual system ‘selecting’ the clearer image.
Conversely, alternating-image lenses rely
upon lens displacement on the eye to
correctly position the appropriate portion
of the lens over the pupil.

Simultaneous Vision Designs

In simultaneous vision contact lens systems,
the basic principle of the system remains
the same irrespective of whether the power
varies in a discrete or progressive manner
across the surface. A wide variety of
simultaneous lens designs are now available,
with the introduction of daily disposable
aspheric soft contact lenses resulting in
increased prescribing of this form of lens
correction in recent years.®

Bi-concentric

Early simultaneous vision designs had
discrete zones of distance and near power
(Figure 4). A centre-distance design
has a central portion for distance vision
surrounded by a near vision periphery.
Conversely, a centre-near design has
a central portion for near surrounded
by a distance vision periphery. The
main disadvantage of these lenses is
their dependency on pupil size. These
bi-concentric designs are still available
from some RGP manufacturers, although
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are rarely used due to the availability of
more advanced, easier to fit designs, and
single-use disposable lenses.

Figure 4. Bi-concentric simultaneous
vision contact lenses. Centre-distance,
left; centre-near, right.

Diffractive bifocals

Diffractive bifocal lenses utilised refraction
and diffraction and worked on the principle
of placing a ‘phase plate’ on the rear
surface of the lens, which split the light
passing through into two discrete focal
points, one for distance and the other for
near vision (Figure 5). Unlike bi-concentric
designs, diffractive bifocal lenses were
largely independent of pupil size, although
were sensitive to lens centration. The main
limitation with diffractive bifocals is the
loss of around 20% of incident light to
higher orders of diffraction,® resulting in

Figure 5. Diffractive bifocal lens design
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a reduction in low contrast visual acuity.?°
This design was available in both soft and
rigid materials, but neither product is
currently available.

Multi-zone

An approach to minimise the impact of
pupil size on vision, especially in relation
to different lighting conditions, was to
increase the number of concentric zones
alternatively powered for distance and near
vision. This concept resulted in a centre-
distance multi-zone design consisting of
five alternating distance and near powered
zones (Figure 6).2' The width and spacing
of the zones are based on the variation of
pupil size in different illuminations within
the presbyopic population. Theoretically,
the lens design favours distance vision in
extreme high and low lighting conditions
and provides a more equal ratio of light
division in ambient illumination conditions.®

Figure 6. Multi-zone concentric
centre-distance design
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Aspheric

Most modern
simultaneous vision
designs utilise aspheric
optics to achieve a
gradual change in the
power distribution
across the lens and
have hence been
described as multifocal
or progressive lenses.

Aspheric lenses can be subdivided
according to whether the power changes
from distance to near (most minus, least
plus centrally) resulting in a centre-distance
design or from near to distance (most
plus, least minus centrally) resulting in a
centre-near design (Figure 7). Both options
are available in arange of materials, although
the most prevalent design in current soft
multifocal contact lenses is centre-near
front surface aspheric.

Figure 7. Left: Front surface centre-near
design. Right: back surface centre-
distance design. White denotes the near
prescription, whilst dark grey represents
distance prescription. The gradient
illustrates the gradual change in power
from one zone to the next.

Centre-distance

A centre-distance lens usually has a back
surface aspheric curve resulting in the
central portion of its optical zone correcting
distance vision, surrounded by an area
containing the power required for near
work. This is achieved by the aspheric curve
inducing positive spherical aberration. Rays
of light from a distant object are focused by
the central zone on the retina and compete
with the out-of-focus rays being formed by
the surround (Figure 8). When viewing a near
object, the reverse occurs, where the light
rays from the peripheral zone come into
focus. At each moment the visual system
picks out the clearer of the two images.

//
\

Figure 8. Principle of a simultaneous vision
centre-distance design, where the grey
rays illustrate light passing through the
distance portion of the lens and the red
rays illustrate rays passing through the
near portion of the lens

The greater the eccentricity (or rate of
flattening) of the back surface aspheric
curve, the higher the reading power in
relation to distance power. However, the
higher the reading addition, the more
likely that distance vision will be adversely
affected, especially in low contrast and/or
low light conditions where the pupil is larger.
A fundamental concern of this design is
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its dependency on the pupil size. The near
pupil reactions mean that as a near object
is brought into view, proportionally less of
the pupil allows light in from the near zone
of the lens.

Centre-near

Centre-near designs were introduced to
address the problem of pupil constriction
for close work. The optical principle is
the same as for the centre-distance lens,
although reversed, so this time it is the
central portion of the lens that provides the
near correction, with the surround providing
the required distance power (Figure 9).
This is achieved by utilising a front surface
aspheric design which generates negative
spherical aberration from the centre of the
lens.

7
N\

Figure 9. Principle of a simultaneous

vision centre-near design where the red
rays illustrate light passing through the
near portion of the lens and the grey rays
illustrate rays passing through the distance
portion of the lens
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It would be expected that the visual
performance achieved would depend
upon the interaction of the optical
characteristics of the lens design with
the natural aberrations of the eyes of the
wearer. Consequently, variations in ocular
aberration between individuals may explain
in part why lenses of this type meet the
needs of some wearers but not others.?2 The
power distributions of centre-near lenses
are seen to vary from one lens to another,
therefore, it is often worth attempting a
different lens to see if performance can be
improved if vision is unsatisfactory with the
first design.

With improving levels
of optical performance
and patient
satisfaction, centre-
near lens designs now
dominate much of

the soft multifocal
contact lens market
and have contributed
to the recent growth in
presbyopic contact lens
correction.®
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Principles of Simultaneous
vision lens fitting

Physical fit

Simultaneous image lenses, particularly
aspheric designs, should be fitted with
good centration and minimal movement. It
is critical that the lens is well centred over
the visual axis to enable the correct portion
of light to pass through each part of the
lens. As the lens decentres away from the
optical axis, aberrations increase, to the
detriment of vision. Slit lamp assessment
of centration is not sufficient to determine
centration with regards to the pupil. A
simple method to assess whether higher
order aberrations are impacting vision
involves directing the patient to observe
a spot of light under dim illumination and
to describe the shape of the light. Should
they describe the light as having a ‘streak’
or ‘tail’ this is indicative of induced coma.
Alternatively, if a topographer is available,
corneal elevation maps can be used to help
determine centration.

Trial lens power selection and visual
assessment

Initial lens power will vary, with
manufacturers recommending different
strategies for different designs, as such
the corresponding fitting guide should
be followed. A good starting point for any
fitting is an up to date refraction, measured
best vision sphere and an add that delivers
adequate functional vision. Most designs
are sensitive to 0.25D adjustments to
the distance lens power which can have
a profound effect on distance or near

visual performance. Pushing the highest
plus acceptable for distance, and the
least plus for near, helps avoid excess
accommodation (in patients that have
residual accommodation) with an over-
minused refraction. Over-refraction of
multifocal contact lenses is not often
recommended due to the complex optics
employed. Instead, adjustments should be
made to the contact lens power according
to the fitting guide.

Both static and dynamic visual assessment
should be carried out as previously
described. If a satisfactory distance and
near correction cannot be achieved, many
manufacturers recommend moving towards
a ‘modified monovision’ technique, by over-
correcting one eye and under-correcting
the other.

Extended Depth of Focus

Recently, contact lenses referred to as
‘extended depth of focus’ (EDOF) have
been introduced. This terminology is rather
ambiguous, given aspheric lenses, by their
very nature, aim to increase the depth of
focusratherthancreating separate, discrete
foci. Whilst aspheric multifocal contact
lenses are monotonic, with gradual changes
in the power distribution, EDOF lenses
tend to be non-monotonic, non-aspheric
and contain aperiodic profiles. EDOF tend
to utilise spherical aberration, along with
additional multiple higher order spherical
aberrations.?® The optical design of EDOF
lenses is expected to mitigate the impact
of pupil size, contact lens decentration and
individual ocular aberrations on the final
visual outcome.?* At the time of writing,
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there are limited studies which compare the
visual performance achieved with traditional
aspheric multifocals, versus EDOF. A study
by Tilia et al. in 2016 reported improvements
in intermediate and near vision with EDOF
versus an aspheric design,?® whilst a more
recent study by Martinez-Alberquilla in
2021%¢ found no such difference. Further
research is required to determine if there
are true differences between these two
designs.

Alternating

The alternating bifocal was one of the
first types of bifocal contact lenses to
be produced, designed in a similar way to
bifocal spectacle lenses. With alternating
contact lenses, the patient looks through
the distance portion of the optic zone in
primary gaze, then on down gaze, the lens
is held up against the lower eyelid, allowing
the visual axis to be directed through the
near portion (Figure 10). The advantage
of this design is that visual quality will
remain high if the visual axis is directed
through the appropriate part of the lens.
The disadvantage is that for this to occur,
significant eyelid/lens interaction needs to
occur, which can lead to decreased patient
comfort through increased lens bulk and
mobility as well as suffering with issues
from lens rotation and stability. The majority
of alternating designs are available as RGP
lenses due to the requirement of the lens
to move effectively on eye; however, soft
options are available though not widely
prescribed.
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Figure 10. The principle of the translating
bifocal contact lens

Principles of Alternating lens
fitting

Physical fit

An alternating vision rigid bifocal must be
fitted to allow translation between the
distance and near zones to occur. The lens
should, therefore, be mobile and supported
by the lower eyelid. This is normally
achieved by fitting on alignment or with
minimal apical clearance. In primary gaze,
the lower pupil margin should be in line with
the top of the near segment (Figure 11). On
near vision, the pupil should look through
the near segment (Figure 12).

Trial lens power selection

Once the lens fit has been optimised, a
normal binocular over-refraction should be
carried out at both distance and near. The
use of a trial frame and lenses is preferred
to a phoropter as it allows a more natural
head posture, which is critical in fitting this
type of lens.
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Conclusions

As the number of presbyopes rises, so
too does the demand for contact lens
correction for these individuals. Being
aware of the different lens designs, fitting
approaches and the associated advantages
and disadvantages (Table 2)," along with
the patient’s personality, occupation
and previous lens wearing history, helps
in understanding which is the more
appropriate starting point in meeting
the patient’s visual needs. With 70% of
presbyopic patients stating poor vision as
a reason for drop out,?® every effort should
be made to maximise the visual outcome.

Figure 11. Alternating RGP lens fit showing
segment position in primary position of
gaze

There are now more lens options than
ever to offer our presbyopic patients
and the lack of the ‘perfect’ solution
(spectacles included) for the presbyope
shouldn’t discourage practitioners from
fitting this ever-increasing patient base.
New simultaneous designs with improved
optical performance are now quick and
easy to fit, with a high fit success rate and
good acceptance as the add increases.
Daily disposable multifocal lenses offer
patients greater levels of convenience and
more flexibility for the part-time wearer.
As no one lens design fits all, practitioners

Figure 12. Alternating RGP lens fit showing should be proficient in fitting two or three
near segment positioned over the pupil in aljce.rnatlve lens designs so that a sound
downgaze due to successful translation clinical approach can be developed and

used with confidence, with the result that
this form of fitting becomes an integral
part of contact lens practice.
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Advantages

Disadvantages

Simultaneous Vision

Wide variety of lenses available in both RGP and
soft designs

Some visual adaptation required

Vision in all directions of gaze

Some contrast sensitivity loss, particularly in low
luminance

High success rate with modern designs

Optical performance can depend on pupil size

Stereopsis maintained

Lens centration critical to success

No rotational stability required

Limited availability of toric designs

Simpler to fit than alternating designs

Typically more comfortable than alternating
designs

Simple fitting method

Significant reduction in stereopsis, particularly
with increasing add

Wide range of lens designs and materials to
choose from

Unsuitable for monocular patients or those with
significant amblyopia

Can be less expensive than multifocal options

Some loss of contrast sensitivity

Patients quickly accept or reject the technique

Reduced intermediate correction as reading add
increases

Can easily correct astigmatism

Reducing success rate as reading add increases

Glare from headlights can be difficult to tolerate

Distance and near acuity can be comparable to
spectacles due to the dedicated segments

Reduced binocular summation

Alternating

Fitting more complex

Minimal reduction in stereopsis

Vision gaze dependent

Minimal reduction in contrast

Intermediate correction not always an option

Lid position and tension critical to success

Comfort can be worse compared to simultaneous
vision designs

Only available as RGP

Table 2. Advantages and Disadvantages of Lens Fitting Options for Presbyopia Correction

(Adapted from Efron??)
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Dr Louise Madden is an Optometrist, Senior
Specialist Educator for NHS Scotland, Visiting
Lecturer at Glasgow Caledonian University and
is a paid consultant for Johnson & Johnson
Vision.

Key points

With an ageing population, the number
of presbyopic patients in our practices
is rising

Advances in optical designs,

daily disposability and enhanced
materials has improved the visual and
physiological outcomes making contact
lenses an integral choice of vision
correction for presbyopic patients.
Have access to several different lens
designs and be aware of alternative
fitting approaches.

Lens power adjustments should not be
based on objective visual acuity alone
and should look to find the optimal
balance between near and distance
vision to meet the patient’s visual
needs.

Subjective visual performance
assessment is most effectively
achieved by experiencing lens wear in
both the work and home environment.
Follow the manufacturer’s fitting guide
in order to select the right lens and
maximise success.
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