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BACKGROUND: Timely management of aphakic children is critical for the rehabilitation of adequate visual gain. This study aims to
evaluate the long-term efficacy of scleral contact lenses in terms of visual outcomes, complications, and compliance in aphakic
children.
METHODS: Retrospective data review of children with congenital or acquired cataract, or subluxated crystalline lenses, who
underwent lensectomy from 2004 to 2018 and who used scleral contact lenses for refractive correction. Collected data from the
follow up period included recorded aphakic refraction and visual acuity, complications following scleral contact lens wear
documented in the clinic and ophthalmic emergency room and compliance to lens wear according to parental feedback on every
visit in the clinic.
RESULTS: 76% of cases, with final best corrected visual acuity (BCVA) of 20/40 or better achieved in seventeen eyes (34%). The rate
of amblyopia was 50%. Strabismus developed in 56% of children, and those had less favourable visual outcomes (0.43 ± 0.4
LogMAR without strabismus and 0.8 ± 0.5 LogMAR with strabismus, p= 0.015). No corneal infections were documented during the
follow up. Main adverse effect on the ocular surface was superficial punctate keratopathy (n= 16). Compliance was good in 48
children (96%)- except for two cases, the scleral lenses were tolerated well by all children.
CONCLUSION: Scleral contact lenses are an effective means of visual rehabilitation in aphakic children after lensectomy and may
be used long-term with good compliance of wear, excellent visual outcomes, and tolerable adverse events.
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INTRODUCTION
Congenital cataract should be diagnosed at birth or early in the
postnatal period, as it is highly amblyogenic and if not treated in
time will lead to deprivation amblyopia and severe permanent
visual loss [1]. For any significant lens opacity that leads to a
considerable risk of amblyopia, cataract surgery is indicated [2].
There are two major approaches for refractive correction in these

cases, being primary intraocular lens (IOL) implantation or refractive
correction by means of contact lens or glasses, with an option of
secondary IOL implantation in the future. Primary IOL implantation
is considered by many to be the standard of care for children 2 years
of age or older in the United States [3]. In addition to its
convenience, it may be associated with better visual outcomes [4].
However, these potential advantages may be offset by a higher
incidence of intraoperative and postoperative adverse events, such
as lens re-proliferation into the visual axis, pupillary membranes, and
corectopia [5, 6]. Furthermore, the rapid and unpredictable growth
of infant eyes makes it difficult to select the ideal IOL power to
implant [7].
It has been suggested that the practice of using contact lenses

may contribute to poor long-term visual outcome [8], and recent
years have shown an increase in the use of IOLs to optically
correct unilateral aphakia during infancy [9].

The Infant Aphakia Treatment Study (IATS) did not find a
significant difference in visual acuity for infants with a unilateral
congenital cataract under 7 months of age who were corrected
with a contact lens compared to an intraocular lens after cataract
surgery. Of note, it has been shown that there were significantly
more adverse events and additional intraoperative procedures in
the IOL group [10].
Common contact lens alternatives for postoperative visual

rehabilitation in aphakia are mostly silicon soft lenses or rigid gas
permeable corneal contact lenses.
The soft lenses do not correct for astigmatism, are easily

contaminated with dirt and debris increasing the risk of infection.
The RGP lenses are easily rubbed out and in these cases are not
cost effective. Scleral lenses are stable and cost effective, their
disadvantage being a possible cause of mild corneal adverse
effects [11].
A scleral contact lens is a lens fitted to vault over the entire

cornea, and to land on conjunctiva overlying the sclera. The lens
edge resting entirely on the conjunctiva over the sclera, provides
lens stability and comfort. These lenses provide excellent optical
correction of high refractive errors and enable the development of
binocularity in anisometropic, non-strabismic children [12]. The
purpose of this study is to evaluate the long-term efficacy of scleral
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contact lenses in terms of visual outcomes, complications, rates of
amblyopia, and compliance in aphakic children after lensectomy. To
the best of our knowledge, this is the first study on the use of scleral
contact lenses for long-term correction infantile aphakia.

METHODS
Participants
This is a retrospective study, approved by the local institutional review
board. The files of all children who underwent lensectomy between
January 1st, 2004 and December 31st 2018 were retrospectively reviewed.
Children with unilateral or bilateral congenital or acquired cataract who
underwent lensectomy without primary or secondary IOL implantation and
who used scleral contact lenses to correct their visual acuity were included.
All eyes included in this study were intentionally left aphakic at the time of
the initial surgery.
Excluded from the study were children that did not complete any

follow up, follow up of less than 6 months, children with mental
retardation who could not use contact lenses and children who were not
able to be evaluated using a stationary or portable slit-lamp and were
examined only under anaesthesia due to aggressive resistance to
examination and not due to a younger age. Cases in which scleral lenses
were changed to corneal contact lenses within a period of less than
6 months were also excluded.

Data collection
Data were collected from the medical records from the time of birth and
lens pathology diagnosis, surgical reports and the subsequent follow up
visits with ophthalmologists, optometrists, and orthoptists. Collected
parameters included basic demographics (age, gender, birth history),
cataract characteristics (type, family history, age of diagnosis), surgery
(technique, complications, examination under anaesthesia), aphakic
refraction and visual acuity, scleral lenses fitting (refraction, complications,
visual acuity) and the characteristics of the last follow up (visual acuity,
rates of strabismus, amblyopia, compliance to occlusions, glaucoma and
uveitis). Amblyopia was defined as unilateral or bilateral reduction of BCVA
that cannot be attributed to any structural abnormalities of the eye or
visual pathways. Severe amblyopia visual acuity 20/125-20/400, moderate
20/100 or better and mild amblyopia 20/40-20/100 (we took into
consideration the younger age whose vision not supposed to be 20/20).
Poor compliance with occlusion was decided based on the information

provided by the parents, if the occlusion was done less than half the time
required by the physician.

Postoperative follow up
Following surgery, frequent follow up examinations were performed: In the
ophthalmology department by a specialist in paediatric ophthalmology
every 3–6 months and in the private optometric clinic 2 weeks after
receiving the lens, and every 3 months thereafter. Compliance to lens wear
was calculated according to parental feedback on every visit in the clinic.
During the follow up, the paediatric ophthalmologist explained to the
patients the options of secondary IOL implantation versus continuation of
scleral lens wear. If the patient underwent secondary IOL implantation,
their data was collated only up to the time of surgery.

Scleral lens fitting
Postoperative objective retinoscopic refraction was performed on the
aphakic eye and a cycloplegic retinoscopy on the fellow phakic eye within
1 week after surgery. The standard routine for aphakic infants in the
optometric clinic is to fit a rigid gas permeable contact lens. If the lens
continually falls out, or is easily rubbed out of the eye, a scleral lens is
fitted. This study included only the cases fitted with scleral lenses. All
scleral lenses used in this study were fenestrated, facilitating the ease of
insertion and removal by the parents. Their 14.0 mm diameter created
stability of the lens, not easily rubbed out by the infant. The optical
correction was directed to close nearby focus of approximately 30 cm,
being the infants natural near focus distance.
The adjustment of the scleral lenses was re-assured with the use of the

Topcon OCT Meistro Spectralis 3D, depending on children’s co-operation.
Additionally, a patching regime was initiated for 2/3 of the child’s

waking hours—The patching regimen was recommended to both
unilateral and bilateral cases – in unilateral cases, the parents were
instructed to patch the phakic eye. In bilateral aphakia- both eyes were

patched alternately, with less hours for the deeper amblyopic eye (e.g., the
strabismic eye).
The eye was continually monitored for any resultant corneo-scleral

pathology, optical changes and development of strabismus and
nystagmus.

Outcome measures
The primary outcome measure was the final visual acuity achieved in the
aphakic eye. Secondary outcome measures were orthoptic measurements,
rate of amblyopia development, compliance and adherence to treatment,
adverse effects, and rates of glaucoma and uveitis.

Statistical analysis
Data were expressed as numbers and percentage for qualitative variables
and as mean and standard deviation for continuous parameters. Normality
distribution was checked for continuous data (Shapiro–Wilk test) and tests
were done in accordance: T-test or Mann–Whitney non-parametric test. For
nominal variables – Chi-Square test was done.
P < 0.05 was considered statistically significant. All analyses were done

with SPSS-25 software (IBM, Armonk, NY, USA).

RESULTS
Demographic characteristics
The study included 50 eyes of 35 patients. Of these, 45 (90%) were
eyes with congenital cataract. Other indications for paediatric lens
extraction included one (2%) case of traumatic cataract and four
(8%) cases of subluxated crystalline lenses. The majority (86%) of
children were born in term, and 14% had a pre-term birth
(between 34 and 36 weeks). No children with retinopathy of
prematurity were included. The mean birth weight was 2942.03 ±
697.5 grams (range 1840–4300 grams) and the median age of
diagnosis was 2 months (range 0–59 months). The eyes included
were 22 (44%) right eyes and 28 (56%) left eyes. Mean follow up
was 66.32 ± 39.5 months (range 6–139 months). These character-
istics are detailed in Table 1.

Surgery and lens fitting
The median age at the time of surgery was 2 months (range
1–62 months). Only one child was operated at the age of over
2.5 years, due to a traumatic cataract and was left aphakic because
of bag instability.
All children underwent cataract surgery by the same method of

anterior capsulorhexis, lensectomy and posterior capsulectomy, in
six different ophthalmology departments in Israel. Additional
anterior vitrectomy was performed in 34 (76%) eyes.
All scleral lenses were custom made, according to the base curve

and dioptrical power required for the specific case (Fig. 1).

Refractive and visual outcomes
Mean spherical equivalence (SE) was plus 17.43 ± 3.6 Dioptres (D)
1 week after the surgery, and significantly changed to plus
10.01 ± 6.75 D on the last follow up (range −7.00D and+ 20.00D,
p < 0.0001). Astigmatism was found in twenty-two (44%) eyes, of
these 14 (28%) were < 1 D and 8 (16%) eyes were between 1-2D.
The size of the astigmatism differed significantly on the last follow
up (changing from 0.67 ± 0.9 D to 0.53 ± 0.7 D, p < 0.0001). Final
good visual acuity of ≥ 1 LogMAR (i.e., better than 20/200 Snellen)
was seen in 76% of cases. Final BCVA of ≥ 0.3 LogMAR (i.e., better
than 20/40 Snellen) was achieved in seventeen eyes (34%). Mean
BCVA after unilateral surgery was 1 LogMAR (equivalent to 20/200
Snellen) versus 0.4 LogMAR (equivalent to 20/50 Snellen) after
bilateral surgery. The rate of amblyopia was 50%. We did not find
a significant correlation between the age of diagnosis and the age
of surgery to final BCVA (p= 0.342 and p= 0.150, respectively).
Surprisingly, while comparing the age at which the children began
to wear scleral lenses, we found that those who were started
wearing scleral lenses at an older age, had a better final BCVA
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(p= 0.007, r=−0.402). Strabismus developed in 28 (56%) cases.
Children with strabismus had less favourable visual outcomes, as
mean final BCVA without strabismus was 0.43 ± 0.4 LogMAR
(equivalent to 20/53 Snellen) versus 0.8 ± 0.5 LogMAR (equivalent
to 20/126 Snellen) in children with strabismus (p= 0.005) (Fig. 2).
Moreover, children who underwent unilateral surgery had less
favourable visual outcomes than those who had bilateral surgery,
with mean final BCVA after unilateral surgery of 0.99 ± 0.54
LogMAR (equivalent to 20/200 Snellen) versus 0.4 ± 0.29 LogMAR
(equivalent to 20/50 Snellen) in eyes after bilateral surgery (p <
0.001) (Fig. 3). Other parameters, such as age at surgery, refraction,
cylinder, or age at the last follow up, were not associated with
strabismus (P > 0.05 for all). Eye patching was implemented in 30
eyes (60%)− 16 eyes (80%) in cases of a unilateral aphakic eye as
compared to 14 eyes of 9 children in cases of bilateral aphakia (Of
them, five children had bilateral alternating patching regimen, and
four children patched only one eye) (46.7%) (p= 0.022). Poor
compliance was recorded in 8 cases (16%) and was not
significantly correlated to unilaterality (p= 1.00).

Scleral lens outcomes
During the follow up, no corneal infections were documented. In 19
eyes (38%) adverse effects on the ocular surface were recorded, such
as superficial punctate keratopathy (n= 16), peri-limbal pannus (n=
2) and peripheral non-visually significant corneal scars (n= 1). No
differences were found between binocular and uniocular scleral
contact lens wear (p= 0.65), and there was no correlation between
age at the time of surgery, initiation of scleral contact lens use or at
the final follow up and final BCVA. Contact lens exchange was
required in seventeen eyes (34%), due to scratched lenses (n= 2),
chronic irritation and inconvenience (n= 4), loss of the lens (n= 2),
exchange to soft contact lenses (n= 2) and broken lenses (n= 4).
Except for two cases, the lenses were well-tolerated by the children.
Rates of contact lens exchange (due to loss, irrigation or damage)
were not significantly different between bilateral and unilateral
cases and did not correlate with age (p > 0.05 for all).

Table 1. Basic patient’s characteristics.

Parameter N (%)

Patients 35

Eyes 50

Age at diagnosis, m mean ± SD (range, m) 5.91 ± 10.57 (0–59)

Age at diagnosis, m median (range, m) 2 (0–59)

Birth characteristics

Type of birth (patients)

Vaginal (%) 27 (71.7)

Cesarean (%) 11 (28.9)

Weight, gr (±SD) 2942.03 ± 697.5

Week at birth (patients)

Term (%) 31 (86.1)

Pre-term (%) 5 (13.9)

Eye

OD (%) 22(44)

OS (%) 28(56)

Bilateral surgery- eyes (%) 30 (60)

Cataract type (eyes)

Congenital (%) 45 (90)

Traumatic (%) 1 (2)

Subluxated crystalline lens (%) 4 (8)

Family history of cataract (% of patients) 11 (22)

Eyes with PVF 3 (6)

Age at surgery, m, mean (± SD) 6.39 ± 10.6

Age at surgery, m, median 2

Follow up time, m (± SD) 66.32 ± 39.5

M Months, gr Grams, SD Standard deviation.

Fig. 1 Scleral contact lens fitting. A Scleral lens. B Anterior segment photograph, scleral lens on the cornea and part of the sclera. C Anterior
segment OCT showing the cornea, the scleral lens and the media of saline solution between them.
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Complications and additional surgeries
Intraoperative complications were encountered in 8 (16%) cases,
and included vitreous haemorrhage (n= 4), iris damage (n= 2)
and anterior chamber haemorrhage (n= 2). Nineteen eyes (38%)
required additional surgery for the treatment of postoperative
complications, which included visually significant phimosis (n= 6),
secondary IOL implantation (n= 3), strabismus (n= 5), tractional
retinal detachment (n= 2) (one of them occurred 6 months after
secondary IOL implantation), glaucoma requiring surgical inter-
vention (n= 2) and corneal decompensation requiring a kerato-
plasy (n= 1) (the corneal decompensation was attributed to
additional surgeries, and not to the scleral contact lens).
Additionally, 4 (8%) eyes underwent Nd:YAG laser posterior
capsulotomy during the follow up period.
As mentioned above, the mean follow up was 66.32 ±

39.5 months. The average age at the last follow up was 59.42 ±
38.03 months. During the follow up, only three children under-
went secondary IOL implantation. Ten (20%) eyes developed
glaucoma – eight were treated medically and two required
surgical intervention. Mean intraocular pressure at the last follow
up was 17.3 ± 4.07 mmHg (range 12–33mmHg). One eye (2%)
developed uveitis. There was no statistically significant correlation
between glaucoma and uveitis development and age at opera-
tion, strabismus or binocular surgeries (p > 0.05 for all).

DISCUSSION
Previous studies have reported the efficacy and safety of contact
lenses (CL) in correcting infantile aphakia [13, 14]. However, most
of the patients enrolled were wearing a soft contact lens. To the
best of our knowledge, this is the first study on the use of scleral
contact lenses for long-term correction infantile aphakia.
With a mean follow up of 66.32 ± 39.5 months, we found that

baseline mean SE changed significantly from+ 17.43 ± 3.6 D
1 week after surgery, to+ 10.01 ± 6.75 D on the last follow up.
Astigmatism was found in twenty-two (44%) eyes, all less than
2D. The size of the astigmatism differed significantly on the
last follow up changing from −0.67 ± 0.9 to −0.53 ± 0.7. To
emphasise, the change in the amount of astigmatism was
calculated from individual cases and is not an expression of the
average astigmatism.
This is consistent with two other reports that noted a reduction

of astigmatism of−0.26 ± 0.36 D in children during the first year of
life [15]. In these studies, the keratometric astigmatism for the
contact lens wearing cohort decreased by a mean of 0.36 D in the
first year of life [16], and similar to our findings, approximately half
(52%) of treated eyes had ≤ 2 D of corneal astigmatism.
In our study, mean final BCVA was 0.65 LogMAR (equivalent to

20/89 Snellen). Seventeen eyes (34%) achieved final BCVA of 0.3
LogMAR (equivalent to 20/40 Snellen) or better. Mean final BCVA
in unilateral cataract was 1 LogMAR (equivalent to 20/200 Snellen).
In the IATS children were prescribed with silicone elastomer (SE)

contact lenses or rigid gas permeable (GP) contact lenses [10]. Our
results were not very different from the IATS, over a longer follow
up time. In the IATS, the objective median logMAR visual acuity for
both contact lens groups was 0.9 (equivalent to 20/160 Snellen).
Thirty three percent of patients wearing GP lenses achieved 0.3
LogMAR (equivalent to 20/40 Snellen) or better vision compared
to only 20% wearing SE lenses [17]. Our findings are similar to
Aurata et al., who found that the mean final visual acuity of the
operated eyes in the IOL group was 0.45 LogMAR (equivalent to
20/55 Snellen) compared with 0.6 LogMAR (equivalent to 20/80
Snellen) for the affected eyes in the CL group, with no statistically
significant difference found between the groups [8]. We note that
both studies did not use scleral contact lenses.
We found that children with a better final BCVA, started wearing

scleral contact lens at older age (p= 0.007, r=−0.402). This
finding is seemingly inconsistent with the fact that we did not find
a significant correlation between the age of diagnosis and the age
of surgery to final BCVA. We suggest that children with better
visual acuity were less symptomatic, with more slowly progressive
cataracts, and therefore were operated at an older age, outside the
critical sensitive period. Strabismus developed in 28 (56%) cases.
Children with strabismus had significantly less favourable visual
outcomes (mean BCVA without strabismus was 0.42 LogMAR
(equivalent to 20/53 Snellen) versus 0.8 LogMAR (equivalent to 20/
126 Snellen) in children with strabismus). Aurata et al. reported that
the incidence of strabismus postoperatively was 55% in the IOL
group compared with 83% in the CL group (p= 0.039). The rates of
strabismus in our study are similar to the results in IOL
implantation group, the incidence of which is much lower than
in the contact lens wear group. This shows that wearing scleral
contact lenses can promote the development of binocular vision
and fusion function in children, just as well as IOL implantation. It is
important to note, that it may be inaccurate to state, that eyes with
strabismus had worse visual acuity, since eyes with worse acuity
that did not develop properly, may develop strabismus.
Our results showed that unilateral surgeries had less favourable

visual outcomes than bilateral surgeries. These results are
compatible with those reported by Check et al., who found that
median postoperative visual acuity in eyes of children with
bilateral cataracts was better than the median acuity of children
with unilateral cataracts (20/63 vs 20/200) [18]. This finding is
consistent with other studies [19–21]- Lu et al. showed a mean
BCVA of 0.98 ± 0.18, 0.50 ± 0.14 and 0.61 ± 0.25 logMAR for
unilateral, bilateral and all eyes, respectively [20]. Moreover,
Louison et al. reported a higher median postoperative BCVA in
the bilateral cataract group than in the unilateral cataract group,
0.1 logMAR [IQR: 0.0–0.8] vs. 0.5 logMAR [IQR: 0.2–0.8], respectively
[21]. A possible reason for worse outcomes in unilateral cataracts
may be that amblyopia develops more rapidly in unilateral
cataract because of unequal visual deprivation. Moreover, it is
possible that patients with bilateral aphakia accept amblyopic
treatment more easily.

Fig. 2 Comparison of final best corrected visual acuities by presence of strabismus. Children with strabismus had less favourable visual
outcomes (mean BCVA without strabismus was 0.43 ± 0.4 LogMAR, versus 0.8 ± 0.5 LogMAR in children with strabismus.
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Except for two cases (4%), the scleral lenses were tolerated well
by all the children. Similarly, in the IATS, during 5 years of follow
up, only three (5%) patients randomised to contact lens wear
underwent the implantation of a secondary IOL. In contrast,
Mittelviefhaus et al., found that up to 30% of children had to
discontinue contact lens wear [22]. The lower failure rate in our
study may be explained by a very strict follow up routine in the
clinic, providing efficient solutions and by the fact that the other
were not scleral contact lenses.
Infectious keratitis and corneal ulcers, the most serious complica-

tion of contact lens wear [23], was not encountered during the
follow up in our cohort. In the literature, the incidence of these
complications in adults wearing scleral contact lenses is also
very low—several case reports describe scleral lens-related keratitis
[24–26]. Severinsky et al. reviewed outcomes of scleral contact lens
wear in 31 patients (36 eyes), and reported two cases of microbial
keratitis, which were attributed to patient noncompliance [27]. The
results of Russell et al. were less favourable with SE and GP contact
lenses: Out of fifty-seven eyes in the study, six eyes had a single
incidence of bacterial keratitis (10%).
In this study, over a follow up period of 5.5 ± 3.2 years, ten eyes

(20%) developed glaucoma and two eyes required surgical
intervention. This rate was comparable to previous reports. The
IATS at 5 years, found that a total of 20 children (17%) in the contact
lens group were diagnosed with glaucoma or glaucoma suspect vs a
total of 16 children (14%) in the IOL group, an insignificant
difference [17]. However, it is important to mention that in the IATS,
children who were operated younger (under 48 days of age)
conferred increased risk of glaucoma (26% versus 9%, respectively),
while in our study- we found no correlation between age at surgery
and increased risk of glaucoma. We operated nineteen eyes before
the age of 48 days, this group developed glaucoma in 15% of cases.
Eyes operated older than 48 days (31 eyes), developed glaucoma in
21% of cases (p > 0.05). Magnusson et al. found that a diagnosis of
glaucoma was recorded for 12% of the eyes (with a mean follow up
time was 9.6 years) [28, 29], similar to Solebo et al., who included
children operated before age of two, found that secondary
glaucoma was diagnosed in 19 (12%) of 158 children–ten in the
conventional treatment and nine in the IOL group (an insignificant
difference) [30].
Additional surgery for the treatment of postoperative complica-

tions was conducted in nineteen eyes (38%). This percentage
correlates with the overall reoperation rate in the study of Aurata
et al., which reported a 35% reoperation rate in the CL group
compared with 78% in the IOL group (p= 0.027) [8]. In the CL
group, the indications for surgery were different from our study, as
nineteen patients in the CL group underwent strabismus surgery
and three received a secondary IOL.
The most common reason for reoperation in our study was

visually significant phimosis (n= 6, 12%). These results are compar-
able to the IOLunder2 study, which also showed that the most

common adverse event was visual axis opacity − 12 [17%] of 70
children in the conventional treatment group. It is interesting to
note, that in the IOL group in this study, this adverse event was
three times more − 42 [48%] of 88 children [30]. Lower reoperation
rate in the contact lens group is an important advantage.
This study has several limitations. First, it is limited due to its size

and retrospective nature. However, since the follow up was
conducted in the same optometric clinic with only one specialist,
the data was very organised. We also note that this is the first, and
relatively large series focused on the management of paediatric
aphakia with scleral contact lenses, with long-term follow up.
Second, we reported broad postoperative outcomes, not only the
outcomes associated with the use of a contact lens. Third, our
article absence of definitions of key outcomes or associated
clinical variables. Fourth, we did not divide the results by the age
of the children. Moreover, we note the limitation of not including
a control group of children treated by IOL implantation or other
forms of optical correction.
In conclusion, our results demonstrate that scleral contact

lenses are an effective and safe means of optical correction
method for aphakic children after lensectomy, which may be used
long-term with good compliance of wear, excellent visual
outcomes, and tolerable adverse events. Long-term visual results
are comparable to those achieved with IOL implantation and
better than those achieved with corneal contact lenses, with likely
lower rates of complications and reoperations. Therefore, in cases
where delaying the IOL implantation is considered, use of scleral
contact lenses is a good option for managing aphakia and
preserving the visual potential, for the long term or until the IOL
implantation. We recommend the skills required for the fitting of
scleral contact lenses and monitoring their use be available to any
institution that treats paediatric cataract and aphakic patients.

Summary
What was known before

● With secondary IOL implantation, refractive correction is
managed by contact lenses.

● Scleral lenses are stable, cost effective and have few or no
adverse corneal effects in adults.

What this study adds

● Scleral contact lenses are an effective and safe means of
optical correction method for aphakic children after lensect-
omy.

● Scleral contact lenses may be used long-term with good
compliance of wear, excellent visual outcomes, and tolerable
adverse events.
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Fig. 3 Comparison of best corrected visual acuities in children undergoing unilateral surgery versus children undergoing bilateral
surgery. Unilateral surgeries had less favourable visual outcomes than bilateral surgeries (mean BCVA after unilateral surgery was 0.99 ± 0.54
LogMAR versus 0.4 ± 0.29 LogMAR after bilateral surgery).
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● Long-term visual results are comparable to those achieved
with IOL implantation and better than those achieved with
corneal contact lenses.
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