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sidered unchanged if there was not more than 0-1 log
unit difference from the score at the end of treatment.
Among those patients treated with gratings 8 were
unchanged, 2 had deteriorated almost to the level
which existed prior to initiation of treatment, and
only 1 had improved (by 0-2 log unit). Of the 9
patients in the grey control group 7 remained
unchanged and 2 had deteriorated to pretreatment
levels. Fifteen of the patients attending the NVRIA
were reviewed between 1 and 2 months after con-
clusion of treatment. Of 8 treated with gratings 7
were unchanged and 1 had deteriorated, while of
the 7 in the control group 6 were unchanged and 1
had become worse. Thus there did not appear to be
any obvious difference between the 2 treatment
groups.

The comparable nature of the response of the
patients to the 2 treatment regimens was also to be
seen in the results from the 7 patients from the
group treated with grey discs that were subsequently
treated with rotating gratings. Six of these patients
showed no further improvement in response to
treatment with gratings, and only 1 patient im-
proved by more than 1 line. This particular patient
improved by the same amount (0-2 log unit) in
response to the 2 treatment procedures.

Discussion

This study was primarily designed to assess the role
of rotating gratings in the treatment of amblyopia
by minimal occlusion. However, the results also
provide insight into the value of minimal occlusion
therapy as well as information on the relative
effectiveness of different visual acuity tests for
assessment of the degree of amblyopia. One control
group was used, this group receiving as similar as
possible management to the grating group but
without exposure to the rotating gratings during
treatment. As virtually all patients in both groups
showed some improvement in vision with treatment,
and the average improvement in the 2 groups were
so similar, there are clearly other factors which are
making significant contributions to the improve-
ment. As these other factors were not controlled in
this study, we can only speculate on their import-
ance. Features of the treatment procedure that
could contribute to the visual improvement include
the period of weekly occlusion, which, including
the time required for the tests of the visual function
of the amblyopic eye, amounted to about half an
hour; the intense nature of the visual tasks per-
formed by the amblyopic eye during testing and
treatment; and the need for concentrated eye-hand
co-ordination during the treatment sessions. How-
ever, a number of other factors that might exert an
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influence include the nonspecific improvements that
occur with any type of treatment—therapist and
possibly patient enthusiasm as well as the effect
of practice in performing the various visual acuity
tests. Finally, in addition to the factors already
listed it is possible that some improvement might
be attributed to the generalised arousal of the child
on the occasion of each visit to the hospital or
institute. Further studies are obviously necessary
in order that these factors may be isolated and their
relative contribution determined.

The grating test group in general showed similar
magnitude of improvement in visual acuity to the
control group. Inspection of Table 1 indicates that
the average improvement on all 6 acuity scores of
the patients in the subgroup treated with gratings
and having an initial acuity better than 6/60 was
marginally greater than that of the patients in the
control group. However on only 1 measure, the
distance full-line acuity scores on the Bailey-Lovie
chart, was this very small difference statistically
significant by both a Student ¢ test and the non-
parametric Mann-Whitney U test. On this measure
the grey control subgroup improved by 0-08 log
unit (0-8 of a line) and the grating subgroup by
0-15 log unit (1-5 lines) giving a relative improve-
ment of 0-07 log unit (0-7 line). This difference was
not seen so clearly in the part-line and single-letter
scores, where the grey control group scores were
larger. In the 6/60 minus subgroup the general
magnitude of improvement was much greater
(0-48 log unit average across all tests for the grey
group) but again with no significant difference
between the grating and the grey group.

Active stimulation of the amblyopic eye by
intense visual stimuli has been advocated in the past
for the treatment of amblyopia.!*~'¢ The Cambridge
group also regarded the visual stimuli received
during treatment as an essential factor contributing
to the improvement observed in their patients. It
was thought that the series of rotating gratings
acted as particularly potent stimuli for cells in the
visual cortex receiving input from the amblyopic
eye. However, since the improvement in the vision
of the 2 groups of patients in our study was so
similar, it would appear that aspects of the treat-
ment procedure other than the rotating gratings
were responsible for most of the improvement that
was observed. However, the possibility still remains
that stimulation of the amblyopic eye with rotating
gratings produces a very slight further improvement
in vision in some patients over that produced by
the other aspects of the minimal occlusion therapy.

The visual improvement in our patients was not
quite so marked as that reported by Campbell et al.®
who found that 739%, of their patients achieved 6/12
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vision or better on conventional test charts, while
only 28% of our treated patients reached this level
on the Bailey-Lovie chart. However, some of the
discrepancy between the 2 findings can be accounted
for by the differences between the visual acuity tests
that were employed in the 2 studies. As emphasised
earlier, the measured acuity of the amblyopic eye
differed according to the visual acuity test that was
administered. In general, the measured acuity was
best for single letters and lowest with the Bailey-
Lovie chart. Conventional test charts, as already
discussed, are characterised by both an unequal
number of letters on each line and an unequal
relative spacing between letters. Although there are
a greater number of letters towards the bottom of
the chart, the spacing is relatively larger, so that
contour interaction effects are reduced on these
lines in comparison with lines in the middle of the
chart, where these effects are greatest. Consequently
an amblyopic eye will tend to perform better on
conventional charts than on those such as the Bailey-
Lovie chart, where some attempt has been made to
maintain contour interaction effects constant on
each line.
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Fig. 7 The acuity scores of 12 amblyopic patients
measured on both the Bailey-Lovie chart and a conven-
tional test chart conforming to the British standard
(BS 4274, British Standards Institution, 1968). To aid
comparison the divisions on the 2 axes conform to the
letter sizes on the Bailey-Lovie chart. The diagonal
line indicates equal acuity on the 2 charts. Note that,
with the exception of 1 patient, scores on the
conventional chart indicated better acuity than those
on the Bailey-Lovie chart.
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This point is graphically illustrated in Fig. 7, which
shows the relationship between the acuity scores
obtained on conventional and Bailey-Lovie charts
for the 12 patients on whom both these measures
were made. With the exception of 1 child, on whom
the scores were identical, measures obtained on the
former chart were consistently better by several
lines and in 1 child by 5 lines (6/6 versus 6/30). On
the other hand the discrepancy between the scores
of these 12 patients on the conventional acuity chart
and on single-letter acuity tests were not so marked.
In 5 cases the acuities were the same, and in 7 the
single-letter acuity was better by about 2 lines. In
agreement with this latter finding the final single-
letter acuity was 6/12 or better in 78% of our
patients, a figure comparable to the proportion of
patients (73%) treated by Campbell et al® that
attained this acuity on conventional test charts.

Although the patients in this study were hetero-
geneous for the type of amblyopia, there was no
observable difference in the response to treatment
between patients having different types of amblyopia.
This was so despite the fact that the initial vision
was quite different for the various types, -being
worst among strabismic amblyopes, relatively good
(6/19+) for anisometropic amblyopes, and best
(6/12+) for the small number of subjects with no
observable accompanying peripheral defect.

In addition to the level of acuity eventually attained
in response to treatment with rotating gratings
Campbell et al.® also placed some emphasis on the
increase in the rate of improvement of vision over
that achieved by minimal occlusion therapy. To
produce the same degree of visual improvement
(to 6/12) achieved after only 3 weekly treatment
sessions with rotating gratings 13 weeks of occlusion
for 20 minutes each day were required. By contrast
we observed no consistent difference in the rate of
visual improvement among the members of the 2
groups treated with gratings or with grey disc.
Another feature of the rotating grating treatment
mentioned by Banks et al.* and later by Banks and
Barnett!” was the improvement that tended to
occur after treatment was discontinued. This was
not consistently observed in the present study.
While 1 patient from the group treated with gratings
and 3 patients from the grey control group improved
in visual acuity by 0-1 log unit, only 1 patient
(treated with gratings) improved by more than this
amount (0-2 log unit). Thus the 2 groups did not
differ noticeably after cessation of treatment.

The work of the Cambridge group has stimulated
renewed interest in the use of minimal occlusion in
association with intensive visual tasks and con-
current visually guided motor activity in the treat-
ment of amblyopia. We have confirmed their


http://bjo.bmj.com/
http://group.bmj.com/

Downloaded from bjo.bmj.com on February 13, 2012 - Published by group.bmj.com

606

findings that reasonably substantial visual improve-
ments can be produced by this treatment (although
we cannot exclude that this is not just due to prac-
tice), which is possibly preferable to long periods of
unsupervised occlusion in the older child, and in
cases of latent or manifest nystagmus which are in
fact aggravated by occlusion. However, we have
found that overall the rotating grating patterns
that were viewed during treatment made little or
no contribution to the improvement in vision or to
the rate at which this occurred.
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