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TABLEVI Number of eyes
with contact lens induced
complications (n=141)

Red eye 12
Infection 18
Hypoxic ulceration 3
Fine vascularisation 3
Intolerance 3
Oedema 2
Punctate keratitis 2
Total 43

Figure 1: Total number of
lenses per month per eye.

Figure 2: Number of lenses
per month per eye in patients
treated for more than six
months.
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TABLE VII  Number of patients in whom contact lenses were
discontinued (n=383)

Hypoxic ulceration

High turnover

Parent’s difficulties in handling contact lens
Others (preferred glasses)

Total

—
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lenses they were symptom-free. Two patients
had corneal oedema which subsided after
removal of the contact lenses and change of
parameters. 1 mm or more of corneal pannus
developed in three patients. Two of them were
changed to Polycon gas-permeable hard lenses,
with reduction in the pannus; the other was
changed to spectacle wear. Punctate keratitis
necessitating temporary lens removal was diag-
nosed in two patients, and three patients had
such a high incidence of loss or renewal of lenses
(turnover) that their use was abandoned.

Twelve (14-5%) of the patients abandoned the
lens wear (Table VII), two with hypoxic ulcera-
tion, three with a high lens turnover, and four
with visually handicapped parents; three older
children had no major problems but preferred to
use spectacles. Five other patients stopped the
use of contact lenses for more than one month
but started them again.

81-1% of the eyes in the bilateral aphakes and
66-8% of the unilaterals had less than one lens
replaced per month (Figs 1, 2). In the first six
months of treatment there was a higher incidence
than in later months of lens replacement either
for changes in parameters or because the lenses
were lost, broken, or rubbed out (Fig 3). 76-6%
of the bilateral cases and 80-76% of the unilateral
required less than one change of lens for reasons
of change in parameters. Seven eyes were
excluded from this figure because they had been
treated for less than three months.
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Patients treated < 6 months
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Figure 3: Number of lenses per month per eye in patients
treated for less than six months. There 1s a higher turnover in
the first six months.
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Figure 4: Power of the contact lenses compared with the age of
the patients. As the age increases there is a steady decrease in
the power of the contact lenses.

Figure 4 shows the average power of the lenses
up to 3 years of age (the dioptric value range from
12 to 34 dioptres), clearly demonstrating how the
required power of the lenses decreased as the
infants grew. Microphthalmic eyes remained
small, requiring high power lenses, even with
age.

The number of lenses issued during this
period was 1483. At a cost of £18 per lens, this
totalled £26 694. The total cost of solutions was
£3978. On average, the cost of lenses per month
per patient was £28.50. In addition to this
the costs of running the clinic must be taken
into account, including the services of an
optometrist, an ophthalmologist, an orthoptist,
and nurses.

Discussion
Microsurgical techniques have considerably
improved the outcome of infantile cataract
surgery, and our results show that the number of
reoperations is small, the majority of them being
pupilloplasties, often to recentre the pupil when
it has been decentred, usually by vitreous
strands. Nine patients at risk for glaucoma
required repeated examinations under anaes-
thetic, but the incidence of glaucoma was low,
unless the eye was otherwise anomalous or
microphthalmic.” We do not routinely remove
the corneal sutures, but when these are loose,
especially when contact lenses are used, they can
cause irritation until removed.

With our contact-lens fitting protocol there is a
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low incidence of side effects attributable to the
use of the lenses. We have seen no cases of giant
papillary conjunctivitis."" The low incidence of
bacterial conjunctivitis, hypoxic ulceration, and
corneal oedema is probably due to the daily lens
removal and sterilisation regimen.

Although it may be thought that daily handl-
ing of the lenses increases the risks of infection,
our experience suggests the opposite, and this
may be due to the careful handling by well
trained and dedicated parents. Electron micro-
scopy® has shown that bacteria attach to the
surface of soft contact lenses and ‘proliferate’
unless the lenses are removed, cleaned, and
sterilised frequently.” Solutions with preserva-
tives such as thiomersal or chlorhexidine may
cause allergic reactions, but our handling scheme
avoids this problem. The lens deposits associated
with this method were usually avoided because
of the high lens turnover.

The daily removal of lenses may appear daunt-
ing for parents, but most of them were willing
and co-operative and learned within the first
weeks. Four families could not get used to
handling the lenses: in two cases, the mothers
were blind, and in another the patient had very
microphthalmic, sunken eyes.

The parents were impressed with the need to
remove the lenses if there were any signs of
infection, red eye, or discomfort. General practi-
tioners cannot be expected to be experienced
with the use of lenses and cannot usually advise
on handling them or on the treatment of compli-
cations, so removal by the parents, especially if
they live far from ophthalmological care, is
especially important as a first step. When the
child was older, or where corneal damage was
evident, they were changed to more durable low-
water-content lenses.

Three patients, two of whom had worn soft
lenses for three years, developed superficial
corneal vessels of less than 1 mm. The low
incidence in this study was presumably due to
the short period of follow up and the daily wear
regimen.

Only 12 (14-5%) of the 83 patients discon-
tinued use of their contact lenses. Three of these
did not have a clinical reason to do so. They
found it more convenient to use the spectacles, or
they had an excessively high turnover rate. This
rate is remarkably similar to the recently
reported failure rate of Levin et al,” and there are
sufficient other reports of successful contact lens
wear in aphakic infants®? to suggest that it is a
technique that can be adopted by many depart-
ments already experienced with adult contact
lenses provided some differences in management
are used. Most parents were reluctant to change
their child to spectacle wear even if the wearing
of lenses had been difficult.

The loss of contact lenses in adults is relatively
low.* Lens loss in infants is necessarily higher
owing to the frequent change in parameters, the
high rate of loss and breakage of lenses, and the
ocular complications. Because of the necessary
changes in contact lens parameters it is not
practical to fit many children in the United
Kingdom with silicone rubber lenses, which are
slow and expensive to obtain and which have
inherent surface problems. This material was
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therefore only occasionally used. Figures 4 and 5
show the change in power during the first year of
life, and the frequent need to change parameter.
This is in contrast to the study by Pratt-Johnson
and Tillson,* who did not change hard lens
parameters during the first five years of life.
81-1% of the eyes required fewer than one lens
per month; many of these lenses can be reused
once sterilised. The optical correction of
infantile aphakia during the first three years of
life costs £440 in contact lenses and £112 in
solutions (aerosol saline and cleaning solution),
making a total of £562. These costs do not
include the services of an ophthalmologist and an
optometrist, nor the considerable travel costs for
parents (Table I).

The optical correction of infantile aphakia
with daily wear soft contact lenses is an effective
and economical method. It has the adaptability
to respond to changes in the parameters, and the
parents can easily insert and remove the lenses. It
gives a high quality optical correction with a low
incidence of complications. It is cost effective,
though there are many hidden costs for the
parents. With a contact lens tolerance rate of
85-5% it is difficult to see a need for alternative,
relatively untried optical correction, such as
intraocular lenses, for the primary correction of
infantile aphakia.

This project has been supported by the Iris Fund for the
Prevention of Blindness, and the Help a Child to See Fund.
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