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Table 1. Age distribution of patients
Age 0< <5 5< <10 10< <20 20< <30 30< <40 40< <50 50<
No. 72 88 21 2 4 3 3
% 37.0 45.6 10.9 1.0 2.0 1.6 1.6

No.: number of patients.
%: percentage (%).
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Table 2. Number of patients, degree of anisometropia, frequency of amblyopia and strabismus according to the type of

anisometropia
SA CA
MSA HSA Total MCA HCA Total Total

No. (%) 40 (20.7%) 46 (23.8%) 86 (44.6%) 63 (32.6%) 44 (22.8%) 107 (55.4%) 193 (100%)
Anisometropia (D) 22.99 +2.05 248" -1.81 +1.57 1.71° 2.05°
Amblyopia 14 32" 46 39 25 64 110
Strabismus 22 19 41 29 21 50 91

Exotropia 18 6 24 22 13 35 59

Esotropia 4 13* 17 5 7 12 29

Other strabismus 0 0 0 2 1 3 3

No. (%) : number of patients (%).

D: diopter.

SA: spherical anisometropia.

CA: cylindrical anisometropia.

MSA: myopic spherical anisometropia.

HSA: hyperopic spherical anisometropia.
MCA: myopic cylindrical anisometropia.

HCA: hyperopic cylindrical anisometropia.
Amblyopia: number of amblyopia.

Strabismus: number of strabismus.

": mean absolute value of myopic and hyperopic anisometropia.
" HSA vs. MSA, Independent t-test, p=0.001.
¥ HSA vs. MSA, Independent t-test, p=0.001.
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Figure 1. The threshold of development of amblyopia. MSA
of more than 3.00D resulted in a significant increase in the
incidence of amblyopia (Tukey-type multiple comparison
test, p=0.005). HSA of more than 1.00D, MCA and HCA of
more than 2.00D resulted in a tendency of increase in the
incidence of amblyopia.

MSA: myopic spherical anisometropia.

HSA: hyperopic spherical anisometropia.

MCA: myopic cylindrical anisometropia.

HCA: Hyperopic hyperopic cylindrical anisometropia.
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Table 3. Number of patients with amblyopia, degree of anisometropia, and results and duration of amblyopia treatment according

to the type of anisometropia

SA CA
Total
MSA HSA Total MCA HCA Total

No. (%) 7 (8.9%) 29 (37.1%) 36 (46.1%) 26 (33.3%) 16 (20.5%) 42 (53.9%) 78 (100%)
Anisometropia (D) -4.79 +2.27 2.76° -2.10 +1.59 1.90° 2,05
success No. 5 21 17 13 30 56
success rate (%) 71.4 72.4 65.4 81.2 71.4 71.7
Duration (m) 5.8 6.4 7.6 6.7 7.2 6.8

No. (%) : number of patients (%).

D: diopter.

success No.: number of patients of treatment success.
Duration (m): treatment duration until success (months).
SA: spherical anisometropia.

CA: cylindrical anisometropia.

MSA: myopic spherical anisometropia.

HSA: hyperopic spherical anisometropia.

MCA: myopic cylindrical anisometropia.

HCA: hyperopic cylindrical anisometropia.

" mean absolute value of myopic and hyperopic anisometropia.
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=ABSTRACT=
The Amblyopia and Strabismus Accompanied with Anisometropia

Jun Bum Kim, M.D., Chan Shik Moon, M.D.!, Yoon Hee Chang, M.D.,
Ho Min Lew, M.D.l, Jong Bok Lee, M.D.

Department of Ophthalmology, Ajou University School of Medicine', Suwon, Korea
Department of Ophthalmology, Yonsei University College of Medicine’, Seoul, Korea

Purpose: To study the characteristics of the accompanying amblyopia and strabismus in patients with
anisometropia.

Methods: We retrospectively reviewed the medical records of 193 patients, who had either spherical or
cylindrical anisometropia of more than 1.00D. Patients were divided into four groups: spherical hyperopic
anisometropia, spherical myopic anisometropia, cylindrical hyperopic anisometropia, and cylindrical myopic
anisometropia. We investigated the accompanying amblyopia and strabismus. Amblyopia was treated with lens
correction and patch therapy and we analyzed the results for 78 patients who fulfilled six-month follow-up
examinations.

Results: There was no significant difference in the frequency of amblyopia between spherical and cylindrical
anisometropia. Spherical myopic anisometropia of more than 3.00D showed a significant increase in the
incidence of amblyopia (p=0.001). Spherical hyperopic anisometropia of more than 1.00D, cylindrical
hyperopic anisometropia of more than 2.00D, and cylindrical myopic anisometropia of more than 2.00D
showed an increased tendency for amblyopia. Between spherical and cylindrical anisometropia, there were no
significant differences in the results and duration of amblyopia treatment, and type and frequency of
strabismus.

Conclusions: In spherical anisometropia, hyperopic anisometropia has a higher risk for developing amblyopia.
We could find the threshold for the development of amblyopia.
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