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<> Aim — to determine optimal terms of the primary ocular prosthetics, to develop the most auspicious
regimen of adaptation to the ocular prosthesis in children with congenital anophthalmia and microph-
thalmia. Material and methods. A total of 46 children aged from 1| month to 16 years with congenital
defect were under observation. Among patients with congenital microphthalmia, only unpromising eyes
were subject to ocular prosthetics. Examination methods in the laboratory included external examination
of the orbit, palpebral fissure, and eyelids. The state of the cul-de-sac of eyelids, the configuration of the
conjunctival cavity, the anterior segment of the abnormally small eyeball were assessed. Photography
was performed to achieve a dynamic control of external prosthetics signs of, and to evaluate the face
symmetry. Results. Best results were observed at early stepwise ocular prosthetics with consideration
of features of the ocular prosthesis material, without prior surgery. Long-term cosmetic performance
of children with congenital anophthalmia and microphthalmia directly depended on age at which the
non-surgical treatment began, on the timely replacement of the ocular prosthesis, compliance to the
regimen developed for the adaptation to the prosthesis. Conclusion. This study showed that the terms
of primary ocular prosthetics are of crucial importance for the symmetrical development of soft tissues
and facial skeleton. Prosthetics for patients with congenital anophthalmia should be started at the first
month of life. The optimal term for primary prosthetics in congenital microphthalmia depends on the
length of the antero-posterior axis at birth. If the axial length is less than 7.5 mm, prosthetics should
be started at the first month of life, if the axis is longer than 10 mm — no later than from the fourth
month of life.

<> Keywords: congenital anophthalmia and microphthalmia; adaptation to the ocular prosthesis; terms of
primary prosthetics.
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<> Leav — omnpejesieHre ONTHMAJbHBIX CPOKOB TMEPBUUHOrO IIA3HOIO MPOTE3UpPOBaHUs, paspaboTka
Hau6oJsiee 6JArONPUATHOrO peKMUMa aanTaliu K [JIa3HoMY MPOTe3y y AeTell ¢ BPOXKAEHHBIM aHO(Tab-
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MOM ¥ MUKpodTasbmom. Mamepuaa u memodeot. [lon HabuofneHueM Haxoauaoch 46 neTeil B Bo3pac-
Te oT | mecsina 10 16 JieT ¢ BpOXKIEHHOHN MaTOJNOTHelN. ¥ MALLMEHTOB C BPOXKJAEHHBIM MUKPODTATLMOM
rJ1a3HOMY MPOTE3UPOBAHMIO MOJJEXKAJNU TOJbKO OecnepcrneKTUBHble ryasa. MeTonbl o6csen0BaHus
B JJaOOpaTOPHH BKJIOUAJH BHEWIHUH OCMOTP OPOUTHI, I1a3HoM 1iesu U BeK. OLeHHBAJM COCTOSIHUE CBO-
JI0B BeK, KOH(UTYpal1io KOHBIOHKTUBAJbHONW MOJOCTH, MepeJHero oTpe3Kka yMeHbIIEHHOTO TJ1a3HOTOo
s6si0Ka. J nMHaMHUueCcKOro KOHTPOJIsi BHELIHUX MoKa3aTeJsel MpoTe3upoBaHus U OLLlEHKH CUMMETpHU-
HOCTH JIHLA MPOBOAKJHN GoTopeructpauuio. Pesyasosmamer. Hannyuuine pedy/bTaTbl 0OTMEUYaNUCh T1PH
paHHEM CTyMeHYaTOM [JIa3HOM MPOTE3WPOBAHUK € yuéToM ocoOEHHOCTEH MaTepHaJga rJasHoro npore-
3a 6e3 Mpe/lIecTBYIONEro XHPypruueckoro BMemareabectBa. OTaanéHHble KOCMETHYECKHE MTOKa3aTe H
y eTel ¢ BPOXKAEHHBIM aHO(PTAJNBMOM U MUKPO(MTAIbMOM HANpPsSIMYIO 3aBUCEJIH OT BO3pacTa, B KOTOPOM
HaYMHAJI0Ch KOHCEPBATHBHOE JleueHHe, CBOEBPEMEHHOCTH 3aMeHbl TJ1a3HOTO NpoTe3a, CoOJI0eH s pa3-
pabGoTaHHOTO peXHMMa ajanTaluuu K npotesy. 3akarouenue. Jlannoe nccyeoBanne nokasaJgo, 4To AJs
CUMMETPHUYHOIO PA3BUTHSI MITKMX TKaHeH M IMLEBOr0 CKeJieTa MPUHILMITHANbHOE 3HaYeHHe UMEIOT CPOKH
MepBUYHOTO TJ1a3HOro npoTe3upoBanus. [Ipu BpoxkaéHHOM aHO(Ta/lbMe NPOTE3UPOBaHHE HEOGXOAUMO
HAUMHATD C MEPBOTo Mecsila KU3HH. ONTHMANbHBIH CPOK MEPBUUHOTO MPOTE3UPOBAHUS TTPHU BPOKIEHHOM
MHKpOodTa/bMe 3aBUCUT OT JJIHHBI NepejHe-3aHel 0CH IJ1a3Horo s16J0ka Npu poxxaeHuu. [1pn snave-
HUW OCH MeHee 7,5 MM MPOBOJAUThL MPOTE3UPOBAHUE HYKHO C T€PBOTr0o Mecsila »KU3HHU, 6oJee 10 MM —
He Mo3aHee 4YeTBEPTOro Mecsiia.

<> Karouesole cao8a: BpoxKAEHHDIH aHO(TANbM K MUKPO(TAJbM; aanTailis K r1agHoMY MpoTe3y; CPOKH

NEePBUYHOIO NPOTE3UPOBAHHUS.

Congenital anophthalmia and microphthalmia are
severe congenital malformations of the eye. Microph-
thalmia is characterized by a decreased eyeball size
and functional impairments [1].

The global prevalence of microphthalmia varies
between 2.4 and 3.5 per 10,000 births [2]; con-
genital microphthalmia is diagnosed in 3.2% to
11.2% of all blind children [3, 4]. In Scotland, the
prevalence of microphthalmia and anophthalmia
is 19/100,000 [5]. In California, the prevalence
of unilateral and bilateral anophthalmia reaches
0.18 and 0.22 cases per 10,000 births, respec-
tively [6]. In Hawaii, the prevalence is 3.21 per
10,000 births [7]. The Laboratory of Ocular Pros-
thetics in Saint Petersburg reported that the preva-
lence of congenital microphthalmia is not lower than
0.18 per 10,000 births.

The majority of patients with microphthalmia
have some concomitant disorders. Khvatova et
al. [8] reported a high prevalence of unilateral cata-
ract, microphthalmia, microcornea, nystagmus,
and strabismus in children. According to Sudovs-
kaya et al. [9], 28.8% of children with congenital
cataract have microphthalmia. In congenital mi-
crophthalmia, the eye can be slightly (by 1—2 mm)
or significantly reduced in size (in some cases it
can hardly be found) [10]. The cornea is substan-
tially reduced with opacities. Moreover, patients
with congenital microphthalmia often have typical
coloboma of the iris [11].

Congenital anophthalmia (true and apparent) is
characterized by an absent eyeball. Clinical mani-
festations of true and apparent anophthalmia and
microphthalmia with a rudimentary eyeball are
similar. The eyeball is absent in the orbit, although
ultrasound B scanning or computed tomography/
magnetic resonance imaging usually allow visual-
izing its rudiment [12]. Congenital anophthalmia
and microphthalmia can develop independently or
as part of some syndrome [13,14]. Patients with
congenital anophthalmia usually have their supe-
rior eyelid fornix hanging down (forming a “sail”)
and the inferior eyelid fornix flattened, whereas the
eyelid cavity floor is displaced toward the top of the
orbit (Fig. 1) [15].

Fig. 1.  Congenital microphthalmia with the rudiment of the eye-
ball (the clinical picture is identical to the congenital
anophthalmia)

Puc.1. Bpoxxaéuublii MUKpO(TasbM € 3a4aTKOM IVIA3HOTO

s10/10Ka (KJUHUUYECKasi KapTHHA MACHTHUHA BPOXKIEH-
HOMY aHO(TaNbMY)
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Congenital anophthalmia and microphthalmia
can be associated with exogenous and endogenous
factors. Genetic factors have the most important
role in the development of anophthalmia and mi-
crophthalmia: 50% to 75% of severe ocular disor-
ders are believed to be hereditary [16]. Congenital
microphthalmia is often caused by degenerative and
inflammatory processes [17]. Some viruses, includ-
ing Rubella virus, cytomegalovirus, influenza vi-
rus, parainfluenza virus, and coxsackievirus, exert
a pronounced teratogenic effect. Most frequently,
ocular malformations develop after fetal infection
in the first trimester of pregnancy. Noninfectious
causes include maternal vitamin A deficiency, x-ray
exposure, alcohol abuse, and recreational drug use.
Rhesus isoimmunization may also lead to microph-
thalmia [18]. The main risk factors for congenital
anophthalmia and microphthalmia are maternal age
>40 years, multiple births, low birth weight, and
low gestational age [6, 7]. Doctors usually fail to
identify the main factor that triggers the develop-
ment of this disorder [19].

Ocular prosthetics in children have some spe-
cific characteristics associated with physiologic
growth of orbit, eyelids, eyeball, and whole face
[20]. The orbit will not grow properly if it is not
“filled,” which inevitably will cause problems with
appearance. Therefore, ocular prosthetics should be
planned as soon as possible. Surgery is recom-
mended when all possibilities of ocular prosthetics
are exhausted [21].

We determined the optimal time for ocular pros-
thetics and developed an optimal regimen of adapta-
tion to the eye prosthesis in children with congenital
anophthalmia and microphthalmia.

MATERIALS AND METHODS

Of 46 children (1 month to 16 years old)
with congenital ocular disorders who were fol-
lowed at the Laboratory of Ocular Prosthetics
in Saint Petersburg, 35 had unilateral microph-
thalmia, five had bilateral microphthalmia, and
six had anophthalmia. Of the participants resid-
ing in Saint Petersburg, 25% had microphthal-
mia (Fig. 2). Follow-up time varied from 4 months
to 15 years.

All participants were divided into groups ac-
cording to age when they first underwent ocular
prosthetics. Group 1 included 18 patients who un-
derwent primary ocular prosthetics in time, with
individual prostheses or conformers taking into
consideration the type of material they were made
of, regularly, early (at the age of 0—4 months), and
without previous surgery. Group 2 included seven
patients who underwent primary ocular prosthetics
with individual prostheses or conformers taking into
consideration the type of material they are made of,
regularly, at the age of 4—12 months, and without
previous surgery. Group 3 included eight patients
who underwent primary ocular prosthetics with in-
dividual and standard prostheses in the laboratory,
and at the age of =1 year. Group 4 included five
patients who initially underwent surgical correction
and subsequently underwent ocular prosthetics with
individual complex-shaped conformers. Group 5 in-
cluded eight patients who underwent primary ocular
prosthetics in other regions and underwent ocular
prosthetics with individual prostheses in our labora-
tory at the age of 5 to 6 years.

Patients with congenital microphthalmia under-
went ocular prosthetics only if no other treatment

Disease / 3abonesaHne — 84:
Retinoblastoma / PetuHo6nactoma — 35 (42%)

2% 1%

m Congenital malformation — microphthalmia /
BpoXXAEHHbIN NOPOK pa3BuTUA MUKpodTanbm — 21 (25%)

m Consequence of congenital malformation — eyeball subatrophy / Mocnepgcrsue
BPOXKAEHHOTO NMOpPOKa pa3BuTUa — cybaTpodus rnasHoro Abnoka — 6 (7%)

m Consequence of injury — anophthalmia /
Mocneacteune Tpasmbl — aHodTanbm — 5 (6%)

B Consequence of injury — eyeball subatrophy /
MocnepcTteme Tpasmbl — cybatpodua rnasHoro abnoka — 8 (10%)

m Consequence of retinopathy of prematurity — eyeball subatrophy / Mocnea-
CTBME PETUHONATUW HeAOHOLWEHHbIX — cybaTpodua rnasHoro abnoka — 6 (7%)

M Coats disease / bonesHb Koatca — 2 (2%)
Teratoma / Tepatoma — 1 (1%)

Fig.2. The structure of the ophthalmological morbidity of children who are consulted and live in St. Petersburg (the percentage
of microphthalmia in the nosological structure is 25%)
Puc.2. Crpykrypa odrasbmosiorniyeckoil 3aboJieBaeMoCTH jeTell, oOpaTuBlinxcs W npoxupatoiux B Cankr-IletepOypre

(1os1s1 MUKpoGTabMa B HO30JI0THYECKOH CTpyKType cocTapasieT 25 %)
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options were available for them. Study participants
underwent thorough examination of the affected and
normal eye with mandatory assessment of visual
functions. We performed visual examination of the
orbit, palpebral fissure, and eyelids. We also evaluated
the condition of the eyelid fornices, the configuration
of the conjunctival cavity, and the anterior segment
of the reduced eyeball.

We identified the criteria for choosing appropri-
ate material for the ocular prosthesis according to
its comparative characteristics and individual char-
acteristics of the reduced eyeball or anophthalmic
cavity.

In primary ocular prosthetics during the first
year of life, we measured axial eye length (AEL)
at admission. The AEL is 17.30 mm in newborn
boys and 17.21 mm in newborn girls. During the
first year of life, AEL increases by 3.7 mm, whereas
during the rest of the growth period it increases
by 2.4 mm [22]. Knowledge of these growth char-
acteristics and AEL measurement at admission al-
low for the accurate prediction of ocular prosthetics
outcomes and the need for prosthesis replacement
during the first year of life. It is particularly im-
portant for children with unilateral anophthalmia
and pronounced hypoplasia of the eyeball in mi-
crophthalmia.

The outcomes of ocular prosthetics were graded
using the following scale: excellent, good, satis-
factory, and unsatisfactory. Assessment criteria
included: (1) proper eye opening and complete
eyelid closure over the prosthesis; (2) proper eye-
lid position: no upper/lower eyelid ptosis, no eyelid
inversion, no eyelid eversion, and no upper eyelid

Table 1/ Tabnnya 1

nl
E

retraction; (3) increased linear parameters of the
palpebral fissure; (4) correct position of the eye
prosthesis (iris position and inclination of the pros-
thesis); and (5) color of the eye prosthesis matches
the fellow eye. We used photo registration to con-
trol external parameters of ocular prosthetics and
to evaluate facial symmetry.

The distribution of patients according to the
grade of microphthalmia and anophthalmia (evalu-
ated using the classification developed by Sudovs-
kaya [23]) is shown in Table 1. All 46 patients
had congenital complete microphthalmia with
concomitant disorders of the eyeball. Two chil-
dren had systemic diseases. Two of six patients
with congenital anophthalmia also had systemic
disorders.

RESULTS

Table 2 demonstrates the outcomes of ocular
prosthetics. Patients from Group 1 (39.1%) received
individual ocular prostheses with consideration of
the material they were made of. Despite timely ocu-
lar prosthetics and adequate frequency of prosthe-
sis replacement, not all participants achieved good
results.

Six patients had excellent outcomes, including
four diagnosed with grade 2 and two with grade
3 microphthalmia, when AEL was not <12 mm
(Fig. 3).

Good and satisfactory results were obtained
in eight and five patients, respectively. Children
with less pronounced microphthalmia and AEL
>10 mm had better cosmetic outcomes. We ex-
perienced difficulties with primary prosthetics in

Distribution of congenital microphthalmia and anophthalmia in groups in degrees, according to the classification of TV. Sudovskaya
Pacnpepenexue BpOXAEHHOr0 MUKPO(ITaNnbMa M aHO(TanbMa B rpynnax no cTeneHsAM B COOTBETCTBUM C KnaccuhuKaLuen

T.B. CypoBcKoi

Group
Diagnosis | I I v v Total
(18) (7) (8) () 8) 46
Complete unilateral microphthalmia, grade 2 4 4
(AEL and corneal diameter decreased by 2.1-3 mm)
Complete unilateral microphthalmia, grade 3 1 7 5 9 6 21
(AEL and corneal diameter decreased by >3.1 mm)
Complete bilateral microphthalmia, grade 3 3 1 1 5
(AEL and corneal diameter decreased by >3.1 mm)
Congenital anophthalmia 2 2 2 6
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b
Fig. 3. Right-side congenital microphthalmia: @ — belore pros-
‘ thetics; b — after prosthetics
BpoxaéHHbIil MUKpO(TaIbM ClIpaBa: @ — J10 NPOTE3H-

Puc. 3.
\ poBaHus; b — 1ocJie IPOTE3UPOBAHUS

b
Fig. 4. Bilateral congenital microphthalmia in a 3 y.o. child:
! a — before prosthetics; b — after prosthetics
JIBycTOpOHHHUI BPOXKAEHHBIH MUKPO(TaIbM Y peGeHka

Puc. 4.
\ 3 JIeT: @ — JI0 POTe3npoBaHus; b — mnocJe nporesu-
poBaHus

Fig. 5.
‘ 2.5 years

Dynamics of size changes of ocular prostheses during

Puc. 5. [lunamnka H3MeHEHHUsl BEJUUMHbBI TJIA3HBIX TPOTE30B 3a
\ 2,5 rona

Table 2 / Tabmuua 2
I

Results of ocular prosthetics by groups
Pe3ynbTathl FNa3HOr0 NPOTE3UPOBAHMA MO Fpynnam

Pesynbtat
Group
Excellent Good Satisfactory | Unsatisfactory

| (18) 5 8 5 0
Il(7) 0 5 2 0
I (8) 0 2 6 0
IV (5) 0 0 1 4
V(8) 0 2 4 2

a child with congenital bilateral microphthalmia
(clinically similar to anophthalmia), who had too
small fornices (<2 mm), which caused the prosthe-
ses to fall out from the cavity. We produced indi-
vidual prostheses with different shapes to achieve
stable position in the cavity (Fig. 4). We gradu-
ally increased the prostheses size at each stage of
their production to achieve good results (Fig. 5).
No unsatisfactory outcomes were registered in
Group 1.

Patients from groups 2 (15.2%) and 3 (17.4%)
had neither excellent nor unsatisfactory outcomes.
We performed only conservative prosthetics treat-
ment.

The best outcomes were observed in patients who
received primary prosthetics earlier (Group 2). Three
patients from Group 3 had shortened fornixes and
incomplete eyelid closure over the prosthesis due to
late prosthetics use.

Patients from Group 4 (11% of the entire sam-
ple) received prosthetics at our laboratory after
surgical treatment. Four of five patients had un-
satisfactory outcomes. These children had abnor-
mal palpebral fissures, lagophthalmos, postopera-
tive rigidity of the conjunctival tissue, and a clear
trend towards the reduction of the conjunctival
cavity (Fig. 6). Eyelid scarring after external can-
thotomy worsened the outcome of ocular prosthetics
(Fig. 7).

Patients from Group 5 (17.3%) received primary
ocular prosthetics in other regions. All of them un-
derwent conservative treatment, but not everyone
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had timely prosthetics placement. Some of our pa-
tients were 5 to 6 years old; their parents were
seeking medical assistance, as they were not satis-
fied with the appearance of their children. We ex-
amined three patients and found that their pros-
theses did not suit the cavity, and eyelid tissue
was overstretched by the prostheses, which caused
lower eyelid ptosis (Fig. 8). We produced individual
glass and plastic eye prostheses for these patients
at our laboratory.

DISCUSSION

Ocular prosthetics is aimed to ensure proper
development of the facial skeleton and to stimulate
soft tissues and orbital bones by increasing the
size of prostheses and, therefore, expanding the
conjunctival cavity [24] using stepwise prosthe-
tics [21].

Small fornices and conical cavity shape in
congenital anophthalmia significantly hampered
prosthetics treatment due to prosthesis instabil-
ity (fallout). In such patients, prosthetics were
aimed to expand the conjunctival cavity and form
eyelid fornixes, suitable for stable prosthesis po-
sitioning.

We used only individual eye prostheses for patients
with congenital anophthalmia. We produced various
complex-shaped prostheses with a thin flattened
lower edge, including fungiform ones and those with
a stand on their top and a small bottom depending
on the cavity depth to reduce any retraction of the
prosthesis and increase its stability. Eye prostheses
should fit the conjunctival cavity to avoid excessive
stretching of conjunctival tissue resulting in eyelid
inversion. If complex-shaped plastic prostheses could
not be carefully polished, we used individual glass
prostheses.

Patients with congenital anophthalmia who un-
derwent ocular prosthetics treatment during the
first months of their lives had the best outcomes.
We performed follow-up examination 2 weeks af-
ter primary prosthetics treatment and replaced the
prosthesis with a larger one if necessary. Until the
age of 6 months, we replaced the prosthesis every
4 weeks. Later, it was replaced less frequently:
once every 3 months until the age of 18 months,
once every 6 to 8 months until the age of 5 years,
and then once a year (or more often if necessary).
We recommended patients with congenital anoph-
thalmia to wear the prosthesis constantly, without
removing it at night.

The same treatment strategy was used for pa-
tients with congenital microphthalmia, when the eye

Fig. 6.

Puc. 6.

Fig. 7.

Puc. 7.

b
Congenital anophthalmia in a 2 y.o. child: @ — the result
of non-rational surgical intervention and late prosthesis
fitting; & — prosthetics with individual conformers, in-
sufficient dynamics of tissue stretching of the socket

Bpoxaéuublil anodranbm y pe6éHka 2 jnet: a — pe-
3yJIbTaT HePalHOHAJbLHOIO XHPYPrHYeCcKoro BMellla-
TeJIbCTBA M M03/1Hero 00palleHUs Ha NPOTe3HPOBAHUE;
b — nporesupoBaHue HHAMBUIYAJbHBIMH KOH(OpPMA-
TOpaMHM, HELO0CTATOYHAS AMHAMHUKA pacTsKeHHs TKa-
Hell MoJIoCTH

b
Left-side congenital microphthalmia in a 12 y.o. child.
State after external cantotomy. Cicatricial deforma-
tion of the eyelids. Instability of the ocular prosthesis:
a — before prosthetics; b — aiter prosthetics

BpoxaéHHbIil MUKpOdTaibM cieBa y peGénka 12 Jset.
CocTosiHMe T0CJIe Hapy:KHOH KaHToTOMHH. Py6uoBas
nedopmaius Bek. HectabuibHoCThb ry1a3Horo nporesa:
@ — J10 IPOTEe3UPOBaHusl; b — rocJie NpoTe3UPOBAHUS
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c

Fig. 8.

F

d

Left-side congenital microphthalmia in a 7 y.o. child (a); result of inadequate prosthetics with an excessively large

prosthesis (); satisfactory result of prosthetics in the laboratory of the Center (c); proportional individual eye prosthesis

on the right (d)
Puc. 8.

BpoxaéHublii MUKpodTasbM caeBa y pebGénka 7 JietT (a); pedysbraT HeaJeKBaTHOTO MPOTE3UPOBAHUS Upe3MEPHO GOJIb-

LM TIPOTe30M (b); yAOBJIETBOPUTEJILHBIN pe3y/1bTaT NpoTe3npoBanus B sabopatopun Llentpa (c); cnpaBa copa3mepHblit

MHMBH/YaJbHBI TJ1a3HOH npoTtes (d)

rudiment could be detected by radiologic methods
only.

To ensure better adaptation of patients with grade
2—3 microphthalmia, it is important to start pros-
thetics treatment using individual prostheses suit-
ing the prosthetic cavity. The prosthesis should be
properly positioned in the cavity, the eyelids should
completely close over it, and there should be a reserve
for free blinking in the fornices.

Our results suggested that primary prosthet-
ics therapy should be performed during the first
4 months, if AEL is not <10 mm. We conducted
follow-up examinations 2 weeks after primary pros-
thetics therapy at our laboratory. Next, prosthetics
therapy was performed 4 months later. Until the
age of 5 years, prostheses were replaced once every
6 to 8 months and then once every 8 to 12 months.
Patients with AEL <7.5 mm should undergo ocular
prosthetics treatment earlier and require more fre-
quent prostheses replacements.

We developed the rules for adaptation to eye
prostheses for children with microphthalmia. We
recommend progressive adaptation to the eye
prosthesis; the time of its wearing should be in-
creased gradually during 14 days. On the first day,
the prosthesis is worn for 15 min, whereas on the
second day, patients are recommended to wear it for
30 minutes. The time should be increased gradu-
ally to reach 3 h by the end of week 1. By the end
of week 2, patients wear the prosthesis during the
whole day. Children additionally receive an antisep-

tic and an agent stimulating tissue repair during
the adaptation period. At night, the prosthesis must
be removed, disinfected, and stored in a dry place.
We believe this is the optimal adaptation regimen
for patients with congenital microphthalmia, and
we recommend it for implementation into clinical
practice.

CONCLUSION

Timely ocular prosthetics therapy is crucial for the
symmetric development of soft tissues and facial skel-
eton. Infants with congenital microphthalmia should
undergo primary prosthetics as soon as possible, ide-
ally during the first few months.

In patients with congenital microphthalmia,
the optimal time of primary prosthetics therapy is
determined by AEL measured at birth. If AEL is
<7.5 mm, the procedure should be performed dur-
ing the first month. Infants with AEL >10 mm
should undergo ocular prosthetics within the first
four months. To achieve a good cosmetic effect, we
recommend stepwise expansion of the conjunctival
cavity taking into consideration the material of the
eye prosthesis. To ensure normal development of
the conjunctival cavity, primary ocular prosthet-
ics treatment should be performed in special labo-
ratories only by a specially trained ocular pros-
thetist.

None of the authors has a financial interest in any
materials or methods mentioned. The authors declare
no conflict of interest.
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