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Abstract 

Purpose: Study aimed to determine compliance of patients with strabismic amblyopia undergoing occlusion treatment, followed from 
January 1 st, 2011 to January 1 st, 2017 at an Ophthalmology Reference Center, and identify risk factors for poor compliance.  Methods: 
Retrospective, consecutive cohort study. Compliance reported at each visit was related to visual acuity, family history, changes in oc-
clusion schedules and in patients’ care team during treatment. The patients were divided into two groups according to the compliance: 
poor compliance group and compliance group (subdivided in full compliance subgroup and partial compliance subgroup). Results: 
Age at treatment beginning vary from 3.7 to 13.7 years, esotropia was the most frequent deviation and the occlusion was realized from 
5 to 7 hours a day. Of 220 patients, compliance was achieved by 193 (87.7%), 114 (51.8%) in full compliance subgroup and 79 (35.9%) 
in partial compliance subgroup, and 27 do not achieved compliance (12.3%). Poor compliance was significantly related to a history of 
epilepsy, higher rate of suspension of treatment due to inefficacy, higher evasion rate, lower recurrence, and lower rate of maintenance of 
prophylactic occlusion after treatment. Good compliance was related to family history of strabismus, higher recurrence rate, and higher 
maintenance of prophylactic occlusion after treatment. No relations were found between poor compliance and changes in occlusion 
schedules or in patients’ care team during treatment. Conclusion: Compliance with occlusion treatment of strabismic ambliopia was 
similar to other studies that included refractive and strabismic amblyopia and not related to changes in occlusion schedules or in patients’ 
care team during treatment. Family history of strabismus was a protective factor.

Keywords: Amblyopia; Compliance; Strabismus; Adherence; Binocular vision

Resumo

Objetivo: Determinar a adesão de pacientes com ambliopia estrabísmica submetidos a tratamento oclusivo, acompanhados em Centro 
de Referência em Oftalmologia do Centro-Oeste do Brasil, e identificar fatores de risco para baixa adesão. Métodos: Estudo de coorte 
retrospectivo e consecutivo. A adesão relatada em cada visita foi relacionada à acuidade visual, história familiar, mudanças no tempo de 
oclusão e na equipe de atendimento ao paciente durante o tratamento. Os pacientes foram divididos em dois grupos de acordo com a adesão: 
grupo de não-adesão e grupo adesão (subdividido em subgrupo adesão total e subgrupo adesão parcial). Resultados: A idade ao início do 
tratamento variou de 3,7 a 13,7 anos, o desvio mais frequente foi a esotropia, o tempo médio de oclusão foi de 5 a 7 horas por dia. Dos 220 
pacientes, 193 (87,7%) obtiveram adesão, 114 (51,8%) no subgrupo de adesão total e 79 (35,9%) no subgrupo de adesão parcial, e 27 não 
aderiram (12,3%). A não-adesão foi relacionada à história de epilepsia, maior taxa de suspensão do tratamento devido à ineficácia, maior 
taxa de evasão, menor recorrência e menor taxa de manutenção da oclusão profilática pós tratamento. A boa adesão foi relacionada à his-
tória familiar de estrabismo, maior taxa de recorrência e maior manutenção da oclusão profilática pós tratamento. Não houve relação entre 
não-adesão e mudanças nos horários de oclusão ou na equipe de atendimento durante o tratamento. Conclusão: A adesão ao tratamento 
oclusivo da ambliopia estrabísmica foi semelhante aos estudos que incluíram ambliopia refracional e estrabísmica e não se correlacionou a 
mudanças no tempo de oclusão ou na equipe de atendimento. A história familiar de estrabismo foi um fator de proteção.

Descritores:  Ambliopia; Distúrbios da visão; Estrabismo;  Adesão ao tratamento; Visão binocular
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Introduction

Amblyopia is a neurological disorder of vision affecting 
one or both eyes due to impaired development during the 
visual plasticity period. Among several possible causes of 

amblyopia, strabismus is the most frequent one.(1) The treatment 
of amblyopia should start before the age of 12 years, although it 
may still improve visual acuity in patients up to 17 years old not 
previously treated. (2)  Occlusion of the best eye (fellow eye) with 
an opaque patch is still the gold standard treatment for amblyopia 
in order to stimulate the amblyopic eye.(3)  The effectiveness of 
this treatment is influenced by factors such as compliance, length 
of treatment, and therapeutic regimens.(4) 

This study aimed to evaluate compliance with occlusion tre-
atment (patching) and the related factors in a population treated 
for strabismic amblyopia in a tertiary hospital in Midwestern, in 
Goiânia, GO, Brazil, from January 1st, 2011 to January 1st, 2017.

Methods

This retrospective, consecutive cohort study was carried out 
based on medical records of the hospital outpatients treated by 
ophthalmologists and residents in ophthalmology for amblyopia 
from January 1st, 2011 to January 1st, 2017. Occlusion was pres-
cribed as prophylactic or therapeutic treatment. The prophylactic 
treatment was performed in non-amblyopic patients at risk of de-
veloping the disorder, i.e. with strabismus, anisometropia, infantile 
cataract, or ptosis, one day in each eye, increasing the number of 
patching hours per day according to the age. In the therapeutic 
treatment, recommended for amblyopic patients, patching pres-
cription was different for each eye, occluding the fellow eye for 
more consecutive days according to the degree of amblyopia. In 
the routine of the institution, number of hours of occlusion was 
dictated by both age and severity of amblyopia, starting with 2 h 
of daily patching and increasing the dosage with age and severity 
up to 12 h per day. 

In the patients selected to this study, specifically, it was per-
formed in media 6 hours a day in those with visual acuity better 
than 20/40 (0.2 logMar or better), 7 hours a day in those with 
visual acuity between 20/40 and 20/100 (0.3 and 0.7 logMar), and 
8 hours in those with visual acuity worse than 20/100 (0,8 logMar 
or worse). The amblyopic eye was occluded for at least one day 
per week during the treatment to avoid reverse amblyopia(5) and 
the fellow eye was occluded in media 3 days in patients aged less 
than 4 years, 6 days in those between 4 and 7 years and 5 days in 
those above 7 years.

Inclusion criteria were: a. amblyopia: defined as the diffe-
rence of two lines between the best corrected visual acuity of both 
eyes in verbal children;(6) b. strabismus: defined as a deviation from 
binocular alignment(7) and classified as esotropia, exotropia, hyper 
or hypotropia, esotropia with hyper or hypotropia, exotropia 
with hyper or hypotropia;(8)  c. occlusion treatment: skin patch.(5)

Exclusion criteria were: a. organic low vision, defined as 
media opacities or fundoscopic changes;(6) b. treatment not con-
cluded at the end of the research period; c. incomplete or illegible 
description in the medical record; d. non-verbal children.

Follow-up visits were programmed on a case-by-case basis 
according to the age of the patient and severity of amblyopia. 
Corrected visual acuity of each eye and compliance reported 
by parents or legal guardians were evaluated at each follow-up 
visit, and results were measured by patient, not by eye.(9) The 

variables evaluated were: age (day/month/year of birth); date of 
each appointment from the beginning of the occlusion treatment 
until the last follow-up visit (day/month/year); gender (male/
female); origin (Goiânia/city in the interior of the state of Goiás/
other parts of Brazil); past medical history of patients; ametropia 
according to the Brazilian Council of Ophthalmology;(10) occlusion 
treatment (every follow-up visit); visual acuity: best corrected 
visual acuity at the beginning of treatment, at 6 months, and at 
the end of treatment. Visual acuity variation during treatment 
was classified as: improved (got better at least one line), stable 
(did not change), or worse (got worse at least one line despite the 
treatment). Visual acuity was measured in a 6-meter Snellen chart 
with clustered optotypes without correction and with correction 
in the first return after cycloplegia induced by 1% cyclopento-
late and 1% tropicamide. Refraction prescription followed the 
parameters of the Brazilian Society of Pediatric Ophthalmology.
(11)  The results were converted into logMar for the statistics 
analyses;(9,12,13) compliance reported by parents or legal guardians 
(14) was classified into three groups: less than 30 min of occlusion, 
doses reaching 30% to 80% off the prescribed period, and doses 
reaching about 100% off prescription;(13) the first one was named 
poor compliance group (PCG) and the sum of the last two ones 
was called compliance group (CG); the two parts of CG were 
named partial compliance subgroup (PCS) and full compliance 
subgroup (FCS), respectively; end of treatment was achieved when 
visual acuity ceased to improve in three consecutive follow-up 
visits, and it was classified as completion of treatment (patient 
improved visual acuity during treatment), suspension of treatment 
due to inefficacy (no improvement achieved), or evasion (patient 
missed follow-up visits).

Reproducibility studies showed that only a change in 
visual acuity of 0.2 logMar or more can be considered real.(15)  

Therefore, the visual acuity changes were calculated according 
to this criterion. Residual amblyopia, i.e. the difference between 
the final visual acuity of the fellow eye and that of the amblyopic 
eye, and the proportional improvement, i.e. the percentage of 
improvement in the amblyopic eye compared to the dominant eye, 
taking into account that the visual acuity of the latter corresponds 
to 100%, were calculated. Residual amblyopia of 0.0 logMar and 
proportional improvement of 100% represent the best possible 
outcome of occlusion treatments (6). Amblyopia severity was also 
evaluated, considering moderate amblyopia the corrected visual 
acuity of the worst eye between 20/40 and 20/100, mild amblyopia 
above 20/40, and severe amblyopia below 20/100.(6) 

The minimum sample size required for this study was 220 
patients with strabismic amblyopia who underwent occlusion 
treatment, calculated with a sampling error of 6,48%, at a 95% 
confidence interval, and significance at p < 0.05.(14-16) 

Variables presented as means of PCG and CG were com-
pared using the Student's t-test for independent data, whereas 
those of PCG and subgroups were compared using the one-way 
analysis of variance (ANOVA). Variables presented in absolute 
numbers in PCG and CG were compared using the Mann-Whitney 
U test, while those in PCG and subgroups were compared using 
the Chi-square test (or the Kruskal-Wallis test if any group had 
less than five patients in the comparison).

Data analysis was performed using the Statistical Package 
for Social Sciences (SPSS) for Windows version 21.0 (IBM Corp., 
Armonk, NY, USA), and statistical significance was set at p < 0.05.

This study was performed according to the principles of the 
Declaration of Helsinki (1964), and all national, state, and local 
laws or regulations. The research was approved by the Ethics Com-
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mittee in Human and Animal Medical Research of the Clinical 
Hospital of the Federal University of Goiás (Protocol no. 98/2016).

Results

Of the 2,974 outpatients treated from January 1th, 2011 to 
January 1th, 2017, 220 met the inclusion criteria and were selected. 
The sample was divided into two groups: PCG (n = 27) and CG (n 
= 193). CG was subdivided into PCS (n = 79) and FCS (n = 114) 
for statistical analyses (Figure 1).

The sociodemographic profile and baseline characteristics 
of the patients included in the study are shown in table 1. After 
prescription of occlusion treatment, 51,8% of the patients achie-
ved full compliance, 35,9% showed partial compliance, and 12,3% 
were in PCG. Women were 42.3% (p = 0.66), the mean age at the 
beginning of the treatment was 6.6 years (p = 0.12), 62.9% of the 
participants lived in Goiânia, and the most frequent deviation 
was esotropia (61.8%).

The age at the start of treatment vary from 3.7 to 13.75 years. 
The mean age at end of the treatment was the only statistically 
significant variable (p = 0.04): 9.11, 8.42, 7.81, and 8.13 years in 
PCG, CG, PCS, and FCS, respectively. Comparison between groups 
showed significance between PCG and CG (p = 0.03), as well as 
between PCG and FCS (p = 0.04). It means that Poor Compliance 
Group has a higher mean age at the end of treatment.

Left eyes were more frequently affected by amblyopia in all 

Figure 1: Study population sampling.

the groups (n = 122), and no statistical differences were observed 
between them. The mean refractions were +2.14 -0.55 70° in the 
right eye and +2.17 -0.80 52° in the left eye, with no statistical 
significance between groups.

The past medical history of the participants is shown in 
table 2. Strabismus surgery refer to these treatments during the 
period of patching. Patients accompanied by others were taken 
to the appointments by a legal guardian other than the father or 
mother. Statistical significance was found for epilepsy comparing 
PCG and CG (p = 0.01), and for epilepsy comparing PCG and 
the subgroups (p = 0.03).

Figure 2 shows the rates of evasion, suspension of treatment 
due to inefficacy, recurrence, and post-treatment maintenance 
in the study population, groups, and subgroups. Post-treatment 
maintenance refers to keeping prophylactic patching of each eye at 
least one day per week after cessation of amblyopia treatment to 
reduce the risk of recurrence.(5)  This rate was significantly higher 
in CG compared to PCG (p = 0.00) and also in PCG compared 
to the subgroups (p = 0.00).

The mean duration of treatment was 2 years for the patients 
in PCG and 2.1 years in CG (p = 0.66). The frequency of follow-up 
was 2.86 years in PCG and 3.62 years in CG (p = 0.13).

 During the amblyopia treatment, 78 patients required 
changes in patching schedule (n = 8 in PCG; n = 36 in PCS; n = 
34 in FCS), increasing or reducing hours or increasing or reducing 
days of occlusion, but no statistically significant difference was 
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Table 1
Sociodemographic profile and baseline characteristics of 220 participants 

presenting with strabismic amblyopia treated with occlusion  

Variable	 Total	 PCG	 PCS	 FCS	 CG	 PCG x subgroups	 PCG x CG

						      p value

Total population, n	 220	 27	 79	 114	 193		
Mean age at beginning, yrs	 6.6	 7.4	 6.1	 6.4	 6.2	 0.12	
Mean age at end, yrs	 8.4	 9.1	 8.4	 7.8	 8.1	 0.04*	 0.03*
Female, n	 94	 9	 38	 47	 85	 0.66	
Male, n	 129	 18	 41	 67	 108		
From Goiânia, n	 136	 18	 54	 64	 118	 0.15	
From the state of Goiás, n	 83	 9	 24	 50	 74		
From other states in Brazil, n	 1	 0	 0	 1	 1		
Esotropia (et), n	 137	 18	 49	 70	 119	 0.62	
Exotropia (xt), n	 32	 3	 14	 15	 29		
Hypo/hypertropia(ht), n	 2	 0	 1	 1	 2		
et + ht, n	 39	 4	 12	 23	 35		
xt + ht, n	 10	 2	 4	 4	 8		
Nistagmus, n	 0	 0	 0	 0	 0		
PCG = poor compliance group; PCS = partial compliance subgroup; FCS = full compliance subgroup; CG = compliance group.
Statistically significant difference between groups (p < 0.05). Frequencies followed by the asterisk (*) differ statistically by the Student's t-test for 
independent data (PCG x CG) or ANOVA (PCG x FCS x PCS) in case of variables presented as means. Variables presented in absolute numbers 
in PCG and CG were compared using the Mann-Whitney U test, while those in PCG and subgroups were compared using the Chi-square test (or 
Kruskal-Wallis test if any group had less than five patients).

Table 2
Past medical history of 220 participants presenting with strabismic amblyopia treated with occlusion  

Variable	 Total	 PCG	 PCS	 FCS	 CG	 PCG x subgroups	 PCG x CG
						      p value

Pre-treatment occlusion, n	 64	 6	 24	 34	 58	 0.18	 0.66
Previous amblyopia treatment, n	 31	 7	 11	 13	 24	 0.20	 0.11
Strabismus in the family, n	 30	 1	 11	 18	 29	 0.10	 0.06
Neurological delay, n	 17	 0	 4	 7	 11	 0.28	 0.12
Prematurity, n	 9	 1	 4	 4	 8	 0.87	 0.60
Strabismus surgery, n	 11	 1	 5	 5	 10	 0.80	 0.65
Accompanied by others, n	 3	 0	 1	 2	 3	 0.56	 0.45
Genetic syndromes, n	 4	 0	 3	 1	 4	 0.27	 0.45
Mother with
Toxoplasmosis, n	 1	 0	 0	 1	 1	 0.61	 0.71
Amblyopia in the family, n	 1	 0	 0	 1	 1	 0.61	 0.71
Twinning, n	 1	 0	 0	 1	 1	 0.61	 0.71
Epilepsy, n	 1	 1	 0	 0	 0	 0.03*	 0.01*
PCG = poor compliance group; PCS = partial compliance subgroup; FCS = full compliance subgroup; CG = compliance group.
Statistically significant difference between groups (p < 0.05). Frequencies followed by the asterisk (*) differ statistically by the Mann-Whitney U test 
(PCG x CG), while those in PCG and subgroups were compared using the Chi-square test (or Kruskal-Wallis test if any group had less than five patients).

Table 3
Amblyopia classification per group at beginning, 6months and end of occlusive treatment of the study population

Amblyopia classification	 Mild	 Moderate	 Severe
	 start	 6 months	 end	 start	 6 months	 end	 start	 6 months	 end
Poor compliance group	 9	 9	 10	 13	 13	 12	 5	 5	 5
Compliance group	 53	 96	 125	 62	 62	 42	 61	 35	 26
Partial compliance subgroup	 15	 29	 45	 39	 38	 27	 25	 12	 7
Full compliance subgroup	 38	 67	 80	 40	 24	 15	 36	 23	 19
Amblyopia classification regards visual acuity: mild amblyopia - visual acuity better than 20/40 (0.2 logMar or better), moderate amblyopia - visual 
acuity between 20/40 and 20/100 (0.3 and 0.7 logMar), and severe amblyopia - visual acuity worse than 20/100 (0,8 logMar or worse). Start refers to 
beginning of occlusive treatment, 6 months refers to 6 months of treatment and end refers to treatmens end
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found between groups (p = 0.32). The most frequent changes 
in patching schedule were increased number of days of right 
eye occlusion (34.7%) and increased number of days of left eye 
occlusion (14.8%).

Although 52 patients experienced changes in patients’ care 
team during treatment (n = 9 in PCG; n = 18 in PCS; n = 25 in 
FCS), their compliance was similar to that achieved by those that 
had the same team until the end of the follow-up period (p = 0.24).

Visual acuity was measured in each return and it was used to 
determine the depth of amblyopia in each group, as described in 
table 3, at the beginning, at 6 months and at the end of treatment. 

It also allows to determine the perceptual of patients in 

each group classified as mild, moderate and severe amblyopia at 
the beginning, at 6 months and at the end of treatment, as show 
in figure 3.

The visual acuity values of amblyopic eye at beginning, 6 
months and end allow to classify the patients in improvement or 
worsening, if they had better visual acuity during the study period 
or worse. Figure 4 shows the percentages of amblyopic-eye acuity 
improvement and worsening for each study group at 6 months and 
at the end of treatment. A statistically significant difference was 
found for visual acuity improvement at 6 months and at the end 
of treatment comparing PCG to all the other groups (p = 0.00).

Worsening of amblyopic eye visual acuity was significantly 
different in PCG compared to CG and FCS at the end of treatment 
(p = 0.00). Amblyopia at the beginning of treatment was moderate 
in 75 (42.1%) of the patients, mild in 62 (29.1%), and severe in 66 
(28.7%). No significant difference was observed between groups 
regarding severity of amblyopia. The improvement of 0.2 logMar 
or more in visual acuity was lower in PCG compared to all the 
other groups from the beginning to the end of treatment (p = 0.01 
compared to CG; p = 0.047 compared to subgroups). 

The visual acuity values also permitted to calculate residual 
amblyopia, by difference between the final visual acuity of the 
fellow eye and that of the amblyopic eye, and the proportional 
improvement, by the percentage of improvement in the amblyopic 
eye compared to the dominant eye, taking into account that the 
visual acuity of the latter corresponds to 100%.(6) Significant 
improvement was achieved comparing PCG and CG (p = 0.00), 
as well as PCG and FCS (p = 0.00) for patients that reached the 
end of the treatment with similar visual acuity in the previously 
amblyopic eye and in the fellow eye, achieving zero residual am-
blyopia and a 100% improvement. In PCG two patients reached 
this improvement compared to 121 in CG (n = 42 in PCS; n = 79 
in FCS). It means that 123 patients end the treatment with equal 
visual acuity in both eyes.

The mean residual amblyopia for each group was higher 
in PCG compared to all the other groups (p = 0.01 compared to 
the subgroups; p = 0.02 compared to CG). The mean proportional 
improvement was statistically significant comparing PCG to CG 
and to FCS (p = 0.00 and p = 0.01, respectively), but not compared 
to PCS (p = 0.22).

Discussion

In the present study, compliance was 87.7%, with 51.8% 
of the patients achieving full compliance. These rates are higher 
than those found in other studies (33–73.5%), (6, 9, 16,17)  and close 
to the result reported by Arakaki at al.(17) (73.5%). This variation 
may be partially explained by the diversity of methods used for 
assessing what is considered compliance.

The division of this study group was based on Wallace et al. (9) 
and they reported a 44% compliance rate with electronically 
monitored occlusion therapy. Considering that Stewart et al.(14) 

found out that electronically monitored compliance was half of 
the reported compliance, in their study the reported compliance 
would be 88%, compatible with our findings.

Another important relation between electronically monito-
red and reported compliance is that some patients of PCS in our 
study could actually be part of PCG and cause a bias. In FCS it 
could not occur, because the lowest compliance rate was 80%. The-
refore, monitored compliance would be at least 40% in FCS and 
these patients would still be considered compliant. To avoid this 
possibility of bias, we performed statistical analysis per subgroup.

Figure 2: Evasion, suspension of treatment due to inefficacy, recur-
rence, and post-treatment maintenance rates of the study population.

Figure 3: Amblyopia classification perceptual rates of the study 
population per group.

Figure 4: Amblyopic-eye acuity improvement and worsening for 
each study group at the beginning of treatment, at 6 months, and at 
the end of treatment.
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History of epilepsy were related to compliance and remai-
ned statistically significant comparing PCG and FCS (p = 0.01). 

Evasion rate was 9% and suspension of treatment due to 
inefficacy was 18.3%, both directly related to poor compliance (p 
= 0.00 for both). Recurrence rate was 17.6% and it was higher in 
CG. This result is above the recurrence rates observed by Holmes 
at al.(4): 14% for patients that progressively reduced the occlusion 
treatment and 42% for those that abruptly stopped the treatment.

Maintenance of prophylactic patching after the end of 
treatment was significantly higher in CG compared to PCG (p = 
0.001). In this study, no positive relationship was found between 
a lower frequency of review assessments as described by Wallace 
et al.(9)  The mean treatment period was 2 years, similar to that 
reported by Gonçalves et al.(18)

The possible correlations between compliance and patients’ 
care team were evaluated taking into account changes in number 
of patching hours or days and changes in patients’ care team 
during treatment. To the best of our knowledge, this is the first 
study seeking for possible correlations between compliance and 
patients’ care team. Neither changes in patients’ care team (p = 
0.24) nor changes in number of patching hours or days, either 
decreasing or increasing the number of days or hours (p = 0.32), 
affected compliance.

Improvements in visual acuity were significantly lower 
in PCG compared to all the other groups and remained after 
6 months, which is compatible with other results (6), despite the 
differences in occlusion schedules. Worsening of amblyopic eye 
visual acuity was significant only comparing PCG to FCS. A pos-
sible explanation is the bias of reported compliance described 
before, which could have made PCS and PCG more homogeneous.

An average improvement of 0.33 logMar was observed 
in CG, and an even higher improvement occurred in FCS (0.35 
logMar). These improvements are similar to that of MOTAS (6) 

(0.35 logMar).
As suggested by Stewart at al. [16], we also measured a chan-

ge in visual acuity of 0.2 logMar or more in the analysis of visual 
acuity improvement. And this change was significant comparing 
PCG to all the other groups in the interval from the beginning to 
the end of the treatment in the present study.

Residual amblyopia and the proportional improvement 
were calculated (6), and a significant improvement was found 
comparing patients who achieved zero residual amblyopia and a 
100% improvement in PCG and those in CG (p = 0.00).

The initial mean age was 6.6 years and the final mean age 
was 8.4 years, similar to the age bands studied by other authors.(1,15) 
Age at the end of treatment was significantly higher in PCG as 
demonstrate in Table 1 (9.1 years; p = 0.04). The same was found 
by Wallace et al.(9) in a European population and demonstrates 
that the treatment can be prolonged due to lack of compliance.

Esotropia was more frequent in the study population than 
in other ones.(8, 18, 19) Few studies have been conducted to evaluate 
compliance with occlusion treatment for amblyopia in Brazil. 
Even in studies that evaluated compliance in other populations 
around the world, amblyopia cases included strabismus, aniso-
metropia, and mixed amblyopia.(9,20) This fact could create a bias, 
because they are grouping together amblyopia cases of different 
etiologies, which could interfere in the treatment. In patients with 
anisometropia, the cause of amblyopia is treated with glasses 
before the use of occlusive therapy. In contrast, strabismus is not 
treated before occlusion in patients with strabismic amblyopia. 
Therefore, in cases of strabismic amblyopia, the amblyopia me-
chanism is still there during patching and grouping it with aniso-

metropia could generate unreliable results. This study presented 
a differential for analyzing only cases of strabismic amblyopia.

Conclusion

In conclusion, poor compliance was significantly related to a 
higher mean age at the end of treatment, higher evasion rate, higher 
rate of suspension of treatment due to inefficacy, lower recurrence, 
and lower rate of maintenance of prophylactic occlusion after treat-
ment. The following variables did not interfere with compliance: age 
at the beginning of treatment, frequency of follow-up visits, origin, 
prophylactic occlusion prior to treatment, changes in patients’ care 
team during occlusion treatment, changes in number of patching 
hours or days (occlusion schedules), or being accompanied by 
parents or legal guardians in follow-up visits.
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