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Follow-up at Age 10 Years

Pediatric Eye Disease Investigator Group*

Objective: To determine the visual acuity outcome at
age 10 years for children younger than 7 years when en-
rolled in a treatment trial for moderate amblyopia.

Methods: In a multicenter clinical trial, 419 children
with amblyopia (visual acuity, 20/40-20/100) were ran-
domized to patching or atropine eyedrops for 6 months.
Two years after enrollment, a subgroup of 188 children
entered long-term follow-up. Treatment after 6 months
was at the discretion of the investigator; 89% of chil-
dren were treated.

Main Outcome Measure: Visual acuity at age 10 years
with the electronic Early Treatment Diabetic Retinopa-
thy Study test.

Application to Clinical Practice: Patching and atro-
pine eyedrops produce comparable improvement in vi-
sual acuity that is maintained through age 10 years.

Results: The mean amblyopic eye acuity, measured in

169 patients, at age 10 years was 0.17 logMAR (loga-
rithm of the minimum angle of resolution) (approxi-
mately 20/32), and 46% of amblyopic eyes had an acuity
of 20/25 or better. Age younger than 5 years at entry into
the randomized trial was associated with a better visual
acuity outcome (P� .001). Mean amblyopic and sound
eye visual acuities at age 10 years were similar in the origi-
nal treatment groups (P=.56 and P=.80, respectively).

Conclusions: At age 10 years, the improvement of the
amblyopic eye is maintained, although residual ambly-
opia is common after treatment initiated at age 3 years
to younger than 7 years. The outcome is similar regard-
less of initial treatment with atropine or patching.

Trial Registration: clinicaltrials.gov Identifier:
NCT00000170
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A MBLYOPIA IS A LEADING

cause of monocular vi-
sual impairment.1,2 Treat-
ments such as refractive
correction, patching, and

atropine eyedrops to the sound eye have
been shown to improve the visual acuity
of the amblyopic eye.3-5 Regression oc-
curs in some patients after cessation of
treatment for amblyopia, thereby reduc-
ing the lifetime benefit of therapy.6-12 Long-
term outcome data after completion of am-
blyopia treatment are limited.

The Pediatric Eye Disease Investigator
Group (PEDIG) conducted a random-
ized trial that compared patching (6 hours
to full-time daily in the sound eye) with
atropine (1% daily in the sound eye) as
treatment for moderate amblyopia (vi-
sual acuity, 20/40-20/100) in children
younger than 7 years.3 After 6 months, ap-
proximately 3 logMAR (logarithm of the

minimum angle of resolution) lines of im-
provement in the visual acuity of the am-
blyopic eyes were present in both treat-
ment groups. After the initial 6-month
treatment phase, the investigators, at their
discretion, could switch, combine, or ad-
just the dosage of treatments. Between 6
months and 2 years, additional visual acu-
ity improvement occurred in both origi-
nal treatment groups, averaging 0.7 log-
MAR line. However, only 50% of
amblyopic eyes had a visual acuity of 20/25
or better at the 2-year outcome.13 In this
report, we evaluate the visual acuity of the
amblyopic and sound eyes and stereoacu-
ity in the children from this trial when ex-
amined at age 10 years.

METHODS

The full study protocol has been detailed in
prior publications.3,13 A brief summary of the
protocol follows. Eligibility criteria for the ran-
domized trial included age younger than 7
years, visual acuity in the amblyopic eye of

See also page 1071
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Group Information: A complete
list of the members of the
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on page 1043.
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20/40 to 20/100, visual acuity in the sound eye of 20/40 or bet-
ter, interocular acuity difference of 3 or more logMAR lines,
and the presence or history of an amblyogenic factor that met
study-specified criteria for strabismus and/or anisometropia.3

Children were randomized to either patching (6 hours to
full-time every day at investigator discretion) or atropine (1%,
1 drop once daily). During the first 6 months, the children main-
tained their randomized treatment. A protocol-specified masked
outcome examination was conducted 6 months after random-
ization. Between 6 months and 2 years, the protocol allowed
amblyopia treatment at investigator discretion but specified that
patients were to be examined at least once every 6 months, with
another masked outcome examination performed 2 years af-
ter randomization.

At the 2-year visit, parents of patients from a subset of par-
ticipating sites (those with �5 patients enrolled and continu-
ing with other PEDIG protocols) were invited to enter a long-
term extension phase. The protocol and informed consent forms
were approved by institutional review boards. Study oversight
was provided by an independent data and safety monitoring
committee. Written informed consent was obtained from the
parent or guardian to continue follow-up with annual exami-
nations through age 10 years and a future examination at age
15 years. All treatment prescribed during this phase was de-
termined by the investigator. A total of 188 patients consented
to participate in the extension phase. Testing at the age 10 years
examination included measurement of visual acuity, cyclople-
gic refraction (if not measured within the prior 6 months), as-
sessment of ocular alignment using the simultaneous prism and
cover test at distance and near fixation, and an assessment of
stereoacuity with the Randot Preschool Stereoacuity Test (Ste-
reo Optical Company, Chicago, Illinois).

VISUAL ACUITY TESTING

Visual acuity was measured by a study-certified vision tester
with an electronic modification of the testing protocol devel-
oped for the Early Treatment Diabetic Retinopathy Study
(E-ETDRS).14 Acuity testing was repeated if the visual acuity
score was worse than 20/20 (�83 letters) and there was a
difference between the cycloplegic refraction and the correc-
tion used for testing that met 1 or more of the following: (1)
a 0.25-diopter (D) or greater increase in hyperopia, (2) a
0.25-D or greater increase in myopia, (3) a 0.25-D or greater
change in cylinder power, (4) a 10° or greater change in
axis, or (5) an increase in hyperopia or a decrease in myopia
that would lead the investigator to change the patient’s
refractive correction.

During the initial phase of the study (through 2 years of follow-
up), visual acuity was measured with the single-surrounded HOTV
Amblyopia Treatment Study protocol.15 To explore the differ-
ence in the visual acuity measured with the HOTV and E-
ETDRS methods, at the first post–2-year visit, visual acuity was
measured by both methods on the same day in 142 patients. The
mean age at testing was 9.0 years (age range, 5.6-11.9 years). The
amblyopic eye visual acuity was the same on both tests in 55 pa-
tients (39%), 1 line better with HOTV in 46 (32%), 2 or more
lines better with HOTV in 29 (20%), 1 line better with E-ETDRS
in 10 (7%), and 2 or more lines better with E-ETDRS in 2 (1%).
The sound eye visual acuity was the same in 82 patients (58%),
1 line better with HOTV in 40 (28%), 2 or more lines better with
HOTV in 5 (4%), 1 line better with E-ETDRS in 13 (9%), and 2
or more lines better with E-ETDRS in 2 (1%). The interocular
difference was the same in 50 patients (35%), 1 line smaller with
HOTV in 45 (32%), 2 or more lines smaller with HOTV in 21
(15%), 1 line smaller with E-ETDRS in 21 (15%), and 2 or more
lines smaller with E-ETDRS in 5 (4%).

STATISTICAL ANALYSES

Differences in patient characteristics for those participating in
the extension study vs those not participating were evaluated
to discover potential bias. Amblyopic eye and sound eye vi-
sual acuity was compared between randomized treatment groups
as a continuous variable in analysis of covariance models ad-
justed for baseline acuity. A logistic regression model was used
to compare the proportions of eyes in each treatment group with
amblyopic eye visual acuity of 20/25 or better. Seven patients
who completed the age 10 years outcome examination but had
visual acuity tested with a method other than the E-ETDRS pro-
tocol were not included in the primary visual acuity analysis.
An analysis that included the visual acuity data from the 7 pa-
tients produced results similar to the primary analysis (data not
shown). The exact Wilcoxon rank sum test was used to com-
pare stereoacuity scores in the treatment groups.

Change in interocular acuity difference between the 6-month
and 2-year postrandomization examinations and between the
2-year postrandomization examination and the age 10 years ex-
amination was evaluated with paired-sample t tests. The asso-
ciations between amblyopic eye visual acuity at the age 10 years
outcome and baseline variables (cause of amblyopia, age at ran-
domization, and prior treatment) were evaluated in analysis of
covariance models that adjusted for baseline visual acuity, with
the age 10 years visual acuity score as the dependent variable.

RESULTS

The age 10 years examination was completed by 176 of the
188 patients (94%). Their mean age was 5.2 years (age range,
2.6-6.9 years) at enrollment and 10.3 years (age range, 9.2-
11.9 years) at the age 10 years examination; 41% were fe-
male. The mean visual acuity of the amblyopic eyes at en-
try into the randomized trial was 0.53 logMAR
(approximately 20/63), with a mean interocular differ-
ence in acuity of 4.5 lines. The cohort was comparable to
randomized patients who did not participate in the exten-
sion study in terms of age, race, sex, cause of amblyopia
(anisometropia, strabismus, or a combined mechanism),
baseline visual acuity in the amblyopic and sound eyes, base-
line interocular acuity difference, baseline mean spherical
equivalent refractive error, prior treatment before random-
ization, and randomized treatment group. However, pa-
tients who participated in the extension study had better
amblyopic eye visual acuity at the 2-year outcome exami-
nation than patients who did not participate in the exten-
sion study (mean logMAR acuity, 0.14 vs 0.19).

TREATMENT PRESCRIBED

Between the 6-month examination and the age 10 years ex-
amination, 89% of the children were prescribed some form
of amblyopia treatment other than spectacles for at least
part of the time. For 66% of the children who were treated,
no treatment other than the treatment assigned through
randomization was prescribed (ie, patching was the only
treatment prescribed for those randomized to the patch-
ing group and atropine was the only treatment prescribed
for those randomized to the atropine group). Of the pa-
tients, 33% received the alternative treatment (ie, random-
ized to patching but prescribed atropine after the 6-month
examination or randomized to atropine but prescribed
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patching). At the age 10 years examination, 88% of chil-
dren had received no treatment for amblyopia within the
prior year, 4% had received patching, 5% had received at-
ropine or other pharmacologic penalization, and 3% re-
ported receiving both atropine and patching.

VISUAL ACUITY AT THE AGE 10 YEARS
EXAMINATION

At the age 10 years examination, visual acuity was mea-
sured according to protocol in 169 patients (90% of those
enrolled). The mean amblyopic eye acuity was 0.17 log-
MAR (approximately 20/32), and 46% of amblyopic eyes
had an acuity of 20/25 or better. The mean sound eye
acuity was −0.03 logMAR (approximately 20/20), and the
mean interocular acuity difference was 0.2 logMAR (2.0
lines), with 64% of children having an interocular acu-

ity difference of more than 1 line. The mean interocular
acuity difference measured with HOTV was similar at 6
months and at 2 years (1.7 vs 1.6 lines; P=.55) but was
slightly larger at age 10 years when measured with the
E-ETDRS at age 10 years compared with at 2 years (2.0
lines, P� .001) (Table 1).

Amblyopic eye visual acuity was similar in the 2 origi-
nal treatment groups (difference in visual acuity be-
tween the treatment groups adjusted for baseline acuity
was −0.01 logMAR; 95% confidence interval, −0.06 to
0.03) (Table 2). The amblyopic eye had an acuity of
20/25 or better in 42% of patients originally prescribed
patching and in 49% of patients originally prescribed at-
ropine (P=.74) (Table 2). The mean sound eye acuity was
−0.03 logMAR in each group (approximately 20/20), and
the difference between the treatment groups adjusted for
baseline acuity was 0 logMAR (95% confidence inter-
val, −0.03 to 0.02; P=.80).

Younger age at entry into the randomized trial was
associated with a better amblyopic eye visual acuity at
age 10 years. The mean visual acuity at the age 10 years
examination was 0.14 (approximately 20/25−2) in the
68 patients younger than 5 years at randomization com-
pared with 0.20 (approximately 20/32) in the 101
patients 5 years or older at randomization (P� .001);
57% of the patients younger than 5 years at randomiza-
tion tested 20/25 or better compared with 38% of
patients 5 years or older at randomization (P=.004). No
apparent relation was found between cause of ambly-
opia (strabismus, anisometropia, or a combined mecha-
nism) and the age 10 years outcome visual acuity
(P=.83).

STEREOACUITY AT THE AGE
10 YEARS EXAMINATION

The median stereoacuity at the age 10 years examina-
tion, measured with the Randot Preschool Stereoacuity
Test, was 400 arc seconds among all patients and 100 arc
seconds among patients classified at baseline as having

Table 1. Interocular Acuity Difference From Randomization to the Age 10 Years Examination

Distribution of
Interocular Acuitya

No. (%) of 169 Patients

At
Randomization

HOTV Testing at
6-mo Outcome

HOTV Testing at
2-y Outcome

E-ETDRS Testing
at the Age of 10 y

�3 169 (100) 47 (28) 45 (27) 55 (33)
2 NA 45 (27) 27 (16) 40 (24)
1 NA 38 (22) 53 (31) 51 (30)
0 NA 27 (16) 31 (18) 20 (12)
−1 NA 6 (4) 11 (7) 1 (1)
−2 NA 4 (2) 2 (1) 2 (1)
�−3 NA 2 (1) 0 0
logMAR lines, mean (SD) 4.5 (1.4) 1.7 (1.7) 1.6 (1.7) 2.0 (1.6)

Abbreviations: E-ETDRS, electronic modification of the testing protocol developed for the Early Treatment Diabetic Retinopathy Study; logMAR, logarithm of the
minimum angle of resolution; NA, not applicable.

aAt 6 months and 2 years after randomization, visual acuity was measured with the HOTV Amblyopia Treatment Study visual acuity testing protocol. At the age
10 years examination, visual acuity was measured with the E-ETDRS protocol. Seven patients measured with techniques other than E-ETDRS at the age 10 years
examination are excluded from this table. When the HOTV Amblyopia Treatment Study protocol was used, interocular acuity was calculated as the difference
between the amblyopic eye and sound eye logMAR line acuities, whereas at the age of 10 years when E-ETDRS was used, the interocular acuity was calculated as
the difference between the amblyopic eye and sound eye letter scores, rounded to the nearest logMAR line.

Table 2. Visual Acuity of Amblyopic Eyes
at the Age 10 Years Examinationa

Visual Acuity
by Snellen Equivalent

Overall
(n = 169)b

Patching
Group

(n = 85)c

Atropine
Group

(n = 84)b

�20/50 94 95 93
�20/40 87 85 89
�20/32 74 69 79
�20/25 46 42 49
�20/20 22 16 29
�20/16 4 1 6

aData are given as percentage of each group. The mean (SD) logMAR
overall was 0.17 (0.15); in the patching group, 0.19 (0.14); and in the
atropine group, 0.16 (0.16). The difference between randomized treatment
groups in mean logMAR acuity at the age 10 years examination adjusted for
baseline visual acuity in analysis of covariance model was −0.01 (95%
confidence interval, −0.06 to 0.03). A positive difference indicates that the
mean patching group scores were better than the mean atropine group
scores.

bSeven patients were tested with other methods of acuity testing not in
listed in the table (5 with HOTV testing 20/20, 20/25 [n = 2], 20/32, and
20/40 and 2 with Snellen testing 20/20 and 20/25).

cTreatment group at randomization.

(REPRINTED) ARCH OPHTHALMOL / VOL 126 (NO. 8), AUG 2008 WWW.ARCHOPHTHALMOL.COM
1041

©2008 American Medical Association. All rights reserved.
 on January 3, 2010 www.archophthalmol.comDownloaded from 

http://www.archophthalmol.com


purely anisometropic amblyopia. Results were similar in
the 2 treatment groups (P=.87 overall and P=.78 for pa-
tients with anisometropic amblyopia) (Table 3).

COMMENT

Most of the improvement with patching or atropine treat-
ment appears to be maintained until age 10 years. How-
ever, approximately half of children with moderate am-
blyopia (visual acuity, 20/40-20/100) initially treated at
age 3 years to younger than 7 years have mild residual
amblyopia at age 10 years (visual acuity, �20/25). Out-
comes were similar in the original treatment groups of
atropine and patching.

The outcome was slightly better in patients who were
aged 3 years to younger than 5 years at enrollment com-
pared with those aged 5 years to younger than 7 years.
This outcome could be because younger age at initia-
tion of treatment might be advantageous if plasticity de-
creases with age or a shorter duration of amblyogenic in-
sult might reduce the severity of the effect on the visual
sensory system. We had not observed an age relation-
ship at younger ages in the full randomized cohort,3,13

and it is possible that the apparent age effect at the age
10 years examination in our limited cohort may be be-
cause of chance. We intend to evaluate this effect again
at the final age 15 years examination.

Our study design included measurement of stereoa-
cuity to determine whether the amblyopia treatments had
different effects on the development of binocularity. Si-
mons et al16 suggested a beneficial effect for atropine in
a nonrandomized study using various atropine dosages.
Conversely, Kushner17 has voiced concern about a pos-
sible negative effect of persistent cycloplegia on binocu-
larity. At the age 10 years outcome examination, we found
no difference in stereoacuity outcome between children
originally treated with patching and those originally
treated with atropine, whether analyzed overall or when
the analysis was restricted to the children with pure an-
isometropic amblyopia.

At age 10 years, many children had residual ambly-
opia despite careful treatment and follow-up within a clini-

cal trial. No standardized approach to treatment for re-
sidual amblyopia was used by study investigators during
the follow-up. In a future trial, we intend to investigate
the management of residual amblyopia to determine
whether increased intensity of treatment, including com-
bined therapies, would further reduce the visual acuity
deficit in the amblyopic eye.

Recurrence of amblyopia has been commonly re-
ported after reduction or cessation of amblyopia treat-
ment. During the first year after treatment reduction, rates
of recurrence of 24% to 27% have been reported.12,18,19

With longer follow-up, higher recurrence rates of up to
58% have been reported.9,10,20-22 Between the 6-month and
age 10 years examinations of our clinical trial, 89% of
patients were treated for some period. However, 88% of
the children received no treatment during the year be-
fore the age 10 years examination. Because children were
treated at investigator discretion, including use of spec-
tacles after the initial treatment episode, our data can-
not be used to estimate the chance of recurrence when
all therapy is discontinued. In addition, we cannot di-
rectly compare our measurements of visual acuity at the
earlier study visits (6 months and 2 years after random-
ization) with those at the age 10 years examination be-
cause different methods were used to measure visual acu-
ity. Although the interocular difference was greater at the
age 10 years examination using the E-ETDRS protocol
than at the 2-year examination using the HOTV Ambly-
opia Treatment Study protocol, our data directly com-
paring the 2 methods (see the “Visual Acuity Testing”
subsection of the “Methods” section) suggest that this
difference was because of the different testing methods
and not a true worsening of visual acuity.

In our previous report,3 after 6 months of treatment,
more patients in the atropine-treated group than in the
patching group had a transient reduction in visual acu-
ity of the sound eye. We concluded that some of this re-
duction was likely due to persistent cycloplegia and in-
correct spectacle correction when the visual acuity was
measured.3 Once the problem was recognized, the sound
eye testing protocol was revised to increase the time not
taking atropine to 2 weeks before sound eye visual acu-

Table 3. Stereoacuity Testing at the Age 10 Years Examinationa

Randot Preschool
Stereoacuity Test Score,
Arc Seconds

All Patients, Cumulative %
Patients With Anisometropic Amblyopia,

Cumulative %b

Overall
(n = 152)

Patching
Group

(n = 76)c

Atropine
Group

(n = 76)c
Overall
(n = 63)

Patching
Group

(n = 37)c

Atropine
Group

(n = 26)c

�800 59 58 61 84 84 85
�400 53 57 50 79 84 73
�200 42 43 41 63 65 62
�100 33 34 32 54 51 58
�60 18 17 18 30 24 38
40 11 13 9 19 19 19

aThe P values from the Wilcoxon rank sum test for difference in distribution between treatment groups were .87 for all patients and .78 for patients with
anisometropic amblyopia.

b Includes only patients who met the criteria for anisometropic amblyopia at enrollment.
cTreatment group assigned to at randomization.
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ity testing. The sound eye acuity difference by treat-
ment group was not observed at either the 2-year out-
come visit13 or the age 10 years examination.

Our results are subject to potential selection bias in
that patients who participated had better amblyopic eye

visual acuity at the 2-year outcome examination than pa-
tients who did not participate (approximately 3 letters
on average better). As a result, our observed amblyopic
eye acuity at the age of 10 years may be slightly overes-
timated. We could not identify other sources of bias to

Pediatric Eye Disease Investigator Group (PEDIG)

Clinical Sites

Clinical sites that participated in the extension study are listed in order by number of patients in the extension study (the
number of patients is noted in parentheses after the site location). Personnel are listed as (I) for investigator, (C) for coor-
dinator, and (V) for visual acuity tester. An asterisk indicates the center received support used for this project from an un-
restricted grant from Research to Prevent Blindness Inc, New York, New York.

Pediatric Ophthalmology of Erie, Erie, Pennsylvania (23): Nicholas A. Sala (I), Rhonda M. Hodde (C); Stephen R. Glaser,
MD, PC, Rockville, Maryland (18): Stephen R. Glaser (I), Jenifer A. Aventuro Luck (I), Paige E. Glaser (C), Jill E. Mason (V),
Kelly A. Sirk (V); Pediatric Ophthalmology and Strabismus Associates, Providence, Rhode Island (17): David Robbins Tien (I),
Myra B. McGuinness (C), Heidi C. Christ (C), Brenda G. Toro (V); Ophthalmic Associates, Anchorage, Alaska (16): Robert W.
Arnold (I), Mary Diane Armitage (C); Alberta Children’s Hospital, Calgary, Alberta, Canada (15): William F. Astle (I), Anna
L. Ells (I), Heather J. Peddie (C, V), April D. Ingram (C), Charlene D. Gillis (V), Cheryl R. Hayduk (V), Catriona I. Kerr (V);
Wilmer Institute, Baltimore, Maryland (13)*: Michael X. Repka (I), Alex X. Christoff (C), Carole R. Goodman (C), Xiaonong
Liu (C); Southern California College of Optometry, Fullerton (11): Susan A. Cotter (I), Carmen N. Barnhardt (I), Raymond H.
Chu (I), Monique M. Nguyen (I), Susan M. Shin (I), Susan Parker (C); Pediatric Ophthalmology, P. A., Dallas, Texas (11):
David R. Stager Sr (I), Priscilla M. Berry (I), Mary K. Alters (C), Joost Felius (C), Alexia B. Perez (V); Texas Children’s Hos-
pital, Houston (6): Evelyn A. Paysse (I), David K. Coats (I); Medical College of Wisconsin, Milwaukee (6)*: Jane D. Kivlin (I),
Mark S. Ruttum (I), Veronica R. Picard (C); Mayo Clinic, Rochester, Minnesota (6)*: Jonathan M. Holmes (I), Jan M. Sease
(C), Rebecca A. Nielsen (C), Julie A. Holmquist (V), Rose M. Kroening (V), Marna L. Levisen (V), Debbie M. Priebe (V),
Julie A. Spitzer (V); Eye Care Group, PC, Waterbury, Connecticut (5): Andrew J. Levada (I), Tabitha L. Walker (C), Cheryl
Schleif (C), Lisa A. Marcil (V), Nicole G. Rannazzisi (V); University of Alabama at Birmingham School of Optometry (4): Rob-
ert P. Rutstein (I), Wendy L. Marsh-Tootle (I), Cathy H. Baldwin (C); Pediatric Ophthalmology, P. C., Grand Rapids, Michigan
(4): Patrick J. Droste (I), Robert J. Peters (I), Jan Hilbrands (C), Sandra K. Rogers (V); University of Minnesota, Minneapolis
(4)*: C. Gail Summers (I), Stephen P. Christiansen (I), Ann M. Holleschau (C), Sara J. Downes (V), Kathy M. Hogue (V),
Jane D. Lavoie (V), Kim S. Merrill (V); Vanderbilt Eye Center, Nashville, Tennessee (4)*: Sean Donahue (I), Kamila M. Kinder
(C), Christine C. Franklin (C), Sandy A. Owings (C), Ron Biernacki (V), Neva Fukuda (V); Casey Eye Institute, Portland,
Oregon (4)*: David T. Wheeler (I), Kimberley A. Beaudet (C), Paula K. Rauch (C); Cardinal Glennon Children’s Hospital, St
Louis, Missouri (4): Oscar A. Cruz (I), Bradley V. Davitt (I), Emily A. Miyazaki (C); University of Iowa Hospitals and Clinics, Iowa
City (3): Ronald V. Keech (I), Richard J. Olson (I), William E. Scott (I), Wanda I. Ottar Pfeifer (C); The Permanente Medical Group,
Sacramento, California (3): James B. Ruben (I), Dipti Desai (C), Sue Ann Parrish (C); Grene Vision Group, Wichita, Kansas (3):
Charles R. Whitfill (I), David A. Johnson (I); The Ohio State University, Columbus (2): Marjean T. Kulp (I), Freda D. Dallas (C);
University of Texas Southwestern Medical Center, Dallas (2): David R. Weakley Jr (I), Clare L. Dias (C); Family Eye Group, Lan-
caster, Pennsylvania (2): David I. Silbert (I), Noelle S. Matta (C), Alyson B. Keene (V), Michelle M. Lindsey (V); and Eastern
Virginia Medical School, Norfolk (2): Earl R. Crouch Jr (I), Gaylord G. Ventura (C), Kristen D. Ruark (V).

PEDIG Coordinating Center, Tampa, Florida

Roy W. Beck, Brian D. Becker, Nicole M. Boyle, Christina M. Cagnina-Morales, Debbie Cagnina, Danielle L. Chandler, Laura
E. Clark, Sharon R. Constantine, Quayleen Donahue, Michelle D. Drew, Mitchell Dupre, Kyle L. Baccus Horsley, Heidi A.
Gillespie, Raymond T. Kraker, Stephanie V. Lee, Lee Anne Lester, Shelly T. Mares, B. Michele Melia, Pamela S. Moke, Jim L.
Pyner, Nicole T. Reese, and Heidi J. Strayer.

National Eye Institute, Bethesda, Maryland

Donald F. Everett.

PEDIG Executive Committee

Roy W. Beck, Eileen E. Birch, Steven P. Christiansen, Susan A. Cotter, Sean P. Donahue, Donald F. Everett, Jonathan M.
Holmes, Darren L. Hoover, Pamela A. Huston, Raymond T. Kraker, Michael X. Repka, Nicholas A. Sala, Mitchell M. Scheiman,
and David K. Wallace.

Amblyopia Treatment Study Steering Committee

Roy W. Beck, Eileen E. Birch, Susan A. Cotter, Sean P. Donahue, Donald F. Everett, Allison R. Edwards, Stephen R. Glaser,
Richard W. Hertle, Michael P. Hill, Rhonda M. Hodde, Jonathan M. Holmes, Pamela A. Huston, Deborah L. Klimek, Don W.
Lyon, Noelle S. Matta, Brian G. Mohney, Pamela S. Moke, Graham E. Quinn, Michael X. Repka, Robert P. Rutstein, Nicholas
A. Sala, Mitchell M. Scheiman, David K. Wallace, and David R. Weakley Jr.

Data and Safety Monitoring Committee

William Barlow, Edward G. Buckley, Barry Davis, Marie D. Diener-West, Velma Dobson, John L. Keltner, Hana Osman, Earl
A. Palmer, Dale L. Phelps, Stephen W. Poff, and Richard A. Saunders.
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explain our findings. The age 10 years visit completion
rate was high (94%). In addition, visual acuity testing was
performed with a standardized protocol to ensure con-
sistency across sites.

In summary, at age 10 years, the visual acuity im-
provement achieved in amblyopic eyes is maintained, al-
though residual amblyopia is common, after treatment
for amblyopia initiated at age 3 years to younger than 7
years. The outcome is similar regardless of whether ini-
tial treatment was with atropine or patching. We plan to
perform a final examination of all of the children in the
long-term follow-up phase at age 15 years.
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