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Abstract
Objectives: To compare the refractive prediction accuracy of 
contemporary intraocular lens (IOL) calculation formulas based 
on swept-source optical coherence tomography (OCT) biometry in 
cataract surgery with capsular tension ring (CTR) implantation, and to 
assess for systematic postoperative refractive tendencies.
Materials and Methods: This retrospective study included 98 eyes of 
92 patients who underwent phacoemulsification with in-the-bag IOL 
and CTR implantation. Preoperative biometry utilized swept-source 
OCT (ARGOS, Alcon). Refractive prediction accuracy was evaluated 
for the Barrett Universal II, Haigis, SRK/T, and Holladay II formulas. 
Main outcomes included mean prediction error, mean absolute error 
(MAE), median absolute error (MedAE), and percentages of eyes 
within ±0.25, ±0.50, and ±1.00 diopter (D).
Results: The mean age was 73.0±8.1 years, and the mean axial length 
was 23.03±1.04 mm. Barrett Universal II yielded the lowest MAE and 
MedAE (0.36±0.34 D and 0.24 D, respectively), followed by Holladay 
II (0.40±0.32 D and 0.30 D). Higher MAE was observed with SRK/T 
(0.45±0.37 D) and Haigis (0.54±0.45 D). MAE differed significantly 
among the formulas (p<0.001), with pairwise comparisons showing 
that Barrett Universal II and Holladay II performed similarly (p>0.05) 
and better than both Haigis and SRK/T (all p≤0.003). The highest 
percentage of eyes within ±0.25 D was observed with Barrett Universal 
II (52.04%), whereas Holladay II showed the highest percentage within 

Original Article

Cite this article as: Devebacak A, Yılmaz M, Arıkan G. Accuracy of 
Contemporary Intraocular Lens Calculation Formulas Based on Swept-

Source OCT Biometry in Eyes with Capsular Tension Ring. 
Turk J Ophthalmol. 2026;56:166-171

Address for Correspondence: Ali Devebacak, Dokuz Eylül University 
Faculty of Medicine, Department of Ophthalmology, İzmir, Türkiye

E-mail: dralidevebacak@gmail.com
ORCID-ID: orcid.org/0000-0001-8081-0465

Received: 24.03.2026
Revision Requested: 28.04.2026

Last Revision Received: 03.05.2026
Accepted: 01.06.2026

Publication Date: 24.06.2026

DOI: 10.4274/tjo.galenos.2026.33338

Introduction
Cataract surgery is currently regarded as a refractive 

surgical procedure.1 Therefore, accurate intraocular lens 
(IOL) power calculation is crucial for achieving optimal 
visual outcomes. With increasing patient expectations, even 
minor refractive errors have become clinically significant. 
Despite advances in biometric technologies and IOL power 
calculation formulas, refractive prediction errors still 
occur.2 These errors are often associated with inadequacies 
in axial length measurement, keratometry, or the prediction 
of effective lens position.3

Capsular tension rings (CTRs) are commonly used in 
eyes with zonular weakness.4 Typical indications include 
pseudoexfoliation (PEX) syndrome, trauma, and high 
myopia.5 CTR implantation increases the stability of 
the capsular bag and helps maintain IOL centration.6 
Furthermore, it allows surgery to be performed more safely 
in eyes with compromised zonular support.7 However, CTR 
implantation can alter the geometry and tension of the 
capsular bag.6 These changes can affect the effective lens 
position, leading to unpredictable deviations in refractive 

±0.50 D (69.39%), and the two formulas tied within the ±1.00 D 
range (both 92.86%). Prediction errors were positive for all formulas, 
indicating a mild hyperopic shift.
Conclusion: In eyes undergoing cataract surgery with CTR 
implantation, Barrett Universal II and Holladay II showed more 
favorable refractive prediction accuracy than Haigis and SRK/T. A mild 
hyperopic shift was observed across all formulas. This finding may be 
clinically relevant when selecting the target refraction or IOL power in 
these eyes.
Keywords: Capsular tension ring, cataract surgery, intraocular lens 
calculation, swept-source optical coherence tomography, refractive 
outcome
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outcomes.8 In eyes with PEX, where CTRs are frequently 
used, it has been reported that the change in anterior 
chamber depth following phacoemulsification may be more 
pronounced compared to normal eyes.9 Therefore, the 
prediction accuracy of existing IOL calculation formulas in 
eyes implanted with a CTR must be specifically evaluated 
from a clinical perspective.8

Modern optical biometry devices based on swept-source 
optical coherence tomography (OCT) provide reliable 
and reproducible measurements.10 These devices offer 
better signal penetration, allowing for accurate axial length 
measurement even in eyes with dense cataract.11 They 
can also improve the accuracy of IOL power calculations 
by providing detailed anterior segment parameters.10 
Numerous modern IOL calculation formulas have been 
developed to enhance refractive accuracy.12 These formulas 
incorporate multiple biometric variables and utilize 
advanced theoretical models to better predict effective lens 
position.12 However, because capsular bag dynamics may 
be altered in eyes that have undergone CTR implantation, 
the predictive performance of these formulas may differ 
from that in standard eyes. Therefore, it is important to 
specifically evaluate the accuracy of contemporary IOL 
calculation formulas in eyes implanted with a CTR.

The aim of this study was to compare the refractive 
prediction accuracy of contemporary IOL calculation 
formulas using preoperative swept-source OCT biometry 
in eyes undergoing cataract surgery with CTR implantation, 
and to evaluate systematic refractive tendencies that may 
emerge postoperatively in this patient cohort. 

Materials and Methods
This retrospective, single-center study was conducted 

in the ophthalmology department of a tertiary university 
hospital. The study was approved by the Dokuz Eylül University 
Non-Interventional Research Ethics Committee (approval 
no: 2025/42-22, date: 01.12.2025) and was conducted in 
accordance with the principles of the Declaration of Helsinki. 
The requirement for informed consent was waived due to the 
retrospective nature of the study. 

The medical records of patients who underwent 
phacoemulsification and IOL implantation combined 
with CTR implantation were reviewed retrospectively for 
inclusion. Only eyes with in-the-bag IOL implantation 
and available postoperative refraction data between 1 
and 3 months were included. Patients with a history 
of corneal refractive surgery were excluded. Eyes with 
irregular astigmatism, combined ocular surgery, corneal 
pathology affecting keratometry, or sulcus, anterior 
chamber, or scleral-fixated IOL implantation were also 
excluded. Furthermore, we excluded eyes that developed 

intraoperative or postoperative complications that could 
affect refractive outcomes, as well as eyes with missing 
postoperative refractive data. For patients who underwent 
bilateral surgery, both eyes were included if they met the 
eligibility criteria.

Preoperative biometry was performed using a swept-
source OCT-based biometer (ARGOS, Alcon, Fort Worth, 
TX, USA). Axial length, keratometry values, and anterior 
chamber depth were recorded. IOL power calculations 
were performed using the Barrett Universal II, Haigis, 
SRK/T, and Holladay II formulas. All eyes were implanted 
with an SA60AT model foldable posterior chamber IOL 
in the capsular bag (Alcon Laboratories, Inc., Fort Worth, 
TX, USA). The predicted postoperative refraction value 
was recorded for each formula. For constant optimization, 
an independent optimization cohort comprising 50 eyes 
that underwent uneventful phacoemulsification with the 
implantation of the same IOL model, without a CTR, 
was evaluated. The mean prediction error (MPE) of each 
formula in this cohort was considered the formula-specific 
correction value and subtracted from the prediction errors 
in the CTR cohort to obtain the optimized prediction 
error.13 

The difference between the postoperative spherical 
equivalent and the predicted spherical equivalent was 
defined as the prediction error. For each formula, the MPE, 
mean absolute error (MAE), and median absolute error 
(MedAE) were calculated. Additionally, the percentages of 
eyes with a prediction error value within ±0.25 D, ±0.50 D, 
and ±1.00 diopter (D) were determined. Subgroup analyses 
were based on the absolute prediction error of the Barrett 
Universal II formula. These analyses were performed 
according to CTR diameter, axial length, anterior chamber 
depth, mean keratometry, and IOL power. Furthermore, 
absolute prediction errors were compared between eyes 
with and without PEX.

Statistical Analysis
Statistical analyses were performed using SPSS Statistics 

software (version 25.0; IBM Corp., Armonk, NY, USA). The 
normality of the data distribution was assessed using the 
Shapiro-Wilk test. Continuous variables were expressed as 
mean ± standard deviation or median, depending on their 
distribution. Absolute prediction errors were compared 
among the formulas using the Friedman test, and post hoc 
pairwise comparisons were performed when significant 
differences were detected. For subgroup analyses, the 
independent samples t-test or Mann-Whitney U test was 
used, depending on the data distribution. Categorical data 
were presented as numbers and percentages. A p value < 
0.05 was considered statistically significant. To evaluate 
whether the inclusion of both eyes of the same patient 
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affected the results, a sensitivity analysis was performed by 
randomly selecting one eye from each patient (n=92).

Results
The study included a total of 98 eyes of 92 patients. The 

mean age was 73.0±8.1 years, and the mean axial length 
was 23.03±1.04 mm. The demographic characteristics and 
biometric data of the patients are summarized in Table 1. In 
the optimization cohort of 50 eyes without CTR, the MPE 
was close to zero for all formulas (Barrett Universal II: +0.03 
D, Haigis: +0.05 D, Holladay II: −0.06 D, SRK/T: +0.04 D).

MPE values were +0.21±0.45 D for Barrett Universal 
II, +0.24±0.66 D for Haigis, +0.32±0.49 D for SRK/T, and 
+0.19±0.48 D for Holladay II. Positive MPE values in all 
formulas indicated a mild hyperopic shift. MAE values 
ranged from 0.36±0.34 D to 0.54±0.45 D among the 
evaluated formulas. The lowest MAE values were observed 
with Barrett Universal II (0.36±0.34 D) and Holladay II 
(0.40±0.32 D), followed by SRK/T (0.45±0.37 D) and Haigis 
(0.54±0.45 D). MedAE was lowest for Barrett Universal II 
(0.24 D). This was followed by Holladay II (0.30 D), SRK/T 
(0.33 D), and Haigis (0.44 D).

The difference in MAE among the formulas was 
statistically significant (p<0.001). In post-hoc pairwise 
comparisons, both Barrett Universal II and Holladay II 
demonstrated significantly lower MAE values compared 
to Haigis (both p<0.001) and SRK/T (p<0.001 and 
p=0.003, respectively). There was no statistically significant 
difference between Barrett Universal II and Holladay II 
(p=0.164), or between SRK/T and Haigis (p=0.131).

The percentage of eyes with prediction error values 
within ±0.25 D was highest for Barrett Universal II (52.04%), 
followed by Holladay II (41.84%), SRK/T (38.78%), and 
Haigis (32.65%). Within the ±0.50 D range, Holladay 
II showed the highest percentage (69.39%), followed by 
Barrett Universal II (67.35%), SRK/T (65.31%), and Haigis 
(56.12%). Within ±1.00 D, Barrett Universal II and Holladay 
II tied at the highest percentage (92.86%), followed by 
SRK/T (91.84%) and Haigis (85.71%).

Subgroup analysis based on CTR diameter using the 
Barrett Universal II formula revealed similar refractive 
outcomes between the groups. The MAE was 0.38±0.35 
D in eyes implanted with 10-12 mm rings (n=68) and 
0.32±0.32 D in eyes implanted with 11-13 mm rings (n=30). 
There was no statistically significant difference between the 
groups (p=0.566). Additional subgroup analyses based on 
axial length, anterior chamber depth, mean keratometry, 
and IOL power also showed no significant differences in 
refractive outcomes (all p>0.05). 

Regarding CTR indications, PEX syndrome was present 
preoperatively in 72 (73.5%) of the 98 eyes included in 
the study. No significant difference in MAE was detected 
between eyes with and without PEX (p>0.05 for all 
formulas). The refractive outcomes for each formula are 
presented in Table 2. In the sensitivity analysis performed 
to evaluate the effect of including bilateral eyes (n=92), 
the relative ranking and statistical significance of the 
comparisons among formulas were maintained (Friedman 
χ2=24.97; p<0.001).

Table 1. Demographic data and biometric characteristics 
of the patients
Variable Value
Eye, n 98
Patients, n 92
Age (years), mean ± SD 73.03±8.10
Gender, male/female, n 46/52
Side, right/left, n 54/44
Axial length (mm), mean ± SD 23.03±1.04
Anterior chamber depth (mm), mean ± SD 3.13±0.43
Mean keratometry (D), mean ± SD 44.12±1.55
CTR diameter, 10-12 mm/11-13 mm, n 68/30
SD: Standard deviation, D: Diopter, CTR: Capsular tension ring

Table 2. Refractive outcomes of intraocular lens calculation formulas
Formula MPE (D) MAE (D) MedAE (D) ≤0.25 D (%) ≤0.50 D (%) ≤1.00 D (%)
Barrett Universal II +0.21±0.45 0.36±0.34 0.24 52.04 67.35 92.86
Holladay II +0.19±0.48 0.40±0.32 0.30 41.84 69.39 92.86
SRK/T +0.32±0.49 0.45±0.37 0.33 38.78 65.31 91.84
Haigis +0.24±0.66 0.54±0.45 0.44 32.65 56.12 85.71
MPE: Mean prediction error, D: Diopter, MAE: Mean absolute error, MedAE: Median absolute error
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Discussion
This study evaluated the refractive outcomes and 

prediction accuracy of contemporary IOL calculation 
formulas in eyes that underwent cataract surgery combined 
with CTR implantation. Preoperative measurements were 
obtained using swept-source OCT biometry. Overall, the 
refractive outcomes were acceptable, although a mild 
hyperopic shift was observed with all formulas. Barrett 
Universal II and Holladay II stood out among the evaluated 
formulas with lower absolute error values, while Haigis and 
SRK/T were associated with higher absolute prediction 
errors.

The formula used for IOL power calculation is an 
important factor affecting the accuracy of the refractive 
outcome. In the literature, it has been reported that 
formulas incorporating different biometric parameters can 
provide lower prediction errors in certain patient groups 
compared to classic formulas.14 It has been suggested that 
changes in anterior segment biometric parameters such as 
anterior chamber depth may influence the prediction error 
of IOL calculation formulas and may be associated with a 
hypermetropic prediction bias.15 In studies based on swept-
source OCT biometry, acceptable refractive outcomes were 
also achieved with formulas commonly used in clinical 
practice, such as Barrett Universal II, Haigis, SRK/T, and 
Holladay II.16,17 In the present study, these formulas were 
compared in eyes implanted with a CTR. While Barrett 
Universal II demonstrated the lowest MAE and MedAE 
values, Holladay II also showed comparable absolute error.

There has been limited research specifically examining 
the accuracy of refractive estimation in eyes that have 
undergone CTR implantation. A recent study showed 
that Barrett Universal II provided lower absolute error 
values compared to Haigis and SRK/T in highly myopic 
eyes implanted with a CTR, and the percentage of eyes 
within ±0.25 D was highest with this formula.18 Our 
findings are partially consistent with that study. In the 
current series, Barrett Universal II exhibited lower absolute 
error values compared to Haigis and SRK/T. However, 
Holladay II yielded results similar to Barrett Universal II, 
with no statistically significant difference between the two 
formulas. This finding suggests that both Barrett Universal 
II and Holladay II may be clinically viable options in CTR-
implanted eyes measured with swept-source OCT.

Studies using swept-source OCT biometry in routine 
cataract surgery have reported high refractive accuracy 
with different IOL calculation formulas. Savini et al.17 
compared the refractive prediction performance of various 
formulas, including Barrett Universal II and Holladay II, 
and showed that acceptable results could be obtained with 
contemporary biometry devices. In the current series, 

Barrett Universal II was superior in terms of the percentage 
of eyes within ±0.25 D of target refraction, while Holladay 
II showed the highest percentage in the ±0.50 D range, 
and there was no difference between the two for the ±1.00 
D range. This outcome suggests that both formulas can 
provide successful results at different accuracy thresholds 
in eyes with a CTR.

In our study, the MPE was found to be positive for all 
formulas, indicating a mild hyperopic shift. Although similar 
findings have been reported in previous studies related to 
CTRs, there is no definitive consensus on this matter. A study 
of patients with PEX revealed a hyperopic tendency both in 
eyes with and without CTR implantation, with the authors 
concluding that no specific modification to the formula was 
necessary solely due to CTR implantation.19 Intraoperative 
OCT-based studies have shown that postoperative IOL 
position is a major source of uncertainty in refractive 
prediction.20 Our results parallel these observations. 
Although the hyperopic shift was mild, it was consistently 
detected across all formulas. This finding could be taken into 
clinical consideration during target refraction planning for 
eyes undergoing CTR implantation. Furthermore, because 
postoperative anterior chamber depth was not evaluated in 
the current series, the relationship among CTR implantation, 
effective lens position, and refractive outcome can only be 
interpreted indirectly.

A previous study in highly myopic eyes reported that 
CTR implantation had no marked and consistent effect 
on refractive outcomes but could enhance the precision 
of refractive prediction.21 Another more recent study 
demonstrated that implantation of a 13 mm CTR in 
eyes with long axial myopia did not significantly affect 
formula selection.22 Similarly, no significant difference 
was detected in our subgroup analysis based on CTR 
diameter. Comparable refractive outcomes were obtained 
with Barrett Universal II in eyes implanted with 10-12 
mm and 11-13 mm CTRs. Additional subgroup analyses 
based on axial length, anterior chamber depth, mean 
keratometry, and IOL power also revealed no significant 
differences. These findings suggest that, within the sample 
limits of our study, CTR diameter and the evaluated 
biometric variables did not significantly impact refractive 
prediction accuracy.

Study Limitations
This study has certain limitations, including its 

retrospective, single-center design. Moreover, due to the 
lack of postoperative anterior chamber depth data, the 
relationship between CTR implantation and effective 
lens position and refractive error could not be directly 
established. Therefore, deductions regarding effective 
lens position in our study are indirect, and prospective 
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studies involving intraoperative or postoperative OCT-
based measurements are needed to directly evaluate this 
mechanism. Another limitation is that next-generation 
formulas such as Kane and EVO 2.0 were excluded from 
this study because they are not included in the software 
of the ARGOS biometry device. Further studies should 
examine the predictive accuracy of these formulas in CTR-
implanted eyes.

Conclusion
When evaluated with contemporary IOL calculation 

formulas, cataract surgery combined with CTR implantation 
can yield acceptable refractive outcomes. Among the 
evaluated formulas, Barrett Universal II and Holladay II 
yielded lower absolute prediction errors, whereas Haigis 
and SRK/T were associated with higher absolute errors. 
Additionally, a mild but consistent hyperopic shift was 
observed across all formulas. This may have clinical 
significance in the planning of target refraction and IOL 
power in eyes undergoing CTR implantation.

Ethics
Ethics Committee Approval: The study was approved 

by the Dokuz Eylül University Non-Interventional 
Research Ethics Committee (approval no: 2025/42-22, 
date: 01.12.2025) and was conducted in accordance with 
the principles of the Declaration of Helsinki. 

Informed Consent: The requirement for informed 
consent was waived due to the retrospective nature of the 
study. 

Declarations
Authorship Contributions
Surgical and Medical Practices: A.D., G.A., Concept: 

A.D., M.Y., G.A., Design: A.D., M.Y., G.A., Data Collection 
or Processing: A.D., M.Y., G.A., Analysis or Interpretation: 
A.D., M.Y., G.A., Literature Search: A.D., M.Y., Writing: 
A.D., M.Y., G.A.

Conflict of Interest: No conflict of interest was declared 
by the authors.

Financial Disclosure: The authors declared that this 
study received no financial support.

References
1.	 Rosen E. Cataract surgery is refractive surgery. J Cataract Refract 

Surg. 2012;38:191-192.
2.	 Reitblat O, Levy A, Kleinmann G, Assia EI. Accuracy of intraocular 

lens power calculation using three optical biometry measurement 
devices: the OA-2000, Lenstar-LS900 and IOLMaster-500. Eye. 
2018;32:1244-1252.

3.	 Norrby S. Sources of error in intraocular lens power calculation. J 
Cataract Refract Surg. 2008;34:368-376.

4.	 Hara T, Hara T, Yamada Y. “Equator ring” for maintenance of the 
completely circular contour of the capsular bag equator after cataract 
removal. Ophthalmic Surg. 1991;22:358-359.

5.	 Gimbel HV, Sun R. Clinical applications of capsular tension rings in 
cataract surgery. Ophthalmic Surg Lasers. 2002;33:44-53.

6.	 Xie T, Liu X, Zhu J, Li X. Effect of capsular tension ring on optical 
and multifunctional lens position outcomes: a systematic review and 
a meta-analysis. Int Ophthalmol. 2021;41:3971-3984.

7.	 Fairaq R, Alshaikh L, Khan SA, Helayel HB, Al Habash A, Almutlak 
M. Zonular compromise: a narrative review of indicators and 
management strategies. Saudi J Ophthalmol. 2025;39:354-360.

8.	 Xu J, Feng K, Mo E, Xu Y, Zhu C, Zhao YE, Li J, Huang F. Effect of 
capsular tension ring on the accuracy of nine new-generation IOL 
formulas in long eyes. J Refract Surg. 2025;41:e114-e119.

9.	 Gür Güngör S, Akman A, Asena L, Aksoy M, Sarıgül Sezenöz A. 
Changes in anterior chamber depth after phacoemulsification in 
pseudoexfoliative eyes and their effect on accuracy of intraocular lens 
power calculation. Turk J Ophthalmol. 2016;46:255-258. 

10.	 An Y, Kang EK, Kim H, Kang MJ, Byun YS, Joo CK. Accuracy of 
swept-source optical coherence tomography based biometry for 
intraocular lens power calculation: a retrospective cross-sectional 
study. BMC Ophthalmol. 2019;19:30.

11.	 Orts-Vila P, Tañá-Sanz S, Tello-Elordi C, Montés-Micó R, Tañá-
Rivero P. Axial length acquisition success rates and agreement of two 
swept-source optical biometers in eyes with dense cataracts. Front 
Med (Lausanne). 2024;11:1449867.

12.	 Xia T, Martinez CE, Tsai LM. Update on intraocular lens formulas and 
calculations. Asia Pac J Ophthalmol (Phila). 2020;9:186-193.

13.	 Langenbucher A, Wendelstein J, Szentmáry N, Cayless A, Hoffmann P, 
Debellmaniere G, Gatinel D. Performance of a simplified strategy for 
formula constant optimisation in intraocular lens power calculation. 
Acta Ophthalmol. 2025;103:e10-e18.

14.	 Kuthirummal N, Vanathi M, Mukhija R, Gupta N, Meel R, Saxena R, 
Tandon R. Evaluation of Barrett universal II formula for intraocular 
lens power calculation in Asian Indian population. Indian J 
Ophthalmol. 2020;68:59-64.

15.	 Kesim C, Yıldız-Taş A, Karslıoğlu MZ, Hasanreisoğlu M, Müftüoğlu 
O, Şahin A. The effect of anterior segment depth on the accuracy of 
7 different intraocular lens calculation formulas. Turk J Ophthalmol. 
2022;52:228-236.

16.	 Melles RB, Holladay JT, Chang WJ. Accuracy of intraocular lens 
calculation formulas. Ophthalmology. 2018;125:169-178.

17.	 Savini G, Hoffer KJ, Balducci N, Barboni P, Schiano-Lomoriello 
D. Comparison of formula accuracy for intraocular lens power 
calculation based on measurements by a swept-source optical 
coherence tomography optical biometer. J Cataract Refract Surg. 
2020;46:27-33.

18.	 Zhao HY, Zhang JS, Li M, Chen DJ, Wan XH. Effect of capsular 
tension ring on the refractive outcomes of patients with extreme high 
axial myopia after phacoemulsification. Eur J Med Res. 2024;29:142.

19.	 Malekahmadi M, Kazemi S, Sharifipour F, Ostadian F, Mahdian Rad 
A, Mirdehghan MS. Effect of capsular tension ring implantation 
on predicted refractive error after cataract surgery in patients with 
pseudoexfoliation syndrome. Int J Ophthalmol. 2020;13:587-590.



Devebacak et al. IOL Formula Accuracy in Eyes with CTR

171

20.	 Hirnschall N, Amir-Asgari S, Maedel S, Findl O. Predicting the 
postoperative intraocular lens position using continuous intraoperative 
optical coherence tomography measurements. Invest Ophthalmol Vis 
Sci. 2013;54:5196-5203.

21.	 Schild AM, Rosentreter A, Hellmich M, Lappas A, Dinslage S, 
Dietlein TS. Effect of a capsular tension ring on refractive outcomes 
in eyes with high myopia. J Cataract Refract Surg. 2010;36:2087-2093.

22.	 Liang J, Yan H, Xie X, Zhang J, Zhang Y, Qu L. Effect of capsular 
tension ring implantation on intraocular lens calculation formula 
selection for long axial myopia. BMC Ophthalmol. 2024;24:368.


