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Purpose: To evaluate the rate of ocular prosthesis use amongst anophthalmic patients following eye removal surgery and to 
investigate the influence of socioeconomic factors on prosthesis acquisition.
Methods: A retrospective chart review was conducted for adults undergoing enucleation or evisceration by two surgeons at two urban 
trauma centers and a private practice between December 2013 and February 2024. Patients were identified using Current Procedural 
Terminology (CPT) codes for primary and secondary eye removal procedures. Demographic, clinical, and socioeconomic data were 
collected, including insurance status, employment at the time of surgery, and estimated household income by zip code. Chart data was 
supplemented by patient telephone interviews which assessed current prosthesis use and barriers to acquisition. Statistical analyses 
included chi-squared, Fisher’s exact, t-tests, and multivariate logistic regression to identify factors associated with prosthesis use.
Results: Among 152 patients screened, 138 patients were included (mean age 52; 55.8% male; 60.1% Black), and 81 (59%) obtained 
a prosthesis by last follow-up. Most patients (82%) had government-sponsored insurance. Employment and longer follow-up duration 
were significantly associated with prosthesis use (p=0.036; p<0.001). In multivariate analysis, female sex (adjusted OR=2.06, [1.0; 
4.27], P=0.052) and private insurance (adjusted OR=2.70, [0.84; 8.7], P=0.097) trended toward higher rates of prosthesis utilization 
but were not statistically significant. Among 41/138 (30%) interview participants, 30/41 (73%) had a prosthesis, with 26 of these 30 
(87%) reporting positive impacts on quality-of-life. Cost was the most cited barrier among those without a prosthesis.
Conclusion: This study uniquely combines clinical data with direct patient interviews to provide new evidence on real-world barriers 
to prosthesis access among anophthalmic patients. Ocular prosthesis utilization remains limited, with fewer than 60% of anophthalmic 
patients obtaining prostheses despite high insurance coverage rates. Employment status and consistent follow-up care were signifi
cantly associated with prosthesis acquisition, while cost appeared as a primary barrier. Future efforts should leverage emerging 
technologies and integrated care pathways to improve access for all anophthalmic patients.

Plain Language Summary: Following eye removal surgery for serious injury or disease, patients typically receive an artificial eye 
(prosthesis) that matches their remaining eye and helps restore appearance and confidence. While ocular prostheses provide significant 
psychosocial benefits, research on utilization rates and barriers to obtaining them is limited. This study aimed to evaluate prosthesis 
usage patterns and identify factors influencing patient access. We conducted a retrospective analysis of medical records from 138 
adults who underwent eye removal surgery at two trauma centers and one private practice over 10 years. We supplemented chart 
review with telephone interviews to ask about patients’ experiences: whether they got an artificial eye, what challenges they faced, and 
how it affected daily life. Only 59% of patients obtained prostheses by their last follow-up. Among interviewed patients without 
prostheses, cost emerged as the primary barrier despite an overwhelming majority having government health insurance (Medicare or 
Medicaid). Employment status at the time of surgery and consistent follow-up attendance significantly predicted prosthesis receipt. 
Among prosthesis recipients, 87% reported positive quality-of-life impacts, including increased confidence, “I feel like myself again”, 
and reduced psychological distress, “I used to feel like everyone was looking at me, but now most people can’t even tell the 
difference”. Our findings reveal that substantial barriers prevent many patients from accessing ocular prostheses that could mean
ingfully improve their well-being. This indicates the need for healthcare providers to develop comprehensive support systems, 
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investigate cost-effective prosthetic options, and strengthen follow-up care protocols to ensure broader access to these beneficial 
devices. 

Keywords: enucleation, evisceration, ocular prosthesis, anophthalmic, socioeconomic barriers

Introduction
In cases of severe ocular trauma or intraocular tumors, blind, painful eyes may necessitate surgical removal. First 
described in the literature over two centuries ago, enucleation (removal of the entire globe and its intraocular contents) 
and evisceration (ocular contents are removed from an intact sclera) are the two mainstays of current therapeutic 
modalities to definitively treat blind, painful eyes stemming from ocular conditions ranging from severe trauma to 
infection.1–3

During these procedures, an implant is placed under the conjunctiva and Tenon’s capsule and a removable conformer 
is placed over the conjunctiva, which maintain the shape and volume of the eye socket.4 Most sockets are considered 
healed at 4–6 weeks, after which patients are typically referred to an ocularist for a series of appointments to have 
a custom ocular prosthesis made.4 The ocular prosthesis maintains the conjunctival fornix and is painted to match the 
fellow eye. Wearing the prosthesis is an important step in the reconstruction and rehabilitation of the eye socket. 
Disfigurement from trauma that alters one’s appearance can lead to increased risk of anxiety, depression, stigma, 
discrimination, social isolation, and suicide,5 and numerous studies have documented the psychosocial benefits of ocular 
prostheses including improved self-esteem, social interaction, and overall well-being.6–8

Previous studies have examined the characteristics of patients who undergo eye removal surgery,9,10 as well as those 
who wear ocular prostheses.6,11 However, current literature is limited in examining the characteristics of patients who do 
not attain ocular prostheses. A study by Krakauer et al found that only 10.5–25% of their patients who underwent either 
primary or secondary eye removal surgery wore prostheses at last follow-up.11 Makrakis et al reported on 26 anophthal
mic patients who did not have a prosthesis, and hypothesized lack of finances to be the most likely barrier as the majority 
of participants were of low socioeconomic status.7

Whilst most major insurance plans in the United States provide partial or full coverage for an acrylic ocular 
prosthesis, out-of-pocket costs can range from anywhere between $2,000-$8,300 for those without insurance or with non- 
eligible insurance policies.12,13 Considering that ocular trauma is the leading cause of enucleation in the US,14 and low 
socioeconomic status has been associated with a higher incidence of globe injury,15 the cost may be deterring patients 
from attaining an ocular prosthesis. Additionally, recent studies underscore geographic service disparities of eye care 
providers as well as the increased need for skilled ocularists in resource-limited areas, which can further serve as 
a persistent barrier.16,17 Innovations in digital fabrication and 3D printing have enhanced customization and reduced 
production costs, but these methods are not yet widely accessible.4

While the global market for ocular prostheses continues to grow, utilization rates remain suboptimal and likely reflect 
ongoing inequities at both the patient- and system-level.18 Based on this context, the purpose of this study was to 
evaluate the rate of prosthesis use amongst anophthalmic patients using retrospective chart review, and to investigate the 
possible impact of socioeconomic factors on prosthesis usage using prospective patient interviews. To our knowledge, 
this is the first study to also interview patients who did not get a prosthesis. By integrating retrospective clinical data with 
qualitative patient-reported barriers collected via telephone interviews, this study seeks to provide a more comprehensive 
and patient-centered understanding of factors influencing ocular prosthetic use, which has been underexplored in prior 
research. We hypothesized that factors such as insurance type, employment status, and follow-up consistency signifi
cantly influence ocular prosthesis acquisition among anophthalmic patients.

Methods/Material
This study was conducted in accordance with the Declaration of Helsinki and approved by both the Institutional Review 
Board of the University of Chicago Medicine and the Institutional Review Board of the Lewis Katz School of Medicine 
at Temple University. The study was HIPAA-compliant, and there is no disclosure of identifiable health information 
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given. A retrospective chart review was performed for all patients aged 18 years or older who underwent primary or 
secondary eye removal procedures (identified by CPT codes 15770, 65091, 65093, 65105, 65107, 65130, 65140) by two 
surgeons at two urban, level 1 trauma centers: The University of Chicago (HS) and Temple University Hospital (MK), as 
well as a private office in Allentown Pennsylvania (MK) from December 24th, 2013 to February 15th, 2024. Exclusion 
criteria included individuals under 18 years old at the time of surgery, pregnant women, and currently incarcerated 
persons. Furthermore, if patients underwent re-operations, only data from their initial surgery was included. A priori 
power calculation was not performed given the retrospective design; all eligible patients were included.

Data was collected regarding patient demographics, insurance status, surgical indications, type of surgery performed, 
and prosthesis status at last follow-up. Surgical indications were divided into two categories: chronic disease (eg, 
phthisis, infection, neovascular glaucoma) and trauma (acute or distant). Patient demographics, when available, included 
marital status, level of education, zip code at the time of surgery, employment status and cohabitation status at the time of 
surgery. Mean Household Income was estimated using US Census Bureau data from 2022 based on zip code at time of 
surgery.

To supplement available data, telephone interviews were conducted with patients to gather additional information on 
current prosthesis use or barriers to obtaining one (Box 1). Three attempts were made to contact each patient at different 
times throughout the day. Given minimal risk and study scale, verbal informed consent was obtained over the telephone 
following an IRB-approved standard script prior to survey administration. Written consent was waived by the IRB. The 
consent script included study purpose, confidentiality assurances, voluntary participation, and investigator contact 
information. Interviews were not recorded or transcribed; responses were recorded by surveyors directly. Telephone 
interview participants were included only after providing verbal consent.

Statistical analyses were performed using R version 4.4.0. Chi-squared and Fisher’s Exact tests were used to analyze 
categorical variables, and continuous outcomes were compared with unpaired Student’s t-test or Mann–Whitney’s U-test 
according to data distribution. Normality and heteroskedasticity of continuous data were assessed with Shapiro–Wilk’s 
and Levene’s tests, respectively. The alpha risk was set to 5%, and two-tailed tests were used. A multivariate logistic 
regression was performed to assess the relation between prosthetic status and possible explanatory variables. Prespecified 
covariates included age, sex, race, insurance type, estimated median household income, surgical indication (chronic 
disease vs trauma), and length of follow-up. Adjusted odds ratios (aORs) with 95% confidence intervals were reported, 
statistical significance was set at α = 0.05. Patients with missing data were excluded from the analysis.

Results
Baseline Characteristics
One hundred and fifty-two total cases were initially screened across all three sites, 11 patients were excluded due to not 
meeting age criteria, 3 cases were excluded due to being repeat operations, with 138 unique patients (mean age 52; 55.8% 
male; 60.1% Black) meeting the study’s inclusion criteria (Figure 1). The mean follow-up duration was 670 days (range 
0–3,347; median 232; standard deviation 844). Baseline characteristics are shown in Table 1. Across both sites, most 

Box 1 List of Interview Questions to Assess Current Prosthetic Use Among 
Patients

Interview Questions

1. How did you lose your eye?

2. Do you or did you ever have an ocular prosthesis in place? (Yes/No)
a. If yes, do you feel that it has positively impacted your quality of life?

If no prosthesis in place:

3. Did you ever visit an ocularist to be fit for an ocular prosthesis? (Yes/No)
b. If you did not visit an ocularist, why did you choose not to get an ocular prosthesis?
c. If you did visit an ocularist, why did you choose not to get an ocular prosthesis?

4. Do you feel that obtaining a prosthesis would positively impact your quality of life?
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patients were enrolled in government-sponsored health insurance programs (Medicare/Medicaid; 82%). Overall, the most 
common surgery performed was evisceration (84%). The most prevalent surgical indication was chronic disease leading 
to blind painful eye (56%). The category of chronic disease included neovascular glaucoma, proliferative diabetic 
retinopathy, and phthisis bulbi. Of the 138 total patients, 81 (59%) obtained a prosthesis by last follow-up.

Figure 1 Flowchart outlining participant screening, eligibility, and inclusion in interviews. A total of 152 patients were screened, of whom 138 met inclusion criteria (81 with 
prostheses and 57 without) and 14 were excluded. Among eligible patients, 41 were interviewed (30 with prostheses and 11 without).

Table 1 Baseline Clinical Characteristics 
and Surgical Indications

Characteristic Total

Patients (n) 138
Age (years)

Mean±SD 51.9±19.2

Median (range) 52.0 (18–91)
Sex, n (%)

Male 77 (55.8)

Female 61 (44.2)
Race, n (%)

Black 83 (60.1)

Hispanic 19 (13.8)
Non-Hispanic White 31 (22.5)

Other 5 (3.6)
Insurance, n (%)

Medicaid 56 (40.6)

Medicare 58 (42.0)
Private 19 (13.8)

None 5 (3.6)

Surgical Indication, n (%)
Chronic Disease 78 (56.5)

Traumatic 60 (43.5)

(Continued)
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Patients were also grouped by prosthesis status. Compared to the 81 patients with prosthesis, the remaining 57 
patients either had the conformer from the operating room in place (n=51) or neither a conformer nor a prosthesis (n=6) 
at the last follow-up visit (Table 2). There was no significant difference in base demographics and surgical indications 

Table 1 (Continued). 

Characteristic Total

Procedure, n (%)
DFG/Secondary Implant 4 (2.9)
Enucleation 18 (13.0)

Evisceration 116 (84.1)

Prosthetic, n (%)
Yes 81 (58.7)

No 57 (41.3)

Abbreviations: SD, standard deviation; DFG, dermal 
fat graft.

Table 2 Demographics of Patient’s Who Acquired Prosthetic Compared to Those Without 
One

Prosthetic None P value

Patient (n) 81 57
Age (years)† 53.0±19.2 50.4±19.4 0.368

Sex, n (%) 0.102

Male 40 (49.4) 37 (64.9)
Female 41 (50.6) 20 (35.1)

Race, n (%) 0.800

Black 47 (58.0) 36 (63.2)
Hispanic 12 (14.8) 7 (12.3)

Non-Hispanic White 18 (22.2) 13 (22.8)
Other 4 (4.9) 1 (1.7)

Insurance, n (%) 0.388

Medicaid 30 (37.0) 26 (45.6)
Medicare 35 (43.2) 23 (40.35)

Private 14 (17.3) 5 (8.8)

None 2 (2.5) 3 (5.3)
Median Household Income, USD†, § 59,771.6 ± 23,505.3 57,906.1 ± 23,238.7 0.612

Follow-up (days) † 969.9 ± 920.8 243.4 ± 463.7 <0.001*

Surgical Indication, n (%) 0.100
Chronic Disease 51 (63.0) 27 (47.4)

Traumatic 30 (37.0) 30 (52.6)

Employment‡, n (%) 0.036*
Disability 9 (15.0) 3 (7.3)

Employed 22 (36.7) 7 (17.1)

Retired 14 (23.3) 11 (26.8)
Unemployed 15 (25.0) 20 (48.8)

Reached for Interview 0.008*

Yes¶ 34 (42.0%) 12 (21.0%)
No¥ 41 (50.6%) 41 (71.9%)

Notes: †Data presented as mean ± standard deviation. §Mean Household Income was estimated using US Census 
Bureau data from 2022 based on zip code at time of surgery. *A p-value <0.05 was considered statistically significant. 
‡Employment information at time of surgery was not available for all patients, missing data was excluded from 
respective comparisons. ¶Includes all patients who answered phone, regardless of participation status. ¥Does not 
include patients deceased at time of interview.
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between those who received a prosthetic and those who did not. However, patients with a prosthesis were more likely to 
be employed at the time of surgery, had greater length of follow-up, and were able to be reached for the telephone 
interview (p=0.036; p<0.001; p=0.008). Additionally, when controlling for age, race, and median income in multivariate 
analysis, female sex (aOR=2.06, [1.0; 4.27]) and having private insurance (aOR=2.70, [0.84; 8.7]) were slightly 
predictive of prosthetic status, although not significantly so (p= 0.0516; p=0.0968). One patient had missing data on 
zip code and estimated household income and was therefore excluded from multivariate analysis.

Interview Responses
Table 3 presents a subset of key responses from the follow-up phone interview, in which patients were asked about their 
prosthesis or lack thereof. Out of the 138 patients that were contacted by phone, 41 (29.7%) were able to be reached and 
consented to participate, 50 (36.2%) were not able to be reached after multiple attempts, 32 (23.2%) had disconnected 
phone lines or outdated contact information, 10 (7.2%) were deceased at time of interview, and 5 (3.6%) declined 
participation. Thirty out of 41 patients (73.2%) who participated in the survey had received a prosthesis. Twenty-six of 
the 30 patients with a prosthesis agreed that the prosthesis positively impacted their quality of life, with stated reasons 
ranging from reduced pain to satisfaction with fit and increased self-confidence. Patients who were not fully satisfied with 
their prosthesis cited reasons such as irritation (n=3), misalignment/improper sizing (n=2), and it not looking similar 
enough to their other eye (n=1).

For the eleven respondents (26.8%) who had not attained a prosthesis, the most cited barrier was cost (72.7%). Other 
reasons included greater concern with comorbid health issues which took precedence, emotional challenges adjusting to 
new monocular baseline, as well as patient contentment without one. In multivariate analysis, patients with a prosthesis 
and those who had trauma as a surgical indication were associated with increased rate of interview response (aOR=4.32, 
[1.71; 10.94], p< 0.01; aOR=2.79, [1.13; 6.88], p= 0.0265), while age (p= 0.374), sex (p= 0.591), median household 
income (p= 0.592), and length of follow-up (p= 0.256) did not show any association.

Discussion
This study provides valuable insights into the utilization of ocular prostheses following eye removal procedures. 
Interviews with anopthalmic patients showed that the use of a prosthetic eye is an accessible and satisfactory outcome 
for most patients who seek to get one.

While patients who received a prosthesis were more likely to be employed at the time of their surgery, we found no 
significant differences between having a prosthesis and demographic factors such as race, age, or estimated median 
household income. While the link between employment status and prosthetic use aligns well with previous reports on the 
interplay of high socioeconomic standing and prosthetic acquisition, the lack of significant difference between groups in 
other demographic factors may be attributed to other reasons.7,11 First, a high proportion (82%) of our patients were 
enrolled in government-assisted medical insurance programs, which often have benefits to provide full or partial 

Table 3 Phone Interview Results

Results

Total Responses (n) 41
Participants with prosthesis 30 (73.2)

Prosthesis positively impacted quality of life 26 (86.7)

Participants without prosthesis 11 (26.8)
Cited reasons prosthesis was unattainable†

Cost 8 (72.7)

Concerned with other health issues 2 (18.2)
Content without one 1 (9.0)

Emotional challenges 1 (9.0)

Notes: Data is presented as no. (% of respective subgroup), unless other
wise indicated. †Some patients had more than one cited reason.
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coverage for eye prostheses.12 Additionally, these results may also indicate that zip code is a poor proxy for ability to 
afford a prosthesis, since income can vary widely within a zip code. Five percent of patients did not have health insurance 
at the time of eye removal surgery (Table 1), which is less than the percent of uninsured in these zip codes based on data 
available from the National Institutes of Health.19 The vast majority of surgery was done as an outpatient, and only 
patients with insurance could reasonably afford the cost of this surgery.

Interestingly, when controlling for other variables, female sex and private insurance trended towards increased 
likelihood of obtaining a prosthetic. The association between female sex and higher rates of prosthetic use may be 
related to societal factors and psychological considerations. Trends in existing literature suggest women generally place 
higher importance on facial appearance and are more likely to pursue cosmetic interventions.20,21 This tendency may 
extend to ocular prostheses, which serve both psychosocial and aesthetic purposes.

The correlation between private insurance and higher prosthetic use rates may not only reflect greater financial 
resources that allow for increased spending but also a higher reimbursement rate to the ocularist compared to Medicare or 
Medicaid, and thereby greater access to ocularists.22 This also highlights the potential beneficial role of consistent follow- 
up, which was found to have a strong association with increased prosthetic use in our study. The postoperative period 
following eye-removal surgery can be difficult, with most eyes not considered healed until 4–6 weeks later.23 Consistent 
follow-up appointments with an ophthalmologist can support patients in their recovery process and in eventually 
connecting them to their local ocularist for creation of a prosthesis. Decreased follow-up time or loss to follow-up 
status has been associated with increased complication rates and can negatively impact candidacy for prosthesis in the 
future.24

Phone interviews were also conducted with a subset of patients to assess sentiment towards prosthetics. The majority 
of respondents (87%) reported positive impacts of their ocular prosthetic on their quality of life, citing reduced pain and 
increased self-confidence – which aligns with previous literature on the psychosocial benefits of facial prosthetics.8 Cost 
was cited as the most common barrier to obtaining a prosthesis among those who did not receive one. This barrier 
encompasses not only the cost of the product but also expenses associated with follow-up visits, ocularist appointments, 
and fittings, which can all be prohibitive – especially in resource-limited settings or amongst patients with multiple other 
comorbid issues such as in our patient population. Although financial limitations were common among our cohort, recent 
literature underscores that barriers to ocular prosthesis access extend beyond financial constraints, encompassing 
significant psychological factors. For example, anxiety, social isolation, and adjustment to monocular vision can impede 
patients’ pursuit of prosthetic rehabilitation, suggesting the need for integrated psychological support alongside clinical 
care.5,6 This sentiment was shared explicitly by one young interview participant who mentioned that he “mentally wasn’t 
ready [for a prosthesis] at the time.” Healthcare access disparities also persist, with geographic shortages of skilled 
ocularists and variable insurance reimbursement rates further limiting prosthesis acquisition, especially in underserved 
populations.16,17

Despite providing insightful information, telephone questionnaires notably yielded low response rates despite multi
ple attempts and voicemails. In some capacity, these findings are to be expected due to a general reluctance to answer 
unknown phone numbers or discuss medical information.25 However, although a small portion of patients actively 
declined to participate due to privacy concerns, a significant portion of patients (23.2%) also had disconnected numbers 
or outdated contact information. While these changes may have been made intentionally, the high rates of disconnected 
numbers may also obscure the prevalence of SIM turnover - a generally involuntary phenomenon in which consumers of 
pre-paid plans lose or fail to retain their SIM card and have to obtain a replacement to use mobile services.26 High rates 
of phone number turnover have also been associated with low socioeconomic status and may arise from losing possession 
of a phone (lost, stolen, broken, etc) and the subsequent inability to obtain a replacement due to resource constraints.27 

As survey respondents identified cost as the most significant barrier to obtaining an ocular prosthesis, these findings from 
non-respondents may serve as a proxy to further suggest that a large proportion of our patient population face 
socioeconomic instability and therefore would benefit from meaningful interventions to improve post-operative care.

Lastly, we observed a trend of higher prosthetic use among patients with chronic eye disease compared to those with 
traumatic eye loss (63.0% vs 37.0%). Although not statistically significant, this may be attributed to the established 
routine of follow-up visits for disease progression, allowing patients more time to understand their condition and consider 
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prosthetic options. Additionally, the later onset of many chronic eye diseases coincides with Medicare eligibility or 
established private insurance coverage, potentially mitigating cost barriers. This finding underscores the potential need 
for improving patient education and support systems for trauma patients, which may help increase prosthetic utilization 
in this group.

Overall, our study provides valuable insights into the factors influencing ocular prosthetic use following eye removal 
surgery. The findings underscore the importance of consistent follow-up care, comprehensive insurance coverage, and 
addressing additional financial barriers to improve prosthetic utilization rates.

Addressing these disparities and improving outcomes for all patients can be approached through a variety of 
potential interventions. Based on these findings, we propose healthcare providers could consider offering standard- 
sized premade prostheses as an alternative to conformers placed during surgery, particularly for high-risk patients 
who may be unlikely to get a prosthesis. These pre-manufactured ocular prostheses comes in various sizes and 
shapes, can be fitted quickly, and are generally less expensive than custom-made prosthesis.28 However, to our 
knowledge, there is not a mainstream supplier of stock ocular prostheses at this time. Stryker Corporation used to 
make one but has discontinued it. 3D printing has recently been used to make ocular prostheses in a pilot study, 
however they are not yet commercially available.4 Other potential methods include a “sew-on iris” technique 
described by Ganokwalai et al that offers a more affordable, yet effective, alternative to traditional methods of 
fabricating prostheses.29

Additional interventions to target disparities in prosthesis obtainment include integrating ocularist visits with 
surgeon follow-ups. In addition to financial constraints, many low-income patients also face additional barriers to 
care such as transportation and limited time off.30,31 Coordinated care reduces logistical barriers and provides 
a more accessible and streamlined care pathway to improve outcomes in marginalized populations. However, this 
may not be practical for the ocularist, given the relatively low volume of prospective patients at a single office, and 
unreliable patient follow-up. Finally, providing transparent cost information from ocularists and exploring payment 
plan options could help dispel cost anxiety and address financial barriers that prevent some patients from obtaining 
prostheses.

While our study provides valuable and novel insights, limitations include the retrospective nature, which introduces 
recall bias and imposes limitations on causal interpretation, a relatively small sample size, which potentially limited our 
ability to make statistically significant correlations in our data analysis, and potential lack of generalizability particularly 
to rural and suburban populations. Additionally, voluntary phone interviews are prone to response bias which was evident 
by a significant proportion of respondents having a prosthesis and may have skewed these results to a more positive 
perspective. A large proportion of phone numbers were disconnected or no longer in service, which may have masked 
responses from patients of lower socioeconomic standing or other high-risk populations (non-response bias).32 Future 
research should focus on larger, multi-center studies in diverse locations to improve generalizability, prospective studies 
evaluating the impact of proposed interventions, and long-term follow-up studies assessing the impact of prosthetic use 
on quality of life over time. Additionally, telephone questionnaires could be administered at post operative appointments 
to reduce potential bias and increase response numbers.

In conclusion, this study adds to the understanding of ocular prosthetic use and identifies key factors influencing 
prosthetic acquisition and utilization. Prosthesis acquisition remained limited (<60%) despite high rates of government- 
sponsored insurance. While lack of prosthesis among our population was common, factors such as female sex, employ
ment, private insurance, or consistent follow-up may all increase the likelihood of attainment. Unreachable patients and 
poor follow-up likely reflect socioeconomic instability that constrains postoperative care and access. Due to the retro
spective cohort design, however, this study can only demonstrate associations between variables and prosthesis use, and 
causal inferences should thus be made cautiously. Clinically, these findings emphasize the need for ophthalmologists and 
ocularists to prioritize coordinated care pathways, ensure patient education regarding prosthesis benefits, and address 
financial barriers proactively. Future research should focus on prospective studies to validate these associations, evaluate 
interventions to improve prosthesis access, and longitudinally assess quality-of-life outcomes post-prosthesis acquisition, 
particularly in diverse and underserved populations. We hope that these results can guide future work predicated on 
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improving access and outcomes for all anophthalmic patients, particularly through innovative prosthetic technologies and 
streamlined care pathways.
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