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INTRODUCTION

‘Cataract’ the opacification of  lens is one of  the leading 
causes of  blindness in children.1 However it not only 
blurs the retinal image but also disrupts the development 
of  visual pathways. Managing pediatric cataract remains a 
challenge: treatment is often difficult, tedious and requires 
dedicated team effort.2 Clinic attendance is often delayed 
and significant amblyopia is likely to develop before surgery 
can be performed to clear the visual axis.3

It has been estimated that there are 1.4 million blind 
children in the world, 1 million of  whom live in Asia and 0.3 
million in Africa. Each year almost half  a million children 
go blind. A child becomes bilaterally blind every minute, 
primarily within developing nations.2

However, pediatric cataract blindness is an important cause 
of  preventable blindness and it presents an enormous 
problem to the developing world like ours. It profoundly 
influences educational, employment, personal, and social 
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prospects.4 Restoring the sight of  one child blind from 
cataracts may be equivalent to restoring the sight of  10 
elderly adults.5

The objective of  this study was to observe the visual 
outcome after surgery of  cataract in children.

MATERIALS AND METHODS

A prospective study was conducted at Lumbini Eye 
Institute over a period of  one year from March 2014 
to February 2015. All the patients of  congenital and 
developmental cataract up to age of  15 years who were 
planned for cataract surgery were included in the study. 
After obtaining informed consent from either parent a 
detailed history including family history, antenatal, prenatal, 
drug history, history of  other ocular and systemic diseases 
and history of  consanguinity was recorded.

The exclusion criteria were patients > 15 years, traumatic 
cataract, complicated cataract, patients undergoing only 
secondary IOL implantation.

A detail pre-anaesthetic check up was done by qualified 
anaesthesiologist to assess the feasibility of  surgery. All 
the surgeries were performed by three qualified paediatric 
ophthalmologists of  LEI under general anaesthesia (GA). 
Informed consent was obtained for all patients from the 
parents/guardian after discussion of  the risks, benefits and 
postoperative care.

In every visit, a detailed examination of  the anterior and 
posterior segment and the possible complications were 
evaluated. The complications were managed accordingly. 
Visual acuity was assessed using standard protocol at each 
follow up. Postoperatively, the refractive status of  the children 
was assessed by retinoscopy after surgery and repeated at 
each visit thereafter. Likewise amblyopia management was 
done by either patching. Patients were provided with optical 
corrections for any residual refractive errors 6 weeks after 
surgery, near glasses were prescribed whenever required. Data 
were entered in SPSS version 20 and results were interpreted 
in frequency and percentages. Ethical approval was obtained 
from institutional academic committee.

RESULTS

In this study the mean age of  patients was 3 yr (± 2.16yrs 
SD). There were 9 patients in the age group 1-5 years. 
There were 23 patients in the age group 6-10 years and 
11 patients in the age group >10 years (Table 1). There were 
19 (44.2%) males and 24 (55.8%) females included in the 
study (Figure 1). The ratio of  male to female was 1: 1.26.

There were 37 cases of  bilateral cataract and 6 cases 
were unilateral (Figure 2). The most common type of  the 
cataract were Lamellar cataract 24 (44.4%) and total cataract 
23 (42.6%) followed by Posterior subcapsular 6 (11.1%). 
The others variant (1.9%) included mixed cataracts and 
one anterior subcapsular cataract.

Most of  the patients 39 eyes (72.2%) underwent (Lens 
Aspiration + Posterior chamber Intraocular Lens) followed 
by (Lens Aspiration +Primary Posterior Capsulorrhexis 
+Anterior vitrectomy + Posterior chamber Intraocular 
lens) in 14 eyes (25.9%) and (Lens Aspiration + Primary 
Posterior Capsulotomy + Anterior Vitrectomy) in 1 eye 
(1.9%). In the verbal group, 61.1% (33 eyes) had final visual 
acuity (6/6-6/18). In the non verbal group, 16.7% (9 eyes) 
had final visual acuity of  good fixation and follow (Table 2).

In contrary, if  we considered all those eyes which were 
assessable by quantification of  visual acuity (n=42), there 
was better outcome in post surgical BCVA compared to 
pre surgical BCVA but it was not statistically significant 
(p = 0.54).

Considering, improvement in individual eye and comparing 
pre and post surgical BCVA for that particular eye, there 
was a statistically significant improvement in pre surgical 
and post surgical BCVA (p< 0.001) (Table 3).

Figure 2: Frequency of laterality of cataract

Figure 1: Gender distribution. (n=43)

Table 1: Age distribution
Age group Number of patients Mean age±Standard 

deviation
1-5 9 3±2.16
6-10 23
>10 11
Total 43
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DISCUSSION

Visually impaired children have higher morbidity and 
mortality rates. Moreover, in developing countries they 
face a death of  social service for their needs. However, 
predicting the refractive outcome is one of  the main 
remaining challenges for the long-term care of  children 
after cataract surgery.6 In early unilateral and bilateral 
cataracts, good prognosis for visual acuity and binocular 
vision depends on early diagnosis and surgery before the 
development of  abnormal foveolar function.

The mean age of  surgery was 3 years with SD ± 2.16. This 
is higher than what is reported in developed countries. 
However, it is comparable to reports from developing 
world and within Nepal where the age of  presentation 
is still delayed.1,7 The main reason behind this delayed 
presentation is due to lack of  awareness in the Nepalese 
community including primary health care workers and 
general physicians. Another important factor behind 
late presentation might be due to Nepal’s topography as 
mentioned by Shrestha UD.8

There were (44.2%) males and females (55.8%) in this 
study. There was an almost equal distribution between 
males and females. David Yorston et al in their study 
found the rate of  cataract surgery higher in boys than 
girls. The preponderance of  male patients is more likely 
the result of  the greater value accorded to male children in 
traditional societies, rather than to an increased incidence 
of  cataract in boys.9 Jagat Ram et al also showed higher 
male: female (2.65:1) ratio with better visual outcome in 
male group.

In this study, a total of  86.1% of  patients had bilateral 
presentation and only 13.9% had unilateral cataract. 
Increased ratio of  bilateral cataract has been observed 

by other researches as well, a ratio of  3:1 reported by 
Johar et al.10 In another study at TIO by Shrestha UD et al 
also showed 89(67.4 %) unilateral and 43(32.6%) bilateral; 
the possible reason might be due to inclusion of  traumatic 
cataracts, which are most of  the time unilateral.8

The commonest mode of  presentation in this study was 
decreased vision in 70.4%. Other modes of  presentation 
were white pupillary reflex, strabismus, nystagmus. Five 
(9.25%) of  the patient presented with strabismus; it must 
be due to delayed presentation. In developing countries like 
Nepal, it would be good to screen pediatric age group, as 
we do surgical camps for the adult cataract.

The percentage of  visually impaired was quiet high in 
this study 39(72.2%), likewise in non-verbal group a 
considerable percentage 10(18.5%) present with poor 
fixation and follow. This corresponds well with findings 
from other studies. P. Gogate et al11 found preoperative 
best corrected vision was <3/60 in 405 (76.6%) eyes, 
Nathan G.et al showed pre-operative best corrected vision 
3/60 in 236 (66.5%) eyes. More recent study by Wilson et 
al showed presenting visual acuity of  < 20/2000. Thus, 
there has been no drastic change in trend of  paediatric 
cataract surgery in the developing world over the past 
decade.

The visual results were encouraging, 90.7% of  patient in 
this study showed improved visual acuity after surgery. 
At the end of  6 weeks follow up, 73.3% of  eyes had best 
corrected vision in the range (6/6-6/18) and 100% had 
good preferential fixation. The proportion with good 
acuity after surgery was better. Overall, post surgery there 
was statistically significant improvement in vision in all the 
eyes. The possible reason of  such a good outcome might 
be availability of  better technologies, better anaesthetic 
facilities, paediatric friendly environment.

Table 2: Final postoperative BCVA (At the end of 6 wks)
BCVA 6/6-6/18 <6/18-6/60 <6/60-3/60 <3/60-PL F & F Poor F & F
Number of eyes 33 5 3 4 9 0

BCVA=Best Corrected Visual Acuity

Table 3: Comparison between pre and post-surgery improvement in BCVA
BCVA_group Improvement n(%) Total P Value

Improved Stationary Deteriorated
6/6-6/18 0 2 (66.7) 1 (33.3) 3 <0.001
<6/18-6/60 10 (100) 0 0 10
<6/60-3/60 12 (100) 0 0 12
<3/60 – PL 15 (88.2) 2 (11.8) 0 17
Good F and F 7 (100) 0 0 7
Poor F and F 5 (100) 0 0 5
Total 49 4 1 54
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The most common early post-operative complication 
encountered was presence of  fibrin reaction only in eyes 
that had IOL implantation and occurred within 1-2 weeks 
of  surgery. Those patients were treated with oral steroid 
accordingly. Similar findings were reported by other 
authors.12 Complications related to IOL implantation 
were few, possibly due to the use of  biocompatible IOLs 
and in-the-bag implantation in most cases. Posterior 
capsule opacification (PCO) requiring secondary surgical 
membranectomy was seen in one eye.

Children that improved vision after surgery were given 
spectacles for distance and for near. The children suspected 
to have amblyopia were provided patching therapy.

CONCLUSION

Good visual outcome after pediatric cataract surgery can 
be obtained if  surgery is performed by skilled surgeon. 
The awareness of  pediatric cataract, early diagnosis and 
timely intervention to surgical treatment, and postoperative 
management of  residual uncorrected refractive error and 
amblyopia are important factors for the prevention of  
childhood blindness from cataract.
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