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Despite rapid progress in the field of diagnostics and laboratory 
science, the exact etiopathogenesis of infantile/developmental cataract 
have not been elucidated yet in literature.3,4 Novel tools such as next-
generation DNA sequencing have been introduced to identify various 
genetic loci responsible for lenticular opacity in young children.5 It 
is also vital to rule out congenital or perinatal infectious causes such 
as TORCH that may be associated with cataract.3 Childhood cataract 
may also be associated with a number of other etiologies such as 
metabolic and acquired causes such as trauma.6,7 Cataract related 
to etiologies such as spherophakia and lenticonus may prove to be 
diagnostic as well as management challenges.8

Children with congenital cataract require a thorough clinical 
examination to rule out associated ocular as well as systemic 
pathologies. Often congenital cataract may be associated with corneal 
opacities or glaucoma. Glaucoma associated with cataract may be 
primary, or acquired as a result of surgical interventions for pediatric 
cataract.4 Such cases may be very difficult to diagnose and manage and 
require specialized case in tertiary care centers with an experienced 
pediatric ophthalmology team. Measurement of intraocular pressure 
and fundus examination must be routinely carried out in children 
to rule out presence of comorbidities. Trained pediatricians and 
geneticists may help in a thorough systemic workup of such patients, 
which is may be important to detect life-threatening conditions such 
as metabolic anomalies. 

Technological advances have greatly enhanced the outcomes 
among patients suffering from ocular disorders. However, the task of 
managing childhood cataract remains difficult.3 Currently, the most 
preferred technique of pediatric cataract surgery is phaco aspiration 
with posterior chamber intraocular lens (IOL) implantation.3,9–12 
The goal of surgery is to ensure clear visual axis and placement of 
the IOL in the capsular bag to avoid iris and corneal complications. 
An important requisite is to select the material and type of the IOL 
prior to surgery. The most commonly used IOL for both adult and 
pediatric cataract surgery in the present day is hydrophobic acrylic 
(foldable, single-piece IOL).13,14 Nowadays, recent advances in IOL 
design such as toric and multifocal IOLs have further improved the 
outcomes among children with cataract and refractive errors. There 

are various guidelines and formulae available that guide the selection 
of appropriate IOL power.15,16 The aim of the surgery must be to 
achieve emmetropia to foster adequate development of vision during 
the critical stage of brain growth. 

There are a number of differences in the technique of pediatric 
cataract surgery compared to adult cataract surgery. Highly skilled 
surgeon and adequately experienced operation theatre staff are 
necessary to ensure gratifying outcomes in pediatric cataract surgery. 
Due to differences in the anatomy and presence of factors such as 
high vitreous pressure, general anesthesia and more elastic lens 
capsule, phaco aspiration systems with better fluidics and control 
system such as the Alcon Infiniti System (Alcon Labs, Fort Worth, 
TX, USA) are preferable, though not necessary. The authors prefer the 
technique of continuous curvilinear capsulorhexis (CCC) followed 
by cortical aspiration.10 In young children aged 1 month to 6 years, 
primary posterior capsulotomy with limited anterior vitrectomy may 
be performed to minimize the risk of posterior capsular opacification 
(PCO).17 Anterior vitrectomy is often performed with assisted 
techniques. 

In order to control surgical inflammation, high dose steroids may 
be required to prevent postoperative complications. Patients with 
uveitic cataract and trauma may benefit from intraocular depot steroids 
like dexamethasone implants (Ozurdex®).18 Amblyopia prevention 
and treatment requires strict adherence and emphasis. Thus, a close 
follow-up is essential in the immediate postoperative period to assess 
the refractive status and binocularity. It is common for visual axis 
obscuration (VAO) to develop in children as pediatric eyes may be 
predisposed to higher levels of inflammation compared to adults.19 

Such sequelae may require further interventions so that issues like 
IOL tilt and/or decentration can be corrected.

Conclusion
The field of pediatric cataract management is ever evolving, and 

the outcomes are further improving. There have been numerous 
advances in various areas including surgical instrumentation, phaco 
aspiration devices, materials and design of IOLs and development 
of more potent anti-inflammatory drugs. Recently, femtosecond 
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Editorial
Childhood blindness remains a major cause of childhood blindness 

world over. In developing countries such as India a large number of 
children (more than 20%) are visually impaired.1,2 The actual number 
of children suffering from childhood cataract may be much larger since 
many cases may go unreported.1–3 Therefore, it is prudent to identify 
and address various issues related to the diagnosis and management of 
pediatric cataract. In the past few decades, a number of advances have 
revolutionized the field of pediatric cataract surgery. Progress in this 
field has significantly improved the outcomes of such patients even in 
developing countries such as India. 
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laser assisted pediatric cataract surgery has also been introduced.20 
Thus, benchmarks for postoperative outcomes after pediatric cataract 
surgery have risen. Present day management of pediatric cataract has 
evolved and consists of an integrated approach and long-term follow-
up to ensure wholesome development of the child.

Acknowledgments
None.

Conflicts of interest
No conflicts to declare.

Funding
None.

References
1. Pascolini D, Mariotti SP. Global estimates of visual impairment: 2010. Br 

J Ophthalmol. 2010;96(5):614–618.

2. World Health Organization. Visual impairment and blindness. Factsheet 
N°282; 2014.

3. Wilson ME, Pandey SK, Thakur J. Paediatric cataract blindness in the 
developing world: surgical techniques and intraocular lenses in the new 
millennium. Br J Ophthalmol. 2003;87(1):14–19.

4. Lambert SR, Drack AV. Infantile cataracts. Surv Ophthalmol. 
1996;40(6):427–458.

5. Gillespie RL, Urquhart J, Anderson B, et al. Next-generation sequencing 
in the diagnosis of metabolic disease marked by pediatric cataract. 
Ophthalmology. 2016;123(1):217–220.

6. Stambolian D. Galactose and cataract. Surv Ophthalmol. 1988;32(5):333–
349.

7. Sukhija J, Ram J. Pediatric traumatic cataract: maximizing the surgical 
outcome. J Cataract Refract Surg. 2012;38(12):2210–2211.

8. Khokhar S, Agarwal T, Kumar G, et al. Lenticular abnormalities in 
children. J Pediatr Ophthalmol Strabismus. 2012;49(1):32–37.

9. Apple DJ, Ram J, Foster A, et al. Elimination of cataract blindness: 
A global perspective entering new Millennium. Survey Ophthalmol. 
2000;45 suppl:S1–196.

10. Ram J, Gupta N, Sukhija JS, et al. Outcome of cataract surgery with 
primary intraocular lens implantation in children. Br J Ophthalmol. 
2011;95(8):1086–1090.

11. Vasavada AR, Nihalani BR. Paediatric cataract surgery. Curr Opin 
Ophthalmol. 2006;17:54–61.

12. Struck MC. Long-term results of pediatric cataract surgery and primary 
intraocular lens implantation from 7 to 22 months of life. JAMA 
Ophthalmol. 2015;133(10):1180–1183.

13. Bhusal S, Ram J, Sukhija J, et al. Comparison of the outcome of 
implantation of hydrophobic acrylic versus silicone intraocular lenses 
in pediatric cataract: prospective randomized study. Can J Ophthalmol. 
2010;45:531–536.

14. Trivedi RH, Wilson ME, Vasavada AR, et al. Visual axis opacification after 
cataract surgery and hydrophobic acrylic intraocular lens implantation in 
the first year of life. J Cataract Refract Surg. 2011;37(1):83–87.

15. Dahan E, Drusedau MU. Choice of lens and dioptric power in pediatric 
pseudophakia. J Cataract Refract Surg. 1997;23:618–623.

16. O’Hara MA. Pediatric intraocular lens power calculations. Curr Opin 
Ophthalmol. 2012;23(5):388–393.

17. Ram J, Brar GS, Kaushik S, et al. Role of posterior capsulotomy with 
vitrectomy and intraocular lens design and material in reducing posterior 
capsule opacification after pediatric cataract surgery. J Cataract Refract 
Surg. 2003;29(8):157–1584.

18. Gupta A, Ram J, Gupta A, et al. Intraoperative dexamethasone implant 
in uveitis patients with cataract undergoing phacoemulsification. Ocul 
Immunol Inflamm. 2013;21(6):462–467.

19. Mohamed TA, Soliman W, Fathalla AM. Effect of intracameral 
triamcinolone acetonide on postoperative intraocular inflammation in 
pediatric traumatic cataract. Eur J Ophthalmol. 2015;26:1.

20. Dick HB, Schelenz D, Schultz T. Femtosecond laser-assisted 
pediatric cataract surgery: Bochum formula. J Cataract Refract Surg. 

2015;41(4):821–826. 

https://doi.org/10.15406/aovs.2016.04.00097
http://www.ncbi.nlm.nih.gov/pubmed/22133988
http://www.ncbi.nlm.nih.gov/pubmed/22133988
http://www.who.int/mediacentre/factsheets/fs282/en/
http://www.who.int/mediacentre/factsheets/fs282/en/
http://www.ncbi.nlm.nih.gov/pubmed/12488254/
http://www.ncbi.nlm.nih.gov/pubmed/12488254/
http://www.ncbi.nlm.nih.gov/pubmed/12488254/
http://www.ncbi.nlm.nih.gov/pubmed/8724637
http://www.ncbi.nlm.nih.gov/pubmed/8724637
http://www.ncbi.nlm.nih.gov/pubmed/26233629
http://www.ncbi.nlm.nih.gov/pubmed/26233629
http://www.ncbi.nlm.nih.gov/pubmed/26233629
http://www.ncbi.nlm.nih.gov/pubmed/3043741
http://www.ncbi.nlm.nih.gov/pubmed/3043741
http://www.ncbi.nlm.nih.gov/pubmed/23195277
http://www.ncbi.nlm.nih.gov/pubmed/23195277
http://www.ncbi.nlm.nih.gov/pubmed/21688762
http://www.ncbi.nlm.nih.gov/pubmed/21688762
http://www.ncbi.nlm.nih.gov/pubmed/11291895
http://www.ncbi.nlm.nih.gov/pubmed/11291895
http://www.ncbi.nlm.nih.gov/pubmed/11291895
http://www.ncbi.nlm.nih.gov/pubmed/20935312
http://www.ncbi.nlm.nih.gov/pubmed/20935312
http://www.ncbi.nlm.nih.gov/pubmed/20935312
http://www.unisinucartagena.edu.co/biblioteca/oftalmologia/REVISION_TEMA/SEGMENTO_ANTERIOR/CATARATA/CATARATA_CONGENITA/ARTICULOS/Catarata_Pediatria.pdf
http://www.unisinucartagena.edu.co/biblioteca/oftalmologia/REVISION_TEMA/SEGMENTO_ANTERIOR/CATARATA/CATARATA_CONGENITA/ARTICULOS/Catarata_Pediatria.pdf
http://www.ncbi.nlm.nih.gov/pubmed/26111188
http://www.ncbi.nlm.nih.gov/pubmed/26111188
http://www.ncbi.nlm.nih.gov/pubmed/26111188
http://www.ncbi.nlm.nih.gov/pubmed/20847753
http://www.ncbi.nlm.nih.gov/pubmed/20847753
http://www.ncbi.nlm.nih.gov/pubmed/20847753
http://www.ncbi.nlm.nih.gov/pubmed/20847753
http://www.ncbi.nlm.nih.gov/pubmed/21183103
http://www.ncbi.nlm.nih.gov/pubmed/21183103
http://www.ncbi.nlm.nih.gov/pubmed/21183103
http://www.ncbi.nlm.nih.gov/pubmed/9278814
http://www.ncbi.nlm.nih.gov/pubmed/9278814
http://www.ncbi.nlm.nih.gov/pubmed/22890001
http://www.ncbi.nlm.nih.gov/pubmed/22890001
http://www.ncbi.nlm.nih.gov/pubmed/12954310
http://www.ncbi.nlm.nih.gov/pubmed/12954310
http://www.ncbi.nlm.nih.gov/pubmed/12954310
http://www.ncbi.nlm.nih.gov/pubmed/12954310
http://www.ncbi.nlm.nih.gov/pubmed/23941542
http://www.ncbi.nlm.nih.gov/pubmed/23941542
http://www.ncbi.nlm.nih.gov/pubmed/23941542
http://www.ncbi.nlm.nih.gov/pubmed/26350986
http://www.ncbi.nlm.nih.gov/pubmed/26350986
http://www.ncbi.nlm.nih.gov/pubmed/26350986
http://www.ncbi.nlm.nih.gov/pubmed/25840307
http://www.ncbi.nlm.nih.gov/pubmed/25840307
http://www.ncbi.nlm.nih.gov/pubmed/25840307

	Title
	Abbreviations
	Editorial
	Conclusion
	Acknowledgments
	Conflicts of interest 
	Funding
	References

