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Abstract: Cataract is one of the major causes of curable blindness in children. Its treatment is mainly surgical with
oftentimes complications and poor visual outcome. This study aimed to assess the outcome and complications of cataract

surgery performed in children in a tertiary hospital.
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INTRODUCTION

Childhood cataracts are responsible for 5 to
20% of blindness in children worldwide and for an even
higher percentage of childhood visual impairment in
developing countries [1]. Childhood cataract blindness
is one of the major avoidable causes of blindness in
both developed and developing countries and it is a
priority for VISION 2020: The right to sight initiative
[2]. The prevalence of childhood cataract varies from
1.2 to 6.0 cases per 10,000 infants. Pediatric cataracts
are responsible for more than one million cases of
childhood blindness in Asia. In developing countries,
such as India, 7.4 to 15.3% of childhood blindness is
due to cataracts [3]. Of the 1.4 million blind children,
globally, the number due to lens-related conditions is
estimated to 190,000 (14%), with proportion varying in
different countries [4]. Pediatric cataract surgery may
result in preoperative and postoperative complications.
Cataract surgery and other intraocular procedures
have a higher incidence and more pronounced
postoperative inflammatory reactions in children
compared with adults [5]. The objective of our study
was to assess the surgical outcome and the
complications of pediatric cataract surgery in a tertiary
hospital in Mali.

MATERIAL AND METHOD

We conducted a retrospective study covering
one year from January 2015 to December 2015 in the
Institute of African Tropical Ophthalmology located in
Bamako, the Capital City of Mali. The inclusion criteria
were children aged 0-15 years that underwent cataract
surgery in the Institute during the period of study with
the prior informed consent of their parents. A total of 72

patients were enrolled; all of them underwent small
incision cataract surgery (SICS) with or without
intraocular (I0OL) implantation. Data analysis was done
using SPSS 16 software.

RESULTS

82 eyes of 72 patients were involved. Among
these patients, 71% (n=51) were males and 29% (n=21)
were females with a sex ratio male: female=2.42. The
age ranged from 0 to 15 years; Patients from the age
group 0-5 years and the age group 11-15 years were
prevalent with 35% (n=25) each one. Patients of the age
group 6-10 years accounted for 30% (n=22). About the
laterality, 60 were unilateral and 11 were bilateral.

Table 1: Etiology of cataract

Etiology of N %
cataract
Congenital 30 42
Developmental 23 32
Traumatic 19 26
Total 72 100

Table 2: Age group distribution of patients

Age group N %
(year)
0-5 25 35
6-10 22 30
11-15 25 35
Total 72 100
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Table 3: Associated pathologies

Associated N %

pathologies

Nystagmus 7 10

Strabismus 4 5
Corneal 7 10
scarring

Table 4: Laterality of cataract

Laterality of N %
cataract
Bilateral 28 39
Unilateral 44 61
Total 72 100

Table 5: Surgical procedure

Surgical procedure N %
SICS + IOL 59 81
SICS without IOL 14 19
Total 72 100

Table 6: Postoperative complications

Postoperative N %
complications
Early complications
Hyphema 1 1
Fibrinous reaction 8 11
Late complications
Posterior capsule 28 39
opacification
Aphakic/Pseudophakic 3 4
glaucoma
Retinal detachment 1 1

Table 7: Best corrected postoperative visual acuity

Postoperative N %
visual acuity

<6/60 2 3

6/60-6/24 22 31

>6/18 25 35

Non recordable 23 32

Total 72 100

DISCUSSION

Our study which included 72 patients aged 0-
15 years was challenging; since there were many
hindrances. In our Institute, the Anesthetists do not
accept to anesthetize children below 4 months old.
Among the anesthetists, only one is able to manage
children aged 4 months to 1 year old. In addition we did
not have a vitrector; so in children who needed
vitrectomy, we used a cystitome to perform posterior
capsulotomy along with anterior manual vitrectomy. It
was shown that good visual outcome is obtained if
surgery is performed before 10 months of age [6]. Of
the 72 patients, congenital cataract was prevalent, it
accounted for 42% (n= 30) followed by developmental
cataract, 32% (n=23). While congenital cataract is
present at birth or noted in the first 2 years of life,

developmental cataract starts after 2 years of age.
Pediatric cataract is the commonest cause of cataract in
children [7]. 19 patients (26%) had traumatic cataract
with corneal scarring in 10 of them. Corneal
opacification contributes to worsen the outcome of
cataract surgery. The predominance of congenital
cataract in children was found by many researchers; In
Madagascar, Randrianotahina found 53.5% of
congenital cataract in his Study on pediatric cataract
surgery and 25.6% of developmental [8]. 11 patients
(15%) out of 72 had associated pathology; 7 cases of
nystagmus and 4 cases of strabismus. Association of
pediatric cataract with other eye pathologies was found
by many authors [9, 7]. These eye conditions are
harbingers of amblyopia before surgical procedure.
Patients harboring such pathologies will oftentimes
have poor surgical outcome. 61% (n=44) had unilateral
cataract; this may be due to the fact that our study
involved traumatic cataracts which are commonly
unilateral. Patients with monocular cataract are more
exposed to amblyopia; 2 predisposing factors play a big
part in this process: binocular rivalry and visual
deprivation. Early complications encompassed hyphema
(1 case) and fibrinous reaction (8 cases). Late
complications were mainly posterior  capsular
opacification and pseudophakic/aphakic glaucoma with
respectively 39% (n=28) and 4% (n=3). In his study,
Behbehani found 4% of aphakic glaucoma, 2% of
posterior capsular opacification [10]. Postoperative
corrected visual acuity was less than 6/60 in 2 patients,
whereas 25 (35%) of our patients had a postoperative
visual acuity >6/18. In his study, Khandekar found that
the vision following surgery was more than 6/18 in 84
(16.4%) eyes; in 44% the vision could not be assessed
[7]. The poor outcome in our study can be explained by
the late attendance of health facilities by patients, the
lack of appropriate surgical equipment like vitrector and
phacoemulsification machine. In 23 (32%) of our
patients, visual acuity was not recordable because of
lack of cooperation from very young children. Many
authors noticed the same problem of cooperation in
their studies [11, 7]. Since the visual acuity of
uncooperative children cannot be recorded, it is difficult
to know if surgical outcome was satisfactory.

CONCLUSION

Pediatric cataract surgery is challenging; the
late presentation of patients and the associated
pathologies may compromise the outcome. Also follow
up and visual acuity assessment are sometimes very
tough.
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