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mented preoperative heterotropia was present in six
cases; two eyes were microphthalmic (cases 11 and
18), but no patient had nystagmus. One child (case 2)
had an ocutome lensectomy, contact lens, and pene-
trating keratoplasty at the age of 2 years after a
penetrating corneal injury.

The most frequent early postoperative complica-
tions was a fibrinous uveitis, which usually began
after 24 hours and required topical corticosteroids
(Table 3). One patient (case 8) had a small hyphaema,
and one had transient superior half corneal oedema
(case 6). During the mean follow-up period of 2-4
years (AC IOL 2-1 years, PC IOL 2-5 years) the
majority of complications occurred in cases with
posterior chamber intraocular lens implants (Table
3). These were iris implant synechiae and visually
significant posterior capsular opacification. Eight
patients (Table 4) required surgical or Nd-YAG laser
capsulotomies, one of whom (case 18) had already
had a primary capsulotomy. Five cases had the PC
IOL haptic dislocated and held forward in the iris-
pupil plane by synechiae. Three of these had an
uneventful repositioning of the PC IOL haptic with
no recurrence, and one patient (case 3) had the PC
IOL replaced without difficulty by an AC IOL with
no subsequent complications. One patient (case 11)
had the PC IOL removed and replaced by a contact
lens.

None of our patients had cystoid macular oedema
clinically, though fluorescein angiography was not
performed. Retinoscopy after operation showed low
degrees of hypermetropia or myopia in most cases
(Table 1). One patient (case 17) had a significant
anisometropia requiring a +7-5 dioptre overcorrec-
tion with a contact lens at six months. There was only
one case of postoperative astigmatism greater than
275 dioptres, and this occurred in a patient (case 2)
who had a previous corneal graft. Sixteen patients
were on intensive occlusion therapy postoperatively
(up to seven hours per day) with variable compliance
and visual rehabilitation (Table 1). It was possible to
test fusion potential in 18 patients by means of
a synoptophore, nine of whom showed variable
degrees of peripheral fusion.

Discussion

The visual results following removal of monocular
cataracts from infants’ eyes are often disappointing.
Though the prognosis for attainment of good acuity
and fusion in older children is poorer, surgery should
be considered in selected cases, as it may be impos-
sible to date the onset of cataract and visual deteriora-
tion with any degree of precision.* Untreated until
adult life these patients may have acuities of percep-
tion of light only.* Even an acuity of 1/60 represents a
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significant improvement on this for a reserve eye.
Only two patients in this series have a current acuity
poorer than 1/60.

Contact lenses, the standard optical treatment, are
associated with many problems. These include infec-
tions, sterile inflammations,* and induction of
morphological changes in the epithelium* and endo-
thelium.* In addition, many parents are unable to
cope with the care of their childrens’ long-term
contact lens, which can be a source of considerable
stress to both the child and family.

Epikeratophakia is an alternative option in cases
unsuitable for contact lense wear. One problem
of this procedure has been the slow return of
visual function to preoperative levels owing to
gradual clearing of the tissue lens in patients who are
already amblyopic. Recent studies®™ have yielded
encouraging results in patients less than 18 years old.

Tablec 2 Present and preoperative acuities of patients with
traumatic and non-traumatic uniocular cataracts

Visual acuity  Number of cases with each type of cataract
Traumatic (7) Non-traumatic (13)
Visual acuity Visual acuity

Preoperative  Current Preoperative  Current
<6/9 - 3 - 1
6/12-6/36 1 2 2 3
6/60-3/60 1 - 2 5
2/60-1/60 2 2 2
<1/60 3 - 9 2

Table 3  Postoperative intraocular lens complications

Posterior chamber
implants (15 cases)

Anterior chamber
implants (5 cases)

Complications

Fibrinous uveitis 3 7
Visually significant
posterior capsule
opacities -
Iris — implant synechiae -
Iris sphincter erosion -

[[SEN=

Table 4 Secondary surgical procedures

Anterior chamber
lens (5 cases)

Procedure Posterior chamber

lens (15 cases)

Posterior capsulotomy
(surgical/Nd-YAG) -
IOL repositioning -
IOL replacement -
IOL removal and
pupilotomy - 1

—_

*Posterior chamber implant replaced by an anterior chamber
implant.
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So far, however, no controlled trial in children
comparing epikeratophakia with intraocular lens
implantation has been carried out.

In adults intraocular lens implantation is superior
to contact lenses in achieving good binocular
function.” However, ophthalmologists continue to
disagree about lens implantation in children. Some
stress their usefulness, other consider them imprac-
ticable. Hiles has shown that non-compliance by the
patient in accepting the best optical correction is
lower in those who have an intraocular lens than in
those with a contact lens, though compliance in
accepting occlusion for amblyopia remains an equal
problem in both groups."

The effect of intraocular lenses on the growth,
development, and structures of the child’s eye
remains speculative, but a recent study* described
their short-term safety and predictability, finding no
histopathological evidence that the child’s eye toler-
ated an intraocular lens less well than an adult’s. Our
20cases represent a heterogeneous group of traumatic
and non-traumatic uniocular cataracts. The visual
results were encouraging in that nine of 18 patients
assessed had peripheral fusion, four had final acuities
of better than or equal to 6/9, while the acuity of six
patients measured <3/60. Intraocular lenses were
generally well tolerated and anatomically stable in 19
eyes, with no evidence of persisting inflammation.

We found that the prevalence of postoperative
complications, particularly visually significant
posterior capsular opacification and early postopera-
tive lens malposition (Table 3), to be higher in
children with posterior chamber implants. By con-
trast, a smaller group who had flexible anterior
chamber implants were relatively free of pupil
complications irrespective of the presence or absence
of the posterior capsule. Hiles and Hered report a
similar trend in a larger group of patients.* They
found that secondary membranes and lens malposi-
tion occurred in 22% and 7% respectively of eyes
with anterior chamber inplants compared with 63%
and 40% in eyes with posterior chamber implants.
They also note that secondary membranes developed
earlier in eyes with posterior chamber implants.

Like others we evaluate the best optical correction
in the context of the dynamic growth of the eye and
the changes in refractive power that occur throughout
childhood. In our experience the preferred treatment
for the infant with compliant parents is lensectomy or
lens aspiration plus capsulotomy, contact lens wear,
and intensive occlusion therapy. There are neverthe-
less patients within this group who fail to achieve
adequatc contact lens wear, with many episodes of
interrupted treatment and a poor visual outcome. We
consider that they form a particular indication for
secondary anterior chamber lens implantation in the
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hope of a least retaining useful peripheral vision. One
of our patients (case 2) who was intolerant of a
contact lens remained binocular with useful vision
following intraocular lens implantation. Likewise,
patients with uniocular traumatic or late-onset
developmental cataracts, who may have already
developed binocularity, could be considered for
intraocular lens implantation (Table 2), as high
power aphakic contact lenses may induce sufficient
aniseikonia (approximately 16% ) to prevent achieve-
ment of optimal binocularity.™

Intraocular lenses as a first step or in cases of
contact lens intolerance have a role in the treatment
of the paediatric aphake. It has been our experience
that children generally tolerate intraocular lenses
well and that flexible anterior chamber implants are
associated with fewer short term complications than
posterior chamber intraocular lenses (mean follow
up 2-4 years). In 19 of the 20 children the implants are
stable, the eyes quiet, and the optical pathway to the
retina clear. The visual outcome in non-traumatic
cataracts depended chiefly on the severity of
amblyopia at the time of surgery and compliance with
postoperative occlusion therapy.

While contact lenses remain the initial treatment of
choice in uniocular cataracts in infancy, intraocular
lenses are well tolerated and have a role in the
treatment of contact lens failures and older children.
Flexible anterior chamber lenses may be preferred to
posterior chamber implants for the treatment of
children under 6 years old in view of their superior
performance in this and other series.
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